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1. Executive Summary 

1.1 Arthur was six years old when he died on 17th June 2020. He was living with his 
father Thomas Hughes, father’s partner Emma Tustin, and her two children.  

1.2 In May 2022, the Child Safeguarding Practice Review Panel published a review, Child 
Protection in England, looking at the circumstances leading up to the deaths of Arthur 
Labinjo-Hughes and Star Hobson in 2020.  

1.3 The review made nine local recommendations; this report will give an update on the 
multi-agency work that has taken place in response to the recommendations made 

1.4 The delivery of the actions is being monitored via the Child Safeguarding Practice 
Review (CSPR) sub-group of the Local Safeguarding Children Partnership (LSCP) 

 

2. Decision(s) Recommended 

2.1 For assurance that the work around the National Panel recommendations is ongoing 
and being monitored via the CSPR subgroup of the LSCP 



Report Title: Findings of the National Child Safeguarding Practice Review Panel – 
Update on the Local Recommendations 

 
1. National Panel Recommendations for Solihull 

1.1 There were nine local recommendations for the Partnership across Solihull, this report 
will give an update on the work undertaken to date 

1.2 Recommendation 5.1. Review their strategic and operational responsibilities as 
recommended nationally by this review. This review should include making sure 
that they have an understanding of learning from the review, oversight of 
performance, that priorities are agreed, and funding is fair and equitable. 

1.2.1 A review of Multi-Agency Safeguarding Arrangements in Solihull is underway and is 
being overseen by the Executive Group and the sponsor Lisa Stalley-Green, Deputy 
CEO / Chief Nurse of Birmingham and Solihull Integrated Care Board (BSOLICB).  
This review has included: 

a) A review of the governance structure which was implemented in April 2022 
 

b) Development of the MASH Strategic Group to maintain a line of sight in respect of 
experiences of children who are referred to Children’s Services 

 
c) The establishment of a Task and Finish Group to develop a new LSCP multi-

agency dataset to provide safeguarding partners with direct line of sight across the 
system 

 
d) Agreement about the Partnership’s strategic priorities for 2022/23  

 
e) Additional funding has been agreed to fund temporary additional posts in the 

Business Unit up to March 2023.  A discussion about the funding of a viable LSCP 
budget going forward is planned to take place within the context of discussions 
about future staffing requirements within the LSCP Business Unit. 
 

1.3 Recommendation5.2.a - Review the partnership MASH arrangements to ensure 
multi-agency capacity is able to meet demand 

1.3.1 The Operational and Strategic MASH Group has been established to maintain 
oversight of demand and MASH capacity on behalf of the Executive Group.   

1.3.2 MASH capacity has been reviewed following the JTAI and Partners have identified 
where additional capacity is required and is currently under recruitment and continued 
review. 

1.4 Recommendation 5.2.b - Review the partnership MASH arrangements to ensure 
performance information and scrutiny activity is used to support core child 
protection procedures 

1.4.1 The MASH Operational / Strategic Group has developed a dataset and monitors 
performance in respect of: 



(a) Contacts/by source/reason 

(b) Conversion of contacts to MASH episodes 

(c) MASH closures 

(d) MASH involvements by agency 

(e) Timeliness by agency 

(f) Timeliness of completion of MASH enquiries 

(g) Strategy meetings/outcomes  

 
1.4.2 Dip sampling is being undertaken in the MASH to look at specific practice issues and 

compliance with procedures. 

1.4.3 Multi-agency audit has been undertaken regarding Strategy Meetings 

1.4.4 Audit programmes will continue as Business as Usual 

1.5 Recommendation 5.2.c - Review the partnership MASH arrangements to ensure: 
frontline practitioners understand the importance of safeguarding and domestic 
abuse (DA) referrals 

1.5.1 A multi-agency Task and Finish group has been established under the LSCP Learning 
and Development Group to review the Thresholds Guidance.  This will be launched in 
the Autumn at an event which will target frontline practitioners who work at the Front 
Door and within the MASH, and those who work across the wider partnership. 

