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Foreword 
Letter from LSCP Independent Scrutineer:

 I am pleased to introduce the Local Safeguarding Children Partnership Annual Report for 2025/26.  As per the statutory guidance set out in Working Together to Safeguard Children 2026, my role as Independent Scrutineer is to provide objective challenge and assurance about the effectiveness of the safeguarding arrangements for the LSCP for Kensington and Chelsea and Westminster. This includes considering whether the statutory safeguarding partners are working effectively together, whether learning is translated into improved practice, and whether partnership activity is making a meaningful difference to the safety and wellbeing of children.
During the year, my scrutiny considered the Partnership’s quality assurance and learning activity, including the multi-agency audit of the response to familial child sexual abuse, two rapid reviews, the Partnership’s oversight of the Families First Partnership reforms, its response to the Southport Public Inquiry, and feedback from LSCP multi-agency training. This included consideration of training relating to multi-agency safeguarding and child protection, safer recruitment and the management of allegations through the LADO process. 
The familial child sexual abuse audit provided an important test of frontline multi-agency practice. It examined ten children’s cases across the two boroughs and drew upon 40 audit responses from police, children’s services, health and education, followed by two multi-agency review meetings. The audit found evidence of prompt safeguarding responses, effective information sharing, child-centred practice and coordinated safety planning, particularly at the point of referral and initial intervention. 
The audit also identified important areas requiring continued partnership attention. These included sustaining the child’s voice throughout longer-term intervention, strengthening professional curiosity and analysis, ensuring consistent attendance and oversight at multi-agency meetings, improving the sharing and recording of strategy meeting decisions, and providing greater clarity about health and specialist child sexual abuse pathways. It also highlighted the need to avoid an over-reliance on criminal justice outcomes when assessing safeguarding risk and determining the support required by a child and family. 
A significant highlight has been the Partnership’s willingness to move from identifying learning to setting clear expectations for improvement as a result of the audit. The response includes developing a shared child sexual abuse pathway and strategy, strengthening the use of recognised indicators, improving the recording of children’s lived experiences, clarifying professional roles and referral routes, and ensuring that delays or decisions within criminal proceedings do not prevent safeguarding review, support or therapeutic intervention. 
In my scrutiny, I also considered how the Partnership responds to wider and emerging safeguarding learning. Following the Southport Public Inquiry, the Partnership sought assurance from Transport for London about the safeguarding responsibilities, training and guidance applying to licensed taxi and private hire drivers. In response, Transport for London confirmed that safeguarding awareness training forms part of the licensing process for new driver applicants and that its policies, training requirements and guidance remain under review as further national requirements emerge. 
The Partnership has continued to maintain oversight of the Families First Partnership reforms with regular updates to the LSCP about the development of the Families First Programme Board and the engagement with Police and Health Partners. 

The LSCP has also continued to invest in multi-agency learning. I have viewed feedback from a number of the LSCP training workshops, including multiagency safeguarding and child protection, safer recruitment and LADO training, which provides encouraging evidence that practitioners value the learning offer and find it relevant to their responsibilities. The next step is to continue evaluating how this learning changes practice and improves outcomes.
Overall, my assessment is that the Partnership has demonstrated a clear commitment to scrutiny, learning and constructive challenge. There is evidence of strong collaboration and a willingness to respond openly where practice needs to improve. My priority for the coming year is to maintain a disciplined focus on impact: ensuring that agreed actions are completed, that changes are embedded consistently across agencies, and that the experiences and outcomes of children remain the central measure of the Partnership’s effectiveness.
Next steps for Independent Scrutiny in 2026-2027: 
· Scrutiny of the development of local safeguarding arrangements in response to the Family First Partnership reforms due by April 2027. 

· Continued scrutiny of the LSCP safeguarding arrangements in light of the funding reductions faced by the safeguarding partners.

· Maintain scrutiny of the preparation undertaken by partners ahead of the Notting Hill Carnival.

· Continued scrutiny of partner responses to the recommendations in the National Panel’s review of familial child sexual abuse.

· Scrutiny of the proposed LSCP Safeguarding in Education Subgroup and how that effectively supports the Partnership’s engagement of the broad range of education and childcare providers in the local area. 

· Listening to the voice of our children by attending the Youth Councils and forums that Children Looked After participate in. 

Aileen Buckton
Independent Scrutineer. 
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1. Introduction

Safeguarding children is everyone’s responsibility. No organisation can keep children safe alone. Effective safeguarding requires professionals across local government, health, policing, education, and the voluntary and community sector to identify concerns early, share information, and take collective responsibility for responding to risk.
The Bi-Borough Local Safeguarding Children Partnership (LSCP) brings together the organisations responsible for safeguarding children across the Royal Borough of Kensington and Chelsea and Westminster City Council. Most children in our two boroughs grow up safe, supported and able to thrive. However, the environment in which children are growing up is changing. Risks that were once considered separately increasingly overlap. Children’s experiences at home, at school, in their neighbourhoods and online cannot easily be separated. Mental health, exploitation, serious youth violence, domestic abuse, neglect and harmful online content can interact in complex ways.
At the same time, the services responsible for supporting children and families are undergoing significant reform. Families First, Best Start in Life, Special Educational Needs and Disabilities (SEND) reform, changes within the NHS and Metropolitan Police, and new approaches to safeguarding children from harm outside the home all create opportunities to improve how we work. They also require careful oversight so that accountability remains clear and children do not fall between organisational boundaries.
During 2025-26, the Partnership therefore continued to move beyond simply asking whether agencies had completed agreed activity. We increasingly asked a more important question: what difference is our collective work making to the safety and experiences of children?
The Partnership’s work during 2025-26 was structured around four agreed strategic priorities: keeping children safe in their communities, in person and online, and ensuring access to mental health support where needed, implementing the Families First Partnership reforms, strengthening the protective role of education, and LSCP learning, improvement and partnership assurance.
Overall assessment
The evidence from the last year provides assurance that agencies continued to work together, escalated concerns and used audit, review, training and professional challenge to identify improvements. Strong practice was evident in relational work with families, risk management and multi-agency coordination. Recurring areas for improvement were seeing the whole family history; maintaining chronologies and clear decision rationales; recognising mental-health deterioration earlier; sustaining children’s voices in plans; strengthening pathways across organisational boundaries; and demonstrating that learning is embedded over time.
	Evidence
	What it showed
	Areas of continued development 

	Quality assurance
	Audits found strong relational practice, multi-agency communication and risk management in many cases.
	Improve outcome-focused plans and consistent feedback.

	Multi-agency learning
	103 workshops reached 1,543 practitioners during 2025-26.
	Use follow-up evaluation, recording of decisions and audit to test application in practice.

	System resilience
	Core safeguarding continued during the late-2025 cyber incident through contingency arrangements and senior escalation.
	Improved IT systems and contingency arrangements for digital interaction. 

	Reform readiness
	Partners developed a shared understanding of the reforms including the need to establish multi-agency child protection teams. 
	Secure sustainable partner capacity, data, governance and clear accountability during implementation.


2. Who we are and what we do
Safeguarding children is a shared responsibility. No single service holds the whole picture of a child’s life. Effective protection depends on agencies recognising risk, sharing relevant information, acting within their responsibilities and challenging one another when a child’s safety is not sufficiently assured.
	Agency or sector
	Core safeguarding responsibility

	Royal Borough of Kensington and Chelsea and Westminster City Council
	Provide children’s social care, early help, early years and Special Educational Needs and Disabilities (SEND) - assess need and risk, undertake child-protection enquiries, support children in need, children in care and care leavers; and use education, housing, public-health, youth justice and community-safety functions to safeguard and promote welfare.

	Metropolitan Police Service
	Prevent and investigate crime - protect children at immediate risk, share referrals and intelligence, pursue people who harm children, manage public-protection risks, and contribute to strategy discussions, child-protection enquiries and multi-agency planning.

