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FOREWORD 
‘Safeguarding is Everyone’s Business’ has remained our overriding key 

priority in 2016/17. 

 

We adopted this strapline to emphasise that all people in the Isle of Man 

have a role to play in ensuring children, young people and adults are safe.  

It has long been understood that those working directly with children, young 

people and vulnerable adults should be aware of their safeguarding 

responsibilities and understand how to recognise, report and respond to 

safeguarding risk.  This remains critical.  However, to maximise our capacity 

to ‘protect the vulnerable’ – one of the Isle of Man Government’s three 

strategic imperatives during the year on which we are reporting – we 

needed to engage all, wherever they work, whatever they do and wherever 

they live, to recognise and report risk.  

 

The significant majority of adults will be able to safeguard themselves.  A 

key priority of our work with children and young people is to enable them to 

develop the ability to safeguard themselves and to build self-resilience to 

risk. Parents have a critical role in this process.  Success in enabling self-

resilience will reduce the need for additional services beyond the universal.  

For a minority however, we need to take action to safeguard and protect. 

 

The Safeguarding Children Board (SCB) and Safeguarding Adults Partnership 

(SAP) are the key strategic bodies responsible for ensuring that we secure 

effective safeguarding in the Isle of Man.  To achieve our goal of ensuring 

that ‘Safeguarding is Everyone’s Business it is important that we 

communicate our purpose, what we do and how effectively we do it.  The 

Annual Report is part of this process.  It provides information about our 

roles and responsibilities, the priorities we set last year and our performance 

against these priorities in the period April 2016 to March 2017. 

I hope the report will play a part in raising our visibility and securing your 

support in ensuring that Safeguarding is Everyone’s Business in the Isle of 

Man 

Paul Burnett 

 

Independent Chair, Isle of Man Safeguarding Children Board and 

Safeguarding Adults Partnership 
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INTRODUCTION 

I am pleased to present the annual report of the Isle of Man Safeguarding 

Children Board and Safeguarding Adults Partnership for 2016/17.  This is the 

second Annual Report I have published. This year we are presenting the 

Annual Reports of the two Boards in one document. 

 

The key purpose of this document is to report on the performance of the 

Boards against their Business Plans for 2016/17.  These Plans set out the 

key strategic priorities for the year together with plans of action to deliver on 

these priorities.  In addition we created a quality assurance and performance 

management framework that would enable us to test the impact of our 

actions most importantly in relation to: 

 

 The performance of services in delivering effective safeguarding 

 Safeguarding outcomes for children, young people and vulnerable 

adults 

For those who wish to refer to the Business Plans 2016/17 these can be 

accessed on the SCB website at www.isleofmanscb.im  or the SAP website at 

www.gov.im/categories/caring-and-support/safeguarding/safeguarding-

adults-partnership/  

A significant majority of our intended work has been successfully completed 

and in many of these areas we have seen positive impact.  The report 

headlines these achievements.  There remain areas that require 

development and improvement: these too are set out in the report and in 

our plans for 2017/20. A key priority is to secure for the SCB and SAP a 

statutory footing in order to further advance the many positive steps the Isle 

of Man has taken in relation to the safeguarding agenda and there are now 

plans in place to achieve this during the next financial year.  

I would like to thank all partners and their staff for the enthusiasm, 

motivation and support they have shown in addressing our priorities for 

action. Their commitment and hard work stand behind many of the 

achievements set out in this report.  Equally I seek their support in 

continuing to address those areas that we understand require improvement 

and look forward to continuing to work with them on these priorities in the 

coming year. 

http://www.isleofmanscb.im/
http://www.gov.im/categories/caring-and-support/safeguarding/safeguarding-adults-partnership/
http://www.gov.im/categories/caring-and-support/safeguarding/safeguarding-adults-partnership/
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I hope you will find the annual report accessible, informative and helpful in 

understanding what we have achieved and what we have yet to accomplish 

– and that we will, as a result, engage your support in our future work. 

Paul Burnett 

 

Independent Chair, Isle of Man Safeguarding Children Board and 

Safeguarding Adults Partnership 
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SAFEGUARDING GOVERNANCE 

AND ORGANISATION 
The strategic objectives of the SCB and SAP are to: 

 

 Ensure the effectiveness of children/adult safeguarding in the Isle of 

Man; 

 Co-ordinate work to safeguard and protect children, young people 

and vulnerable adults – securing collaborative working on 

safeguarding; 

 Undertake reviews, including Serious Case Reviews/Safeguarding 

Adult Reviews, of safeguarding practice as appropriate; 

 Advise Government on matters related to children and adult 

safeguarding and protection. 

 

The SCB was first created in 2008/9 in response to recommendations in the 

‘Commission of Inquiry into the Care of Young People’ following the deaths 

of two children – Samantha Barton and George Green.  

 

The Safeguarding Adults Partnership was first created in 2014 and held its 

first meeting in September of that year.  It is therefore a more recent 

creation than the SCB 

 

Both Boards have always had an independent chair.  The current chair is 

Paul Burnett.  He has been Independent Chair since July 2014.   

 

The full memberships of the SCB and SAP are set out at Appendix 1 to this 

report. 

 

The SCB and SAP report through the Social Policy and Children’s Committee 

to the Council of Ministers.  Annual reports are presented to Tynwald. 

 

The prime focus of the SCB and SAP is to scrutinise and challenge 

safeguarding arrangements in the Isle of Man.  Their remit extends across 

all services to children and young people and vulnerable adults whether 

these are delivered by the Government, the Third Sector or the private 

sector. 
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A number of subgroups report to the SCB and SAP. Their key purpose is to 

drive forward work in support of Business Plan intentions in support of the 

Boards objectives. 

 

The governance structures are set out in Diagram 1 and 2 on page 6.  The 

terms of reference of all the subgroups are set out in the SCB and SAP 

websites.  The membership of all subgroups is set out at Appendix 2. 

 

The first SCB and SAP Business Plans were published in April 2015.  The key 

strategic priorities agreed for this Plan which have been carried forward into 

2016/17 were as follows: 

 

PRIORITY 1 To assure ourselves that safeguarding is everyone’s 

business. 

 

PRIORITY 2 To assure ourselves that there are robust safeguarding 

policies, procedures, protocols and practices which keep 

children safe. 

 

PRIORITY 3 To be assured that there are robust arrangements to 

address areas of safeguarding risk to children on the Isle 

of Man. 

 

PRIORITY 4 To ensure that we have a workforce ‘fit for purpose’ in 

delivering effective safeguarding across the Isle of Man 

 

PRIORITY 5 To ensure the voices of service users and staff are heard 

in planning, delivering and evaluating safeguarding 

provision. 

 

A range of drivers influenced the shape of the Business Plans for 2016/17 and 

the priorities identified within it: 

 The Government’s strategic imperative to ‘Protect the Vulnerable’; 

 Strategy for children and young people 15/20 

 Evaluation of performance against the work programmes set for the SCB 

and SAP in the previous year (any priorities/actions that remained 

incomplete were incorporated into the new SCB and SAP Business Plans) 

 Quality assurance and performance management information relating to 

safeguarding performance across services and the key risks presenting in 

safeguarding cases; 
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 Serious Case Reviews/Safeguarding Adults Reviews and other reviews of 

practice both in the Isle of Man and across the UK; 

 The views and opinions of children and young people primarily through 

the Voices in Partnership (ViP) Group and of vulnerable adults; 

 The views and opinions of front-line staff and managers primarily through 

the Safeguarding Forums held in September 2016 and February 2017; 

 Issues identified as priorities for action by constituent agencies in both 

Government and beyond; 

 Best practice reports from both the Isle of Man and the UK; 

 A range of Departmental reports that included information and data 

relevant to the safeguarding agenda including the Chief Constable’s 

annual report 

 Progress on safeguarding-related actions within the inspection action plan 

arising from the Scottish Care Inspectorate’s inspection of children’s 

services in 2014 and the review inspection carried out in 2016.
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Diagram 1 
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Diagram 2 
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A quality assurance and performance management framework was designed to test 

Board impact across the strategic priorities set out in the Business Plans.  This 

framework is built around a ‘four-quadrant’ model as set out below. 

 

 

Information from this framework relevant to the Business Plan priorities is presented 

throughout this report and in more detail in Parts 8 and 9 of the document. 

This annual report presents:  

 a digest of the performance of the Board and its subgroups in delivering the 

strategic priorities set out in our Business Plan 2016/17; 

 an outline of other safeguarding initiatives undertaken by individual 

departments and services; 

 an analysis of progress made and areas that require further development and 

improvement; 

 a range of quality assurance and performance management information that 

supports our conclusion about performance 

 headlines of the priorities for action that now feature in our Business Plans for 

2016/17 most importantly those that address areas for improvement. 

