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This report highlights the dedicated efforts of our three statutory partners – the Metropolitan Police, NCL Integrated Care Board and Islington Local Authority and the wider 
partnership.

We are delighted to present the annual report for the Islington Safeguarding Children Partnership (ISCP) covering the period from September 2022 to March 2024; this 18-month reporting period 
supports us to align our future reports with the timeframes set out in the Working Together to Safeguard Children 2023 guidelines.

We are hugely proud of the work that we as a partnership undertake, the challenge and support we provide to each other, and our commitment to keeping children and young people first and foremost 
in everything that we do. The annual report is an opportunity to reflect on the progress made over the last period, the achievements and impact as a partnership, as well as looking ahead to the 
challenges of the future.

One of our ongoing priorities is to tackle structural inequalities across the services and as a workforce. We will continue to reflect on where progress has been made, whilst highlighting and proactively 
addressing where we still need to improve. For the coming year, a greater focus on the data is required to support one of the partnerships key functions, this will support addressing 
underrepresentation across services and support our priority objectives.

The ongoing and presenting challenge of neglect and parental factors is highlighted in our new priorities. Our commitment to addressing domestic abuse continues as a focus, supported by the 
successful daily safeguarding meeting, that provides a well embedded approach to ensure a quick and joined up multi-agency response to the needs of women and girls who are subject to violence and 
abuse.

One of our greatest challenges in Islington are the low attendance figures across primary and secondary sectors, as well as the disproportionality that exists in the rate of exclusions and 
suspensions.  We will respond this coming year with a set of actions to work with schools and partners in improving rates of attendance, however this is a complex and worrying issue, which needs a 
partnership and public health response to ensure all children and young people remain visible. 

In February 2023, Department for Education published Stable Homes, Built on Love, an implementation strategy and consultation, where the strategy sets out a vision to rebalance children’s social care 
away from costly crisis intervention to more meaningful and effective early support.  Part of the reform was linked to Working Together 2023, where partnerships are looking to design and test reforms 
to children’s services from family help, through to the edge of care. We in Islington and with our partners are focusing on ensuring families can access the right support at the right time, through a 
multi-agency co-located referral process and locally based, multi-disciplinary family help services providing welcoming, seamless and effective support that is tailored to the needs of children and 
families.

As the three statutory partners of the Islington Safeguarding Children Partnership, we are committed to establishing a system-wide, ‘families first’ culture. This overarching system reform is supported 
by clear and shared multi-agency safeguarding arrangements (MASA) and effective information-sharing. We are also strengthening the role of education at a strategic level.
Additionally, we are making greater use of family networks, promoting earlier family group decision-making throughout family help and child protection. Targeted funding is facilitating these efforts, 
enabling more children to live safely at home or transition into kinship care.

We would like to thank all our partners, practitioners and volunteers for their commitment to safeguarding, with a special thanks to the work, due diligence and wisdom of our independent scrutineer, 
Alan Caton.

Jon Abbey
Corporate Director of Children Services

London Borough of Islington

David Pennington
Director of Safeguarding & Looked After Children
NHS North Central London Integrated Care Board

Emma Barker
Detective Superintendent, Head of Public Protection 

Central North Borough Command Unit
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The Islington Safeguarding Children Partners, as part of their 

arrangements to safeguard children and promote their welfare, are 

required to demonstrate that they are open to independent scrutiny. 

According to Working Together 2023, independent scrutiny should drive 

continuous improvement, add value and provide assurance that 

arrangements are working effectively for children, families, and 

practitioners. It should also consider learning from local child 

safeguarding practice reviews, national reviews, and thematic reports.

I have been appointed as the independent chair and scrutineer to offer 

independent scrutiny of the Islington safeguarding arrangements. This 

is my review of the annual report and assessment of how effective 

these arrangements have been over the past 18 months, highlighting 

areas of success and those needing further development.

There are many strengths to the safeguarding children arrangements 

across Islington. The partnership is open to scrutiny and challenge, 

striving to continually learn and improve practice. There is strong 

leadership and a clear sense of joint and equal responsibility from the 

three safeguarding partners. The partnership is built on high support, 

high challenge, and encourages difficult conversations.

I am highlighting two areas of partnership functions which require 

attention, review and progress. Firstly, Working Together 2023 outlines 

that the Lead Safeguarding Partners should agree on the level of 

funding needed to deliver effective multi-agency safeguarding 

arrangements. This includes business and analytical support, 

independent scrutiny, infrastructure, and core functions such as CSPRs, 

multi-agency training, and learning events. Funding contributions from 

statutory safeguarding partners should be ‘equitable’, however, in 

Islington, funding arrangements have not been reviewed and fall 

disproportionately on the local authority, with consistently low 

contributions from the police; this needs urgent review to ensure joint 

and equitable funding contributions.

Secondly, to fulfil its functions, the Islington Safeguarding Children’s 

Partnership should use data to assess the effectiveness of services 

offered to children and families. Data needs to be multi-agency, 

and it is incumbent on the local authority, statutory partners, and 

relevant agencies to provide the necessary data. Currently, the 

partnership lacks a sufficient multi-agency data set. There needs to 

be a greater emphasis on obtaining multi-agency data, particularly 

from police and health, along with sufficient commentary and analysis 

to monitor the effectiveness of multi-agency safeguarding and 

practice. I am aware this issue is being progressed.

This detailed report highlights the commendable work carried out by 

the partnership, reflecting its unwavering commitment to the safety, 

well-being, and development of children and young people in the 

borough.

The Disproportionality and Inequality Task and Finish Group (page 9) 

has carried out excellent work in tackling disparities and promoting 

equity across the borough. Their efforts have played a crucial role in 

creating a more inclusive and supportive environment for all children. 

The partnership has successfully prioritised the voice of children, 

actively involving them in decision-making processes and leveraging 

their insights to improve coordinated service delivery.

Tackling domestic abuse has been a long-term priority for the ISCP. 

The partnership has taken steps to address the impact of parental 

factors such as domestic abuse and violence, particularly through the 

restructuring of services, like implementing the Daily Safeguarding 

Meeting (DSM) to replace the monthly MARAC (Page 25). The positive 

impact of the DSM cannot be overstated, facilitating excellent multi-

agency working and enabling swift identification and response to 

emerging concerns.

The annual report from the Missing Children and Exploitation 

Subgroup showcases the partnership’s determination to protect 

children from harm and support those affected by these experiences 

(pages 27 and 28). While there has been improvement in the routine 

offer and completion of return home interviews (RHIs) by the 

Exploitation and Missing Team, more work is needed by the 

partnership to address and support those missing and those with 

repeat missing episodes.

The partnership in Islington has shown real vigour in learning from 

serious cases (pages 41-45). Reviews of serious child safeguarding 

cases aim to identify improvements to safeguard and promote the 

welfare of children. Islington Safeguarding Partners have a well-

organised group of multi-agency professionals overseeing reviews 

and ensuring a culture of learning and continuous improvement. 

The group is keen to see that recommendations from reviews 

improve outcomes for children and that lessons learned are 

embedded into practice. A robust audit regime ensures that learning 

is revisited and embedded.

Neglect continues to be the most common form of child abuse 

across the UK, reflecting the position in Islington. It is vital that 

there is early recognition of neglect to ensure a consistent and 

timely response. The partnership has adopted the ISCP Neglect 

Toolkit, but it is not yet well embedded or used consistently across 

all agencies. I will continue to challenge agencies to use the ISCP 

Neglect Toolkit to identify children at risk of neglect and hope to see 

further increases in returns and early intervention.

The partnership’s safeguarding training is well-received and 

effective in fostering collaboration among professionals, 

empowering them with the knowledge and tools needed to 

safeguard children.

In conclusion, this annual report showcases the outstanding work 

carried out by the Islington Safeguarding Children Partnership over 

the last eighteen months. Their dedication, collaborative spirit, and 

consistency in safeguarding have yielded remarkable results. I am 

confident they will continue to make a meaningful difference in the 

lives of the children and young people they serve.

Finally, I thank all the organisations and individuals in the public, 

voluntary, and private sectors who work tirelessly across Islington to 

improve the safety and quality of life for our children, young people, 

and families.

Alan C Caton OBE
ISCP Independent Chair/Scrutineer 
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Islington Statutory Safeguarding Partners Report to Local Scrutiny and Assurance Frameworks.

Integrated Care Board, Safeguarding Accountability Meeting and Children’s Scrutiny, MPS Public Protection Delivery Group





ISCP Priorities for this Reporting Timeframe 

 

Address the impact of inequality and 
structural racism on vulnerable children 
and to create a better understanding of 
data across all of Islington Safeguarding 

Children Partnership.

The Disproportionality and 
Inequality Task and Finish Group 
has made significant strides in tackling 
inequality and racism within the 
borough, focusing on both service 
delivery and workforce diversity.

Key achievements include improvements 
in ethnicity data collection and 
targeted actions to reduce disparities, 
particularly with groups under-
represented in services like CAMHS.

However, the report does identify 
inconsistencies in ethnicity data 
collection across agencies, showing that 
while progress has been made, there is 
still a need for improved tracking and 
transparency. 

The ISCP's commitment to tackling 
disproportionality remains strong, with 
action plans in place to review and 
adjust efforts moving forward. The 
action plan from relevant agencies will 
be reviewed in January 2025 to ensure 
that continuous work occurs to embed a 
culture where services work towards 
understanding cultural competence to 
provide an equitable intervention.

Address the impact of neglect on children and to 
help them become more resilient

Neglect remains one of the most challenging and 
persistent issues faced by safeguarding partnerships 
across the country. Despite being a longstanding 
priority for the Islington Safeguarding Children 
Partnership (ISCP), neglect has continued to 
present significant challenges, both locally and 
nationally. During the ISCP Development Day in 
June 2023, neglect was described as the "elephant 
in the room”, highlighting the need for renewed focus 
and action across the partnership.

In January 2024, the ISCP Neglect Toolkit was 
revised to better equip professionals with structured 
guidance on identifying and addressing neglect 
(particularly in complex cases)​. However, ISCP 
acknowledges that more work is needed to embed 
these tools and processes consistently across 
agencies. As such, neglect remains a priority for the 
partnership, with further initiatives planned, including 
a multi-agency audit on neglect, scheduled for 
November 2024. This audit aims to critically assess 
the partnership’s approach, ensuring that there is an 
effective response to neglect across all services.

The Child Safeguarding Practice Review for Child B 
also highlighted how easily neglect can drift which is 
often masked by other presenting risks and concerns 
that require constant reacting interventions, allowing 
neglect to permeate. The learning and subsequent 
recommendations calls for more specialist 
consultations with the professional network to avoid 
drift. 
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Address the consequences of harm suffered 
by children because of domestic violence, 
parental mental ill health, and substance 

abuse, including helping children who have 
suffered harm to become more resilient

The ISCP has taken steps to address the 
impact of parental factors such as domestic 
violence, especially through the restructuring
of services like the Daily Safeguarding 
Meetings (DSM) to replace the monthly 
MARAC meetings. This approach has 
resulted in a more dynamic, responsive 
process that addresses high-risk cases more 
efficiently. The report highlights positive 
feedback from service users, with 83% of 
survivors feeling safer and 94% recognising 
abusive behavior. However, there is room for 
improving multi-agency working, 
especially around follow-ups and long-term 
intervention, to ensure better outcomes for 
children affected by these issues.

Regarding the correlating parental mental 
ill health and parental substance misuse, 
we observe that both add to the complexity 
of intervention. Like neglect these require 
further focus as parental mental health is 
becoming a significant barrier to intervention 
with restraints on available services. The ISCP 
is informed by the learning reviews and Child 
X thematic review (pg45) demonstrated a 
need for a comprehensive ‘Think Family’ 
approach from adult facing services to 
support early identification and intervention. 
This priority has adjoined to neglect for the 
next reporting period of 2024/2025. 

Identify and help children who are 
vulnerable to sexual exploitation, 
criminal exploitation, and gangs.

The MCAE Annual Report highlights 
progress in managing Child Sexual 
Exploitation (CSE) and Child 
Criminal Exploitation (CCE), 
particularly through the work of the 
MACE panel. There have been 
improvements in the collaboration 
between the police, youth services, 
and London Borough Islington 
children social care to address the 
overlap between missing children and 
exploitation risks. 

The report also emphasises the need 
for a stronger focus on girls, who are 
becoming more involved in missing 
episodes and violence (pg 28). The 
ISCP has initiated a targeted action 
plan to improve responses to these 
challenges, but more work is needed 
to address gaps in return home 
interviews (RHIs) and early 
identification. 

Based on the ISCP development day 
we saw the MCAE become disbanded 
in March 2024 and subsumed into the 
MACE panel where the governance 
structure is aligned with the London 
Operating Protocol (MPS).



London Borough of Islington

Islington is a small, densely populated inner London borough with a total population of 223,000, which is estimated to decrease by 2.9% by 2040. The borough is the 

second smallest in London in terms of area (after the City) and has the second highest population density. The population age profile is on average younger than those for 

London and England, with 45% being young adults aged between 20 and 39 years. There are approximately 38,320 children and young people aged 0-18 living in Islington, 

and around 67,600 0–25-year-olds. The proportion of children from the global majority is relatively high at 54.4% and a significant proportion of children live in households 

where English is not the first language.
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In terms of relative deprivation, Islington has been identified as one of the most deprived 

boroughs in London, with higher levels of poverty, unemployment, and inequality compared to 

other areas of the city. According to the latest Index of Multiple Deprivation (IMD) published 

by the UK government in 2019, Islington is ranked as the 16th most deprived local authority 

area in England, out of a total of 317 local authorities. 