	NHS North West London ICB and health providers
	Commission and assure effective safeguarding arrangements - provide designated professional leadership, identify and respond to concerns in clinical practice, share health information and expertise and support learning across primary care, acute, community and mental-health providers.

	Education and early-years settings
	Provide a daily protective environment - notice changes in behaviour, attendance and wellbeing, maintain effective designated safeguarding leadership, refer and share concerns, support children following incidents and contribute to assessment, planning and review.

	Probation, housing, adult services and community safety
	Identify children affected by adult or community risks - contribute relevant information and specialist expertise, responding to domestic abuse, exploitation, homelessness, offending, transition and risk in places and peer groups.

	Voluntary, community and faith organisations
	Provide trusted relationships and accessible support by identify emerging need connect with communities less likely to approach statutory services, and contribute intelligence, prevention, challenge and support.



The distinct purpose of the LSCP
	Individual agencies safeguard children. The LSCP provides assurance that agencies are safeguarding children effectively together.



The LSCP is not an operational service and does not replace the duties of any agency. Its purpose is to make the whole safeguarding system more effective. It sets shared priorities and brings senior leaders together to challenge performance and resolve barriers. It tests information sharing, thresholds, referrals, risk ownership and multi-agency decisions. It oversees notifications and reviews, uses audit, training and independent scrutiny to improve practice, and provides a public account of effectiveness, unresolved risks, resources and next steps.
Lead safeguarding partners remain accountable for strategic direction, resources and their organisations’ contribution. Delegated safeguarding partners lead delivery. The full Partnership and its subgroups provide challenge, review, learning and assurance. The Independent Scrutineer provides objective challenge about whether the arrangements are effective and improving outcomes.
How the Partnership assures itself
Performance and multi-agency data, interpreted alongside local context.
Audits of children’s experiences and the quality of multi-agency practice.
Rapid Reviews and Local Child Safeguarding Practice Reviews where statutory criteria are met.
Independent scrutiny of priority areas and the effectiveness of partnership arrangements.
Training evaluation, practitioner feedback and follow-up testing of learning in practice.
Direct evidence from children, young people, families, schools and community partners.

For addition information please refer to:
APPENDIX A: Governance and assurance 
APPENDIX B: Financial arrangements 2025-2026	
APPENDIX C: Glossary

3. Policy changes
The safeguarding system is entering a period of significant change. During 2025-26, the Partnership considered both reforms already affecting local services and changes that would become increasingly important after the reporting year. Taken together, they represent a substantial redesign of the environment in which children and families receive support. The role of the Partnership is to ensure that all agencies working with children and families continue to ensure the promotion of need and protection.  These policy changes include:
Best Start and Family Hubs
Best Start and the continued development of Family Hubs provide an opportunity to identify difficulties earlier and connect families with support before problems escalate. The safeguarding test is whether universal, community, early-help and statutory services form a coherent pathway rather than a series of disconnected offers.
NHS reform and neighbourhood health
The NHS 10 Year Health Plan and local neighbourhood approaches offer opportunities to bring health expertise closer to families, schools and communities. Organisational change can also create risk if safeguarding leadership, specialist capacity or established relationships become unclear. The Partnership will continue to seek assurance through this transition.
Police reform
Changes to Metropolitan Police structures, referral arrangements and public-protection functions affect the wider safeguarding system. During the year, the Partnership challenged the quality and flow of police information and monitored the operation of new systems. Police capacity and participation will be central to Multi-Agency Child Protection Team (MACPT) and risk-outside-the-home arrangements.

SEND reform
Children with special educational needs and disabilities (SEND) may be in contact with several agencies and can face particular barriers to communicating harm or receiving coordinated support. SEND reform therefore needs to maintain clear safeguarding accountability, effective information sharing and continuity across education, health and care.
Families First Partnership reforms
Families First is reshaping children’s social care around integrated Family Help, stronger family-led decision making and a Multi-Agency Child Protection Team. Locally, transformation planning began during 2025-26. The intended direction is earlier, more coordinated support with fewer transfer points between services and teams, and clearer responsibility where risk escalates.
Multi-Agency Child Protection Team
The development of Multi-Agency Child Protection Teams (MACPT) is intended to bring social care, police, health and education expertise more closely together around significant harm. National guidance expects a suitably qualified and experienced team, clear links with Multi-Agency Safeguarding Hub (MASH) and Family Help, transparent multi-agency resourcing, effective information sharing and a Lead Child Protection Practitioner role. The local programme continued after year-end through design and test-and-learn work. 
The implementation timetable remains subject to final programme confirmation.
The Partnership will seek assurance as to whether the MACPT model addresses the national challenges and barriers of fragmented information sharing, unclear risk ownership, weak challenge and delay. 
4. Local Profile
Westminster and Kensington and Chelsea share a safeguarding partnership and many services, but have distinct populations and needs. The Partnership must have a clear understanding of the needs of children, families and communities living within the two boroughs, in order to understand how reforms and safeguarding arrangements mean locally.  Understanding the context matters when interpreting safeguarding activity. Key issues include: 
A falling and changing child population
Both boroughs have experienced falling child populations and pupil rolls, with the reduction particularly marked in Westminster. Local analysis shows that Westminster’s population aged 0 to 17 fell substantially over the period since 2011, driven especially by a decline in primary-school-age children. This direction of travel has implications for school planning, service demand and the interpretation of rates.
A falling denominator can make relatively small changes in referrals, assessments or statutory interventions appear proportionately significant. The Partnership therefore considers both absolute numbers and rates and avoids reading percentage movements without understanding the underlying population.
Population movement and independent provision
Both boroughs experience substantial movement across their boundaries. Children may live in one borough and attend school or receive health services in another. Westminster has a particularly large daytime and visitor population, while both boroughs contain significant independent education and healthcare provision.
The available evidence confirms a substantial independent-school presence, but the final borough proportions require confirmation from the underlying school census or place-planning data. This is not a minor technical issue. Children educated outside maintained settings may enter local safeguarding pathways differently, and resident population totals do not equal the number of children spending their day in local schools or using local services.
How we interpret safeguarding statistics
Use numbers alongside rates, rather than considering either measure alone.
Consider trends over time and differences between Kensington and Chelsea and Westminster.
Recognise population churn and children moving across borough boundaries, and using services across boroughs.
Understand the reach of maintained, academy, independent, further-education and early-years provision.
Consider non-resident children using local health, education, leisure and community services.
Test quantitative information against audits, reviews, professional intelligence and children’s experiences.


Please refer to Appendix D: 
‘The local picture in Kensington and Chelsea 2025-2026’ and ‘The local picture in Westminster 2025-26’ for additional information on referral and child protection data. 
5. Notifications to the National Panel and safeguarding reviews
Whilst thinking about local context and how this informs our understanding of need and service activity, the Partnership also considers the learning from serious incident notifications and learning reviews to inform reflections on how practice and systems attend to need.  This informs our understanding of practice and services delivered to children and families, and how systems and processes work together to meet need.
When a child dies or is seriously harmed and abuse or neglect is known or suspected, safeguarding partners must consider a serious incident notification to the Child Safeguarding Practice Review Panel and whether a Rapid Review is required. The purpose is to identify immediate learning and decide whether a Local Child Safeguarding Practice Review or another form of learning activity is the most proportionate response. 
Kensington and Chelsea
The Partnership made two new Serious Incident Notifications, each followed by a Rapid Review. In both cases, the National Panel endorsed the local decision not to proceed to a Child Safeguarding Practice Review.
· RBKC Rapid Review 1: This case related to a child who had stayed in hospital for a significant period of time.  There had been differing professional views about diagnosis and planning for his future that prolonged his stay in hospital; thus, a review was completed to consider what could be learnt to offer a more joined up and timely response in any future, similar scenario. 
· RBKC Rapid Review 2: This case concerns the death of a very young child who died in their sleep.  The review considered their lived experience, and the possible cumulative impact of neglect, parental wellbeing, missed health appointments and the wider family context which may have contributed to this child being vulnerable.  The review highlighted the need to strengthen the application of ‘Was Not Brought’ health policies, professionals to be curious about the reasons for non-engagement with services, all to use a Think Family approach and recognise when children may be young carers.
Westminster
A Child Safeguarding Practice Review begun last year is nearing completion, with the report due in 2026–27.  The Partnership will reflect on the learning and recommendations to consider next steps. 
One Serious Incident Notification was made, and a Rapid Review was held in year.
· Westminster Rapid Review 1: This case relates to the death of a young baby.  The case will progress to a Child Safeguarding Practice Review to be completed in 2026-2027. Whilst the initial learning from the Rapid Review found committed multi-agency working and timely support, it also identified the need for a stronger ‘Think Family’ approach when parents experience enduring and significant mental ill health, a need for greater professional curiosity about parenting capacity and risks to an unborn baby, and fuller involvement of the wider family.