 

 

QUANTITATIVE DATA 
(Balanced Scorecard) 
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(Programme of multi-agency audits 
and quality testing) 

ENGAGEMENT WITH 
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BUSINESS PLAN 

PERFORMANCE 2016/17 

This part of the Annual Report headlines our performance against the 5 key strategic 

priorities and actions set out in our Business Plan 2016/17.  The 5 priorities were set 

out in Part 3 of this report.  A version of the ‘Plan on a Page’ for both the SCB and 

SAP is illustrated at Diagram 3 and Diagram 4 (page 31 and 32) 

Business Plan reporting covers three distinct areas: SCB performance; SAP 

Performance and; performance on priorities agreed jointly between the two Boards. 

The aim of this section of the annual report is to show: 

What we did 

What impact our action had 

What areas for development and improvement remain to be addressed? 

Overview of performance: SCB 

Of the 47 actions in our plan 44 were completed or remain on target – this 

represents 93.5% of our actions achieved. 
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Overview of performance: SAP 

Of the 49 actions in our plan 37 were completed or remain on target – this 

represents 75.5% of our actions achieved. 

 

 

Overview of performance: SCB/SAP 

Of the 61 actions in our plan 56 were completed or remain on target – this 

represents 92% of our actions achieved. 
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Safeguarding Children Board: Business Plan 2016 - 2017 

Our Aim Protecting the Vulnerable 

Priority 

Themes 

Our Partners 

and Strategic 

Links 

Outcome 

Our Plan 

‘Every child will have the best possible opportunities in life’ 

Neglect 
Specialist 

CAMHS 

Looked After 

Children and 

Care leavers 

Children with 

Disabilities 

Child Sexual 

Exploitation 

Voluntary and Third Sector 

Organisations 

Department of Health and 

Social Care 

Department of Education 

and Children 

Department of Home 

Affairs 

Isle of Man Constabulary Department of 

Infrastructure 

Agenda for Change Strategy for Children and Young people Policy for Children 

Children Services 

Partnership 

 Community Safeguarding and 
Resilience Group 

Voices of service users, 

staff, are heard in 

planning, delivering and 

evaluating provision 

A Workforce ‘fit for 

purpose’ 

Robust and Effective 

Arrangements in Place 

to Address areas of 

safeguarding risk 

Safeguarding Policies, 

protocols, and practices 

in place across the 

partnership 

Safeguarding is 

everyone’s business 

Domestic Abuse 
Drug, Alcohol 

and substance 

misuse 

FGM Transition 

across services 

Bullying and E 

safety 



Doc D 
 

   15 
 

 
 
 

Safeguarding Adults Partnership: Business Plan 2016 - 2017 

Our Aim Protecting the Vulnerable 

Priority 

Themes 

Our Partners 

and Strategic 

Links 

Outcome 

Our Plan 

Adults are Safe 

Mental Health Adults Missing 
Residential Care 

and Nursing 

Home Settings 

Domestic 

Abuse 

Drug and 

Alcohol Abuse 

Voluntary and Third Sector 

Organisations 

Department of Health and 

Social Care 

DEFA Department of Home 

Affairs 

Isle of Man Constabulary Department of 

Infrastructure 

Safeguarding Children 

Board 

Community Safeguarding and 

Resilience Group 

Voices of service users, 

staff, are heard in 

planning, delivering and 

evaluating provision 

A Workforce ‘fit for 

purpose’ 

Robust and Effective 

Arrangements in Place 

to Address areas of 

safeguarding risk 

Safeguarding Policies, 

protocols, and practices 

in place across the 

partnership 

Safeguarding is 

everyone’s business 

Mental Capacity 

and Deprivation of 
liberties 

Self-Neglect Financial 

Abuse 

Transition 

across services 

Learning 

Disability and 

autism 

Empowerment Prevention Protection Accountability Partnership Proportionality 
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PRIORITY 1:  TO BE ASSURED THAT SAFEGUARDING IS 

EVERYONE’S BUSINESS 

To achieve this objective we aimed to:  

 Operate robust SCB and SAP arrangements (including collaborative working) 

that had positive impact on children’s and adults safeguarding 

 Raise the profile of the SCB / SAP across the Partnership 

 Ensure that there were robust safeguarding arrangements in place across all 

services including learning from the SCB and SAP standards compliance audit 

2015/16. 

 Secure assurance that there have been improvements in  safeguarding 

compliance in relation to identified joint SCB/SAP themes 

 Secure assurance that information sharing guidance is being applied 

confidently, competently and robustly  

 Further Develop the Safeguarding Forum joint agenda 

Board Effectiveness 

What we did 

The SCB and SAP met bi-monthly across 2016/17 as planned.  Meetings were held 

on May 18th, July 20th, September 20th, November 16th, January 18th and March 

15th. 

To secure focus on strategic business and key decision-making agendas for meetings 

have been framed to cover: 

 Core strategic business: the Business Plan, Quality Assurance and 

Performance reporting, key issues escalated by the Action and 

Implementation Group and budget; 

 Matters for approval – including any policies, procedures and practice 

guidance that are the responsibility of the board; 

 Information items – to keep members apprised of key developments  

We have continued to hold joint meetings of the SCB and SAP to enable focus on 

areas of safeguarding work that cross-cut the children and adults arena – for 

example: domestic abuse; transitions; communications and engagement.  The same 

agenda framework as set out above for the SCB and SAP has been adopted to 

ensure these too are focused on strategic and key decision-making matters. 

All formally designated safeguarding leads sit on AIG to ensure that departmental 

staff responsible for safeguarding are both engaged in the work of the Board and 

have an opportunity to offer their professional advice and perspectives as new 

initiatives are developed and formulated. 
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Five subgroups sit under the AIG as set out in Diagram 1 on page 9. One of these, 

the Safer Communities Group, serves both the SCB and SAP.  Four subgroups sit 

under the SAP.  Individual subgroup reports are set out in Chapter 6 of this report. 

A key priority in the Business Plan in terms of ensuring that the safeguarding boards 

are robust was to secure statutory status for both the SCB and SAP and for the role 

of the Independent Chair.  This is an important factor in maximising the 

effectiveness and impact of the two forums. It was also a recommendation of the 

Commission of Inquiry into the Care of Young People (2006) and the inspection of 

children’s services by the Scottish inspectorate (2014) that the SCB be placed on a 

statutory footing.  More recently the Social Affairs Policy Review Committee and the 

review inspection carried out by the Scottish Care Inspectorate have recommended 

that the safeguarding forums be enshrined in legislation.   

Following elections in 2016 the new Chief Minister gave a commitment to bring 

forward such legislation and preparatory work in framing and drafting a 

Safeguarding Bill began during the year on which we are reporting.  It is anticipated 

that the legislation will be in place by the end of the current financial year.  

What impact our action had 

The key quantitative indicator in the Business Plan identified to test commitment to 

and the effectiveness of the SCB was the attendance rate of Board members.  The 

target of securing a minimum of 80% attendance was secured as illustrated by the 

tables below. 

 

SCB 

Board Member Present Substituted None 
attendance 

% attendance 
rate 

Paul Burnett 6 0 0 100% 

Ronald Barr 5 1 0 100% 

Jackie 
Betteridge  

6 0 0 100% 

Malcolm Couch 6 0 0 100% 

Henrietta Ewart 4 2 0 100% 

Mark Kelly 5 0 1 83% 

Gary Roberts 5 1 0 100% 

Totals 37/42 (88%) 4/42 (9.5%) 1/42 (2.5%) 97.5% 

 

 

 

 

 



Doc D 
 

18 
 

 

SCB and SAP Joint Meetings 

Board Member Present Substituted None 
attendance 

% attendance 
rate 

Paul Burnett 6 0 0 100% 

Ronald Barr 5 1 0 100% 

Jackie 
Betteridge  

6 0 0 100% 

Malcolm Couch 6 0 0 100% 

Henrietta Ewart 4 2 0 100% 

Mark Kelly 5 0 1 83% 

Gary Roberts 6 0 0 100% 

Totals 38/42 (90.5%) 3/42 (7%) 1/42 (2.5%) 97.5% 

 

SAP 

Board 
Member 

Present Substituted None 
attendance 

% 
attendance 

rate 

Paul Burnett 6 0 0 100% 

Jackie 
Betteridge  

6 0 0 100% 

Malcolm 
Couch 

6 0 0 100% 

Henrietta 
Ewart 

4 2 0 100% 

Mark Kelly 5 0 1 83% 

Gary Roberts 6 0 0 100% 

Totals 33/36 (92%) 2/42 (5.5%) 1/42 (2.5%) 97.5% 

 

The ‘end of year’ review undertaken by the Board when outlining priorities for the 

new Business Plan concluded that agendas had been appropriately focused on core 

business relating to the Business Plan and related quality assurance and 

performance management issues.  Following our 2015/16 review we undertook 

further streamlining of reporting and of the volume of information coming to Board. 

