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Context
• 7 inspectors used a range of methods to gather 

information both during and before the visit 

• Tracking and sampling followed the experiences of 
140 children where there had been safeguarding 
concerns or who were ‘looked after’ 

• Examined the effectiveness of health services in 
promoting the children’s health and  wellbeing 

• Inspectors on site 23 to 27 July 2018

• Report published 28 November 2018



Process
• Report provided 15 sections with 49 individual 

recommendations 

• Identified further areas to be brought to the attention 
of Public Health Commissioners in Sefton Council

• Task & Finish group chaired by Accountable Officer 
of Sefton CCGs to develop & progress action plan 

• Nine organisations including the two Sefton CCGs 
and Sefton Council

• ‘Buy-in’ from all organisations 



Sections1- 4 themes 
Recommendations Number 

Actions

Organisation

1. CSE Training; develop GP systems; timeliness of Initial 

Health Assessments (IHA) for LAC; services for adults with 

ADHD; culture of challenge; transformation plan for mental 

health services 

9 SS and S&F 

CCG

2. Flexible home visiting in antenatal period; routine enquiry for 

DA more than once in pregnancy; consideration of child 

safeguarding when adults present in ED; consideration of  

FGM in sexual health services; audit and monitoring of 

compliance with  procedure for non-attendance at maternity 

appointments; develop system to quickly identify under 18’s 

in ED 

6 S&O

3. Work together to ensure practitioners working with pregnant 

women aware of LSCB process for pre-birth assessments

1 CCGs;

S&O; LWH; 

NWBH

4. Training and monitoring that safeguarding risks  are 

considered in ED; CAMHS processes to include child 

exploitation, hidden harm an managerial oversight; 

response to MASH requests and managerial oversight and 

monitoring

5 AHCH



Sections 5-10 themes 
Recommendations Number 

Actions

Organisation

5. Oversight of LAC; improve quality of Review Health 

Assessments for LAC; timely access to IHA; training and 

supervision for team managers; strengthen processes for 

uploading of lower priority documents to children’s records

5 NWBH

6. Effective consideration of risks to unborn, children and YP 

when adults don’t engage with substance misuse services

1 Mersey Care

7. Robust information sharing with other health services 

when YP access service

1 Addaction

8. Environmental risk assessments when YP admitted 

experiencing mental health crisis

1 S&O; AHCH

9. Improve and develop transition processes for YP likely to 

require intervention from adult mental health services 

1 AHCH; 

Mersey Care 

10. Training re unaccompanied asylum seeking children; 

SDQ’s available to health staff; alert re children placed for 

adoption; notification of LAC status to better inform care 

planning; better liaison between CAMHS and LAC 

services; work with Sefton MBC to ensure family health 

history available for IHA

6 AHCH;

NWBH



Sections 11-15 themes 
Recommendations Number 

Actions

Organisation

11. Work with Sefton MBC to develop multiagency approach 

to drive operational improvements for services for LAC

1 CCGs; AHCH; 

NWBH

12. Proactive follow up and storage of child protection 

conference minutes; rolling programmes of training re 

effective capture of the voice of the child and analysis / 

articulation of risk and impact on children and YP

3 S&O; LWH; 

AHCH; 

NWBH; 

Mersey Care

and Addaction

13. Effective monitoring of midwives compliance with level 3 

safeguarding training

1 LWH; S&O

14. Robust quality assurance to ensure accurate 

information re mental health crisis documented and 

shared between ED and adult mental health services

1 Mersey Care;

S&O

15. Quality assurance of MASH referrals; mitigate risks from 

inconsistent record keeping systems; further develop 

alerts systems for children at risk; fully embed ‘Think  

Family’ approach; embed chronologies that highlight 

risks quickly; ensure strong governance and managerial 

oversight  through effective, accessible reflection, 

supervision and challenge which is documented in 

service users records. 

7 S&O; AHCH; 

NWBH; 

Mersey Care; 

Addaction 





Progress
Section Number of 

actions 

Number of 

sub-actions 

Number

Green

Number 

Grey (not yet 

due) 

Number Red

1 9 46 20 26 0

2 6 14 1 13 0

3 1 8 4 4 0

4 5 10 6 4 0

5 5 24 17 7 0

6 1 3 0 3 0

7 1 3 2 1 0

8 1 3 0 3 0

9 1 2 2 - -

10 6 15 5 10 0

11 1 8 2 6 0

12 3 39 17 22 0

13 1 5 2 3 0

14 1 4 0 4 0

15 7 61 15 43 0



Next steps
• Task & Finish group on-going

• Actions being progressed within organisations and 
collectively where appropriate 

• Action plans to be monitored through individual 
organisations governance processes; CCGs Clinical 
& Quality Performance Groups and Public Health 
Commissioner contract processes

• Updated action plan to be re-submitted to CQC on 
4th July 2019 