Impact
Learning has been embedded in the LSCP training and learning programme, shared across the local Partnership and contributed to pan-London analysis of Rapid Reviews. It has strengthened awareness of cumulative harm and family vulnerability, and reinforced the importance of effective multi-agency planning, professional curiosity and coordinated support. This learning is informing local improvement activity, workforce development across agencies, and the Partnership’s future safeguarding priorities.
6. Learning
Learning is one of the Partnership’s most important responsibilities. During 2025-26, we drew the learning from multi-agency audits, independent scrutiny and national reports, as well as the serious incident notifications and resulting rapid reviews. Increasingly, the Partnership sought to move beyond identifying areas for development, to asking whether these areas were visible in the work frontline practitioners undertake with families.  A number of key areas have arisen. 
Seeing the whole child and family
A recurring risk is fragmented information. A school may understand behaviour and attendance. Police may hold community intelligence. Health professionals may know about mental health or developmental needs. Social care may understand family circumstances. Individually, no single piece may explain the level of concern; together, the picture can be very different.
Quality-assurance work found many examples of strong relational practice, collaborative working and proportionate risk management. It also identified the need for more consistent chronologies, management rationales, outcome-focused plans, engagement with fathers and wider networks, and escalation where investigations or partner actions risk delay.
Learning from the Southport Inquiry
The Southport Inquiry Phase 1 findings sharpened national and local attention on the absence of clear risk ownership, failures in information management and sharing, limited oversight of online activity, parental engagement and the need to understand neurodiversity without allowing it to obscure assessment of harmful behaviour. Locally, this learning has informed discussion about children and young people whose behaviour may present escalating risk to themselves or others, including violence-fixated or violence-fascinated behaviour.
The practical implication is that agencies must not wait for a single service to hold enough information. The developing Multi-Agency Child Protection Team (MACPT) and Strategic Risk Outside The Home (STROTH) arrangements offer opportunities to strengthen ownership, professional challenge and the connection between online behaviour, family context, community intelligence and risk to others.
Risk outside the home
Exploitation, serious youth violence, harmful peer relationships, missing episodes and online risks continued to require coordinated attention. The Partnership increasingly considered these as overlapping features of a child’s lived environment rather than separate categories of harm.
Effective extra-familial harm safeguarding depends on partners sharing intelligence across boroughs, identifying risks and developing coordinated safety plans for individuals, groups and events. The MACE and STROTH framework provides essential oversight of this work.
Learning from early deaths of care leavers
In this year we became aware of the work of the national review of early deaths of care leavers, highlighting isolation, mental health, suicide risk and the importance of enduring relationships. Local responses have included strengthened suicide-awareness activity, clinical consultation and support, attention to transitions, and the development of Lifelong Links in Westminster, particularly for former unaccompanied asylum-seeking children. In Kensington and Chelsea, relevant staff and supported accommodation services have undertaken suicide-awareness work, with clinical support available to children in care and care leavers.
The learning challenges services to consider not only whether a young person has a pathway plan or formal offer, but whether they have trusted people and relationships in their lives that endure beyond service boundaries.
The national review was published in August 2026, and further consideration will be given to the findings in the current year. 
Adolescents experiencing crisis and hospital admission
Partners identified a growing concern about adolescents presenting in crisis and requiring admission to hospital or Tier 4 mental health services. This included some young people who had little or no previous involvement with statutory services. In response, the Bi-Borough Children’s Services, the Integrated Care Board (ICB) and health partners undertook a joint review to better understand these children’s experiences and identify whether opportunities for earlier support or intervention had been missed.

The review examined children’s pathways through services, considered social care involvement, gathered feedback from practitioners, and was discussed across the wider North West London children’s system. Partners reported stronger safeguarding relationships, improved multi-agency working, and better access to advice and support when planning care for children with complex needs. The work was still underway at the end of the reporting period and will be reported back to the LSCP. While there is evidence of improved coordination between agencies, partner agencies need to continue to work together to deliver sustained positive outcomes for children and young people.
Multi-agency audit
A multi-agency audit of familial child sexual abuse found evidence of prompt initial safeguarding responses, useful information sharing and coordinated safety planning. It also identified areas requiring further attention, including sustaining the child’s voice over longer interventions, professional curiosity, consistent attendance and decision recording at multi-agency meetings, and clarity of specialist pathways.  Learning has been incorporated into training and future audit planning, with a strengthen practice development offer to professionals working directly with children.
Neglect remains persistent and can become normalised when concerns are considered episodically. Work continued to refresh the Neglect Strategy, including attention to cumulative harm, affluent neglect and families who are difficult for services to engage. A further multi-agency audit is planned to test whether the strategy is reflected consistently in practice.
Domestic abuse and healthy relationships
The Partnership continued to promote responses that recognise children as directly affected by domestic abuse, support the non-abusing parent and hold those causing harm to account. Audit and practice development reinforced the need for dynamic safety planning, engagement with fathers and perpetrators, and coordination with specialist domestic-abuse, housing, health and community services.
Transitional safeguarding
Work with the Safeguarding Adults Executive Board continued to focus on young people aged 16 to 25 whose risks do not end at 18 years of age. Young people had previously described reduced support, repeated retelling of their stories, gaps in professional knowledge and the need for earlier planning. The Partnership continues to strengthen guidance, promote shared learning and improve joint working to support vulnerable young people.
Education, early years and community partners
Education is a central protective part of the safeguarding system. The Partnership strengthened designated safeguarding lead involvement and engagement through training, forums and reflective practice. Further work is required to secure consistent representation across primary, secondary, special, further-education, early-years and independent settings and to connect education to MACPT and risk-outside-the-home governance.
Voluntary, community and faith organisations extended the reach of safeguarding learning and intelligence. Section 11 assurance work was adapted for voluntary-sector partners, creating a basis for stronger shared expectations and future development.
System resilience
The late-2025 cyber incident tested access to case-management systems, referral routes, health information and multi-agency meetings. Partners used contingency arrangements, direct communication and senior escalation to maintain core safeguarding activity while systems were recovered. The experience showed that resilience depends on trusted relationships, professional judgement and clear escalation as well as technology.
The Partnership’s next step is to complete recovery assurance and ensure that cross-agency continuity arrangements are tested, understood and capable of operating during future disruption.
Workforce learning
During 2025-26, the Partnership delivered 103 multi-agency safeguarding workshops to 1,543 practitioners across schools, early years, health, police, social care, early help, housing and the voluntary sector. The programme included core safeguarding, child protection, domestic abuse, exploitation, trafficking, information sharing, safer recruitment, Local Authority Designation Officer (LADO) and management of allegation processes, and learning from case reviews.
Participant feedback indicated increased confidence and clarity about their role and others in the children’s safeguarding system. Going forward the Partnership will strengthen the longer-term evaluation process, so that we can test whether learning is applied three to six months later and how this contributes to sustained improvement.









7. Partnership strategic priorities for 2025-26
The Partnership agreed four strategic priorities for this year, drawing on learning from the previous year and evidence about emerging risks, practice and system change to shape collective action to improve the outcomes for children, young people and their families.