This included the extension of headline and exception reporting and delegating non- 

strategic business to both subgroups and task and finish groups.  This has resulted 

in such a reduction in the volume of work coming to Boards that we have now been 

able to move to a quarterly cycle of meetings for Board, AIG and all subgroups thus 

securing a significant reduction in the time taken up in meetings. 

What areas for development and improvement remain to be addressed? 

The key action carried forward to the Business Plan 2017/20 is the achievement of 

statutory status for the SCB and SAP and for the role of the Independent Chair.  

Preparatory work in framing and drafting a Safeguarding Bill began during the year 
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on which we are reporting.  It is anticipated that the legislation will be in place by 

the end of the current financial year 2017/18.  

Plans are also in place to further streamline Board business to reduce time in 

meetings and volumes of paperwork related to meetings.  This work will also extend 

to streamlining subgroup arrangements particularly through greater integration 

between subgroups of the SCB and SAP most importantly Quality Assurance 

Subgroup and Training and Development Subgroup alignment.  This work will also 

form part of the wider Governance review relating to partnership bodies that support 

the work of Social Policy and Children’s Committee. 

Raising the profile of the SCB and SAP across the Partnership 

To be effective and secure impact partnerships like the SCB and SAP need to be 

visible to staff in services, senior leaders and politicians, the range of partner 

agencies working in children and young people’s services and the wider community. 

Whilst work has been done across all these fields to sustain achievements last year 

the key focus for 2016/17 was to secure visibility and understanding in the wider 

community. This work has been led by the Safer Communities Group. 

What we did and its impact 

Our work has been driven by our ‘Communication and Engagement Strategy’.  The 

strategy cross-cuts children and adult safeguarding and its implementation and 

impact have been monitored closely by the joint meetings of the SCB and SAP 

throughout the year. 

The annual report of the Safer Communities Group is set out in Chapter 6 and 

provides detail of their work on engaging with communities. 

In addition to this work we have: 

 Delivered two Safeguarding Forums in October 2016 and February 2017 

reaching 360 delegates in total the majority of whom rated the events as 

good or better 

 Issued three editions of ‘Safeguarding Matters’ our regular newsletter 

reporting on Board activity and impact as well as a range of key safeguarding 

themes and issues – this is issued across the whole children and adult 

workforce in both hard and electronic form 

 Further developed and extended the SCB and SAP websites with evidence of 

sustained increases in their usage 

 Produced a suite of information leaflets to promote awareness and 

understanding of safeguarding and key safeguarding themes 

 Issued a ‘Common Language Glossary’ in the children’s services arena to 

assist in effective information sharing and collective understanding of 

safeguarding policies, procedure and practice guidance 

 Undertaken two interviews on Manx Radio on national reports 
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 Engaged with local networks of staff, third sector organisations, Churches 

Alive in Man, parent and family organisations to build awareness and promote 

partnership working. 

 Undertaken audits of the effectiveness of communications including different 

methods of communication – including consultation with two safeguarding 

forums 

What areas for development and improvement remain to be addressed? 

Priorities actions for 2017/20 are to: 

 Review, update and develop the Safeguarding Children Board website 

 Develop wider opportunities for parent / carer engagement  

 Deliver two Safeguarding Forum events 

 Ensure SCB/SAP engagement with other engagement groups 

 Ensure the Boards’ visibility ‘on the ground’ with the community and partners 

and making sure they feel well informed about the SCB/SAP 

 Audit action taken in relation to the ‘Communication and Engagement 

Strategy’ and identify areas for ‘deeper dive’ analysis 

 Ensure the sharing of good practice and learning from reviews 

 Continue to align CSP and Voluntary Sector Engagement in relation to the 

safeguarding agenda 

 Ensure staff understand expectations and are confident in delivering 

expectations 

 Undertake a review  and update the Communications and Engagement 

Strategy for 2017 / 20 

Robust safeguarding arrangements in place across services 

What we did 

During 2015/16 we undertook safeguarding compliance audits across all 

Departments providing children and adult services, in all schools and in the third 

sector.  The results of these audits in terms of both strengths and areas for 

development were set out in detail in the last Annual Report. 

The focus of our work in 2016/17 has been to: 

 Address improvement themes common to all services to strengthen 

compliance against agreed standards 

 Monitor progress made by individual departments and services that identified 

specific areas for improvement  

What impact our action had 

Children’s Services 
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In the SCB we have made progress in a number of the areas identified for 

improvement notably: 

 Including safeguarding as a key duty in all new job descriptions; 

 Securing consistency in safeguarding training provision and considering 

identification of mandatory/non-mandatory courses; 

 Improving understanding of respective agency safeguarding roles and 

responsibilities; 

 Improving safeguarding supervision across all partner agencies; 

 Extending agency engagement in safeguarding; 

 Improving understanding, confidence and competence in use of 

information sharing and data protection frameworks; 

 Ensuring recommendations from Serious Case Reviews and other reviews 

are implemented – more information is provided on this in Chapter 6. 

We have made limited progress in relation to 

 Including safeguarding standards in contracts for services including SLAs 

with shared services; 

The progress made by individual Government departments is set out in their own 

reports in the relevant appendices. 

Adult Services 

Less progress has been made in the adult services arena. Compliance audits were 

carried out but plans to address areas for improvement have been delayed due to 

staff sickness and staff vacancies.  This work is now being progressed in the current 

business plan year 2017/18 

What areas for development and improvement remain to be addressed? 

During 2017/18 it is intended to undertake a second round of compliance audits. 

These audits will take place during the spring of 2018. The purpose of these audits 

will be to test: 

 That areas of strength identified in the previous audit round have been 

sustained 

 That there has been improvement in areas where full compliance was a 

concern both corporately and in individual services; 

 Any new areas of improvement on which the Boards will need to focus in 

2018 and beyond. 
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The second round of audits will take place across both children and adult service 

areas across Government and the third sector. 

A particular focus of our work in 2017/18 will be to secure better progress in 

securing safeguarding compliance through commissioning. 

 

Robust Data Protection and Information Sharing arrangements in place 

Our key priority in our SCB Business Plan was to secure assurance that information 

sharing guidance was being applied confidently, competently and robustly.  This had 

been a concern in previous years and was reinforced by judgements made in the 

review inspection carried out by the Scottish Care Inspectorate. 

To address this we set out to: 

• Produce practice guidance to support more effective and confident practice 

• Seek assurance that consistent legislative guidance is available regarding 

information sharing. 

• Secure the support of the data protection supervisor in rolling out the practice 

guidance 

We have not identified any difficulties in relation to information sharing and data 

protection in the adult safeguarding arena.  Guidance had been issued in the 

previous year and monitoring and evaluation suggests this is being implemented 

effectively. 

What impact our action had 

All actions were achieved.  Practice guidance was formulated with the support of the 

Information Commissioner and the new guidance together with a range of case 

studies to assist staff understanding was launched at the Safeguarding Forum in 

February 2017.  The guidance has been supported by a programme of awareness 

raising and training both within departments/services and within the SCB.  We are 

also intending to deliver training on working with parents to enable better 

engagement in understanding the importance of sharing information. 

What areas for development and improvement remain to be addressed? 

The key focus in 2017/18 will be to monitor the impact of the new practice guidance 

in improving staff confidence, competence and effectiveness in relation to 

information sharing and data protection. 

Further Develop the Safeguarding Forum joint agenda 

In 2015/16 we agreed to hold joint meetings of the SCB and SAP to ensure effective 

joint working on areas of safeguarding risk that impact on both children and adult 
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services.  These joint meetings have been held throughout the year as reported 

above. 

We wanted to ensure that the joint safeguarding agenda was understood by 

managers and staff across the services. To this end we have ensured that our 

Safeguarding Forums across 2016/17 have included both keynote and workshop 

content that reflects the joint agenda. 

What impact our action had 

Both Safeguarding Forums in 2016/17 featured keynotes and workshops that cross-

cut the children and adult agendas and related to the shared priorities of SCB and 

SAP.  Keynotes included focus on: mental health; drug and substance misuse and; 

information sharing and data protection. Workshops included: E-Safety; 

Homelessness; Community Safeguarding; Female Genital Mutilation and; Mental 

Health Safeguarding Arrangements. 