The IMD considers a range of factors, including income, employment, health, education, 

crime, and housing, to provide a comprehensive picture of overall deprivation. While Islington 

is home to some affluent areas, such as Angel and Canonbury, there are also significant 

pockets of deprivation and inequality, particularly in parts of Holloway and Finsbury Park. An 

example of the deprivation can be illustrated by the percentage of Islington pupils eligible for 

free school meals and comparison to statistical neighbours and England:





























Voice of Children and Families

Bright Start has a range of ways in which they capture the voice 

of children and family. 
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Addressing Barriers to Service Accessibility in Bright Start

Bright Start identified a lack of knowledge about services as a key barrier to inclusivity among families, 

staff, and partners. This was attributed to the complexity of navigating services, unfamiliarity with UK-

specific services, and assumptions that services are not free, accessible in various languages, or supportive.

Impact: To overcome these barriers, Bright Start implemented practical improvements, such as ensuring 
materials are available in multiple languages and widely distributed. Additionally, they increased the 
presence of events and activities in locations where families are already engaged, making services more 
accessible and visible.

Bright Start are also able to capture the voice of children and families in everyday opportunities, such as: 

• Capturing feedback from service users during activities, engagement or through case
work is used to inform direct service delivery

• Family plans are strengths based and actions are co-developed and linked into interests of
children and families

• Activity planning is informed by observed interests of children and feedback from parents
e.g.

• Parent Champions informed activity deliver during COVID- outdoor
opportunities/reducing isolation 

Manor Gardens Welfare Trust:

Manor Gardens Welfare Trust is dedicated to building strong communities where everyone enjoys good 
health, resilience, and opportunity. Their services focus on promoting mental and physical health, enhancing 
well-being, and increasing social inclusion. Manor Gardens provides a wide range of Wellbeing and Advocacy 
services, helping individuals manage their health, well-being, and independence.

Manor Gardens launched an initiative aimed at developing the skills and understanding of health and early 
years practitioners and management to better meet the needs of excluded populations. This initiative seeks 
to reduce barriers to access and improve the experiences of these groups. The programme involved research 
across families, practitioners, and partners, resulting in the publication of findings and models for equitable 
service provision. A pilot programme was implemented, followed by ongoing evaluation and "test and learn" 
approaches to continually refine and improve the services offered.
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Voice of Children and Families: continued

The Youth Council 

The Youth Council is committed to ensuring that all young people, including those who 
attend schools outside the borough or feel their voices have been overlooked, are 
heard. The council seeks to understand the experiences of all young people, including 
those facing challenges at home, with education, or in their communities, and 
represents young people from all protected characteristics.

1. Safe Spaces for Young People:

recognising the need for inclusive and safe physical and online spaces, the Youth 
Council actively promotes Islington’s youth hubs and safe spaces. They aim to ensure 
these spaces are welcoming for all young people, including LGBTQI communities, and 
are working with council members and senior managers to increase the influence young 
people have in shaping these spaces.

2. Youth Safety:

Youth safety is a primary concern for the Youth Council, particularly issues related to 
crime, gang involvement, and violence against women and girls (VAWG). The council 
has taken several steps to address youth safety, including:

By aligning their efforts with the Islington Safeguarding Children Partnership (ISCP) 
priorities, the Youth Council has contributed to creating safer, healthier, and more supportive 
environments for all young people in the borough.

3. Supporting Youth Through the Cost-of-Living Crisis:

The Youth Council is focused on supporting young people affected by the cost-of-living crisis by 
promoting education, employment, and training opportunities. They are working with senior 
leaders to find solutions and represent the views of young people facing economic challenges.

4. Mental Health and Well-being:

In response to the social and emotional impacts of the COVID-19 pandemic, the Youth Council 
is advocating for better access to mental health services and promoting positive body image. 
They use social media to signpost mental health and well-being services and are working with 
council leaders to ensure young people have the resources and knowledge to look after their 
mental health.

Engaging in meetings with senior council 
leaders to discuss the VAWG strategy.

Visiting the borough’s CCTV control room 
to understand surveillance operations and 
enhance public safety.

Hosting a Youth Forum Meeting to 
discuss youth safety, which involved over 
20 young people, local councillors, and 
directors of youth services.

Safe Spaces: Their efforts in promoting 
and shaping youth spaces have created 
more inclusive environments for young 
people across the borough.

Youth Safety: By working closely with 
local leaders, participating in safety 
discussions, and engaging with hard-to-
reach groups, the council has raised 
awareness of youth safety issues and 
contributed to initiatives like the Islington 
Safer Schools Protocol.

Mental Health and Well-being: The 
council’s focus on SEMH services and 
promoting positive body image has 
helped raise awareness of mental health 
resources available to young people.

The Youth Council ensures that young people’s voices are central to the decision-making process 
across Islington. Through their active involvement in council meetings, community safety initiatives, 
and youth forums, youth councillors have successfully raised awareness of safety concerns, mental 
health challenges, and the need for inclusive spaces. By consistently engaging with their peers, the 
Youth Council ensures that youth perspectives directly influence local policies and services.

Impact and Achievements:

The Youth Council has made significant strides in key areas, particularly:

• Youth Safety: By working closely with local leaders, participating in safety discussions, and
engaging with hard-to-reach groups, the council has raised awareness of youth safety issues and 
contributed to initiatives like the Islington Safer Schools Protocol.

• Safe Spaces: Their efforts in promoting and shaping youth spaces have created more inclusive
environments for young people across the borough.

• Mental Health and Well-being: The council’s focus on SEMH services and promoting positive
body image has helped raise awareness of mental health resources available to young people.

• By aligning their efforts with the Islington Safeguarding Children Partnership (ISCP)
priorities, the Youth Council advocates for creating safer, healthier, and more supportive 
environments for all young people in the borough.
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Voice of Children and Families continued

Youth work: Impact report

Voice of the child: Youth Justice Service. Peer advocate

The Young Islington service recruits Youth Peer Engagement 
Advocates to ensure young people’s voices influence service 
delivery across the Integrated Gangs Team, Targeted Youth 
Support, and Youth Justice Service. These roles, requiring a 5-10 
hour monthly commitment, offer young people work experience 
and career development while enhancing their confidence and 
skills.

Peer Advocates engage with young people under court orders, 
help review interventions and contribute to the youth 
participation strategy. They also participate in staff recruitment, 
police training, youth council activities, and governance panels, 
ensuring young people's voices are integral to improving 
services.

In August 2023,  two Youth Peer Advocates took part in a 
community event at Lift Youth Hub, hosted by the Metropolitan 
Police, which featured a visit from Met Commissioner Sir Mark 
Rowley. 

The event, part of the 'New Met for London' initiative, allowed 
local residents, including young people, to hear about the Police’s 
vision for making London safer and to voice their concerns.

The Peer Advocates raised key questions to the Commissioner, 
particularly regarding how the Police plan to collaborate with 
local youth clubs to improve youth safety and help young people 
feel more secure. In response, Sir Mark Rowley and Jack May-
Robinson (Neighbourhood Superintendent for Islington) outlined 
current and future plans for Police engagement with local youth 
services.

Themes for Strategic Improvement Based on the Voice of Families and Young People from the 
ISCP Development Day June 2023

1. Enhancing
Accessibility and 
Awareness of Safe 
Spaces:

Young people praised safe 
spaces like Lift and Jigsaw, 
but noted a lack of 
awareness among their peers 
and professionals, such as 
GPs, about these services.

Strategic Recommendations:

• Increase promotion: Use schools, social media, and community
outreach to better promote safe spaces.

• Collaborate with health services: Ensure GPs and health
professionals are aware of these spaces and can refer young people. 

• Targeted outreach: Provide information through posters, leaflets, and
digital campaigns in schools and youth hubs to raise awareness.

2. Building Trust
with Young 
People:

A key barrier identified was 
the lack of trust in 
services, which often stops 
young people from seeking 
help.

Strategic Recommendations:

• Youth involvement in service design: Engage young people in
shaping services to build trust and ensure their concerns are addressed.

• Create feedback mechanisms: Provide regular opportunities for 
young people to share their views and ensure services act on this feedback.

• Clear communication: Foster transparency by setting clear
expectations about what services can offer and maintaining consistency 
in interactions.

3. Improving
Opportunities for 
16-18 Year-Olds:

A key barrier identified was 
the lack of trust in services, 
which often stops young 
people from seeking help.

Strategic Recommendations:

• Expand services for 16-18 year-olds: Develop programs focused on
vocational training, career guidance, and social engagement.

• Offer targeted support: Provide education, employment, and transition
services to address the specific needs of this age group.

4. Addressing
Health Education 
Gaps:

Young people raised 
concerns about the lack of 
vaping education in 
schools, noting the 
widespread availability and 
appealing packaging of 
vaping products.

Strategic Recommendations:

•Introduce vaping education: Incorporate vaping awareness into school
health curricula.

•Run public health campaigns: Create campaigns targeting young people
through schools and social media, warning them about vaping risks.

•Work with retailers: Partner with local authorities to regulate the sale of
vaping products in corner shops.

5. Using Schools
and Social Media 
for Service 
Information:

Young people suggested 
using schools and social 
media more effectively to 
share information about 
available services.

Strategic Recommendations:
•Leverage schools: Collaborate with schools to distribute information about
services directly to students.
•Enhance social media outreach: Develop a social media strategy that
engages young people and provides up-to-date information on services.
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Voice of Children and Families continued
Page 24

Children’s Active Involvement Service (CAIS) 2022-2024 Ensuring children and young people’s views and experiences influence how we plan and deliver our services 
and that our young people receive help in a way that they feel listened to, loved and is accessible to them. 

Islington’s Children Services Practice Model: Motivational Practice

• Practice framework
• Observation of practice
• Supervision and leadership model
• Trauma Informed Practice
• Dyadic developmental psychotherapy (DDP) with CLA Service
• Clinician support
• Family feedback sought

Child 
focused

Impact 2022-2023

• Children’s wishes and feelings are actively sought.
• In touch with 93% of Care Experienced Young People
• 83% of young people participated in their pathway plans
• 98% of young people participated in their statutory reviews

• CAIS consult with young people, offer activities and undertake training for foster carers.
This expanded to curriculum development, training, assessment and recruitment for 
Islington’s ASYE Academy and STEP UP programme at Middlesex University.

• CAIS are involved in recruiting all staff, and this year recruited a new service Chair.
• Corporate Parenting Board is attended by CAIS who robustly represent the views of
children and young people; introducing the “My Experience” for young people to share 
an aspect of their experience for the board to better understand their journey

• Launched the afternoon tea and monthly pizza night events to increase awareness of
CAIS and encourage young people to join 

• CAIS run workshop style sessions, allowing day to day issues that are very real for
young people to be discussed

• A successful partnership with Virtual School groups has been formed to encourage CAIS
participation. 

• Young people advocated for an online presence via Instagram- accepted by the digital
team this launched early 2024. 

Ongoing Impact 2023-2024, alongside previous tasking.

• Ongoing involvement of young people in over 30 interview panels to support staff
recruitment across Children’s Services 

• Young people have delivered training to multiple groups to raise awareness of their needs
and promote good practice. This has included training on the themes of effective foster 
care, supporting transitions to independence, and involving children in LAC reviews. 

• Three young people have been heavily involved in the successful launch and
implementation of the new Lifelong Links service

• Four young people have worked closely with the commissioning team to inform a review of
supported housing services for care experienced young people 

• Several young people have contributed to meetings of the Lifelong Corporate Parenting
Task and Finish group on themes including housing, health, education, training and 
employment.

• Young people contributed to the Joint Strategic Needs Assessment of care experienced
children and young people led by Public Health and met with CAMHS to provide input on 
their participation strategy. 

Future Plans

• Involving young people in a Q&A event with Council Leaders
• Holding a “CAISfest” event later in the year to celebrate 20 years of CAIS and bring together

the community supporting care experienced children and young people across Islington
• Launch of new communications plan, including a regular newsletter and scaling of

Instagram activity 
• Setting up a new dedicated Children in Care Council for young people aged 13-17 and a

separate Leaving Care Forum for young people aged 18-25
• Creating new training resources including a video to support implementation of Islington’s

Motivational Practice Model 
• Launch of a new specialist advocacy service for children who are neurodivergent or

Disabled 
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National Referral Mechanism: Updates

National Referral Mechanism (NRM) Pilot Programme

Year 3 Review: April 2023 – March 2024

The NRM Pilot Programme, now in its third year, continues to provide essential support to potential victims of modern slavery and child exploitation. This Home Office
led process helps identify and protect vulnerable children, ensuring they receive the care and assistance they need. The partnership between Islington Children’s Social Care 
(CSC) and the London Borough of Camden (CSC) remains a cornerstone of the pilot’s success, offering a structured pathway to prevent further exploitation.