1.5.2 New DA triage arrangements are being implemented to ensure that DA referrals are 
being made appropriately.   

1.5.3 The LSCP is working with the Domestic Abuse Partnership Group to undertake a 
review of training and training needs across the partnership 

1.5.4 Lead within Children Services regarding DA 

1.6 Recommendation 5.2.d - Review the partnership MASH arrangements to ensure 
a more “Think Family” approach based on best practice specifically between 
Adult Mental Health, MARAC and Children’s Services 

1.6.1 The MASH Strategic Group is responsible for ensuring that practitioners within the 
MASH understand the importance of: 

(a) Recognising the impact of adults’ needs on children 

(b) Co-ordination and analysis of information held by partner agencies to inform 
decision-making. 



1.6.2 A Multi-Agency Task & Finish group has been commissioned by the LSCP chaired by 
the Assistant Director of Children Services to review the multi-agency ‘think family’ 
approach. Project plan written with timescales for completion 

1.6.3 The Thresholds Guidance will reference the importance of adopting a ‘Think Family’ 
approach and will be a key learning point in the launch of the document    

1.7 Recommendation 5.3.a - Review and commission strategies to ensure 
practitioners know how to respond to: incidents of domestic abuse and have a 
clear understanding of coercive and controlling behaviour, including female 
perpetrators and as well as the impact of domestic abuse on children 

1.7.1 Meeting held 30th September with Chair of CSPR, Business Manager of LSCP, 
Assistant Director of Children Services, Director of Public Health, and Domestic Abuse 
Co-ordinator. Outcome actions  

(a) Single-agency training assurance questionnaire to be undertaken by the LSCP 
to include what content is within the training 

(b) Review of resources to help with the training needs for agencies 

(c) Consideration to be given to the use of the West Midlands Competency 
Framework which is currently in draft format – this will address all the sub 
sections of DA as stated above 

(d) Task and finish group to span the Domestic Abuse Partnership Board, the 
Solihull Adult Safeguarding Board, and the Solihull Safeguarding Children 
Partnership to oversee the audit and improvements necessary. 

(e) Review of the IRIS project for GP’s (training and advocacy) across BSOL is 
being undertaken by the ICB 

1.8 Recommendation 5.3.b - Review and commission strategies to ensure 
practitioners know how to respond to: the risks to children of prisoners, that 
they are supported and safeguarded and considered as vulnerable in their own 
right 

1.8.1 It has been established that work is being undertaken by BSCP to consider a 
response to the needs of children of parents who are prisoners.  A pilot project is 
being implemented in North Birmingham to look at this. The Director of Nursing is 
linked in with this work and will bring learning into the Solihull Task and Finish group 

1.8.2 The review of the Thresholds Guidance being undertaken in Solihull will specifically 
reference the needs of this group of children and provide guidance as to the 
appropriate response at different levels of need. 

1.8.3 Task and finish group set up whilst awaiting the outcome of the Birmingham pilot to 
identify work that could be done whilst waiting. Project plan written with timescales for 
completion 

 
  



1.9 Recommendation 5.4 - Ensure that all assessments undertaken by agencies 
draw on information and analysis from all relevant professionals, wider family 
members or other significant adults who try and speak on behalf of the child. 

1.9.1 The LSCP Executive has established a Task and Finish group to consider the specific 
issues of assessments in response to this recommendation.  It will establish whether 
any specific additional guidance or training is required to support practitioners in 
respect of:    

(a) Importance of lateral checks with partner agencies. 

(b) Who within the child/parents’ network should be consulted, and what 
information do agencies hold about how reliable they are as a source of 
information? 

(c) Triangulation of intelligence with key people (including family members) 

(d) Issues of ‘malicious’ information by family members 

1.10 Recommendation 5.5 - Ensure that the right agencies are represented in the 
range of the LSCP activities and that there are sufficient resources to support 
the LSCP to carry out its statutory functions, particularly multi-agency quality 
assurance of practice. 