1. Ensuring Children are Safe In Their Community (in person and online) and Have Access to Mental Health Support Where Needed
This priority reflects both the regional and national priorities for children and young people at risk of exploitation and serious youth violence, as well as their mental health and emotional well-being. As a partnership, we continue to play close attention to the national and regional picture to ensure our local activity is both reflective and responsive to emerging need.

2. Implementation of the Families First Partnership Reforms
Laying the foundations for Family Help, Family-Led Decision Making and Multi-Agency Child Protection Teams, while preparing the partnership for a new era of multi-agency safeguarding.

3. Strengthening the Protective Role of Education
As education moves towards becoming a statutory safeguarding partner, the LSCP is working to strengthen the contribution of early years settings, schools and colleges to our local safeguarding arrangements. Recognising that education is a key protective factor in children's lives, the partnership is also promoting a shared responsibility for supporting attendance, inclusion and engagement in learning, helping children to remain visible, connected and safe.

4. LSCP Learning, Improvement and Partnership Assurance
Driving continuous improvement through learning, scrutiny, quality assurance, workforce development and safeguarding awareness.

Please refer to APPENDIX F: Progress against our LSCP Strategic Priorities for a detailed description, impact account and what will happen next. 







8. Summary of Partner Contributions and Impact
In the Partnership the executive members are the senior representatives of the three statutory safeguarding partners: the local authorities, NHS Integrated Care Board and police, supported by the Independent Scrutineer and, where appropriate, senior education representation.  The executive members are informed by the safeguarding learning from across agencies, bringing key partners together to support delivery of the Partnership’s safeguarding priorities.

In the Bi-Borough arrangements, the Executive Director for Children’s Services meets regularly with senior health and police colleagues through the LSCP Executive Group. These members are important because they have the authority to set priorities, commit resources, resolve barriers and hold their own organisations, and one another, to account for protecting children. The executive members provide the senior leadership needed to identify gaps between services, act on learning from audits and reviews, and make sure agreed improvements lead to a stronger multi-agency response and better outcomes for children and families across Kensington and Chelsea and Westminster. 
 
Health Partners
Health partners, led by NHS North West London Integrated Care Board (since April 2026 known as NHS West and North London ICB), continued to make a significant contribution to safeguarding arrangements across both boroughs. Designated safeguarding professionals provided strategic leadership and challenge through the Executive and wider Partnership structure, ensuring that safeguarding considerations were embedded across health services.
During 2025-26, health partners contributed to multi-agency audits, Rapid Reviews, Child Safeguarding Practice Reviews, policy development and practitioner learning. Health agencies supported improvements in responses to child sexual abuse, mental health, neglect, exploitation and safeguarding in health settings. Health representatives also played a key role in strengthening learning from child death reviews and promoting early identification of risk through universal and specialist health services.
Metropolitan Police Service
The Metropolitan Police Service continued to play a central role in protecting children and disrupting harm across Kensington and Chelsea and Westminster. Police representatives provided strategic leadership through the safeguarding partnership, supported multi-agency planning and oversight, and contributed to the development of local responses to exploitation, extra-familial harm and child abuse investigations.
During 2025-26, police partners supported Rapid Reviews, safeguarding practice reviews, multi-agency audits and the development of local safeguarding priorities. The Partnership benefited from police expertise in understanding patterns of risk, identifying vulnerable children and young people, and strengthening responses to perpetrators of abuse and exploitation. Police colleagues also contributed to preparations for the implementation of Families First reforms and the future Multi-Agency Child Protection Team model.
Voluntary and Community Sector
The voluntary and community sector remains a vital safeguarding partner, providing trusted relationships with children, young people and families who may not otherwise engage with statutory services. Voluntary sector organisations contributed important intelligence regarding emerging needs, risks and barriers experienced by local communities.
Throughout the year, voluntary sector partners supported the Partnership's work on early help, mental health, youth safety, exploitation, domestic abuse, community engagement and participation. Their contribution helped ensure that the voices and experiences of children, young people and families informed partnership priorities and service development. The Partnership remains committed to strengthening the role of voluntary sector organisations within safeguarding governance and decision-making arrangements.
Education Partners
Schools, colleges, early years settings and other education providers continued to be essential partners in identifying need, protecting children and promoting wellbeing. Education representatives contributed to partnership discussions, safeguarding audits, learning activities and the development of local policies and procedures.
Education partners supported work to improve attendance, respond to child sexual abuse, strengthen contextual safeguarding approaches and prepare for Families First reforms. The Partnership recognises the critical role of educational settings in understanding children's lived experiences and ensuring that safeguarding remains everyone's responsibility.
Collective Partnership Impact
The strength of the Bi-Borough LSCP is founded on the collective leadership, challenge and commitment of all safeguarding partners. During 2025-26, local authorities, health services, police, education, probation and voluntary sector organisations worked together to strengthen safeguarding practice, respond to learning from reviews and audits, and prepare for significant national reforms.
The Partnership recognises that no single agency can safeguard children alone. Continued collaboration, constructive challenge, shared accountability and learning across all agencies remain essential to improving outcomes for children and young people across Kensington and Chelsea and Westminster. 

Please see APPENDIX F for detailed contribution updates from Integrated Care Board and the Central West BCU (Central Command Unit) Police. 
9.What we have heard and next steps
The final test of safeguarding arrangements is whether organisations have good grip on the current issues affecting children and their families, and have effective systems and processes in place to support need and protection. Listening to children and young people is therefore essential to understanding emerging risk and judging whether services are joined up.
What children and young people are telling us
Partner agencies listen to children, young people and families in a range of ways. This includes work with care-experienced children, youth councils, school councils, public health surveys, health insight surveys and feedback from Children’s Social Care audits.
What children tell us shows that their online and offline lives are closely linked. They are concerned about harmful online content, social media, peer pressure, bullying, exploitation, violent or extreme material, and the effects of digital activity on their wellbeing, sleep and relationships. They also tell us that they value trusted adults, support tailored to their needs and services that share information effectively, so they do not have to repeat their story.
The Partnership will continue to improve the consistency with which children’s experiences influence priorities and assurance. Participation is not confined to one-off consultation, and children and families should be able to see how their evidence changed decisions.
Smartphones, schools and social media
There is growing debate about smartphone use during the school day, children’s exposure to harmful online content, age-appropriate access to social-media platforms and the respective responsibilities of parents, schools, technology companies and government. This report does not present a single Bi-Borough policy as agreed.
The LSCP should provide a forum in which children’s experiences, emerging evidence and the views of schools, parents and safeguarding agencies can be considered together. The immediate next step is to establish the local evidence base and determine whether additional shared guidance, parent support, school action or advocacy is required.
MACE and STROTH: strengthening risk-outside-the-home assurance
During 2025-26, partners prepared for the fifth edition of the London Multi-Agency Child Exploitation (MACE) and Harm Outside the Home Protocol. Since year-end, Westminster has moved from its Serious Youth Violence Reduction Board to a Strategic Risk Outside the Home (STROTH) Board, while Kensington and Chelsea has prepared its transition. The emerging model separates operational and strategic oversight more clearly, to ensure that agencies understand the needs of individual children and how this knowledge informs the collective picture and how systems are strengthened to address risk.
	Arrangement
	Primary role
	Accountability

	Operational Multi-Agency Child Exploitation (MACE) and related panels.
	Practitioner challenge, multi-agency decision-making and accountability about patterns, locations and risks outside the home. Not a substitute for child-level statutory planning.
	Feeds themes, risks and assurance into Strategy Risk Outside The Home (STROTH) Board.

	Strategic Risk Outside The Home (STROTH) arrangements.
	Strategic oversight of exploitation, serious youth violence, radicalisation and wider harm outside the home; intelligence and trends; prevention and disruption; disproportionality and adultification; and effectiveness.
	Reports to and is assured through the Bi-Borough LSCP, alongside local community-safety governance.

	LSCP
	Tests whether the whole multi-agency system identifies, responds to and reduces harm outside the home.
	Holds safeguarding partners to account and connects local learning with London arrangements.