Evaluations and staff engagement exercises suggest that understanding of the 

connectivity between children and adult safeguarding agendas most particularly in 

terms of viewing risk from a whole family perspective is increasing. There is also 

evidence that referrals between children and adult services are beginning to increase 

when we monitor referral sources. 

What areas for development and improvement remain to be addressed? 

At present impact is to some extend anecdotal.  The Quality Assurance and 

Performance Framework for the Joint Board has therefore been revised to ensure 

that we have better quantitative and qualitative data to test impact in terms of staff 

understanding across children and adult safeguarding policies, procedures and 

practice protocols.  The outcomes will be reported in the Annual Report 2017/18
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PRIORITY 2:  TO BE ASSURED THAT THERE ARE ROBUST 

SAFEGUARDING POLICIES, PROCEDURES, PROTOCOLS AND 

PRACTICES WHICH KEEP CHILDREN AND VULNERABLE ADULTS 

SAFE. 

This priority applies to both children and adult safeguarding but much of the activity 

is specific to one of these areas.  Consequently this section of the Annual Report 

distinguishes between policies, procedures, protocols and practices that are distinct 

to each arena. 

CHILDREN’S SAFEGUARDING 

What we intended to do 

What we set out to achieve under this priority was: 

 Champion and implement NARRATES and early help 

 Champion and implement ‘Signs of Safety’ 

 Secure consistent cross agency understanding of thresholds and categories of 

need/safeguarding risk 

 Be sighted on existing service audit outcomes and develop a multiagency 

audit programme to test quality of safeguarding practice in child protection 

and areas of high risk 

Implementation NARRATES (single assessment framework) and ‘Signs of 

Safety’ 

What we did 

Work undertaken by the SCB has focused on: 

 Championing and supporting the implementation of NARRATES and the 

related Children with Additional Needs (CwAN) and Children with Complex 

Needs (CwCN) delivery models including a funding a number of related 

training initiatives and featuring the models in Safeguarding Forum 

workshops; 

 Championing and supporting the implementation of ‘Signs of Safety’ by 

funding a number of related multi-agency training initiatives and featuring the 

models in Safeguarding Forum workshops; 

 Raising awareness of thresholds and auditing cases to test understanding and 

application 

 Ensuring our quality assurance and performance management arrangements 

test the impact of all these initiatives. 

In addition the SCB has sustained its challenge to relevant Government Departments 

to confirm long-term funding commitments to the CwAN and CwCN service models 

given that investment had been time limited but outcomes remained positive in 
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terms of reducing the number of children whose needs escalated to child protection 

and care.  

What impact our action had 

 Early help has enabled more families to benefit from support outside of a 

statutory process. Within the CwAN process 254 families have benefited 

from support (25% more than last year) and 27 schools and 34 providers 

have engaged in the multi-agency response to these cases. 

 Access to early help has meant that families get help before things become 

too difficult and potentially reduces the referrals made for statutory social 

work services. During the year, 11% of children were subsequently stepped 

up to children’s social care.  The remainder had their needs met at CwAN 

level 

 In reviewing whether or not things had improved for their child, 93% of 

parents completing feedback forms confirmed that things had 

improved. 

 Within the CwCN process support was provided to 278 children and young 

people in need and their families. This is a slight growth from last year. 

What areas for development and improvement remain to be addressed? 

The new business plan 2017/20 seeks to sustain our monitoring and evaluation of 

the impact of the Early Help offer most specifically its impact on outcomes for 

children and families and on the numbers requiring child protection or care 

interventions. 

Consistent cross-agency understanding of thresholds and categories of 

need. 

What we did  

In 2015/16 the SCB in collaboration with the Children’s Services Partnership 

developed the ‘Continuum of Need’ which clearly maps out 4 levels of need, 

Universal, Additional, Complex, and Safety and Protection. This framework enabled 

the identification of the key agencies which generally support each level of need and 

helped strengthen the requirement that as a child moves through the continuum of 

need so does the input from each previously identified service. 

Alongside the development of the ‘continuum of need’ four themes were identified to 

then develop pathways through the ‘continuum of need’ these are: 

 Neglect 

 Emotional Health and Wellbeing 

 Child Sexual Abuse 

 Domestic Abuse   
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The development of the pathways has also prompted a discussion across the 

Children Services Partnership in developing a consistent model for all future 

pathway development. 

Continuum of Need  

 

During 2016/17 our focus has been on auditing awareness and understanding of the 

thresholds across the continuum to assure ourselves that referrals are appropriate 

and proportionate to the levels of need of the child or young person. 

What impact our action had 

The Safeguarding standards compliance audit indicated that the majority (90%) of 

staff understood the thresholds and continuum of need when dealing with 

safeguarding concerns. 

The review inspection carried out by the Scottish Care Inspectorate similarly 

recognised that progress has been made in securing understanding and application 

of thresholds though they did identify the need to ensure that this is entirely 

consistent across the workforce. 

During 2016/17 data monitoring has illustrated continued improvements in the 

proportion of cases that are appropriate referrals at the various levels of the 

continuum. 

The SCB audit programme and those of individual departments illustrate improved 

understanding of thresholds and the matrix of need in relation to referrals to 

Children’s Social Care.  
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In relation to Child Protection: 

Evidence suggests we are getting better at doing this and the Scottish Care 

Inspectorate commented that “the effectiveness of immediate response to children 

was stronger”.  

 

Children Looked After 

During the past year 41 children became Looked After and 45 children left the care 

system. As a result, at year end there were 95 children in care.  

The profile of children in care at 31st March 2017 was: 

Ages    Number 

0 to 4 years   19 

5 to 9 years   19 

10 to 15 years  40 

16+ years    17 

Fifty nine (62%) children looked after are placed in foster care placements provided 

by Fostering First. Twenty four children (25%) are placed in residential care settings 

provided by St Christopher’s.  

The remainder are either placed with their parents (7%) or placed for adoption 

(5%).  

Commissioned services have been robustly monitored over the year and 

improvements in services have been achieved through working together. 

94% parents knew why the child was in the care system, 77% parents had 

discussed contact arrangements (with 66% being happy with them). 87% parents 

said that they had been given the opportunity to discuss the recommendations from 

the last Review.  

Children are reporting positive changes in their lives. These changes are happening 

in their personal lives, in the home, in school and in the wider community. These are 

to be welcomed. Children are also reporting things going wrong for them. These 

include the request for improved contact arrangements; more help with teaching 

and learning; help with improving health and well-being; and having better 

arrangements to ensure that progress is being made on children’s care plans. 
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Children Leaving Care (Aftercare) 

When children reach the age of 18, they officially leave the care of the department. 

C&F continue to support young people through college, university and work.  

54 care leavers were being supported at the year end. This is a 6% increase over 

the previous year.  

19 of the young people are in full or part-time work, and 13 are in education or 

training. 15 are actively seeking work.  

There is now an established drop-in centre available for young people who have left 

care. Monthly data is kept about the numbers of young people visiting and the total 

number of visits made. In March 2017, for example, there were 23 separate visitors 

with a total number of visits of 79. When there, young people can access help for: 

education (4%), housing (17%), emotional support (12%), finance (9%), self-care 

(15%), therapeutic intervention, employment (15%) or use it simply as a social visit 

(22%). All of these activities can act as a lifeline to young people in tackling 

instability of tenancies and homelessness issues, reducing loneliness, growing a 

network of friends, building confidence and self-esteem. This is a consolidation of 

last year’s performance. 

What areas for development and improvement remain to be addressed? 

We wish to secure continued improvement in the proportion of referrals that are 

appropriate and reflect clear understanding and application of thresholds across the 

partnership. 

Be sighted on existing service audit outcomes and develop a multiagency 

audit programme to test quality of safeguarding practice in child 

protection and areas of high risk  

What we did 

The Quality Assurance Subgroup identified those Departmental and service audits 

that could inform SCB of the quality and impact of safeguarding arrangements on 

outcomes for children and young people. In addition it set out to undertake multi-

agency audits better to test the effectiveness of multi-agency working in the 

safeguarding arena. 

What impact our action had 

During 2016/17 the Quality Assurance Subgroup:  

 conducted 16 file audits  

 undertook a Values Audit 
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 completed the ‘Commitment to Safeguarding Audit’  

 carried out a number of detailed reporting and learning reviews 

Further detail of this work is set out in the Quality Assurance Subgroup report in 

Chapter 6. 