-

Referrals and Data

During this period, 65 referrals 
were allocated to the pilot. 
However, one referral was 
withdrawn due to an age dispute, 
leaving 64 potential victims—29 
from Islington and 36 from 
Camden. Of these potential victims, 
56 were male and 9 were 
female. The ages of the potential 
victims ranged from 11 to 17, with 
the majority between ages 14 and 
16.

The panel observed worrying trends where previously identified victims of exploitation 
were later suspected of exploiting others, showing evolving patterns of grooming and 
peer-on-peer exploitation. 

Educational Context

Demographic Breakdown
The ethnic background of the referrals varied 
with significant representation from:

Impact and Areas for Improvement
The NRM pilot has enabled early identification and 
intervention, providing support that has safeguarded 
children from further harm.

Decisions Made by the Panel

• 50 Positive Reasonable Grounds (RG) decisions
were made at the first panel meeting.

• 46 Positive Conclusive Grounds (CG) decisions
were made at the second meeting.

• 2 Negative RG decisions were recorded, along with 3
Negative CG decisions.

This year has seen a significant increase in referrals, 
reflecting improvements in the quality of submissions and 
enhanced awareness among professionals. The 
workforce’s increased access to exploitation training 
has contributed to more timely identification of at-risk 
children.

Collaborative work between Children’s 
Social Care and the Youth Justice Service has 
strengthened responses, helping young people 
navigate their experiences. However, the ongoing 
challenge remains ensuring sustained improvements 
in early detection and multi-agency 
communication. The panel will continue to focus 
on improving the consistency of referrals and 

monitoring the growing trend of peer exploitation.

White British, 
17

Black/Caribbean/A

Mixed Ethnicity, 
7

North African, 5

Bangladeshi, 5
Somalian, 3

White British

Black/Caribbean/African

Mixed Ethnicity

North African

Bangladeshi

Somalian

46

6

9

4
Children Identified as Child
Criminal Exploitation Victims

Children Victims of Child Sexual
Exploitation

Children Victims of Forced
Labour

Children where Exploitation
Remains Unknown
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Violence Against Women and Girls Strategy 2021-2026: update 

Daily Safeguarding Meetings (DSM):

The DSM (previously the Domestic Abuse (DA) Multi-Agency Risk Assessment 

Conference (MARAC)) is a multi-agency led (embedded into Islington’s Multi Agency 

Safeguarding Hub (MASH)), fully integrated approach to needs management for 

survivors of high-risk domestic abuse aiming to reduce the risk of serious harm or 

domestic homicide. 

The DSM fully replaced the Domestic Abuse MARAC which previously met monthly 

until January 2021. It was changed from monthly due to the struggle to cope with 

demand of hearing 35 to 55 cases with timescales causing high risk survivors a delay 

in intervention. The DSM currently meets each day during the working week to 

address the needs at the time the intervention will have the greatest impact and to 

maximise victim engagement. DSM provides a dynamic information sharing and 

needs management approach, staffed by key agency decision makers who are able to 

contribute and work cohesively as a multi -agency team. The DSM hears up to three 

being identified as high and medium risk of harm and domestic abuse.

Daily Safeguarding meetings can demonstrate multi-agency input to their daily 
safeguarding meetings process: 

Safeguarding and Need Management

507
referrals where multi-agency input was required 
heard to date at the DSM (Q1: 172; Q2: 143; Q3: 
92; Q4: 100)

650
children at the households heard to date at the 
DSM (Q1: 201; Q2: 223; Q3: 117; Q4: 109)

138
referrals where single-agency input was 
required heard to date at the pre-DSM (Q1: 
0; Q2: 0; Q3: 56; Q4: 82)

The DSM aims to address the needs at the time the intervention will have the 
greatest impact and to maximise victim engagement using service user led 
feedback to monitor the DSM outcomes/actions.

The following demonstrates their outcomes in measured effectiveness of multi-agency working: 

83%

Survivors felt safer 
after engaging with 
the service (compared 
to intake). 

End of year target: 80%

89%

Survivors feel more 
confident and 
reported improved 
self-esteem 
(compared to intake). 

End of year target: 60%

94%

Survivors are able to 
recognise abusive 
behaviour. 

End of year target: 85%

89%

Survivors reported 
that their support 
networks have 
improved (compared 
to intake). 

End of year target: 85%

Outcomes/actions

Outcomes/actions around 
Home safety:

19.3%• Preventing homelessness:
15%
• Obtaining Home Shelter/
Repairs : 4.3%

Outcomes/actions around 
safeguarding children and adults 
and working with the whole 
family:

6.1%

•VAWG Workforce Development
consultation: 2%
•Children safeguarding referral: 2.9%
•Adult safeguarding referral: 1.2%

Outcomes/actions around 
managing risks from the 

perpetrator and safety planning 
including:

65.7%

• Enabling arrest and updating safety
planning: 55%

• Obtaining civil and legal protection
orders: 5.7%

• Clare’s Law right to know request and
supporting 3rd party police reporting: 

2.3%
• Issuing emergency mobile phones,
panic alarms, and Tecso apps: 2.8%

Referral to specialist support 
including:

6.1%

• Counselling, GP, and mental health: 5.6%
• NRFP and immigration: 0.9%

• Specialist and targeted support including
multiple-disadvantage and substance use: 

0.8%
• Journey to Change and perpetrator

intervention: 1.6%
Total number of actions: 2,394 
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Progression to Adulthood (PtA) Board: Establishing Pathways for Transitional Safeguarding 

In July 2023, the Progression to Adulthood (PtA) Board was formally initiated, reflecting Islington's commitment to ensuring smoother transitions for young people moving into 

adulthood. While the Progression to Adulthood framework does not explicitly reference transitional safeguarding, its approach and priorities are deeply connected to transitional 

safeguarding principles. The work of the Board focuses on safeguarding young people with Special Educational Needs and Disabilities (SEND), Social, Emotional, and Mental 

Health (SEMH) issues, and other complex vulnerabilities. These young people often face additional risks as they progress from childhood into adulthood, making the need for a 

coordinated multi-agency approach critical.

Key Developments and Focus Areas

During the reporting period, the PtA Board has worked diligently to create 

pathways that support young people across various life stages. This is 

closely aligned with our safeguarding ambitions, ensuring that these young 

people continue to receive tailored services beyond their 18th birthdays. 

The Theory of Change framework initiated in July 2023 reflects the 

borough's dedication to embedding a culture of early intervention, 

prevention, and coordinated multi-agency action.

Connections to Transitional Safeguarding

The PtA Board’s focus on SEND and SEMH highlights the need for ongoing 

support for young people who may fall between the eligibility thresholds of 

services such as the Care Act. In particular, safeguarding concerns around child 

exploitation, domestic abuse, and mental health transition planning have 

been consistently considered. This includes addressing the complexities of 

exploitation and vulnerabilities that do not automatically qualify for adult 

services, creating a gap in safeguarding.

Task and Finish Groups

Supporting the Progression to Adulthood Board are several Task and Finish Groups, which play a pivotal role in driving action and monitoring progress:

• SEND Transition Group: Focuses on ensuring that young people with complex needs, especially those with SEND, are supported during their transition into adult services.

• SEMH Pathways Task Group: Concentrates on integrating mental health services to support young people, ensuring they do not experience a cliff-edge in care when transitioning

from children's services to adult mental health services.

• Exploitation and Vulnerability Group: Examines young people at risk of exploitation or gang affiliation, ensuring that transition processes are in place for those identified by youth

justice and social care.

While the Progression to Adulthood framework is relatively new, its early successes and alignment with transitional safeguarding principles 

demonstrate the borough’s commitment to providing continuous and comprehensive support to its young people.
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Missing Child Adolescent Exploitation (MCAE) Annual Report 

April 2023 to March 2024

The Missing and Child & Adolescent Exploitation (MCAE) section provides a comprehensive analysis of children at risk of Child Sexual Exploitation (CSE), Child Criminal 
Exploitation (CCE), and Serious Youth Violence (SYV), with a focus on those who have been missing from home, care, or education. Continued analysis has demonstrated that children 
vulnerable to exploitation often overlap with those who go missing frequently. The ten most frequently missing children in 2023/24 were all identified as being at risk of exploitation.

Our Exploitation and Missing Team continues to lead this critical work, collaborating closely with the Police, Youth Justice Services (YJS), and Targeted Youth Support (TYS) to 

address the rising concerns and to improve responses, particularly to girls becoming more frequently missing and involved in violence.
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Children Missing from Care and Home 

Between April 2023 and March 2024, a total of 220 children went missing, accounting for 1,136 missing episodes. There was a 
reduction in boys missing from care, while girls saw an increase in both the number of missing episodes and their frequency.

• 124 girls (56%) went missing, up from 101 in the previous year, with episodes rising from 470 to 697.

• 93 boys (42%) went missing, with missing episodes declining from 420 to 261.

• Notably, the ten most frequently missing children accounted for 44% of all episodes, similar to the previous year.

Exploitation

This year, we observed an increase in children identified at risk of CSE, CCE, and SYV, particularly in boys at risk of SYV and girls 
at risk of CSE

• 130 children were identified at risk of exploitation (62 females, 67 males, 1 transgender).

Girls are overrepresented in CSE risks (98%), while boys dominate CCE (100%) and SYV risks (89%).

Disproportionality

The over-representation of Black and Mixed Parentage children continues to be addressed. These groups made up 48% of children 
who went missing, although the number of episodes decreased slightly.

Return Home Interviews (RHI)

A return home interview (RHI) is conducted after each missing episode. 50% of RHIs were completed within 72 hours, a significant 
improvement from previous years. However, challenges persist in engaging children who go missing frequently. 

In 2023-2024, 30% of RHIs were not possible because the child went missing again before the interview could be conducted

Multi-Agency Child 
Exploitation (MACE) 

Panel

The MACE Panel remains 
critical in coordinating responses 

to exploitation and youth 
violence across agencies. 
Information is shared and 

collated at a practitioner level 
through community safety 

briefings, ICAN daily tasking 
meetings, and safeguarding 

strategy meetings, which allows 
for quick escalation of concerns. 
These partnerships enable joint 
working to disrupt exploitation 

and ensure consistent 
safeguarding responses.



Missing Child Adolescent Exploitation (MCAE) Annual Report

Adolescent Support Intervention Project (ASIP)

The Adolescent Support Intervention Project (ASIP) plays a significant role in preventing 

children at risk of contextual harm from entering care. This wraparound service offers trauma-

informed interventions to young people and their families. Feedback from service users highlights 

the positive impact of trusting relationships with ASIP workers, enabling better engagement and 

safeguarding.

Key developments include:

Significant reductions in 
boys missing from care.

Proactive steps to 
address the rise in girls 
missing and 
experiencing 
exploitation through 
a targeted action plan 
to be developed by 
October 2024.

Better recording 
practices reducing 

children classified as 
Away from Placement 
Without Authorisation 

(AFPWA).

Summary

The continued increase in missing 

episodes for girls and the overlap 

between missing children and 

exploitation risks is a priority for 

2024. 

Improved collaboration with 

Islington Police has enabled more 

effective responses, particularly in 

identifying group offending and 

exploitation risks early on. 
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Assurance on Quality: Children's Social Care Motivational Practice Model and Competency of Workforce

In November 2022, the London Borough of Islington Children 
Social Care underwent Practice Week, which marked the 11th 
such event held since 2017. The primary aims were to:

• Assess the effectiveness of the Motivational Practice Model.

• Ensure the workforce’s responsiveness to community needs.

• Evaluate the support provided to practitioners by their
managers.

• Review the use of authority by practitioners, a previously
identified area for improvement.

The audit focused on direct observations of practice, feedback 
from families and professionals, and a dip sample audit in the 
Children’s Services Contact Team (CSCT) to ensure appropriate 
responses to referrals following earlier audit in the last ISCP 
annual report 2021/22.. 

CSCT Audit Findings:
• 79% of referrals were from family members, 21% were

anonymous.

• 94% of referrals were appropriately followed up.

• 98% of auditors agreed with the referral outcomes.

Context: This high agreement rate underscores the 
robustness of decision-making processes within CSCT, 
ensuring that referrals are handled with appropriate scrutiny 
and care. It highlights the effectiveness of the current 
systems in place for safeguarding children.

• 50% of referrals progressed to Targeted Services, 15% to
Children’s Social Care.

Demographics:
• White British children were the largest group referred

(26%).

• Children aged 11-13 were most frequently referred.

• Children under 1 year old were the least referred group.

Observations of Practice:
• 66% of social workers were highly skilled in

collaboration.

• 68% demonstrated high empathy.

• 71% were child-focused in their use of authority.

56%

11%

31%

2%

0% 10% 20% 30% 40% 50% 60%

Parent

Young Person

Carer

Parent and Young Person
together

Family Feedback- Who we did recived 
feedback from

Family Feedback:
• 98% of families felt their social worker was respectful.

• 84% felt helped by their social worker.

• 69% reported positive changes due to the intervention.

• Families felt things were made safer with a social
worker in 76% of the feedback and 76% also agreed 
that things needed to change and how things could be 
better for their children. 