STROTH should move beyond reporting volumes. It should test whether harmful contexts have been disrupted, whether children are safer, whether trusted and supportive spaces have increased, and whether responses are equitable. The model should retain a child-first approach and challenge adultification and disproportionality.
Implementing MACPT
As part of the social care reforms, the Multi-Agency Child Protection Team (MACPT) provides an opportunity to bring child protection expertise together earlier and strengthen shared responsibility for safeguarding children. The statutory partners will be responsible for delivering the model, while the LSCP will provide oversight, challenge and assurance that it is working effectively.
The LSCP will seek assurance that:
· Social care, police, health and education provide sufficiently senior, meaningful and sustainable resources.
· Relevant information is available when decisions are made, with clear distinctions between the roles of Multi-Agency Safeguarding Hub (MASH), MACPT and Family Help.
· The Lead Child Protection Practitioner supports timely, well-informed and accountable statutory decision-making.
· Professionals can challenge and disagree constructively without causing delay or leading to groupthink.
· Children and families understand what is happening, what is expected of them and how they can participate in decisions.
· Evaluation focuses on whether the model improves information sharing, ownership of risk, timeliness, practice quality and children’s experiences, rather than simply whether the new structure has been implemented.
The future work of the LSCP
The safeguarding landscape is changing quickly. Families First and MACPT will reshape child protection.  The Strategic Risk Outside the Home (STROTH) and Multi-Agency Child Exploitation (MACE) arrangements will strengthen the response to harm outside the home.  The NHS neighbourhood working will change how health connects with communities, with the Special Educational Needs and Disabilities (SEND), education and police reform altering other parts of the child safeguarding system. Online environments will continue to create new forms of risk.
The LSCP’s focus must increasingly be on assurance rather than activity. It should test whether new arrangements improve the lived experience and safety of children, not simply receive implementation updates.
Are children’s safeguarding needs being identified and responded to in a timely and effective way? 
Do agencies share information effectively and understand the significance of what is shared?
Is responsibility for risk clear?
Can professionals challenge one another when they disagree?
Are MACPT, MACE and STROTH improving safeguarding rather than simply creating new structures?
Are organisational reforms strengthening the system or creating gaps?
Are we learning from serious incidents, audits, children, families and frontline practitioners?
Can we demonstrate that learning changed practice and improved children’s experiences?















The End. 
Appendix A: Governance and assurance
The table below illustrates the Partnership’s governance arrangements. Each part of the structure has a clear role in setting priorities, delivering agreed actions, reviewing performance and providing assurance that improvements are making a difference. The governance arrangements connect strategic leadership, delivery, review, audit and independent scrutiny. 
	Element
	Core role
	Evidence expected

	Lead safeguarding partners
	Set strategic direction, agree resources, approve arrangements and hold their organisations to account.
	Clear decisions, organisational commitment and resource assurance.

	Delegated safeguarding partners / LSCP Executive
	Drive delivery, resolve barriers and maintain oversight between full Partnership meetings.
	Action tracking, escalation and evidence of implementation.

	Full Partnership
	Agree priorities, share intelligence, challenge performance and coordinate improvement.
	Evidence-led discussion, decisions and partner assurance.

	Best Practice and Performance Subgroup
	Oversee multi-agency data, audit, quality assurance and practice improvement.
	Audits, improvement actions, re-audit and impact measures.

	Case Review Subgroup
	Oversee notifications, Rapid Reviews, Local Child Safeguarding Practice Reviews and dissemination of learning.
	Timely review decisions, clear actions and evidence of implementation.

	Education and community engagement
	Connect schools, early years, colleges, independent settings, voluntary/community organisations and participation structures.
	Broader intelligence, shared learning and evidence of influence.

	Independent Scrutineer
	Provide objective challenge on the effectiveness of arrangements.
	Published scrutiny findings, partner response and follow-through.



Connected forums include the two Community Safety Partnerships, Safeguarding Adults Executive Board, Health and Wellbeing Boards, Violence Against Women and Girls arrangements, education partnerships and the developing STROTH/MACE governance. Clear interfaces are required so that risk is escalated once, ownership is visible and duplication is minimised.
Appendix B: Financial arrangements 2025-26
The Partnership continues to rely heavily on local-authority funding. Pan-London discussion has continued about more equitable police funding through the Mayor’s Office for Policing and Crime. The incomplete financial statement must not be published as final until all income, expenditure, totals and variances have been reconciled.

	Contributor / expenditure
	Kensington and Chelsea
	Westminster

	Children’s Services contribution
	£52,200
	£69,300

	NHS North West London ICB
	£20,000
	£20,000

	Metropolitan Police / MOPAC
	£5,000
	£5,000

	Probation
	£1,203.39
	£1,587.82

	Miscellaneous income (incl. training)
	£23,350
	£100

	Contribution to LSCP training from Hammersmith & Fulham LSCP
	£30,000
	—

	Total income
	£131,753.39
	£95,987.82

	Staffing expenditure
	£111,105
	£111,771

	Other expenditure (reviews, publicity and trainers)
	£25,609
	£67

	Total expenditure
	£136,714
	£111,838

	Variance: surplus / (deficit)
	(£4,960.61)
	(£15,850.18)



Appendix C: Glossary
	Term
	Meaning

	BCU
	Basic Command Unit, Metropolitan Police Service

	CSPRP
	Child Safeguarding Practice Review Panel

	DSL
	Designated Safeguarding Lead

	FGDM
	Family Group Decision Making

	ICB
	Integrated Care Board

	LADO
	Local Authority Designated Officer

	LCPP
	Lead Child Protection Practitioner

	LSCP
	Local Safeguarding Children Partnership

	MACPT
	Multi-Agency Child Protection Team

	MACE
	Multi-Agency Child Exploitation arrangements

	MARF
	Multi-Agency Referral Form

	MASH
	Multi-Agency Safeguarding Hub

	MOPAC
	Mayor’s Office for Policing and Crime

	SEND
	Special Educational Needs and Disabilities

	STROTH
	Strategic Risk Outside the Home

	UASC
	Unaccompanied Asylum-Seeking Child



Appendix D: Local authority children’s services data picture
The following borough-level snapshots reproduce the principal safeguarding data presented in the local authority annual self-assessments for 2025–26. 
Kensington and Chelsea
[image: ]
	Measure
	2025–26 position
	Context / trend

	Referrals to children’s social care
	1,439
	594 new referrals (41%); 372 re-referrals within 12 months (26%); 473 re-referrals after 12 months (33%).

	Section 47 enquiries
	499
	4.6% lower than the comparable point in the previous year (523).

	Initial child protection conferences
	94
	100% completed within 15 working days, excluding the published freedoms and flexibilities criteria.

	Child protection plans
	67
	82 plans started and 77 ceased; starts were 27% lower than in the previous year.

	Child protection visits within timescales
	86%
	Up from 83% at 2024–25 year end.

	Children looked after
	101
	81 non-UASC and 20 unaccompanied asylum-seeking children.


Source: Kensington and Chelsea Children’s Services Annual Self-Assessment 2025–2026, p.40. Percentages for small cohorts should be interpreted with care.

Westminster
[image: ]
	Measure
	2025–26 position
	Context / trend

	Referrals to children’s social care
	1,643
	Up from 1,553 in 2024–25.

	Re-referrals within 12 months
	15.8%
	Reduced from 18% in 2024–25.

	Section 47 enquiries
	724
	Up from 556 in the previous year.

	Initial child protection conferences
	107
	Conferences arising from Section 47 enquiries.

	Conferences completed within 15 working days
	92%
	Timeliness where a decision was made to convene an initial child protection conference.

	Children looked after at year end
	178
	The component figures reported elsewhere require final reconciliation before publication.

	Borough-resident children / UASC
	145 / 34
	Reported component figures total 179; retain the reconciliation caveat in the editor’s note.