What areas for development and improvement remain to be addressed? 

The Quality Assurance Subgroup is committed to the following actions next year: 

 Refresh and test the values audit and the “Commitment to Safeguarding 

Audit” to ensure action plans have been completed and embedded in 

practice; 

 Identify method for ensuring that lessons learned are widely disseminated 

across professional practice  

 Inter-generational audit to be undertaken 

 Further file audits on a quarterly basis; where possible in line with SCB 

priorities 

 “Commitment to Safeguarding Audit” scheduled for after the introduction of 

legislation  

 Review of safeguarding training across the agencies and a training audit to 

establish currency of training 

ADULT SAFEGUARDING 

What we intended to do 

The SAP set out to: 

 Secure assurance that the Adult Safeguarding and Protection Procedures 

introduced in 2015/16 were effective 

 Sustain the Quality Assurance and Performance Framework for the 

Safeguarding Adult Partnership Board  

 Receive regular reports on Adult Protection Alerts as a means of monitoring 

safeguarding activity on the Isle of Man 

 Be sighted on existing service audit outcomes and develop a multi-agency 

audit programme to test the quality of safeguarding practice in adult 

protection and areas of high risk set out under Priority 3 below. 

Secure assurance that the Adult Safeguarding and Protection Procedures 

introduced in 2015/16 were effective 

What we did 

New Adult Safeguarding and Protection Procedures had been developed and agreed 

by the SAP in November 2015. The focus of work in 2016/17 was to monitor and 

evaluate the effectiveness of the new adult safeguarding procedures. This has been 
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undertaken through the quarterly quality assurance monitoring reports presented to 

the Board – the headlines from which are set out in Chapter 8 of this report. 

In addition a decision was taken in November 2016 to adopt the ‘Making 

Safeguarding Personal (MSP) – a concept introduced by the UK Care Act 2016 that 

aims to secure a service-user focused approach to adult safeguarding by engaging 

those that are the subject of adult protection referrals in identifying the outcomes 

sought. Dr Adi Cooper, a key player in the implementation of MSP in the UK featured 

as a keynote speaker and workshop leader at our Safeguarding Forum in October 

2016. She subsequently worked with the managers in the Isle of Man to develop our 

MSP approach and supported the roll-out of training and development to assist in its 

implementation. 

MSP is about engaging with people about the outcomes they want at the beginning 

and middle of working with them, and then ascertaining the extent to which those 

outcomes were realised at the end. 

MSP seeks to achieve: 

 A personalised approach that enables safeguarding to be done with, not to, 

people 

 Practice that focuses on achieving meaningful improvement to people's 

circumstances rather than just on ‘investigation' and ‘conclusion' 

 An approach that utilises social work skills rather than just ‘putting people 

through a process' 

 An approach that enables practitioners, families, teams and SABs to know 

what difference has been made 

What impact our action had 

Comprehensive data relating to the number and type of adult safeguarding referrals 

is set out in Chapter 8 of this report. For the period 1 April 2016 until 31 March 2017 

we received a total of 221 Adult Protection alerts. This equates to approximately 8% 

reduction in alerts. 

The reduction was in a sense a concern but given that the anticipated trajectory was 

an increase. However, the position will be closely monitored in 2017/18 to test that 

this reduction does not present any risk that cases are not being referred. 

The impact of MSP has been seen already.  The charts below aim to demonstrate 

performance in the first six months of the reporting period (i.e. before MSP was 

introduced) and the second six months (after its introduction) how the Safeguarding 

Adults Team and partner services were able to apply MSP principles in their work. 

The charts demonstrate a huge improvement in MSP and the engagement of service 

users and their representatives in all stages of the process. 
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Total number of Alerts 2016/17 

 

We then tested: 

 Whether the service user (or their significant other where we have been 

advised that it may be detrimental to the individual’s wellbeing) was seen at 

the Alert stage, by a member of the Safeguarding Team or another service 

provider - in order to gather information and their views. 

 

 Whether the service user (or their significant other where we have been 

advised that it may be detrimental to the individual’s wellbeing) attended the 

Planning Meeting. 

All data below is as a percentage over the 6 month period (regardless of 

the amount of alerts) 
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It should be noted that in the second half of year – where wishes and views were 

not sought – this was due to the alert being critical and a meeting taking place on 

the day of referral. 

What areas for development and improvement remain to be addressed? 

Sustain the Quality Assurance and Performance Framework for the 

Safeguarding Adult Partnership Board/ Receive regular reports on Adult 

Protection Alerts as a means of monitoring safeguarding activity on the 

Isle of Man/ Be sighted on existing service audit outcomes and develop a 

multi-agency audit programme to test the quality of safeguarding practice 

in adult protection and areas of high risk set out under Priority 3 below. 

What we did 

A quality assurance and performance management framework matching the SAP 

business plan was in place from the beginning of the year and there has been 

regular quarterly reporting of key statistical data. The detail of this is set out in 

Chapter 8. 

The area in which limited progress was made related to both organisational 

compliance audits and multi-agency auditing to test service quality.  This was largely 

due to staff absence of a lead manager in this work. 

What impact our action had 
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The statistical data illustrating the number and type of adult protection alerts and 

referrals is set out in Chapter 8. 

On completion of Departmental action plans the outcomes will be collated into one 

over-arching SAP Action Plan and identify key themes that all organisations need to 

target and those which are organisation specific. 

Both of these will report to the September SAP. 

Once we are satisfied that audit process is effective it has been agreed within the QA 

group that we will consider how we can introduce a system of organisations auditing 

each other. 

What areas for development and improvement remain to be addressed? 

The key priorities for 2017/18 are to: 

 Complete the organisational safeguarding compliance audit process and 

formulate subsequent plans of action; 

 Run a programme of audits to test the quality of safeguarding provision 

 Use the MSP outcomes to inform our understanding of service user 

perspectives of safeguarding provision 

 Extend our engagement with front-line staff to gain their perspectives on 

safeguarding effectiveness 

 

PRIORITY 3:  TO BE ASSURED THAT THERE ARE ROBUST 

ARRANGEMENTS TO ADDRESS AREAS OF SAFEGUARDING RISK 

TO CHILDREN ON THE ISLE OF MAN. 

What we intended to do 

What we set out to achieve under this priority was to: 

 Secure assurance that there are plans in place to improve effectiveness in 

dealing with key safeguarding risk areas and that impact of actions is 

monitored and evaluated through the QAPM framework most notably in 

relation to: 

 

o Neglect 

o Child Sexual Exploitation 

o Looked After Children and Care Leavers 

o Children with Disabilities 

o Children missing 

o e-safety and e-bullying 

o Specialist mental health 
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 Implement recommendations for improvement arising from Serious Case 

Reviews and other reviews undertaken in 2015/16 

Secure assurance that there are plans in place to improve effectiveness in 

dealing with key safeguarding risk areas and that impact of actions is 

monitored and evaluated through the QAPM framework 

What we did and what impact we had 

A range of strategic needs assessment data was used to inform the identification of 

key safeguarding risks. The priority themes identified were those listed above. 

The work relating to Looked after Children, Care Leavers, Children with Disabilities 

and Children Missing has been undertaken by the Quality Assurance Subgroup 

monitoring and evaluating the impact of provision as presented in quantitative data 

and qualitative audit reports.  The detail of work in these areas is set out in the 

Children’s Social Care report in Chapter 7. 

The following focuses on areas in which we have undertaken development work. 

Neglect 

Neglect remains the single most common reason for referral into the child protection 

and care system.  For this reason the Board has determined it should work to raise 

awareness of neglect and improve our response to need – most importantly to 

recognise neglect earlier and take action that prevents escalation to protection and 

care. 

To this end a working group has been established to develop a new neglect pathway 

which aims to improve awareness of the complex causes of neglect, to enable 

individual agencies better to respond to identified need and to enable the CwAN and 

CwCN frameworks to secure co-ordinated early help responses that tackle the 

causes of neglect and enable us to avoid escalation of need to levels that require 

protection and care. 

This work was begun in 2016/17 and the framework is expected to be completed by 

the summer of 2017 with a launch at the Safeguarding Forum in 2017. 

CSE 

What we did 

SCB established a ‘Task and Finish Group Established to lead and co-ordinate our 

work on CSE. Representation included Police, Social Care, Health, Provider (St 

Christopher’s), Voluntary Sector (CVO), Department of Education, Department of 

Home Affairs. 