• Almost all the feedback said their social worker had
strengths (96%) and when asked if the social worker 
could do things better this provided the most varied 
responses; 31% felt they could do things better; 58% 
said no; 25% partially felt they could do things better 
and 9% did not know.

Practice Week provided valuable insights into the 
effectiveness of Islington Children’s Services. The findings 
indicate strong decision-making processes and effective 
use of the Motivational Practice Model. However, there is 
a need to improve engagement with families from global 
majority communities and ensure comprehensive data 
collection during audits. The recommendations aim to 
address these areas and further enhance the quality of 
service provided.

Recommendations
• Address the lower referral rates from families of global

majority communities.
• Ensure audit tools are fully completed to capture all

relevant data.
• Provide refresher training for senior managers on

using audit tools and conducting observations.
• Review and update ISCP materials (ie websites and

leaflets) to ensure cultural inclusivity.
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Assurance on Quality: Children’s Social Care Decision Making

Bangladeshi Children referred to Islington Children Services for Domestic Violence and Abuse: 

January - June 2023

This report examines the referrals, decision making, and assessments of all 

Bangladeshi families referred to Islington Children Services in the first 6 months 

of 2023, for concerns related to domestic violence and abuse (DVA). It 

considered if there is a disproportionality in how or why Bangladeshi families are 

referred, assessed, and subsequently supported by Children’s Services. Data from 

the disproportionality task and finish group suggests that they were 

underrepresented in Children Social Care referrals and child protection plans. 

Demographics: 

There were 5 Families with a totally of 11 Children (7 females, 4 males); 

two families with three children each, two families with two children each 

and one family with one child.

Case Summaries:

Family A:
Three children (17, 14, 11) were referred due to a sibling altercation. 
Subsequent allegations led to a child and family assessment, which 
found no harm to the younger children.

Family B:
The mother disclosed historical and ongoing DVA. She sought support 
and moved to her maternal grandmother’s home. No statutory support 
was deemed necessary.

Family C:

Already receiving Early Help, the referral involved parental assault and 
concerns about the father’s mental health. The case was stepped back 
down to Early Help.

Family D:

With a significant history of Children Social Care involvement, the 
referral raised concerns about parental mental health. The family is 
now supported under a Child in Need (CIN) plan.

Family E:
The referral led to a CIN plan due to the mother retracting DVA 
allegations and the father returning home.

Conclusions:

Of the five Bangladeshi families referred to children services, four resulted in an 

Early Help referral or on-going Early Help support and one family was supported 

with a CIN plan as a direct result of the DVA referral. 

Referral Patterns: No evidence of disproportionate service based on race or 

ethnicity.

Furthermore, there did not appear to be any pattern in the number of siblings 

impacting on the assessment or decision making for these families, nor does 

there appear to be any sign that these families received a disproportionate 

service based on their race or ethnicity. 

Strategy Discussions: None of the referrals resulted in strategy discussions, 

which was deemed appropriate.

Under-Referral: The low number of referrals suggests possible under-referral, 

disproportionate to the local population.

Recommendations:

• Raise awareness across the ISCP of DVA in communities with

low referral numbers.

• This audit highlights the importance of thorough case history

consideration and the need for increased awareness and 

support for DVA in under-referred communities
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Assurance on Quality Multi-Agency Audit: Threshold Decision Making 

The multi-agency CSCT/MASH Threshold Audit 
conducted in December 2022 followed the same 
parameters from the 2021 Multi-agency audit in the 
2021/22 ISCP annual report. 

Chi

This audit was undertaken collectively by CSC, Early 
Help Services, Health and Education Safeguarding 
leads, all referred to the London Continuum of Need 
Threshold Document to ensure a consistent application 
within the audit.

The audit aimed to review the appropriateness of 
decisions made by the Children’s Services Contact 
Team (CSCT) and Multi-Agency Safeguarding Hub 
(MASH). The audit focused on ensuring that contacts 
and referrals were handled correctly, with appropriate 
services offered to children and families. This review 
was prompted by an increase in contacts and aimed to 
provide assurance that thresholds were applied 
consistently and effectively.

93 out of 98 children had decisions agreed upon by 
auditors. This high agreement rate (94%) indicates 
that most decisions made by CSCT were appropriate 
and aligned with safeguarding protocols. This statistic 
is significant as it demonstrates the robustness of the 
decision-making process and the effectiveness of the 
multiagency approach in safeguarding children.

Demographics:

• The audit included a diverse group of children, with
a significant number of referrals for children aged 
11-15 years (33) and those under 5 years (27).

• Ethnicity data showed a mix of backgrounds, with
White British (19) and mixed parentage (12) being 
the largest groups.
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Referral Sources and Reasons:

• Most referrals came from the police (31), health services (22),
and schools (11).

• Common reasons for referral included domestic abuse (16),
parental issues (21), and child factors such as mental health 
and offending (18).

Decision Agreement:

• 92 out of 98 children had decisions that auditors agreed with.

• 5 decisions were not agreed upon, primarily due to the need for
additional services or further investigation.

• 1 case had no finding due to recording issues.

MASH Checks:

• MASH checks were completed for 12 out of 98 children.

• Auditors believed that MASH checks should have been completed
for an additional 8 children.

• As this is a small sample of 12 MASH checks, it would be worth
looking generally about proportionality of MASH checks generally 
given there did not appear to great diversity within this sample.

Consent for Services:

• There remains the ongoing issue of consent for services as a
barrier for some children in being able to receive what is 
assessed as the appropriate early intervention offer for their 
presenting need. 

• Despite the small numbers in this audit (2 children, compared
to 4 in the last audit), this could proportionally represent 240 
to 480 children annually, highlighting the need for the 
partnership to find a way to better reach these children. 

Recommendations

• Conduct another multiagency review in 12 months, focusing
on cases with not agreed outcomes.

• Collaborate with Targeted Services and Early Help
practitioners to develop strategies for engaging families who 
decline services.

• Perform a dip sample audit of MASH checks to identify any
disproportionality issues.

• Include the percentage of MASH checks completed in regular
reporting to monitor trends and ensure proportionality.
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Assurances on Quality: Youth Justice Service and Children’s Social Care Joint Working Review

This October 2023 audit aimed to evaluate the 
effectiveness of joint working and case recording 
between Islington Youth Justice Service (YJS) and 
Children’s Social Care (CSC).

It sought to review progress on recommendations 
from the 2022 audit and identify areas for further 
improvement.

The review focused on children open to both YJS 
and CSC, examining case files and conducting joint 
audits. It included input from social workers, youth 
justice practitioners, and auditing managers 
through focus groups.

23 cases in total were reviewed and case 
file audits undertaken. This represented all 
children open to both services at the time 
that the review was completed    
between September and October    
2023.

67%

Of Islington’s youth justice cohort are care 

experienced children (as of August 2023).

This statistic emphasises the significant overlap 
between care experience and involvement in the 
youth justice system. Highlighting the need for 
targeted interventions to address the vulnerabilities 
and trauma that contribute to offending behaviours 
among care experienced children.

Understanding and Addressing Needs: Practitioners 
demonstrated a good understanding of children’s needs, 
risks, and lived experiences, with assessments considering 
diversity, culture, and identity.

Voice of the Child: The child’s voice was evident in all 
case files, with efforts made to capture their views despite 
challenges. 

Joint Working: In 22 cases there was good evidence of 
assessment and direct work with children in relation to risk 
of exploitation and good use of the local NRM Decision 
Making Panel, where applicable. 

Collaborative practice was strong, with improved joint 
supervision and multi-agency meetings contributing to 
effective partnerships.

Safety Planning: There was good evidence of safety 
planning, though consistency in recording and using 
standardised formats needs improvement.

Adultification Bias and Diversity: Diversity, culture and 
identity was fully considered in 16 CSC assessments and in 
20 YJS assessments. Good practice noted the use of social 
graces and reflective practice in relation to understanding 
the child's experiences and structural barriers in YJS 
assessments. 

Awareness of adultification bias is growing, with training 
and practice workshops recommended to further embed 
this understanding.

Reducing Criminalisation: Efforts to reduce the 
criminalisation of care experienced children were evident, 
with trauma-informed approaches and advocacy in court 
settings.

Significant Trends and 
Insights:

• Improved Joint Supervision: Joint
supervision has improved, with 82% of cases 
showing evidence of this practice, though 
recording consistency needs enhancement.

• Contextual Safeguarding: Safety planning in
relation to contextual safeguarding has 
improved, but further standardisation is needed.

• Diversity and Identity: Consideration of
diversity, culture, and identity in assessments 
was generally positive, though there is room for 
further development.

Recommendations:

• Standardise Safety Planning: Implement a consistent,
evidence-based approach to safety planning across services.

• Enhance Joint Supervision: Ensure joint supervision
meetings are held within required timescales and recorded 
accurately.

• Embed Adultification Training: Continue training on
adultification and ensure it is integrated into practice.

• Improve Recording Practices: Ensure all relevant
documents and assessments are shared and recorded on both 
YJS and CSC systems.
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Assurances on Quality: North Central London Integrated Care Board

The North Central London (NCB) Integrated Care Board (ICB) collaborates with commissioned health providers to ensure service quality and improvements that cater to local needs. Robust 
safeguarding quality assurance processes are in place and as a result The NCL ICB has actively contributed to supporting safeguarding priorities within the Islington Safeguarding Children 
Partnership (ISCP). This year, several key initiatives and actions were undertaken to address systemic inequalities, improve safeguarding responses, and tackle the health-related vulnerabilities 
of children at risk of exploitation, neglect, and parental challenges.

1. Addressing Disproportionality and
Inequality

Priority: Tackling the impact of inequality 
and structural racism on vulnerable children 
and developing a deeper understanding of 
data across ISCP.

• The NCL ICB Safeguarding Assurance
Framework has been further 
strengthened, with the establishment of 
the Integrated Safeguarding Oversight 
Group. This group provides oversight, 
ensuring peer scrutiny and continuous 
improvement across safeguarding 
practices.

• The ICB contributed to the ISCP
Disproportionality Task and Finish Group, 
co-chaired by the Designated Nurse for 
Safeguarding Children. This group 
undertook a detailed analysis of 
disproportionality in both service delivery 
and workforce representation, leading to 
a set of actionable recommendations 
presented in March 2024.

Outcome: The strengthened safeguarding 
oversight and task group recommendations 
offer an actionable roadmap for reducing 
disproportionality and addressing systemic 
inequalities within the borough's health 
services.

2. Addressing Neglect and Enhancing
Resilience

Priority: Address the impact of neglect on 
children and build resilience in those 
affected.

• The Safe and Well Reviews conducted
across joint-funded residential 
placements for children with complex 
health needs (disabilities, mental health 
issues, and behavioural difficulties) 
revealed positive outcomes in ensuring 
the well-being of children.

• Regular statutory visits, health checks,
and Child Looked After Health 
Assessments were conducted for all 
children involved.

• Actions stemming from the reviews
include the development of a Safe and 
Well template to support ongoing quality 
reviews and the creation of a residential 
provider environmental assessment to 
ensure appropriate placements.

Outcome: Increased assurance on the 
safety and well-being of vulnerable children 
in residential placements, and ongoing 
improvements to service delivery based on 
review findings.

3. Responding to Parental Challenges:
Domestic Violence, Mental Ill-Health, 
and Substance Abuse

Priority: Mitigate the consequences of harm 
caused by domestic violence, parental 
mental ill-health, and substance abuse.

• The NCL ICB co-led multi-agency training
focused on safeguarding reviews where 
domestic violence, parental mental health, 
and substance misuse were central issues.

• The Start Well Islington programme
commissioned community-based 
psychological interventions like Growing 
Together and the Youth Counselling & 
Substance Misuse & Alcohol Service 
(YCSMAS) to address these challenges. 
The programme also supports young 
people in care and those with mental 
health or substance misuse issues.

Outcome: Services like Growing Together 
and YCSMAS have contributed to improving 
emotional well-being and family 
relationships, particularly for children 
affected by domestic violence and parental 
challenges. 

The focus on early intervention and mental 
health support has led to positive outcomes 
for children and families at risk.    

4. Tackling Child Exploitation and
Gangs

Priority: Identify and support children 
vulnerable to sexual exploitation, criminal 
exploitation, and gang involvement.

• The ICB's involvement in Multi-Agency
Child Exploitation (MACE) panels and 
participation in the National Referral 
Mechanism for child victims of modern 
slavery has strengthened the local 
response to exploitation.

• The ICB health team co-delivered multi-
agency training that highlighted lessons 
learned from cases of child sexual 
exploitation and their impact on Black and 
dual heritage children.

• The National Referral Mechanism (NRM)
pilot in Islington, with active health 
representation, improved decision-making 
for children identified as victims of 
modern slavery.

Outcome: Strengthened multi-agency 
collaboration, timely decision-making, and 
improved safeguarding outcomes for 
children vulnerable to exploitation and 
serious youth violence. 
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Assurance on Quality ISCP Multi-Agency Audit: Decision Making for Referrals of Physical Abuse

The National Review, led by the Independent Child Safeguarding Practice Review Panel, examined the 2020 deaths of Arthur Labinjo-Hughes and Star Hobson, identifying 

missed intervention opportunities. In response, the Islington Safeguarding Children Partnership (ISCP) launched a multi-agency audit to evaluate decision-making 

effectiveness in cases of child physical abuse. This audit, involving Health, Local Authority, and Police, aims to ensure appropriate responses to safeguard children, focusing on 

the effectiveness and proportionality of decisions at each stage, including outcomes like no further action, assessments, strategy discussions, and Section 47 (S47) enquiries.