Source: Westminster City Council Children’s Services Annual Self-Assessment data picture, p.44.
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Appendix F: Progress against our LSCP Strategic Priorities

[bookmark: _Toc151128222]LSCP Priority One: Ensuring Children are Safe In Their Community (in person and online) and Have Access to Mental Health Support Where Needed.
This priority reflects both the regional and national priorities for children and young people at risk of exploitation and serious youth violence, as well as their mental health and emotional well-being. As a partnership, we continue to play close attention to the national and regional picture to ensure our local activity is both reflective and responsive to emerging need.
	Activity

	Purpose
	Impact
	What Next?

	Roll out of Safe & Together Model Training regarding domestic abuse 








 
	To improve practitioners' understanding of domestic abuse, strengthen responses to children and families affected by abuse, and embed a shared practice model across the workforce.

	29 Westminster practitioners completed the four-day CORE training programme, exceeding the local target of 25. 
Multi-agency overview sessions, case consultations and implementation support helped strengthen practitioner knowledge, confidence and consistency of practice. 
Safe & Together training was also delivered within RBKC to support workforce development.
 
	Continue to embed Safe & Together principles across practice, promote the Domestic Abuse Champions Network and ensure practitioners can access guidance, consultation and training on domestic abuse and coercive control. Review future arrangements for implementation support following reductions in external funding from MOPAC for the Implementation Lead.


	Embedding the IDVA (Independent Domestic Abuse Advocate) role in Kensington and Chelsea 
	Consultation and support to frontline social care practitioners from the independent domestic violence advocate (IDVA). 
	IDVAs provide a key role in strengthening the support to families, enabling social care practitioners to be curious about the victim/survivor’s lived experiences. They also provide signposting to specialist services for support and protection.
	The LSCP will work with the VAWG partnership to share best practice around the work of the IDVAs.

	Partnership work with the For Baby’s Sake Programme 
	To support expectant parents and families affected by domestic abuse, trauma and other adversities during pregnancy and the first two years of a child's life.

	Continued access to intensive, therapeutic support for families, helping to strengthen relationships, improve parental resilience and promote safer, more nurturing environments for babies and young children. Local auditing activity has also highlighted the value of early intervention and sustained engagement with families.
	Continue to promote awareness and appropriate referrals to the programme. Build on learning from local audits by strengthening oversight and review processes for children in need, ensuring children receive the right support at the right time.

	Engagement with the Violence Against Women and Girls (VAWG) Partnership’s Children and Young People's Operational Group (CYP-OG).

	To support a coordinated multi-agency response to domestic abuse affecting children and young people and share learning and good practice across the partnership.
 
	Strengthened partnership oversight, improved information sharing and increased understanding of effective practice in responding to domestic abuse and VAWG-related issues affecting children and young people.

	Continue engagement with the CYP-OG and strengthen representation from education partners to help ensure that schools and colleges contribute to, and benefit from, partnership learning and development.

	Domestic Abuse Prevention in Schools Programme 


	To support schools in promoting healthy relationships and strengthening their response to domestic abuse through a whole-school approach.

	Schools accessed training, resources and guidance to improve staff confidence in recognising domestic abuse, responding to disclosures and supporting children and families affected by abuse. Feedback from schools has remained positive.
	Continue to promote the programme through Designated Safeguarding Lead (DSL) networks across Kensington and Chelsea and Westminster and encourage wider participation from education settings

	Operation Encompass 
	To ensure that schools are notified when a child may have been affected by a domestic abuse incident, enabling timely support and intervention.
 
	Supported information sharing between police and schools and strengthened schools' ability to identify and respond to children affected by domestic abuse. The LSCP has also prioritised gathering greater assurance regarding the impact of the programme through future education safeguarding audits.
	Continue working with schools and police to strengthen awareness and understanding of Operation Encompass. Promote the scheme to newly eligible independent schools following the Victims and Prisoners Act 2024 and support preparations for the anticipated expansion to early years settings.

	Use of National Referral Mechanism
	To support the identification of children who may have experienced exploitation or modern slavery and ensure timely safeguarding and support.
 
	Strengthened multi-agency decision-making and helped ensure that children identified through the NRM receive a child-centred safeguarding response and access to appropriate support.

	Continue to monitor the use and impact of the NRM pilot locally and seek assurance that identified children receive effective safeguarding support and positive outcomes.


	Oversight of the Multi-agency Child Exploitation (MACE) Panel 
	To coordinate a multi-agency response to children at risk of exploitation and strengthen responses to harm occurring outside the home.
 
	Revised membership and governance arrangements strengthened multi-agency participation and oversight. The introduction of the London Safeguarding Adolescents Guidance (SAIL) also supported the development of a dedicated operational MACE Panel and the new Strategic Tackling Risks Outside the Home (STROTH) Group.

	Continue to monitor the effectiveness of the MACE Panel and STROTH Group through regular reporting to the LSCP Best Practice and Performance Subgroup and seek assurance regarding their impact on safeguarding children at risk of exploitation.


	Development of the LSCP Child Sexual Abuse (CSA) Strategy and raising awareness of familial child sexual abuse. 
	To improve the partnership's ability to identify, respond to and support children affected by child sexual abuse, particularly where abuse occurs within the family environment.
	Increased awareness of familial child sexual abuse across the partnership, supported the development of local CSA expertise through the CSA Champions programme. 
	Finalise and publish the LSCP Child Sexual Abuse Strategy and multi-agency pathway. Continue to deliver multi-agency CSA training and promote the use of recognised CSA tools such as signs and indicators template and resources from the CSA Centre to support earlier identification and intervention.

	Embedding the ICON programme across local health services
	To increase parents' understanding of infant crying and reduce the risk of Abusive Head Trauma (sometimes known as Shaken Baby Syndrome)

	Parents and carers received consistent advice and support through key contacts with maternity, health visiting and primary care services, helping to raise awareness of infant crying and safe coping strategies.
	Continue to promote the ICON message through local training, awareness campaigns and engagement with new parents to ensure the programme remains embedded across partner agencies. 

	Development of the Children and Young People in Crisis Pathway 
	To strengthen multi-agency responses for children and young people presenting in crisis with complex needs, including those who do not have a clear mental health diagnosis.
	Improved partnership understanding of the needs of this cohort of children through joint workshops involving Children's Services, health partners and hospitals. This has strengthened collaboration and supported the development of shared tools and escalation pathways.
	Continue to develop and embed agreed tools and escalation processes, and seek assurance that children and young people in crisis receive timely and coordinated support across agencies.

	Development of joint LSCP and Safeguarding Adults Executive Board (SAEB) Transitional Safeguarding Guidance
	To improve partnership responses for young people moving from children's to adults' services and reduce gaps in support during transition.

	Draft multi-agency guidance was developed and joint networking events strengthened relationships and collaboration between children's and adults' practitioners, supporting more effective transition planning.  
	Finalise and disseminate the Transitional Safeguarding Guidance and continue to strengthen joint working across children's and adults' services.

	Multi-agency Planning for the Notting Hill Carnival 
	To help ensure the safety and wellbeing of children and young people attending this important cultural event.
	Joint planning by partners led to the establishment of a dedicated Youth Safe Zone, providing a child-centred response to welfare and safeguarding concerns during the Carnival weekend.
	Continue to review learning from the 2025 Carnival and use this to inform planning and safeguarding arrangements for future events. 

	Refreshing the LSCP Neglect Strategy and strengthening partnership learning on neglect (26-27) 

	To improve the partnership's response to neglect, including educational, medical and affluent neglect, and ensure that children experiencing neglect are identified and supported at the earliest opportunity.
	Neglect has been identified as a priority area locally and across London, helping to strengthen partnership focus on recognising and responding to this often-hidden form of harm.
	Publish the refreshed LSCP Neglect Strategy, undertake a multi-agency audit on neglect and deliver learning and development activity to strengthen professional understanding and practice across the partnership.


[bookmark: _Toc151128223]


LSCP Priority Two: Implementation of the Families First Partnership First Partnership Reforms 
Laying the foundations for Family Help, Family-Led Decision Making and Multi-Agency Child Protection Teams, while preparing the partnership for a new era of multi-agency safeguarding.
	Activity

	Purpose
	Impact
	What Next?