1.10.1 Terms of Reference for subgroups are being finalised following receipt of the LGA 
Peer Review findings.  Once finalised all partners will be asked to confirm that they 
have the appropriate representation on groups which support delivery of the LSCP’s 
statutory functions. LGA peer review made note of the seniority of sub-group chairs 
and attendance at the sub-groups as a positive 

1.10.2 Business unit resources being reviewed 

1.11 Recommendation 5.6 - Ensure that where consent is not given to Child and 
Family assessments or Level 3 support, all agencies must consider whether the 
subsequent lack of assessment and support is likely to cause significant harm. 
That they roll out communications and training resources in respect of consent 
to share information under GDPR as set out in the LSCP Thresholds Guidance. 

1.11.1 The Thresholds Guidance will reference the need to ‘step up’ children as necessary 
when consent is withheld for services at L3.  Guidance about the issue of when 
consent is required will be included in the guidance 

1.11.2 Good practice guidance about information sharing is available on the LSCP website. 

1.11.3 Consent, information sharing, and the implications of consent being withheld for L3 
support will be addressed at the launch event in October for the revised Thresholds 
Guidance. This will include step up / step down guidance.  

1.12 Recommendation 5.7 Ensure that all practitioners understand their role when 
considering allegations of bruising including consideration of images which 
appear to show bruising. This should include: 



(a) convening a strategy discussion with relevant agencies, both in and 
outside working hours 

(b) an assumption that a medical will be required and recording the rationale 
for any decision not to arrange a Child Protection Medical where there are 
allegations of bruising or other concerning external injury. The absence 
of visible marks should NOT be a reason, without consultation with a 
Paediatrician 

(c) discussion with the on-call Paediatrician with respect to arranging a Child 
Protection Medical Assessment 

(d) ensuring that all relevant information on the child and family is available 
at the time of this assessment 

(e) the medical assessment should be done in accordance with RCPCH’s 
standards for such assessments, and such assessments subjected to 
peer review. 

1.12.1 Multi-agency Physical Abuse procedures have been developed by Solihull LSCP on 
behaviour of the West Midlands procedures group.  The National Review commented 
that these procedures are comprehensive, and they address the issues raised in this 
recommendation. 

1.12.2 The Physical Abuse procedures were launched in January 2022 by the LSCP in 
Solihull.  The need to hold a strategy discussion for all children for whom there are 
concerns about the possibility of physical abuse sits at the forefront of these 
procedures, as does the need to seek a medical opinion and to request a medical 
examination where there are allegations of injury to a child. 

1.12.3 BSOLICB has developed a multi-agency group which has looked at the issue of 
bruising presentations in children and child protection medicals. Workshops have 
been held and process is in final consultation period. A launch date and post 
implementation audit is planned to ensure that the process is being followed, this is 
scheduled for November / December. A pre audit has already been completed by 
Health and Police, with a LSCP multi-agency audit planned for November. 

1.13 Recommendation 5.8 Seek assurance from West Midlands Police and 
Birmingham and Solihull Mental Health Foundation Trust (BSMHFT) that the 
Street Triage team are aware of their responsibility to make safeguarding and 
domestic abuse referrals. 

1.13.1 BSMHFT Street Triage have conducted a monthly audit since January 2022 to 
monitor desired improvements. The audit is considering the following: 

(a) That Street Triage have identified any safeguarding concerns and adopted a 
“Think Family” approach – this includes exploring if the service user has 
contact with any children and if so, the names are recorded in the Family and 
Sibling form in the integrated care record  



(b) Evidence that when Street Triage have contact with a service user they have 
appropriately reviewed care records, including risk assessments and alerts to 
formulate decision making and identify any safeguarding risks.  

(c) Evidence that the worker has explored if the service user has any support in 
place form social care, if they have children on a CP Plan and if appropriate 
those agencies are informed of the contact with Street Triage   

(d) When a safeguarding risk has been identified these are acted upon to 
safeguard the individual and any children.  