Hypothesises

Children that have been referred into CSCT for concerns of physical 

abuse will demonstrate effective decision making that safeguard, 

promotes the welfare of children and upholds the ISCP policy and 

procedure including threshold.

It examines whether multi-agency decision-making is proportionate, if 

information sharing aligns with statutory guidance and LSCP standards, 

and whether this information informs outcomes. Additionally, it assesses 

if the ethnicity of service users is proportionally represented in referrals 

compared to the Islington population.

Data

• In 2023, the Children’s Services Contact Team

recorded 814 physical abuse cases, auditing 30 

(3.69%). Of the 669 children involved, 4.48% were 

audited. Among them, 117 had two referrals, and 14 

had three, with 13 of these children being audited.

• Contact record numbers differ from referral numbers

because not all referrals create new contact records. 

This data excludes children already open to teams 

like Child In Need or Children Looked After.
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Initial Findings: The majority of contacts 

involve White British children, with “not 

recorded” and “unknown ethnicity” categories 

being the second highest at 14% in the full 

data set and 7% in the audited sample. 

However, this data does indicate that certain 

ethnic groups, such as Black Caribbean and 

Black-African, are overrepresented in referrals 

with concerns of physical abuse, while others, 

like White-British, White-Other and Asian-

Bangladeshi, are underrepresented. 

This suggests potential disparities in how 

different ethnic groups are referred to 

children’s social care services in Islington.

Initial Findings outside of the Terms of 

Reference: 80% of the 30 audited children were 

previously known to Children Social Care, with 

30% of these children having been known for 

physical abuse. Of further significance, 25 children 

(44%) had one or more parental factors present 

in their case history; 60% of these children had 

reported domestic abuse. 

W
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t’s 
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What’s 
next? 

We will focus on prevention, early 
identification and support to address 

parental issues impacting children’s safety 
and well-being. This includes ongoing 

prevention and support, ensuring equitable 
representation for all ethnic groups, and 
investigating the causes of disparities to 

develop more effective and inclusive multi-
agency practices and policies.

Full audit report will be shared in Annual report April 24-March 25
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Assurances on Quality: Social Emotional Mental Health (SEMH) Review 

Progress: 

The last SEMH Review outlined recommendations that were 
made to improve service delivery.  This report will demonstrate 
their progress to date. 

Recommendations

Improving equity of access

Ensure that all providers understand, record and monitor needs 

of different population groups and make sure that effective 

systems are in place to prioritise those at greatest risk of poor 

mental health outcomes.​

Managing Support and Risk

Ensure that children waiting for mental health interventions can 
access support where needed

Co-production

Embed a consistent approach across LBI, ICB and providers

Waiting Times

Seek to maintain waits for first contact to within 4 weeks of 

referral

• SEMH coproduction frame

implementation

work developed for Social Prescribing Pilot

Refine, deliver and evaluate pilot and develop sustainability 

plans.

Progress

Equity audit gap analysis recommendations presented 
to SEMH Board in March 2024; the following remedial 
actions were agreed:​
Implementation of an action plan to address the 
current deficits in data collection in order to enable 
accurate and consistent analysis of the service 
demographical data (ethnicity, sexual identity, 
disability) and equity of access and outcomes across 
different population groups​
Develop a partnership SEMH dashboard to enable 
regular reporting of provider activity and performance 
against agreed indicators with which to monitor 
outcomes and trends in real time.​

Additional investment secured into core Getting More 
.

Help CAMHS teams and CBT delivery to reduce waiting 

times. Waiting times are now starting to come down

SEMH coproduction framework developed for 

implementation

Additional investment secured to increase triage 

capacity in Central Point of Access (CPA)

Public Health have agreed to continue funding for the 

next two years. The evaluation report will be shared at 

the next SEMH partnership board in September 2024 to 

share best practice and learning. 

Next Steps for the SEMH Review: 

Develop and implement the action plan to address equity of 

access in terms of equality, diversity and inclusion in the 

Central Point of Access (CPA) and across commissioned SEMH 

provision:

• Ongoing development and delivery of the SEMH integrated

(CPA).

• i-THRIVE workshop to develop consistent data collection

and analysis processes to ensure children’s journeys 

through the SEMH pathway are captured and evaluated to 

inform service development.

• Implement protocols to address the current deficits in data

collection to enable accurate and consistent analysis of 

service demographical data, equity of access and outcomes 

across different population groups.​

• Development of a partnership SEMH dashboard to enable

regular reporting of provider activity and performance 

against agreed indicators with which to monitor outcomes 

and trends​. 

• Develop a prioritisation system and shared waiting list risk

(‘RAG’) protocol to ensure young people waiting for services 

have access to support, are monitored and reviewed​.

• Align the SEMH coproduction framework with other models

in the council to deliver SEMH service improvements via 

coproduction (service planning, design, commissioning, 

delivery and review with young people with lived 

experience of the provision).​

• Develop a shared risk management plan for those CYP

completing treatment but still presenting with significant 

risk. 
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Assurances on Quality: Moorfields Eye Hospital 

Moorfields Eye Hospital NHS Foundation Trust: Safeguarding Children Report 2023-2024

Moorfields Eye Hospital continues to demonstrate its strong commitment to the safeguarding priorities set by the Islington Safeguarding Children Partnership (ISCP). Throughout the 
reporting period, the Trust has actively engaged its staff in promoting the welfare of children and young people through a range of targeted activities and initiatives. Our efforts have focused on 
addressing key areas such as child neglect, parental factors, and vulnerability, aligning with the ISCP’s priority themes.

1. Child Neglect

Moorfields is dedicated to addressing the impact of 
neglect on children and supporting their resilience. 
Neglect remains one of the most significant 
safeguarding challenges, and we have taken steps to 
ensure that staff are well-equipped to identify and 
respond to neglect cases effectively.

Training and Awareness: Trauma-informed 
practice has been a recurring theme in our 
safeguarding supervision sessions, reflecting the need 
for staff to understand the long-term impact of 
neglect on children’s development and well-being. 
This theme is embedded in the Level 3 mandatory 
safeguarding training delivered across the Trust, 
which ensures that all staff have the skills to recognise 
and respond to neglect appropriately.

Safeguarding Briefings: Regular safeguarding 
briefings on ISCP priorities, including child neglect, 
are circulated throughout the organisation. These 
briefings link the partnership's priorities to daily 
practice, offering staff clear guidance on how neglect 
presents in healthcare settings and the importance of 
professional curiosity when assessing families.

Outcome: These initiatives have strengthened the 
hospital’s approach to identifying and supporting 
children affected by neglect, ensuring that staff are 
equipped with trauma-informed skills to engage with 
families and mitigate the long-term impact of neglect.

2. Parental Factors

Understanding the broader Think Family Agenda, 
Moorfields remains focused on addressing the harm 
children may suffer as a result of domestic violence, 
parental mental ill-health, and substance misuse. 
Our approach ensures that the child’s needs remain 
central, even when treating adults.

Integrated Training: Our training programmes 
emphasize the connection between adult behaviors and 
child welfare. Workshops include content on the “child 
behind the adult”, reinforcing the importance of 
recognising when parental issues such as domestic 
violence or mental health concerns might affect children. 
This agenda is co-delivered with the Safeguarding 
Adults Team to ensure a holistic understanding of how 
adult services intersect with child safeguarding.

Enhanced Domestic Violence Risk Assessment: 
The Trust has improved its domestic violence and 
abuse (DVA) risk assessment tool, empowering staff 
to better identify potential risks to children when treating 
adults. By enhancing professional curiosity, staff are 
encouraged to ask questions that bring the voice of the 
child into the decision-making process, particularly 
when safety planning for families affected by DVA.

Outcome: These efforts have increased staff awareness 
and competence in managing cases where parental 
issues may impact children, ensuring the child’s voice 
and safety are considered at every stage.

3. Vulnerability

Moorfields recognises the growing challenges posed by child sexual 
exploitation (CSE), child criminal exploitation (CCE), and gang 
involvement. Addressing these forms of exploitation remains central 
to our safeguarding strategy.

Safeguarding in the 21st Century: As part of our multi-agency 
safeguarding training, we deliver sessions that address emerging 
threats such as County Lines, online radicalisation, and 
cyberbullying. These sessions focus on helping staff understand 
how exploitation and grooming present in both online and real-world 
contexts, enabling them to spot warning signs early.

Trauma-Informed Practice: The continued emphasis on trauma-
informed practice ensures that staff are prepared to engage with 
vulnerable children in a sensitive and supportive manner, recognising 
the complex trauma that exploitation can cause.

Outcome: By integrating trauma-informed principles into training and 
focusing on modern exploitation risks, Moorfields staff are better 
equipped to identify and respond to children vulnerable to CSE, CCE, 
and gang involvement.
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Rapid Reviews and Local Safeguarding Practice Reviews 

During the period of September 2022 to March 2024 the Safeguarding Children Partnership undertook six 
Rapid Reviews for Serious Incident Notifications that were referred to the Partnership.

From the six Rapid Reviews held within this reporting timeframe, two progressed to a Local Safeguarding 
Practice Review. 

C
h

ild
 B This is currently an ongoing LCSPR for a 14-year-

old child who tragically died by suicide whilst an 

inpatient at a Tier 4 Mental Health Unit. There 

have been reflective workshops with practitioners 

for this review and positive engagement from the 

family. There is much evidence of the voice of 

the child within this review. The LCSPR is 

progressing and the findings and themes for 

learning will be reflected on within the next 

annual report. 

ISCP assurances for embedding the learning from action plans: 
Comparing to when operating as a Children’s Safeguarding Board, the ISCP has seen an overall increase its reviewing cases where threshold 
has been met for a rapid review or LCSPR, as a result the ISCP has a plethora of action plans stemming from Rapid Reviews, Internal 
management reviews and LCSPRs. As such, partners have discussed in the case review subgroup on developing and placing an emphasis on 
reviewing how action plans have impacted services and how partners have measured this impact based on effectiveness. This work has 
started in this reporting period and will continue into the next reporting cycle.
The case review subgroup has acknowledged that creating action plans and assigning tasks to respective services and agencies to complete 
can be tasking. Additionally, the ability to measure the effectiveness of practice from an action plan can also be tasking. 

C
h
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 U This review started before the annual 

reporting timeframe but concluded within 
the reporting period.
The recommendations for this review have 
been embodied into an action plan. 
Highlighted learning for this this Local 
Safeguarding Practice Review stressed a 
learning gap in how Adult’s Social Care and 
Children Social Care conducted their joint 
supervision and planning. 

Learning and Impact

Adult Social Care and Children’s Social Care 
have devised and completed a joint protocol 
to specify the frequency of joint supervision 
and planning  when there is a case open to 
both services in light of the learning that 
was identified. Also highlighted within the 
findings was a recommendation to ensure 
that ISCP incorporates appropriate training 
relating to adultification, how to support 
young carers and training around LGTBQ. 
Training administered for professionals and 
volunteers by the ISCP ensures these areas 
of learning are encompassed within the 
training package it offers. In relation to 
concerns synonymous with contextual 
safeguarding these findings are comprised 
within action plans relating to preceding 
LCSPRs undertaken. 
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Rapid Reviews and Local Safeguarding Practice Reviews 
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This LCSPR has concluded. Child W was the victim of a stabbing in early 2022. In the 
attack he sustained life changing injuries. Child W was wearing a stab vest at the time of 
the attack, this was the second time in 3 months that he had been a victim of stabbing.

Learning and Impact

The review undertook a rigorous and objective analysis of what occurred and identified 
systematic issues where policy and practice needed to change. There review highlights 
the critical need to address the systemic biases and challenges faced by Black adolescent 
boys, particularly in the context of extra-familial harm. To better safeguard these young 
people, the ISCP should develop a shared agreement on how Black boys will be protected, 
ensuring that their vulnerabilities are recognised and addressed rather than viewing them 
solely as potential perpetrators. This approach must be supported by flexible mental 
health services that adapt to the individual needs of these children, as well as by regular 
updates on mental health initiatives to ensure a shared understanding of their needs.

In addition, there must be a focus on creating safer environments for these boys, 
especially in areas where gang activity is prevalent. Collaboration between Islington and 
Hackney authorities is essential to ensure safe passage for children across borough 
boundaries. The Metropolitan Police Service should prioritise safeguarding Black boys and 
work closely with the local Black community to address issues of discrimination and safety. 
Furthermore, the gap in bereavement support for children affected by peer deaths due to 
serious youth violence needs urgent attention, with a call for comprehensive, trauma-
informed support for grieving adolescents.

Findings included intersectionality, transitional safeguarding, contextual safeguarding and 
the impact of bereavement on adolescent boys. There were nine recommendations in 
total.  An action plan of the recommendations and individual actions to be addressed has 
been developed for partners and relevant agencies and its governance for completion will 
be overseen at the Case Review Subgroup. 