	Appointment of a Head of Social Care Reforms and Transformation in Children’s Services to lead local preparations for the Families First Partnership reforms.
	To provide strategic leadership, coordinate transformation activity across agencies and maintain oversight of local implementation planning.
	This new role has created a clear point of leadership and accountability for reform activity, helping partners develop a shared understanding of the forthcoming changes and strengthening coordination across workstreams.
	Continue to lead delivery of the local implementation plan, oversee readiness for April 2027 and provide regular assurance updates to the LSCP and safeguarding partners.


	[bookmark: _Hlk210761488]The LSCP and safeguarding partners began preparations for the implementation of the Families First Partnership reforms, including initiating discussions with key stakeholders across the partnership
	To ensure that local safeguarding arrangements are well positioned to respond to the significant national reforms scheduled for implementation from April 2027.

	Increased awareness of the reforms across partner agencies and created opportunities for partners to contribute to discussions about the future design of local safeguarding, Family Help and child protection arrangements.

	Continue to engage partners through the Transformation Board, ensuring that practitioners, managers and leaders understand the implications of the reforms and contribute to service design and implementation.






[bookmark: _Toc151128225]LSCP Priority Three: Strengthening the Protective Role of Education 
As education moves towards becoming a statutory safeguarding partner, the LSCP is working to strengthen the contribution of early years settings, schools and colleges to our local safeguarding arrangements. Recognising that education is a key protective factor in children's lives, the partnership is also promoting a shared responsibility for supporting attendance, inclusion and engagement in learning, helping children to remain visible, connected and safe.
 
	Activity

	Purpose
	Impact
	What Next?

	Increased engagement with Designated Safeguarding Leads (DSLs), headteachers and education representatives through LSCP meetings, forums and consultations

	To ensure that education has a stronger voice in local safeguarding arrangements and contributes to safeguarding priorities and decision-making.

	Strengthened relationships between safeguarding partners and education settings, helping to ensure that local safeguarding discussions are informed by the experiences and expertise of schools, colleges and early years providers.

	Establish an LSCP Safeguarding in Education Subgroup to strengthen strategic oversight, improve communication and increase education sector representation within the partnership.


	Children’s Services established a new multi-agency attendance working group, specifically targeting primary school attendance
	To strengthen partnership oversight of school attendance, improve understanding of barriers to attendance, and coordinate support for children and families at the earliest opportunity.
	This forum for education, children's services and partner agencies enables better sharing of information, identifying emerging themes and promoting a more joined-up response to attendance concerns. The group has helped reinforce the message that attendance is both an educational and safeguarding issue, and that supporting children to remain engaged in school is a shared responsibility.

	Use attendance data to identify emerging risks and vulnerable groups, and strengthen the links between attendance and safeguarding interventions. Consider how learning from the group can inform the development of the proposed LSCP Safeguarding in Education Subgroup.


	Promoted the message that school attendance is everyone's responsibility through partnership discussions, safeguarding activity and engagement with education partners.
	To reinforce the role of education as a protective factor and encourage all agencies to recognise attendance as part of their safeguarding responsibility.


	Increased awareness among partners that attendance can be an early indicator of vulnerability and that supporting children to remain visible in education is an important part of safeguarding.
	Continue to develop a multi-agency approach to attendance, including greater collaboration between schools, health, early help and safeguarding services.


	Shared learning from safeguarding reviews, audits and national reports with schools and education providers.
	To improve awareness of emerging safeguarding risks and support stronger safeguarding practice within education settings.

	Education settings have had increased access to local and national safeguarding learning, supporting earlier identification of need and more informed professional decision-making.
	Continue to disseminate safeguarding learning and increasing opportunities for schools to contribute to local quality assurance and learning activity.

	Used education networks to communicate safeguarding priorities, child safety campaigns and learning opportunities.
	To maximise the reach of safeguarding messages to practitioners, children, young people and families.
	Increased opportunities for safeguarding information and prevention messages to be shared through trusted education settings.
	Continue to use schools, colleges and early years settings as key partners in prevention, early intervention and awareness-raising activity.





LSCP Priority Four: LSCP Learning, Improvement and Partnership Assurance  
Driving continuous improvement through learning, scrutiny, quality assurance, workforce development and safeguarding awareness.
	Activity

	Purpose
	Impact
	What Next?

	Delivered the LSCP multi-agency audit programme, including a thematic audit on familial child sexual abuse.
	To test the effectiveness of local safeguarding practice, identify strengths and areas for improvement, and provide assurance to safeguarding partners.
	Provided insight into multi-agency practice, informed partnership action planning, and strengthened understanding of how agencies identify and respond to child sexual abuse.

	Undertake a new multi-agency audit on neglect and monitor implementation of improvement actions arising from previous audits.

	Coordinated and managed local Rapid Reviews and Child Safeguarding Practice Reviews (CSPRs) where children had experienced serious harm or died.
	To identify learning, understand agency involvement and improve safeguarding practice across the partnership.

	Ensured that local learning was identified, shared and translated into service improvement activity across agencies.
	Complete ongoing reviews, monitor implementation of recommendations and strengthen mechanisms for embedding learning into frontline practice.

	Developed and refreshed key safeguarding strategies and guidance, including work on the Child Sexual Abuse Strategy, Neglect Strategy and Transitional Safeguarding Guidance, Concealed and Denied Pregnancy Guidance and Guidance on Supporting Gender Questioning Children. 
	To provide a clear strategic framework for multi-agency safeguarding activity.
	Improved consistency of approach across agencies and strengthened the partnership's focus on emerging safeguarding priorities.

	Publish and implement agreed strategies and seek assurance regarding their impact on practice and outcomes for children.

	Delivered a programme of multi-agency safeguarding children training and learning events.
	To improve workforce knowledge, confidence and understanding of local safeguarding priorities.
	Supported practitioners across agencies to develop their skills and apply learning from local and national reviews.
	Complete a training needs analysis and continue to develop learning opportunities on priority themes including child sexual abuse, domestic abuse, neglect and information sharing in light of new information sharing duty expected in 2026.

	Shared learning from local and national safeguarding reviews, research and thematic reports.
	To promote evidence-informed practice and support continuous improvement across the partnership.
	Increased awareness of emerging safeguarding risks and strengthened professional curiosity and safeguarding practice.

	Continue to disseminate learning through briefings, workshops, newsletters and safeguarding events.


	Delivered safeguarding awareness campaigns and communications for professionals, children, young people and families.

	To raise awareness of safeguarding risks, available support and key safeguarding messages.
	Increased visibility of safeguarding issues and strengthened opportunities for prevention and early intervention.
	Continue to promote key safeguarding campaigns, including information sharing, neglect, child sexual abuse, online safety and ICON (about reducing risk of abusive head trauma in infants).



Building on our progress in 2026-27: 

The voice of children: Whilst children and young people contribute to a wide range of forums and participation opportunities across both boroughs, the LSCP recognises there is an opportunity to further strengthen how their views influence partnership priorities, strategic planning and decision-making.
During 2026-27, the LSCP will build on existing engagement through Youth Councils, Children Looked After forums and other participation mechanisms to better understand children's experiences of safeguarding support. We will seek to strengthen how the views of children and young people inform future safeguarding priorities, audits, campaigns, workforce development and improvement activity. This will help ensure that local safeguarding arrangements remain responsive, child-centred and informed by the issues that matter most to children and young people.

Strengthening our LSCP multi-agency data and intelligence: The LSCP has continued to develop its multi-agency performance dataset; however, there remains an opportunity to broaden the range of information available to the partnership. Currently, the dataset is primarily informed by local authority data, alongside some limited police information.
During 2026-27, the partnership will work with health, education and other safeguarding partners to increase the breadth and quality of multi-agency information available. This will support a more comprehensive understanding of emerging safeguarding risks, strengthen partnership assurance and improve our ability to target activity where it is most needed.