Work achieved included: 
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• Collection, collation and analysis of information, data and intelligence in 

relation to CSE 

• Formulation and agreement to a Manx definition of what constitutes CSE 

• A gap analysis in relation to the current Sex Offenders legislation 

• Production of a ‘level 1’ (pre referral) CSE risk assessment tool 

• Production of a document ‘It couldn’t happen here..could it?’ practitioner and 

manager background and guidance 

• Development of a CSE Pathway  

• Production of a CSE ‘MAPIT’ (Multi Agency Planning and Improvement Toolkit’ 

• Recommendations as to what the key themes of any subsequent strategies 

/action plans should be to the SCB 

What impact we had 

• Agreement to and use of a consistent definition of what constitutes CSE 

• Raised the profile of CSE across the partnership through workshops and 

practice tools 

• Began to tackle the complexities of CSE reporting and data analysis 

• SCB accepted all recommendations from the original task and finish group 

• Established a multi-agency forum to monitor and tackle CSE specifically 

• Identified the ‘boyfriend’ model as the most likely form of CSE on the island 

• Raised awareness that CSE is everyone’s business which led to proactive 

engagement from licensing committees, Voluntary Sector partners and front 

line staff 

• Identified the key Strategic themes as part of an overall Strategic response to 

CSE 

• Practitioners reported having clarity on the CSE pathway and risk assessment 

process 

What areas for development and improvement remain to be addressed? 

Work intended to take place during 2016/17 includes the following: 

• Development of a strategic action plan (focusing on Prevention, Protection, 

Partnership, Pursuing and Prosecution, Public Professional and Public 

Confidence, Performance). 
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• Awareness raising campaign aimed at the hospitality trade and wider general 

public 

• Monitoring and contribution to the legislative programme in relation to Sex 

Offenders  

• Develop a ‘flag’ system within Police records 

• Improve data collection and cross agency categorisation 

• Implement a high level CSE MAPIT  

• Improve engagement and participation of children, young people and 

stakeholders 

• Link to Community safeguarding Group activity in relation to building 

resilience and capacity in communities. 

E Safety and E-Bullying 

This area of risk was an emerging concern in the previous year. It was also the area 

identified by children and young people themselves as one of their most significant 

concerns. 

Steps have been taken to align our work with that being led by GTS in relation to the 

‘Island Shield’ initiative since this aims to protect all groups using technology and 

contribute to ensuring e-safety for all. 

In light of the GTS work the SCB and SAP have agreed that we should monitor and 

evaluate the e-safety strategy and action plan rather than replicate or duplicate work 

being done elsewhere.   

Specialist Mental Health 

Data analysis has identified mental health as a significant contributing cause in the 

referral of children and young people – and indeed adults.  

The Mental Health Service in the Isle of Man formulated and began the 

implementation of a major Mental Health Service Improvement Strategy during 

2016/17 and the SCB and SAP has worked closely with that service to ensure that 

safeguarding effectiveness is incorporated into their improvement plans. 

What areas for development and improvement remain to be addressed? 

Priorities for 2017/20 remain broadly the same as have been in place in the past 

year. The areas of risk that will be our focus will be: 

• Neglect  

 Emotional abuse 

• Child Sexual Exploitation 
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• Looked After Children and Care Leavers 

• Children with Disabilities 

• Children missing from home and care 

• Children missing from school 

• e-safety and e-bullying 

• Mental health  

• ‘Prevent’ 

• Organisational Risk 

Implement recommendations for improvement arising from Serious Case 

Reviews and other reviews undertaken in 2015/16 

This work is outlined in the report from the Serious Case Review Subgroup in 

Chapter 5. 

JOINT BOARD WORK 

Throughout 2016/17 the SCB and SAP has held a joint meeting between their bi-

monthly individual meetings. This has enabled the Boards to target work that cross-

cuts the children and adult services arenas and to take a ‘Think Family’ approach to 

its safeguarding work. 

Transitions between children and adult services 

SCB and SAP received a report on the risks created by transitions between children 

and adult services and where there are risks require action to be assured that such 

plans are drawn up and acted upon. 

Agencies were required to identify risks and produce an action plan. CAMHS and 

Children, and Adult Disability Services produced risk assessment and action plans.  

What impact our action had 

The impact of this review has led the SCB and SAP to refine their focus on this 

particular theme for 2017/20 in that it is the specific risks associated with 

transitioning between children’s and adults services where the threshold for Adult 

Services is not met which requires attention.  Consideration of the evidence did 

show that transitions for those within the child protection and care frameworks did 

not present specific safeguarding risk.   

What areas for development and improvement remain to be addressed? 

Other areas such as Paediatrics, Youth Justice, Mental Health Services, Educational 

Key stages will be considered as part of the ongoing risk assessment of transition 

activity and action plan monitoring in 2017/20.   

Domestic Abuse 

What we did 
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The key target in 2016/17 was to secure the implementation of the Domestic Abuse 

Pathway that was developed in 2015/16. The Domestic Abuse Pathway 

Implementation Group was created to drive this forward. 

What impact our action had 

Very limited progress was made in this area. This was partly related to resource 

availability and capacity but also to disagreements between the service models to be 

implemented to secure the delivery of the pathway. 

At the end of the year we took the step of commissioning an external review to: 

• review data relating to domestic abuse 

• review the pathway and current service provision in the Isle of Man 

• formulate recommendations for the implementation of domestic abuse 

services. 

What areas for development and improvement remain to be addressed? 

The Domestic Abuse Needs Assessment team referred to above is due to report to 

the join Board meeting in September 2017 and this is intended to form the basis of 

future work in this area. 

Drugs and Alcohol related safeguarding risk 

What we did 

The JSNA on Drugs and Substance Misuse took place during the year on which we 

are reporting.  The approach adopted therefore was for the SCB and SAP to receive 

regular updating on the JSNA progress, findings and conclusions to assure itself that 

new approaches to the commissioning of Drug and Substance Misuse Services would 

contribute to securing more effective safeguarding outcomes.  The Director of Public 

Health reported on progress regularly throughout 20161/7. 

What impact our action had 

The SCB and SAP have been able to scrutinise and challenge the JSNA work and be 

assured of steps to secure safeguarding effectiveness.  The final document was not 

signed off until the summer of 2017 so impact will be monitored through the QA 

framework in the coming year. 

What areas for development and improvement remain to be addressed? 

Monitoring of the Drug and Substance Misuse Action Plan in terms of its impact on 

safeguarding effectiveness. 

Female Genital Mutilation 

What we did 
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Our key purpose was to understand the local picture and prevalence of Female 

Genital Cutting/Mutilation. To do this we established a task and finish group to 

consider issue in local context and report findings and recommendations to Joint SCB 

and SAP meeting 

What impact our action had 

The FGM Task Group analysed local context and established very low prevalence 

evidence. Nonetheless a  policy and pathway was produced to raise awareness and 

ensure appropriate responses should there be any future cases.  

What areas for development and improvement remain to be addressed? 

The Department of Health and Social Care will continue to monitor this area of risk 

and should there be a need to escalate will raise this with the SCB and SAP. 

SCB and SAP adopt a robust scrutiny and challenge role in relation to 

other partnerships that can support safeguarding effectiveness 

What we intended to do 

 Contribute to the review of partnership geography on the Isle of Man 

 Develop protocols that set out interface between SAP and other partnership 

bodies 

 Implement scrutiny and challenge arrangements across partnerships 

What we did 

Anticipated revisions to partnership arrangements did not materialise and so limited 

progress has been made in this area. The SCB has continued to operate it scrutiny 

and challenge role in relation to the Children’s Services Partnership but no adult 

equivalent has been created so this element of work has not been progressed. 

What impact our action had 

We secured alignment between the plans of the SCB and the Children’s Services 

Partnership including a shared QA framework. 

What areas for development and improvement remain to be addressed? 

A decision in principle has been reached in terms of establishing a Strategic 

Commissioning Forum that will enable scrutiny and challenge across both children 

and adult services to be secured. 

Assure ourselves that there are effective commissioning arrangements 

that secure effective safeguarding across the partnership of services 

What we intended to do 
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Scrutinise and Challenge existing commissioning arrangements in relation to 

safeguarding issues. 

What we did 

As part of the development of Safeguarding Compliance Standard 1 agencies are 

required to consider safeguarding arrangements when commissioning / contracting 

services. 

This item was also covered within the Scottish Inspectorate review 2016. 

What impact our action had 

The Safeguarding Standards Compliance Audit brought into light the requirement to 

consider Shared Services involvement within the children services arena, notably for 

Department of infrastructure staff within school settings. 

What areas for development and improvement remain to be addressed? 