An example of this would be reflected in the SEMH review in this annual review where is 
outlines plans to  ensure young people waiting for services have access to support, are 
monitored and reviewed and that improvements are made to the central point of access 
to increase flexibility of services informed by co-production of services, i.e. taking onboard 
the children’s voice and influence
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Under the New Working Together published in December 2023 and the new 

requirement for the local authority to notify the Secretary of State for 

Education and Ofsted of the death of a care leaver up to and including the 

age of 24, the ISCP undertook a Rapid Review on Care Leaver C who was 18 

years old and open to Independent Futures Service. 

Care Leaver C took his own life whilst living in a semi-independent provision. 

Care Leaver C arrived in Islington as an Unaccompanied and Separated Child. 

Detailed scrutiny of chronologies that were submitted by relevant agencies to 

the Rapid Review, extracted that a Rapid Review report was not required as 

learning had been identified from the chronologies.  There was evidence of 

some strong social work practice and a robust and coordinated response from 

a range of services based within the Child Looked After service. There had 

been an appropriate wraparound of support including mental health support.

Learning and Impact

Consideration for this review explored how care experienced young people 

aged over 18 years old with no family support can be identified by first 

responders? In this particular case emergency services were unaware the 

young person had been looked after. To avoid delays in knowing about these 

young people with no available direct family, the Local Authority and Borough 

Police reached a resolution in that Police would notify the Local Authority of 

all deaths of young people 24 years of age and under so they could 

immediately identify any young person that had been Looked After.

There will be a link-up with Child B LSCPR in terms of considering learning 

from this review. 

Action Plan updates of each review and LCSPR are continually evaluated 

through the governance of the Case Review Subgroup to gain assurance that 

recommendations and actions are being embedded within agencies and 

services. 
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Rapid Reviews and Local Safeguarding Practice Reviews 
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Joint Protocol for More Thorough Intimate Parts Searches (MTIPS) and 
Safeguarding Children (January 2024)

Introduction: Following the Child Q case in Hackney, where a Black female 
student was subjected to a distressing strip search, Islington implemented a joint 
protocol to safeguard children during More Thorough Intimate Parts Searches 
(MTIPS). Developed in collaboration with the Metropolitan Police Service, 
Children’s Social Care, and Youth Justice Services (YJS), the protocol 
ensures that searches are conducted ethically, proportionately, and with full 
oversight to prevent harm.

The protocol reflects a commitment to trauma-informed and anti-racist 
practices, aiming to protect the rights and dignity of children during these highly 
sensitive searches.

Key Learnings from Child Q: 

The Local Child Safeguarding Practice Review (LCSPR) of Child Q 
highlighted systemic failings related to racial bias and adultification in 
safeguarding Black children. Child Q’s experience exposed how harmful such 
searches can be, leading to Islington's stronger safeguarding approach for MTIPS.

Protocol Objectives:

• Safeguarding First: Ensuring the physical and emotional safety of the child,
with MTIPS carried out only when necessary and with the involvement of an 
appropriate adult.

• Challenging Bias: The protocol addresses racial disproportionality, with
ongoing reviews to ensure stop-and-search decisions are unbiased and 
proportionate.

• Ethical Oversight: MTIPS require written consent in certain cases, and all
searches undergo monthly audits to ensure safeguarding standards are met.

Multi-Agency Collaboration:

• Metropolitan Police Service: MTIPS must be authorised by a BCU
Inspector and follow PACE Code C guidelines. A Vulnerable Person 
Notice (Connect report) is filed after each search.

• Children’s Social Care: Provides immediate safeguarding support, whether or not
the child is known to services, and ensures follow-up care.

• Youth Justice Services (YJS): Coordinates the presence of appropriate adults
during MTIPS and offers ongoing support post-search.

• Education Providers: Schools must adopt a safeguarding-first approach,
informing parents and offering support after any police search involvement.

Key Actions and Safeguarding Measures:

• Training and Awareness: Frontline staff receive ongoing training on the emotional
impact of MTIPS, racial bias, trauma-informed care, and appropriate language.

• Monthly Oversight Meetings: Regular reviews between the Metropolitan
Police, YJS, and Islington Council ensure MTIPS are justified and proportionate, 
with opportunities for feedback.

• Child Feedback and Monitoring: Children’s feedback after an MTIPS is collected
and shared with safeguarding boards to ensure the protocol’s effectiveness.

• Anti-Racist Commitment: The protocol integrates Islington’s anti-racist strategy,
challenging bias and ensuring racial equality is central to decisions.

Impact and Outcomes: Since the protocol’s introduction, Islington has:

• Reduced unnecessary or inappropriate searches.

• Provided support for all children subjected to MTIPS.

• Increased agency accountability, with regular reviews and a focus on reducing the
disproportionate impact on Black and minority ethnic children.

Conclusion: The MTIPS protocol represents a crucial step in protecting children from 
invasive and harmful practices. By embedding trauma-informed and anti-racist 
practices in this multi-agency approach, Islington demonstrates its commitment to 
safeguarding vulnerable children and ensuring searches are conducted with care and 
respect.
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The year ahead

Case Review Subgroup 

Key features of 
the child’s 
experience

Learning needs, 
difficulties, 
Disabilities

Child’s physical 
health needs

Social emotional 
mental health 

issues

History of child 
abuse and 

neglect inc. DA

Education: 
disruption to 

learner journey 
and outcomes

Parental LD, PD, 
MH, Substance 

misuse

Child’s loss of 
friend/proximity 

to SYV

Other forms of 
loss/bereavement

Racism/ 
disproportionality

/ adultification

Poverty/ income/ 
instability/ 

housing/ food

Other 
vulnerability or 

adversity?
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Thematic Review 

Child X was a looked after child who tragically died from a stabbing in December 2022 aged nearly 17. The Rapid Review met the threshold for conducting a Child Safeguarding 

Practice Review which was agreed by the National Panel. The ISCP wanted the review to be thematic due to the amount of serious youth violence reviews they have 

commissioned over the past 5 years. The thematic review focuses on the experiences of specific children, primarily black and dual heritage boys, who are more prevalent in 

serious youth violence in the borough. 

By examining these cases, the review aimed to identify ways to improve early identification and intervention to prevent their involvement in serious youth violence and reduce 

their vulnerability to extra-familial safeguarding risks. The review outlined the three phases in which the review would be conducted:

• Phase One: What was? - patterns and experiences in children’s journeys

• Phase Two: What is now? Explore and capture how the borough’s strategic thinking and how operational 

multi-agency delivery

• Phase Three: What is good now and going forward, what might be? Look for the evidence of the 

success in addressing these experiences in safeguarding practice, especially at the point of early intervention 

and before the transition.

Learning and Impact

Recommendations and consideration for this review gave a focus to strengthening safeguarding practices. 

The review emphasises the need for improved multi-agency collaboration, particularly in integrating 

housing and mental health services into early help frameworks. A consistent, trauma-informed approach 

across agencies is recommended to better support children and families. Additionally, the review highlights 

the importance of making help accessible and acceptable to those in need, with a focus on proactive 

information sharing and the inclusion of universal settings like youth centres. Addressing online safety 

risks and ensuring robust responses to issues of racism and disproportionality are also crucial for 

safeguarding vulnerable children effectively.

The Missing and Exploitation team will be reviewing all current guidance and policies relating to Child 

Criminal Exploitation, Child Sexual Exploitation and Serious Youth Violence and will combine to create 

a clear pathway protocol for statutory responses to contextual safeguarding and in addition will design a 

website to be utilised as an educational tool and resource for practitioners from across the partnership.

An action plan of the recommendations to be addressed has been developed for partners and relevant 

agencies and its governance for completion will be overseen at the Case Review Subgroup. Link to review 

on our website.

Source of information: Child X but 
also previous children subject to 

review. Children K, P, S, W (basis for 
audit questions)
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Multi-agency audit of five children considered high-risk of Serious Youth Violence and Child 
Criminal Exploitation and learning from Child X’s experience

From recent learning reviews of Islington children and from 

recent research by the Greater London Authority, to date this 

has identified a range of experiences or features common to 

children who are significantly harmed or died as result of SYV 

or CCE (see figure 1). A recent overview of 35 Rapid Reviews 

regarding children at risk of EFH, conducted in London 

between Sept 2021-March 2023 also described all of these 

features as evident in those children’s lives Islington children 

subject to previous SCRs, LCSPRs and Rapid Reviews 

conducted or contributed to by ISCP.

The audit, part of Phase One of the thematic Local Child 
Safeguarding Practice Review (LCSPR), aimed to examine the 
journeys of five high-risk children known for their involvement 
in Serious Youth Violence (SYV) and Child Criminal Exploitation 
(CCE). The audit also included reflections on Child X, whose 
death in December 2022 prompted this review. 

The primary objective was to identify opportunities for early 
intervention by analysing the children’s experiences and the 
multi-agency responses to their needs.

Demographics

• All aged between 14-17 at the time of the audit and Child X.

• All 6 children reviewed are male.

• 5 of 6 are of black or mixed heritage, 1 is white British.

• All were or are looked after or for one, there was agreement

for them to be looked after at the time of the audit. All are 

open to the Youth Justice Service in Islington, but also have 

input from YJS in the authorities in which they are placed.

• None of the children are in full time education and all have

significantly disrupted learner journeys, although all have 

had intervention from the Virtual School.

84% of children in a related study experienced parental 
separation and loss, and 75% had experienced emotional 
or physical abuse; demonstrating the prevalence of 
adverse childhood experiences (ACEs) among high-risk 
children. It highlights the critical need for early 
intervention and support systems to address these 
underlying issues, which are significant drivers of SYV 
and CCE.

Missed Learning Needs: Many children had 
undiagnosed or poorly understood learning difficulties, 
which compounded their risks. For example, Child X had 
recognised learning needs but did not receive timely 
formal diagnosis or support.

Impact of Parental Separation: All six children 
experienced significant parental separation or loss, which 
is a key adverse childhood experience contributing to 
their vulnerability.

Racism and Disproportionality: Five of the six 
children were of black or mixed heritage and reported 
being treated differently due to their race. This included 
experiences of adultification and disproportionate 
responses from authorities.

Placement Instability: Four children faced significant 
placement instability, undermining multi-agency care 
planning and risk management efforts.

Covid-19 Impact: The pandemic exacerbated existing 
challenges, such as disrupted education and delayed 
assessments, further distancing children from support 
systems.

Recommendations 1: Although already understood and 
known, it is essential that the details of the impact of the 
lack of suitable placements for 4 of these children 
undermines the impact of multi-agency care planning and 
risk management with these children. 

Recommendation 2: It is recommended that the ISCP flag 
the lack of continuity in health care for children looked-after 
who are placed in different boroughs to the National Panel. 
This leads to delay in meeting need and can be connected to 
increase risks, both of extra-familial harm and risk of 
offending.

Recommendation 3: It is recommended that ISCP partners 
ensure there are contingency plans in place to ensure that 
any 18+ year old who is a care leaver and has not received a 
diagnostic assessment is assessed in a timely way. 

Phase Two: exploring the opportunities to intervene 
effectively – points to address arising from this audit.

To consider: 

• How do similar children and families access early help and
preventative interventions?

• How does the multi-agency system identify and respond
to need early in the journeys of similar children?

• What supported good practice in identifying and
responding to learning needs/ difficulties, SEND, SEMH 
and preventing disrupted learner journeys?

• How does early help preventing the type of abuse and
neglect as seen in this audit of children?

• What does good practice in responding after a tragic or
traumatic event? 
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Learning from National Reviews 
Housing and Health: Framework for Damp, Condensation, and Mould

Damp and Mould Response: Collaborative Actions and Progress

Key Actions and Collaboration. Following the tragic death of Awaab Ishaak in December 
2020, which was attributed to poor living conditions involving damp and mould in his family’s council 
flat, Islington Council initiated significant changes to improve housing standards. In the aftermath 
of Ayub’s death, the Housing Ombudsman conducted a thorough investigation, issuing a series of 
recommendations for local authorities, including better identification of vulnerable families and 
improvements in how housing conditions are addressed. In response, the government placed an 
expectation on local authorities to prioritise families affected by damp and mould, ensuring that those 
living in hazardous conditions received immediate attention.

Islington Council’s framework for addressing damp and mould, developed as part of this response, 
emphasized collaboration between housing, children’s services, and health to safeguard 
vulnerable families and prevent future tragedies.

The Damp, Condensation, and Mould Programme, launched in 2022, focused on vulnerable 
families, particularly those with health conditions exacerbated by damp. The Housing 
Ombudsman’s recommendations and the government response shaped this proactive 
approach, with a focus on ensuring prompt intervention and support for at-risk families.

From January 2023, the High Profile Damp Case Taskforce was established to address cases 
involving severe damp and mould across council properties. The taskforce was assigned 131 cases 
where conditions were deemed particularly hazardous, with a focus on homes where children or 
vulnerable residents lived. By November 2023, the taskforce had successfully resolved 90 cases, 
reducing risks from high to low, through urgent repairs and follow-up visits​.

Proactive and Preventative Measures

A shift towards preventative action has been central to the council’s response. The number of 
damp and mould inspections has risen dramatically, from 133 in October 2019 (145 Oct 2020, 
178 Oct 2021, 276 Oct 2022) to 557 in October 2023. By mid-November 2023, 304 surveys 
had been completed, with an expected total of 621 by the end of the month​. This marked increase 
reflects the council’s commitment to identifying and addressing issues before they escalate.