1.13.2 The audit is demonstrating improvements across all areas 

1.13.3  The audit has identified the following recommendations: 

(a) All staff to have a mobile phone to allow them to “Hot Spot” their laptops  

(b) All staff to be complaint with their level 3 safeguarding training by end of June 
22  

(c) All staff to access support from the safeguarding team and document this in the 
records 

1.13.4 Police - the triage team have assured that the learning and processes around referrals 
are core to the role for the police officers and they will be undertaken prior to them 
being seconded into the role. They have also received the "Think before you link " 
campaign which raises the importance around correct details being recorded for the 
screening processes we have, these include domestic and child incidents  

1.14 Recommendation 5.9 Undertake scrutiny of the current thresholds for access to 
CAMHS services provided by Birmingham and Solihull Mental Health 
Foundation Trust to seek assurance that children are offered services 
appropriately and in a timely manner. 

1.14.1 SOLAR (CAMHS) has reviewed its processes in terms of thresholds and management 
of waiting lists: 

(a) Referrals are now screened daily by a senior practitioner from both Primary and 
Secondary Care Services 

(b) Following initial assessment, a “Post Choice “chat is attended by a senior 
practitioner from Primary and Secondary Care to jointly decide next steps and 
outcomes  

(c) Waiting lists are a standing item on the Solar Partnership Board and managers 
have oversight. Children and YP on the waiting list receive a monthly triage call 
to check in with the service user and provide advice as required 

(d) Eligibility criteria for the service is being reviewed as part of the Operational 
Framework  



2. What options have been considered and what is the evidence telling us about 
them? 

2.1 Not applicable  

3. Reasons for recommending preferred option 

3.1 Not applicable 

4. Implications and Considerations 

4.1 State how the proposals in this report contribute to the priorities in the Council Plan: 

Priority: Contribution: 

People and Communities: 

1. Improving outcomes for children and 
young people in Solihull. 

2. Good quality, responsive, and dignified 
care and support for Adults in Solihull 
when they need it. 

3. Take action to improve life chances and 
health outcomes in our most 
disadvantaged communities. 

4. Enable communities to thrive. 

By taking the robust action to the 
recommendations, outcomes for our most 
vulnerable children, young people and their 
families will be improved.  This will enable 
children and families to access a variety of 
services and provision to ensure they 
receive the right support in a timely way 

Economy: 

5. Develop and promote the borough’s 
economy, with a focus on revitalising 
our town and local centres. 

6. Maximising the opportunities of UK 
Central and HS2. 

7. Increase the supply of affordable and 
social housing that is environmentally 
sustainable. 

N/A 

Environment: 

8. Enhance our natural environment, 
improve air quality and reduce net 
carbon emissions. 

N/A 

9. Promote employee wellbeing N/A 

4.2 Consultation and Scrutiny: 

4.2.1 Scrutiny of the actions taken to the recommendations is being taken by the CSPR 
subgroup of the LSCP 

https://www.solihull.gov.uk/About-the-Council/The-Council-plan


4.3 Financial implications: 

4.3.1 Not applicable 

4.4 Legal implications: 

4.4.1 Not applicable 

4.5 Risk implications, including Risk Appetite: 

4.5.1 The risk is that the actions to the recommendations are not undertaken in a timely 
matter. Recommendations were prioritised and immediate action has been taken on 
several of the recommendations, action has commenced on all the recommendations 

4.6 Equality implications: 

4.6.1 Not applicable 

4.7 Linkages to our work with the West Midlands Combined Authority (WMCA), Local 
Enterprise Partnership or the Birmingham & Solihull Integrated Care System (ICS): 

4.7.1 Not applicable 

5. List of appendices referred to 

5.1 Not applicable 

6. Background papers used to compile this report 

6.1 National Panel Review – Child Protection in England – National review into the 
murders of Arthur Labinjo-Hughes and Star Hobson  

7. List of Other Relevant Documents 

7.1 Not applicable 