The move towards Shared Services has brought with it a number of potential risks to 

Safeguarding, particularly within schools. There are currently no service level 

agreements in place to ensure clarity on Safeguarding responsibilities for the 

Department of Infrastructure and this will be considered within the 2016/17 business 

planning cycle. 

ADULT SERVICES 

What we intended to do 

In addition to the areas set out under the joint board work the SAP set out to focus 

on a number of safeguarding risk areas including: 

• Mental Health and Well-Being (including suicide prevention 

• Homelessness 

• Hoarding 

• Neglect and self-neglect 

• Safeguarding arrangements in residential and nursing care and in domiciliary 

care provision  

• Financial abuse 

In addition the SAP intended to monitor prevalence of safeguarding risk for specific 

groups including: 

• the growing elderly population  

• those with learning disability and autism  

What we did and what impact our action had 

Homelessness 
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Workshops on Homelessness have been delivered at Safeguarding Forums during 

2016/17 and there has been discussion with Third Sector organisations such as 

Graih and Housing Matters to being to consider definitions of homelessness, monitor 

prevalence of homelessness on the island and to consider how a better co-ordinated 

approach to the issue could be secured. 

The key challenge is creating a baseline picture of the extent of homelessness and 

engaging the complex range of services that are likely to work with people at risk of 

becoming homeless or who are actually homeless. 

This is an area that would benefit from the creation of the Strategic Commissioning 

Board since part of their role would be to assess prevalence and need prior to 

determining whether a strategy and action plan is required. 

Hoarding 

During this reporting period the SAP approved the multi-agency Hoarding framework 

which created a multi-agency hoarding panel that meets on a quarterly basis. This is 

intended to highlight areas of good practice and development requirements, support 

staff involved with hoarding cases and gain a clearer understanding of the extent of 

hoarding problems on the island. In addition to the overarching panel smaller 

planning meetings are convened in respect of hoarding referral to include 

representatives from relevant areas and agree an approach and provide support to 

the staff undertaking the work with the service user concerned. We are beginning a 

further programme of awareness-raising with staff in order to encourage more 

accurate reporting. Since the creation of the panel we have so far only received four 

referrals regarding hoarding, whilst anecdotally we know the numbers are 

significantly greater. 

In January 2017 we arranged a further three days training for staff across all service 

areas from Heather Matuozzo, (Clouds End). This was again well received and we 

are intending to arrange further session later this year. 

Neglect and Self-Neglect  

Keynote speeches and workshops on self-neglect have featured in a number of 

Safeguarding Forums and during 2016/17 the Isle of Man has worked closely with 

Cath Erine (initially working with Sheffield and now Barnsley local authorities) on the 

development of a policy and strategy to address this growing area of safeguarding 

risk. 

The Self-Neglect Policy was agreed during 2016/17 and the strategy and 

implementation framework will be launched at the Safeguarding Forum in 

September. 

Safeguarding arrangements in residential and nursing care and in 

domiciliary care provision  
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Close links have been set up with Registrations and Inspections so that the Board 

can both capture the outcomes of the safeguarding-related checks they currently 

include in their inspection framework and that we can identify additional areas that 

we may wish to examine in the future. 

We have established a pattern of regularly sharing our plans and our annual reports 

to support this process. 

Financial Abuse 

Performance data has indicated that this is potentially a growing area of risk in the 

adult safeguarding field.  Work has been undertaken to secure closer ties with 

Trading Standards to better understand the nature of the risk and consider 

preventive approaches. 

What areas for development and improvement remain to be addressed? 

In the new Business Plan the key areas identified for continued work are: 

Current Areas of Risk 

Mental Health, Neglect and Self Neglect, Residential Care, Nursing Home Settings 

and Domiciliary Care and Mental Health and Deprivation of Liberties 

Monitored Risk Areas 

Learning Disability and Autism, Financial Abuse and the Growing Elderly Population 

Cross-Cutting Children and Adult Risk 

Domestic Abuse, Drug and Alcohol Abuse and Transitions across children and adult 

services  
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PRIORITY 4:  TO ENSURE THAT WE HAVE A WORKFORCE ‘FIT 

FOR PURPOSE’ IN DELIVERING EFFECTIVE 

SAFEGUARDING ACROSS THE ISLE OF MAN.  

What we intended to do 

The SCB and SAP aimed to: 

 Secure assurance that all partners are providing basic safeguarding training 

as part of their staff induction arrangements 

 Carry out training needs assessment in relation to children and adult 

safeguarding , including those related to the priorities in our Business Plans 

 To develop a training development plan for both Boards 

 To secure assurance of workforce competency to deliver the safeguarding 

agenda including the evaluation of training and development activities on 

service quality and impact. 

Other key deliverables included 

 The implementation of Children’s  Safeguarding Competency Framework 
 Implementation of training needs analysis.  
 Threshold briefings* – to inform about SAF/NARRATES/Early intervention.  
 E-learning package to be implemented.  

 Review the Training and Development Group (TDG) membership and terms of 
reference 

 Review the content of the training packages to ensure that they are current and 
reflective of Safeguarding Children Board business priorities. 

            *Mandatory attendance at training and briefing 

 

CHILDREN’S SAFEGUARDING 

What impact our action had 

Four levels of multi-agency training were delivered during the period September 

2016 – August 2017.  

 

Level 1 – a total of 19 sessions were delivered for level 1.   

A total of 508 places were offered for Level 1 training. 

A total of 385 candidates/delegates/participants attended these training events. 

73 candidates cancelled prior to the training session.  

36 candidates failed to attend. 
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6 candidates were substituted 

 

 

Level 2 – a total of 333 places over 14 sessions were offered at Level 2, comprising 

9 full day training events and 5 half day sessions. 

207 candidates attended 

50 cancelled in advance 

35 failed to attend 

No candidates were substituted. 

 

 

Level 3 – a total of 510 places were offered at Level 3, comprising 4 sessions of 2 

days; 8 sessions of 1 day; and 7 half days. 

361 candidates attended 

508 
385 

6 
73 

36 

Level 1 

Invited Attended No. Substituted Cancelled DNA

333 

207 

0 
50 

35 

Level 2 

Invited Attended No. Substituted Cancelled DNA



Doc D 
 

45 
 

93 cancelled in advance 

37 failed to attend. 

3 candidates were substituted. 

 

 

Level 4 - a total of 12 places were offered at level 4 which comprised of a single 2 

day training event. 

6 candidates attended 

5 cancelled in advance 

1 failed to attend. 

 
Total of 184 places were cancelled in advance 

Total of 109 places were not taken on the day (failed to attend). 

510 

361 

3 
93 

37 

Level 3 

Invited Attended No. Substituted Cancelled DNA

12 

6 

0 

5 

1 

Level 4 

Invited Attended No. Substituted Cancelled DNA
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The major issue as evidenced above to be addressed by the Strategic Training & 

Development group is the on –going issue (compare Stats with last year 2015-2016) 

of staff cancellations and non- attendance on all Multi- Agency Safeguarding  

training levels of training. 

Possible reason for non- attendance and cancellations as evidenced in a small study 

completed in March 2017 on Multi Agency Safeguarding Training Pools indicates staff 

shortages in all agencies and volume of work hindering staff capacity to attend 

training is a barrier to practitioners attending scheduled training. 

UK Safeguarding Board’s Training Departments address this by charging for non- 

attendance and late cancellations which don’t allow for training place to be filled. 

A priority area for the Strategic Training & Development Group in this 

2017-2018 Training will be to examine a range of methods with all the 

Safeguarding partner agencies to improve attendance on scheduled 

Safeguarding Training. August 2018 

 
Safeguarding Training Levels 1 – 4 

 
A breakdown of non-attendance by organisation 
 
2015-16 

         
Level 1 

Private 
Sector DEC Charity 

Social 
Care Health DHA 

Religious 
Org Cancelled DNA 

DNA 2 4 2 4 1 1 0 26 14 

Cancelled 4 1 7 7 4 2 1     

Level 2               Cancelled DNA 

DNA 6 5 9 12 22 3 1 115 58 

Cancelled 11 8 11 4 2 2 1     

Level 3               Cancelled DNA 

DNA 11 2 4 17 14 2 0 101 50 

Cancelled 15 11 15 29 25 6 0     
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What areas for development and improvement remain to be addressed? 
ADULT SAFEGUARDING 

Adult Safeguarding Training benefitted from an additional £30,000 investment in 

2016/17 to secure parity with existing investment in children’s safeguarding training. 

The basic adult protection awareness training programme continued successfully 

during this reporting period delivered primarily by members of the training pool.. 

The training was revised slightly to reflect changes in policy and procedures.  