The council introduced a RAG (Red, Amber, Green) rating system to categorize the urgency of cases, 
prioritising families at greatest risk. High-priority repairs, categorized as DAM24, were to be 
completed within 24 hours, while less urgent cases, flagged as DAM20, required action within 20 
working days​.

To support this, a dashboard was created using the One View system, enabling data sharing across 
health, social care, and housing. This dashboard allows housing teams to identify at-risk residents, 
ensuring interventions are prioritised for those with health conditions or young children.

Collaborative Approach with Health and Children’s Services

A crucial part of the programme involved partnerships with GPs and Children’s Services to ensure 
vulnerable families were identified swiftly. GPs were able to directly refer cases of damp and 
mould to the housing team if health conditions were being exacerbated by poor living conditions. 
Although the pilot with GPs saw a modest start, with just three referrals by November 2023, 
plans are in place to expand the scheme​.

The taskforce also worked closely with Children’s Services, ensuring that families with children 
experiencing health complications due to damp were prioritised. The council’s proactive stance, 
combined with improved cross-agency data sharing, has led to faster response times and more 
targeted support for the most vulnerable residents.

One Year from when the  Damp, Condensation and Mould programme began. 

Ongoing and completed projects
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Education Subgroup  
Page 55

Education Subgroup: Active Row Programme – Improving Engagement and Outcomes:

In the reporting period, several strategic objectives were presented at the Education subgroup aimed at 
reducing risks to young people’s welfare and improving educational outcomes. A key initiative within this 
framework was the Active Row Programme, designed to engage the most vulnerable students, 
particularly those at risk of becoming NEET (Not in Education, Employment, or Training) or facing exclusion. 
The programme has been embedded across schools in Islington, with positive results that align with the 
safeguarding priorities of early intervention and preventing harm.

Key Achievements:Targeting the Most Vulnerable 
including the 43% of Islington 
primary pupils eligible for the 
deprivation pupil premium. By 
targeting children at higher risk of 
disengagement due to poverty, the 
programme helps address potential 
safeguarding concerns.

Reducing Persistent Absence and 
Exclusions: serves as a preventative 
measure to reduce persistent 
absenteeism and exclusions. By 
engaging students in physical activity 
and fostering teamwork, focus, and 
resilience, the programme effectively 
addresses these issues.

Case Study
Child A (Samuel Rhodes School): 
Child A, a student at Samuel Rhodes School, showed 
significant improvement through the Active Row 
Programme. Previously struggling with concentration 
and behaviour issues, his participation led to 
increased focus and motivation. Teachers have 
observed positive changes in his attitude, aligning 
with the programme’s goals of building resilience 
and encouraging positive behaviour.

Collaboration and Multi-Agency 
Engagement: 
The Active Row Programme's success is 
strengthened by its collaboration with the 
Metropolitan Police's Positive Youth 
Development (PYD), engaging at-risk youth in 
schools. This multi-agency approach supports 
efforts to reduce youth crime, improve community 
safety, and aligns with safeguarding priorities of 
preventing harm and promoting early intervention

Conclusion and Next Steps: 
The Active Row Programme demonstrates the importance of collaborative, preventative measures within 
education to address safeguarding risks. Moving forward, the Education Subgroup will continue to monitor 
the outcomes of this programme while expanding participation across additional schools. By embedding such 
initiatives within the safeguarding framework, the partnership can ensure that vulnerable young people are 
given the support they need to succeed both in and outside the classroom.

Operation Encompass

Operation Encompass is a vital early intervention safeguarding initiative, 
designed to provide schools with timely notifications when a child has been 
exposed to domestic abuse incidents. This ensures that designated 
safeguarding leads (DSLs) can offer immediate and appropriate support for 
children, mitigating potential emotional and psychological impacts.

In Islington, 64 schools are already actively participating in the programme, 
receiving regular notifications through secure DSL mailboxes. There remain 
12 schools that are yet to set up these mailboxes, a crucial step to ensure all 
children across the borough can benefit from the full support offered by 
Operation Encompass.

Throughout the 2022-2024 period, notifications have been consistently sent, 
reflecting varying levels of incidents across the academic year. Peaks in 
reports occurred in months like January and October, while the summer 
holidays saw a natural decline in activity. 

The consistent flow of 
notifications 
underscores the 
importance of swift, 
multi-agency 
collaboration in 
safeguarding 
vulnerable children.
With continued 
efforts, Islington aims 
to have all schools 
fully equipped to 
respond to these 
incidents, ensuring no 
child is left 
unsupported.

2022 2023 2024

September = 12 January = 15 January = 19 

October = 19 February = 13 February = 8 

November = 10 March = 17 March = 3 

December = 3 April = 10 

May = 12 

June = 4 

July = 19 

August = 0 
(summer holidays)

September = 13 

October = 14 

November = 17 

December = 5 







Training and Professional Development Subgroup 

The ISCP Business Unit has successfully filled its previous vacancy, appointing a Training and Quality Assurance Manager to support the S11 arrangements. This role, which 

commenced in June 2023, was filled following an interview and selection process conducted by a multi-agency panel that included representatives from the ISCP Business Unit, 

Local Authority, Health, and Education sectors.

An updated training strategy has been developed, and a working group is currently focused on creating a comprehensive Training Quality Assurance framework. The initial 

focus of the Training and Quality Assurance Manager has been on creating the strategy and developing a comprehensive and cohesive multi-agency training schedule. 

Since September 2023, the ISCP Business Unit has continued to deliver its core training offer while expanding to include a broader training schedule. Feedback from 

evaluations provided between 2021 and 2022 alongside the partnership’s prioritises and training needs, led to updates in the core training, new LSCPR learning events and 

additional courses being developed or added to the training offer, as well as bitesize learning opportunities; which have been implemented since September 2023.

Training 
Strategy

The ISCP Training Strategy 2024-2025 outlines the Islington Safeguarding Children Partnership’s commitment to ensuring 

that all employees and volunteers working with children and families in Islington are equipped with the necessary skills 

and knowledge to safeguard children effectively. The strategy emphasises a multi-agency approach, promoting 

collaboration and shared understanding among professionals. 

It sets out the roles and responsibilities of various stakeholders, including senior leaders, employers, and individuals, and 

details the training schedule and quality assurance measures. The strategy is underpinned by national and local contexts, 

focusing on continuous learning, equality, diversity, and the promotion of high standards in safeguarding practices. The 

ISCP priorities are included in the training focus. 

The document also highlights the importance of creating an inclusive and respectful training environment that values 

equality and promotes anti-discriminatory practices

My 
Learning

In January 2023, training bookings transitioned from “CsOnline” to the “My Learning” Platform, which has posed 
challenges for users outside the local authority; changes have been made to reduce this, but continued solutions are 
being sought to improve user experience. The system is now accessible to all local authority staff and volunteers, was 
previously limited to Children’s Services staff. 

However, My Learning has has demonstrated some challenges, such as the inability to record management for staff and 
volunteers external to the Local Authority, impacting data, report and management oversight. 

Despite this, the platform has created a cohesive “one-stop shop” for multi-agency training, streamlining access and 
consolidating previously ad-hoc training methods with limited CPD recording for such training.
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Trauma Informed Practice and Training

ITIPS (Islington Trauma-Informed Practice Strategy) Overview: 
Rationale and Effectiveness from 2017 to 2023
Historical Context and Rationale:

The Islington Trauma-Informed Practice Strategy (ITIPS) was 
developed in 2017 as a response to the increasing recognition of trauma's 
impact on young people’s behaviour, particularly within educational settings. 
The primary focus was to reduce exclusions and improve outcomes for children 
exposed to trauma by equipping professionals across multiple disciplines with 
trauma-informed skills. The development was motivated by a series of high-
profile incidents that revealed gaps in understanding trauma, particularly in 
school exclusion cases, where children’s behavioural issues were often linked to 
unaddressed trauma.

Journey and 
Implementation:
Starting in 2017, ITIPS 
evolved into a multi
disciplinary 
framework, bringing 
together educators, 
social workers, health 
professionals, and 
community safety 
teams. The 
programme included 
trauma-informed 
training and reflective 
practice sessions 
designed to create a 
supportive, empathetic 
environment within 
schools and services. 
Key milestones in this 
journey include:

1. 2019: The 
programme expanded 

to train over 150 
school staff, improving 

awareness and 
application of trauma-
informed strategies.

2. 2021: ITIPS 
became embedded 
within the broader 

Youth Safety Strategy, 
aiming to reduce 

youth exclusions and 
violence.

3. 2023: The programme was 
scaled to 335 professionals, 
with the inclusion of new early 
years settings and voluntary 

organisations.

Effectiveness and Measured Outcomes:
The effectiveness of ITIPS has been measured through a variety of indicators, showcasing the tangible 
impact on reducing exclusions and improving outcomes for children:
• Reduction in Exclusions: Since its implementation, exclusions have decreased by 12% across 

Islington schools, particularly in cases related to emotional and behavioural issues. While direct causality 
is hard to establish, staff report that trauma-informed approaches have significantly influenced this 
trend, reducing the need for punitive measures.

• Staff Feedback: By 2023, 87% of the 335 professionals trained expressed increased confidence 
in applying trauma-informed principles. This includes better management of challenging behaviours, 
with 93% of participants indicating they had adopted more empathetic, non-judgmental approaches in 
their interactions with children.

• Collaborative Impact: The multi-agency nature of ITIPS was crucial. The partnership between 
schools, police, and health services facilitated real-time information sharing and collective decision-
making. A dashboard was introduced to track trauma-affected children, allowing professionals to 
monitor their progress and intervene early.

Impact on Professionals and Schools:
Participants in ITIPS have highlighted the transformational effect of the strategy on their work. Reflective 
practice groups allowed staff to process the emotional impact of working with traumatised children, while 
network meetings fostered collaboration between different services. Key findings include:

• Improved School Environments: Schools reported a calmer, more supportive atmosphere, with 
fewer behavioural incidents and a notable reduction in the emotional distress displayed by children. 
Strategies such as emotional regulation tools and designated calming spaces became standard practice.

• Holistic Support: The strategy’s trauma-informed lens led to better engagement with families, 
fostering a whole-family approach to supporting children at risk. Schools reported that this holistic 
engagement helped prevent further exclusions and enhanced student participation.

Challenges and Future Directions:

Despite its success, ITIPS has faced challenges. Funding constraints and staffing shortages have 
impacted the consistency of training delivery and the sustainability of trauma-informed environments. 
Moreover, the cost of living crisis and school closures during the pandemic highlighted the need for 
ongoing support to maintain these practices.

Looking forward, ITIPS aims to secure additional funding and expand its reach to more schools and 
early years settings. The long-term goal is to create a trauma-informed borough, where all services 
operate within this framework to better support vulnerable children and their families.
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Page 62 Police Recruit Training Report with Youth Justice Service & VAWG Police Training Overview

Youth Offending Service: Police Recruit Training Report Overview 

(September 2023 - March 2024)

During this reporting period, Islington worked 
collaboratively with its partners, focusing on fostering 
stronger links between the Police, parent champions, and 
young people. A total of 124 police recruits underwent 
safeguarding and youth engagement training, which was 
specifically designed to address issues around 
contextual safeguarding and disproportionality.

This training ensures that newly recruited officers are 
equipped with the knowledge and skills to handle 
safeguarding concerns effectively.

Parent Champions:

Islington’s Parent Champions were also involved in 
the training, playing a pivotal role in bridging the gap 
between law enforcement and the community. 

22 Parent Champions delivered sessions focusing 
on trauma-informed approaches, providing first-
hand insights into supporting children exposed to 
domestic violence or criminal exploitation. 

Their participation has helped to humanise the 
policing process and foster trust between parents and 
local police units.

Collaborative Impact

The collaborative training has been lauded for its multi-
agency approach, with representation from local authorities, 
health services, and education sectors, ensuring that 
safeguarding efforts are aligned across all key services. 
Feedback from the recruits indicated a 90% satisfaction 
rate, with many stating that the training increased their 
confidence in handling complex safeguarding cases 
involving vulnerable children.

In summary, this period’s training initiatives have laid the 
groundwork for enhanced police-community relations in 
Islington, contributing to the borough's youth safety 
strategy and improving outcomes for at-risk children and 
families.

Young People’s Involvement

A significant development in this reporting period was 
the inclusion of young people in the training process. 
Approximately 58 young people actively 
participated, sharing their lived experiences with 
officers during role-play scenarios and focus group 
discussions. 

This approach was instrumental in enhancing police 
officers’ understanding of youth perspectives, 
particularly around issues such as stop and search 
and gang-related interventions.

Violence Against Women and Girls 
(VAWG): Police Training overview

VAWG Workforce Development (WFD) delivered two training 
sessions on non-fatal strangulation (NFS) to the police 
between September 2022 and March 2024.  

50
Police officers attended the sessions: the 
discussions and feedback highlighted they were 
a success and aided the identification and 
planning of further training sessions

Creation: 
Police were involved in the aims and direction of the 
training, requesting a focus of how to support the victims 
and to understand more clearly their direct role in 
supporting the victim.