Re-launch our LSCP website: The cyber security incident affecting the local authorities in November 2025 delayed plans to redevelop and enhance the LSCP website. The website remains an important resource for professionals, children, young people and families, providing access to local protocols, safeguarding guidance, training opportunities, learning resources and sources of support.
During 2026-27, the partnership will prioritise the relaunch of the LSCP website, creating a more accessible, user-friendly and responsive platform. This will improve access to safeguarding information, support the dissemination of learning and provide clearer signposting to advice and services for practitioners, children and families.
[bookmark: _Toc241616988]APPENDIX F: Updates from the Executive Safeguarding Partners – Health (ICB) and Police.      
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Health – Integrated Care Board
In 2025, NHS England mandated a reduction of approximately 50% in Integrated Care Board (ICB) administrative costs, alongside the introduction of a new Model ICB Blueprint to refocus organisations on strategic commissioning. This is further supported by the Government’s Fit for the Future: 10-Year Health Plan for England (published July 2025), which outlines a comprehensive transformation of the NHS over the next decade. From the 1st of April 2026, North Central ICB and North West London ICB merged to become NHS West and North London ICB.
Amid this significant structural and financial reform, Northwest London (NWL) ICB continues to maintain a strong and consistent presence within the LSCP for Kensington and Chelsea and Westminster. 
Representation includes the Chief Nurse, Director of Nursing for Quality, Patient Safety and Safeguarding, Assistant Director for Safeguarding, Designated Nurse and Doctor for Safeguarding Children, and the Designated Nurse for Looked After Children (interim). Senior leadership attends the LSCP Executive Board, with designated professionals contributing across board and subgroup activity. Notably, the Designated Nurse for Safeguarding Children (DSCN) chairs the Best Practice and Performance Subgroup. 
The DSCN provides strategic leadership for safeguarding children across the boroughs, promoting a “Think Family” approach in collaboration with adult safeguarding leads and multi-agency partners, including social care, police, and healthcare providers. The role spans multiple strategic forums, such as the Violence Against Women and Girls Board, Child Exploitation Strategy meetings, the Youth Justice Partnership Board, and the National Referral Mechanism (NRM) pilot for children. The DSCN contributes to audits, learning reviews, and safeguarding strategy, with a focus on addressing discrimination, identifying gaps in practice, and improving outcomes.
Key safeguarding priorities include harmful practices, serious youth violence, and high-risk case management. The DSCN also supports the development of multi-agency child protection teams through the Families First Partnership Programme. Within the LSCP, the DSCN plays a central role in Rapid Reviews, Child Safeguarding Practice Reviews (CSPRs), and multi-agency audits, including a recent review of child sexual abuse cases. Current workstreams include guidance on concealed or denied pregnancy and a protocol for gender-questioning children.
Quality assurance remains a core function, with the Best Practice and Performance Subgroup driving audit activity and fostering a culture of scrutiny. Following a cyber incident in November 2025 affecting RBKC and Westminster systems, partners continue to develop and implement risk mitigation measures to maintain child safety, particularly in the absence of access to the Child Protection Information Sharing
(CP-IS) system, information sharing from 24th November 2025.
Significant programme work includes the NWL ICB Child Sexual Abuse (CSA)
Project, which has strengthened multi-agency understanding and response to intra-familial abuse through training and eLearning. Additionally, a multi-agency initiative to improve care for children and young people (CYP) in mental health crisis is ongoing. This project focuses on data sharing, workforce development, and system leadership, with partners collaboratively developing pathways and tools to improve coordination and outcomes for CYP presenting in acute settings.
Child Death Review Team
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The Northwest London Child Death Review Team (CDR) continues to engage with the LSCP on learning and sharing emerging themes. The purpose of Child Death Overview Panels (CDOPs) is to ensure that when a child dies there is a comprehensive and independent review of the circumstances. 
The CDR team remain committed supporting bereaved families, learning from every child death, and reducing child mortality. 
Some trends observed across the North West London footprint include: 

· The NWL Child Death Review Service received 145 child death notifications in 2025/26, a 15% increase on the previous year.

· 117 child death reviews were completed during the year, generating learning to help prevent future deaths.

· More than half of reviewed cases (53%) contained modifiable factors that could inform future preventive action.

· Child deaths remain disproportionately higher among Asian and Asian British and Black and Black British children compared with their share of the local population.

· Nearly half of all child deaths occur in the most deprived communities, underlining the continuing impact of inequality on child health outcomes.

· The most common causes of death reviewed were perinatal/neonatal events and chromosomal or genetic conditions.

· Reviews identified recurring themes around fetal monitoring, communication with families, interpreter access, safeguarding, and care coordination.

· Safe sleep practices, interpretation, mental health support, serious youth violence, and multi-agency information sharing remain key areas for improvement.

The partnership with Shooting Star Children’s Hospice continues to provide specialist bereavement support to families across North West London.

North West London CDR will merge with North Central London CDR to create the largest Child Death Review Service in England, offering greater opportunities for learning and prevention.

Further information is available in the CDR team annual report 25-26.



[bookmark: _Toc241616989][image: ]Update from Central West BCU (Basic Command Unit) Police

Police continue to fully support the local safeguarding children arrangements, working in partnership to protect and improve outcomes for children and young people. Senior representation is provided through the Public Protection Detective Superintendent at the LSCP Board, with the Public Protection Detective Chief Inspector attending and contributing to key subgroups.
Following the BBC Panorama investigation into misconduct at Charing Cross Police Station, (aired in October 2025), Central West Basic Command Unit (BCU) has undergone significant leadership changes and focused on rebuilding trust with partners and communities. Two well-attended partner engagement events provided opportunities to discuss culture, Violence Against Women and Girls (VAWG), and wider policing priorities.
The Metropolitan Police Service has taken decisive action in response to the misconduct, including the dismissal of officers, strengthened oversight arrangements, and the introduction of enhanced vetting and misconduct processes. A dedicated Culture, Diversity and Inclusion directorate has been established to support organisational reform and reinforce standards of professionalism across the service.
Safeguarding children remains a key priority, underpinned by the Met's Children's Strategy, which promotes early identification of vulnerability, a child-first approach, and effective multi-agency working. Training has been delivered across the workforce to improve recognition of vulnerability and address issues such as adultification bias.
Central West BCU has strengthened its response to child sexual abuse through the refurbishment of dedicated Visual Recorded Interview (VRI) suites in Kensington and Holborn. These child-friendly environments support victims to provide their best evidence in a safe, trauma-informed setting. The Met has also introduced new technology to streamline referral processes from partners, improving efficiency and supporting earlier intervention for vulnerable children and families.
To strengthen safeguarding arrangements, Youth Justice Service police officers have been aligned with Public Protection child safeguarding teams, bringing them closer to Child Abuse Investigation Teams, Child Exploitation Teams and Multi-Agency Safeguarding Hubs. This has improved information sharing, coordination and oversight of children at risk of harm.
The BCU has continued to develop its response to extra-familial harm and child exploitation. A 'see missing, think crime' approach ensures that missing episodes linked to exploitation are treated as active investigations, enabling faster recovery of children and disruption of perpetrators. Child Exploitation Teams have further refined their operating model, increasing their focus on identifying, investigating and disrupting those who exploit children while working closely with safeguarding partners to support victims.
In Kensington and Chelsea and Westminster, the Gangs Partnership Team delivers a multi-agency approach to identifying and supporting individuals at risk of gang involvement and exploitation. Through intelligence-led assessments, targeted interventions and diversionary opportunities, partners work together to reduce risk and improve outcomes for vulnerable young people.
Following the withdrawal of dedicated Schools Officers, local Safer Neighbourhood Teams have re-established links with schools, providing a consistent point of contact for safeguarding concerns, crime prevention advice and local problem-solving. Schools have also been incorporated into local patrol plans to maintain visibility and strengthen relationships with staff, pupils and parents.
Looking ahead, Central West BCU continues to work closely with local authorities to support the development of Multi-Agency Child Protection Teams (MACPTs), which will strengthen collaboration, decision-making and safeguarding arrangements for children at risk of harm.
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