Challenges:
Competing scheduling commitments in the Police service led 
to the cancellation of sessions. 
More time required to support the reflective learning 
experience, supporting to the move away from victim 
blaming behaviour and supporting a trauma informed lens. 

Successes:
The training reached 50 police officers, feedback highlighted 
that officers said they felt more confident/ better informed 
when it comes to supporting victim/survivors also increased 
knowledge regarding medical information linked to NFS.

What's next?
VAWG WFD will be delivering domestic abuse training for 
emergency uniform responder officers October – December 
2024. The aim is to train 600 officers during this period.









ISCP Training Subgroup

Feedback from training What we did

Access to documents and material discussed and 
used in the training

Post course packs are now shared as standard from September 2023. These include links to 
documents, toolkits and research discussed, newsletters available and local/ national policies. 

Mixed feedback regarding the format: “being 
virtual is very helpful” and “would be better in 
person”

Online training remains an options however more in person courses have been offered for or 
Core Courses and most of our additional full length courses (due to the topics and feedback 
for those courses)

Mixed feedback regarding Training length: 
preferred whole day or half day. Wider feedback 
identified short courses/webinars were of interest 
to the partnership. 

Training is now offered in full Courses, bitesize sessions and e-learning formats.  

Lots of contents Alternative and Bitesize courses have been offered to support more in-depth training in 
specific topics (inc. online safety, supporting males victims of DA, ) and build on knowledge 

Interactive sections This remains easier for in person training due to technology limitation. However, facilitators 
continue to reflect on the training contents and delivery methods. 

The Year 
ahead…

To ensure high-quality safeguarding training, the subgroup will continue to develop a Training Quality Assurance framework. This framework will incorporate training 
expectations and ensure that training programs are effective, consistent, and meet the needs the partnership services and learners and align with recognised standards 
and regulations in the Training Strategy. 

The subgroup will focus on continuous improvement to maintain the integrity and effectiveness of training programs identifying measures to gather feedback from 
attendees, facilitators. Renewed evaluation methods will aim to measure the impact of training sessions, using these evaluations to identify areas for improvement and 
demonstrate the effectiveness of the training program. Attendance and engagement levels will continue to be reviewed and monitored to address barriers and support an 
effective learning cycle from LSCPRs to audits.

Training content, will be regularly updated to address emerging safeguarding challenges, practice updates and policies, feedback and audits. 

This approach aims to foster a culture of continuous improvement within the training subgroup, ensuring our safeguarding training remains impactful and responsive to 
evolving challenges.

Page 66



New Priorities from April 2024: Structural Inequalities
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The ISCP strives to 
deepen understanding of 
systemic issues and their 
diverse impacts, driving 
towards more inclusive 
and equitable practices

How will this be achieved?

Cultural Competence and Inclusivity:

Relevant agencies are required to ensure that their workforce is culturally competent and inclusive. The ISCP 
will support this effort by providing targeted training through the Training Subgroup. This training will help 
staff across agencies to better understand and address the needs of Islington’s diverse population.

Trauma-Informed Training:

The QA subgroup will work collaboratively to ascertain how each agency embeds the Trauma Informed Model 
of practice to unify practice across agencies. This will then combine with the Training Subgroup to incorporate 
the agreed trauma informed training across relevant agencies at each practice level (LSCP). This initiative aims 
to ensure that all professionals are equipped to support children and families in a trauma-sensitive manner, 
furthering the ISCP's commitment to equitable service delivery.

Workforce Representation:

Agencies will be asked to report on how representative their workforce is in comparison to the Islington 
population and the service users they serve. This assessment, coordinated by the Quality Assurance (QA) 
Subgroup, will help identify gaps in representation and inform strategies to create a more inclusive workforce.

Understanding and Addressing Disproportionality:

Agencies must ensure they fully understand the data on disproportionality and inequality based on 
ethnicity within Islington. Once this understanding is established, they will be expected to outline steps to 
address and mitigate these disparities, ensuring that services are distributed equitably. The ISCP will support 
agencies in using data-driven approaches to address inequalities.

Quality Assurance Reports:

Agencies are required to ensure that their QA reports include analysis on disproportionality based on ethnicity. 
These reports should also outline how the agencies plan to address any identified inequalities. The QA 
Subgroup will oversee this process, ensuring that all agencies are held accountable for making progress on 
these critical issues.
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New Priorities from April 2024: Early Intervention and Prevention
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The ISCP is shifting 

focus from reactive 

measures to proactive, 

preventative strategies, 

emphasising the 

importance of multi-

agency collaboration for 

early support.

How will this be achieved?

Developed Joined-Up Early Help Services:

The ISCP will use the recommendations from the Child X case, alongside the development of the 
Family Hub model, to place a stronger emphasis on early intervention and prevention. These 
recommendations highlight the critical need for timely, joined-up support for vulnerable families, which 
the Family Hub model will facilitate by offering a centralized, accessible point for early help services. This 
approach will ensure that families receive the support they need before issues escalate, aligning with the 
ISCP’s goal of reducing the need for reactive safeguarding measures.

Upskilling the Workforce:

Once the lead practitioners have been outlined by the delegated safeguarding partners, the ISCP will 
focus on upskilling the workforce within relevant agencies to produce high-quality assessments as Lead 
Practitioners. This initiative, led by the Training Subgroup, will ensure that practitioners are 
equipped with the skills and knowledge to effectively assess and support families, providing early 
interventions that can prevent issues from escalating.

Scoping and Auditing Activities:

The Chairs of the Early Help Subgroup and the ISCP Business Unit will use the Joint Targeted 
Area Inspection’s Early Help Terms of Reference as a guide to conduct scoping and auditing 
activities. These activities will identify gaps within the early help system, ensuring that services are 
comprehensive and responsive to the needs of children and families. Any identified gaps will be 
communicated to the Quality Assurance (QA) Subgroup for further analysis and action. The Early 
help members are also keen in learning from other well established family hubs across the country to 
share and gain knowledge 
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New Priorities from April 2024: Social Emotional Mental Health (SEMH), Special 
Educational Needs Disability (SEND) and Inclusion
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 3 Concerns over the mental 

health of children, especially 

those with SEND, are 

growing, especially in the 

context of school inclusion. 

The rise in mental health 

issues linked to factors like 

online safety, domestic 

violence, poverty, and 

neglect calls for a refocused 

approach in Transitional 

Safeguarding, integrating 

these concerns effectively 

within SEND and SEMH 

frameworks.

How will this be achieved?

Advancing the SEND Strategy:

The Local Authority (as a Statutory Partner) will work diligently to meet the goals set out in the SEND 
strategy. This effort will involve a thorough examination of the current state of children with SEND in the 
local area and a demonstration of improvements in the next reporting period. This collaborative effort will 
require significant strategic input from Education as an informal statutory partner, ensuring that the needs 
of children with SEND are effectively addressed.

Developing a Pledge/Statement/Plan for SEND and SEMH:

Relevant agencies and Education providers within the ISCP will work together to develop a pledge, 
statement, or plan outlining how they intend to intervene with the rising number of children and young 
people with SEND. This initiative, coordinated by the Education Subgroup, will ensure that there is a clear 
and committed approach to supporting these children within the educational framework.

Similarly, Health Partners within the ISCP will develop a pledge, statement, or plan focusing on how to 
address the increasing number of children and young people experiencing SEMH challenges. This will be 
overseen by the Executive Group and will guide the partnership's approach to supporting mental health 
within the community.

Strengthening Transitional Safeguarding:

The ISCP will liaise with the Adults Safeguarding Board to identify gaps in Transitional Safeguarding 
the process of ensuring continuity of care and safeguarding when children move into adulthood. This 
collaboration will involve creating scoping exercises, practitioner workshops, and senior leader events to 
address and strengthen these areas. The goal is to ensure that children and young people, particularly those 
with SEND and SEMH needs, receive consistent and effective support as they transition into adult services.



New Priorities from April 2024: Neglect and Parental Factors 
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 4 With neglect and issues 

from parental factors such 

as mental health 

challenges, substance 

misuse, and domestic 

abuse taking centre stage, 

there's a clear need for 

better assessment tools 

and strategies. The ISCP is 

driving for a more trauma-

informed approach and 

enhanced supervision of 

online activity. 

How will this be achieved?

Local Actions and Future Plans:

While progress has been made in raising awareness about neglect, feedback from professionals indicates 
that it is not yet fully embedded in the day-to-day practice of all partner agencies. In response, the ISCP 
is taking the following steps:

Multi-Agency Audit on Neglect (November 2024): 

This audit will evaluate the current application of the Neglect Toolkit and assess the quality of multi-
agency responses to cases of neglect.

Targeted Training and Development: 

Training sessions will focus on increasing the confidence and competence of frontline workers in 
recognising and addressing neglect.

Embedding the Neglect Toolkit:

Efforts will continue to embed the Neglect Toolkit into routine safeguarding practice. Additional 
guidance and support will be provided to ensure consistent application across all services.

Neglect has remained a priority within the ISCP because it affects a significant number of children in 
Islington, and its pervasive impact can be profound. The upcoming November 2024 audit will 
ensure that agencies are held accountable for their practice and will help shape future initiatives to 
tackle neglect more effectively.
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Budget 

Working Together to Safeguarding Children 2023 prescribed that the Local 
Safeguarding Partnership (LSP) are to determine the necessary funding to 
support multi-agency safeguarding arrangements. This encompasses business 
and analytical support, independent scrutiny, infrastructure, and core functions 
such as local children safeguarding practice reviews, multi-agency training, and 
learning events. It is imperative that the LSP ensures adequate funding is 
allocated and utilised in alignment with agreed priorities.

Transparency in funding is crucial. The contributions from safeguarding partners 
and relevant agencies are therefore outlined in this report, ensuring that children 
and families in the area are well-informed. For the year 2023-2024 the ISCP 
exceeded the working budget by £2196 and had to draw from the Partnership 
reserve held within the Local Authority Corporate reserve. 

Equitable funding contributions from statutory safeguarding partners must be 
established and agreed upon; a recognised London-specific challenge to meeting 
the required equitable funding arrangement is the metropolitan police service 
budget for Partnerships being split across all London boroughs, and similarly each 
NHS service’s budget is split across multiple partnerships leading to a 
disproportionate reliance on the Islington Local Authority. 

INCOME April 2023/March 2024  

Partners Agency contributions £

Local Authority London Borough of Islington 144,228.00

Education DSG Grant £50,000.00

Health North Central London Integrated Care Board £10,000.00

Camden & Islington NHS Trust £7,500.00

Moorfields NHS Trust £7,500.00

Whittington NHS Trust 15,000.00

Police and Probation MPS (MOPAC) £5,000.00

National Probation Trust £2,500.00

Subtotal 241,728.00

Expenditure April 2023/March 2024

£

Salaries 199,082

Independent Chair and Scrutineer 15,100

Part-time Training Administrator (approx.) 10,035

Training 1,364

LCSPRs and Rapid Reviews 17,568

Miscellaneous Costs 775.00

Subtotal 243,924.00
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Continuous review of funding is essential to meet the financial demands of 
these arrangements. This year, statutory safeguarding partners plan to review 
the contributions to ensure these are updated and agreed upon.



Glossary
ASD Autism Spectrum Disorder 

ASIP Adolescent Support Intervention Project 

ASV Allegations against Staff/Volunteers 

BCU Basic Command Unit 

CAMHS Child Adolescent Mental Health Service 

CCE Child Criminal Exploitation 

CIN Children in Need 

CP Child Protection 

CQC Care Quality Commission 

CSC Children Social Care 

CSCT Children Services Contact Team 

CSE Child Sexual Exploitation 

CWASW Children With A Social Worker

CYP Children and Young People 

DCI Detective Chief Inspector 

DCT Disabled Children Team

DIT Dedicated Inspection Team 

DSL Designated Safeguarding Lead 

DSP Designated Safeguarding Professional

EHE Elective Home Education

FGC Family Group Conference 

FGM Female Genital Mutilation 

GP General Practitioner 

HSB Harmful Sexual Behaviour 

HMICFRS His Majesty's Inspectorate of Constabulary and Fire & Rescue Services 

ICB Integrated Care Board 

ICPC Initial Child Protection Conference 

IDVA Independent Domestic Violence Advocate 

ISAB Islington Safeguarding Adults Board 

IIOC Indecent Images of Children 

IMHARS Islington Mental Health and Resilience in Schools 

LADO Local Authority Designated Officer 

LBI London Borough of Islington 

LCSPR Local Child Safeguarding Practice Review 

MASH Multi Agency Safeguarding Hub 

MPS Metropolitan Police Service 

NCL North Central London 

NEET Not in Education Employment or Training

NFA No Further Action 

NHS National Health Service 

NRM National Referral Mechanism 

QA Quality Assurance 

RCPC Review Child Protection Conference

SEMH Social Emotional Mental Health 

SEND Special Educational Needs and Disability 

SSO Safety School Officer 

UASC Unaccompanied and Separated Children 

VAWG Violence Against Women and Girls

VCS Voluntary and Community Sector 

YJSMB Youth Justice Service Management Board 

YPSI Youth Produced Sexual Imagery 
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