During this year 20 Basic Awareness training sessions were held with 369 attendees 

from all service areas attending over these sessions. 

As highlighted in previous reports the pool of trainers has diminished and for the 

forthcoming year some sessions have had to be cancelled, although we have now 

recruited two more trainers to the pool.  We will need to consider whether reliance 

on the pool is sustainable given pressures on staff in their day-to-day roles. 

In addition to the basic awareness training the team continue to contribute the 

health Care certificate course run at Nobles by providing a session on safeguarding. 

The team has provided or has planned bespoke training for Hospice, all areas of 

Learning Disability residential services, housing providers and other providers, in 

particular in preparation for the opening of the new nursing home in Salisbury 

Street. 

Three days training took place respect of hoarding for a multi-disciplinary group of 

staff in January 2017 and was very well received. These sessions complemented the 

introduction of the Hoarding panel.  

In February 2017 three days training were provided for staff across all agencies with 

regard to Making Safeguarding Personal. Again this was well received and ideas 

from these sessions are informing further developments in our practice. 

Following the approval of the Self Neglect Policy and Procedures by the SAP we have 

arranged training regarding Self Neglect which is taking place in June 2017. Staff 

from the Safeguarding Team are attending a training event in the UK with regard to 

Financial Abuse in June 2017. 
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PRIORITY 5:  TO ENSURE THE VOICES OF SERVICE USERS 

AND STAFF ARE HEARD IN PLANNING, 

DELIVERING AND EVALUATING SAFEGUARDING 

PROVISION. 

What we intended to do 

 Engagement with service users so that their views are taken into account in 

planning, delivering and evaluating safeguarding arrangements 

 Engagement with front line staff so that their views are taken into account in 

planning, delivering and evaluating safeguarding arrangements 

 Engagement with Service providers so that their views are taken into account 

in planning, delivering and evaluating safeguarding arrangements 

 Ensure Parents and Carers have access to advice and support which meet 

their identified need 

 Engagement with politicians to raise awareness of safeguarding and ensure 

their active involvement 

What we did 

The focus of our work in this area has been the implementation of the ‘Children’s 

and Adults Communication and Engagement’ strategy and action plan which was 

produced in 2015/16. 

Key messages and target groups have been identified to include: 

 ‘Safeguarding is everyone’s business’ 

 ‘every child will have the best possible opportunities in life’ 

 ‘protect the vulnerable’ 

 ‘promote resilience’ 

These transfer to target groupings including: 

 The community at large 

 Children, young people and adults that are service users 

 Voluntary and Community Organisations 

 Parents and Carers 

 SCB / SAP Partners 

A range of Communication methods have been deployed including: 

 Revised website material 

 Quarterly Newsletter – Safeguarding Matters 

 Other publications 

 Board events such as the Safeguarding Forums  

 Training and Development 

 Media releases 
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 Display boards 

 Annual report 

Communication and Engagement Action Plan Summary  

To deliver the improvements sought the SCB, in collaboration with the SAP, 

formulated a Communication and Engagement Strategy. The headline performance 

evaluation is as follows: 

 

What impact our action had 

The strategy helped make a distinction between communication and engagement.  

The communications element informed professionals, service users and the wider 

community about the work of the SCB/SAP and delivered key messages to support 

effective safeguarding. The engagement element ensured that the views of service 

providers, service users and the wider community inform our direction of travel and 

assessment of our impact in promoting effective safeguarding. 

There has been some real success in engaging with Children and Young People 

through the Voices in Participation Group.  ViP has contributed to Safeguarding 

Forums during 2016/17 enabling the voice of young people in care to be heard most 

importantly within Business Plan formulation processes.  

What areas for development and improvement remain to be addressed? 

Broaden the scope of our engagement activity to cover: 

 Strategic engagement representative groups of young people; 

 Engagement with key stakeholder groups and communities of interest such as 

children and young people and vulnerable adults in care; 

 Feedback from service users at the point of delivery 

Engagement with front line staff so that their views are taken into account 

in planning, delivering and evaluating safeguarding arrangements 

What we intended to do 

 Use Safeguarding forums to provide opportunity to engage front line staff in 

business planning and annual assessment of effectiveness 

 Audit current engagement activity with front line staff that are in place to 

determine if these can provide coverage required 

 Trigger widening of engagement activity across services to build wider source 

of front line staff views 

 

 

7/12 Actions Complete 
4/12 Actions off target by 1 

SCB 

1/12 

Action off 

target by 2 

SCB’s  
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What we did 

Safeguarding Forums have been held twice a year in each of the last three years. 

Through the use of safeguarding forums, over 360 front line staff (180 delegates in 

each of the Forums run in 2016/17) engaged in the business planning and annual 

assessment of effectiveness process during 2017/20. 

Keynote addresses on significant safeguarding issues from invited speakers have 

been delivered as well as workshops on key issues.   

In addition all Safeguarding Forums have included a ‘market place’ event through 

which those providing services relevant to the safeguarding community of providers 

can be showcased and awareness of their existence raised. The statutory, third 

sector and private sector providers have contributed to ‘market place’ events. 

What impact our action had 

90% of delegates rated the forums ‘good or better’ in relation to getting their views 

heard, being listened to, and their overall evaluation of the events. 

All Forums have been over-subscribed. 

What areas for development and improvement remain to be addressed? 

It is intended to continue the current format based on feedback from delegates and 

identify staff groups who have not yet attended a Safeguarding Forum event. 

Engagement with service providers so their views are taken into account 

in planning, delivering and evaluating safeguarding arrangements 

What we intended to do 

 Use Safeguarding forums to provide opportunity to engage front line staff in 

business planning and annual assessment of effectiveness 

 Audit current engagement activity with front line staff that are in place to 

determine if these can provide coverage required 

 Trigger widening of engagement activity across services to build wider source 

of front line staff views 

What we did 

Safeguarding forums as outlined above also includes a range of providers who 

informed the business planning process. 

The Independent chair attended schedule of meetings with key stakeholders to 

inform and develop the Safeguarding agenda. 

What impact our action had 
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Provider perspectives have influenced decisions / provision  

Young people from the VIP Council have expressed that they were fully engaged in 

the development of key plans and the monitoring of key deliverables. 

What areas for development and improvement remain to be addressed? 

Further analysis of the questionnaire undertaken by the Scottish Inspectorate and 

embedding any learning that can be taken from it. 

What we intended to do 

 Develop consistent SCB branded / endorsed advice, support and sign posting 

information 

What we did 

A gap analysis and quality scoping exercise was undertaken in December 2015 and 

indicated limited availability and quality of advice and support for parents on the key 

safeguarding themes identified. A particular concern was raised in relation to 

safeguarding information regarding Sports clubs, and a parental awareness leaflet 

was published and launched in August 2015, the first of the SCB branded leaflets.  

What impact our action had 

The gap analysis has highlighted the need to develop information and advice on the 

key safeguarding themes. 

Engagement with politicians to raise awareness of safeguarding and 

ensure their active involvement 

What we intended to do 

 Report to the Council of Ministers and Social Policy and Children’s Committee 

 Awareness raising and provision of information in relation to safeguarding for 

all politicians 

What we did 

The independent chair attended key Senior Leadership and Political meetings 

including LOG, SPCC and CoMin.  This included a briefing to the new CoMin in 

October 2016 – their first seminar following the election in August 2016. 

The Annual Report 2015/16 was reported to COMIN and to Tynwald 

Individual meetings with political members were undertaken to raise awareness of 

the safeguarding agenda and business of the SCB. 

What impact our action had 
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Politicians are informed and aware of the current safeguarding challenges and are 

more fully engaged in the work of the Boards. However, there is a need to further 

extend this in the next year 

What areas for development and improvement remain to be addressed? 

The next year will present a range of additional opportunities to engage with 

politicians as both the Safeguarding Bill and the report from the Tynwald 

Investigation are presented to Members. 

It is intended to present the Annual Report to COMIN in October 2016 and to 

Tynwald in November 2016 to assist in better engaging politicians in the work of the 

SCB and SAP 
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CHILD DEATH OVERVIEW 

PANEL 
The Isle of Man Safeguarding Children Board determines the processes to be 

followed when a child dies in the Isle of Man.  The death of a child whether 

expected or unexpected represents a tragedy for families, friends and communities.  

By learning lessons from the systematic review of child deaths in the Isle of Man the 

SCB seeks to take action to prevent future child deaths and to make a contribution 

to the well-being of children and young people. 

The Child Death Overview Panel (CDOP) process is driven by best practice outlined 

in the UK, Working Together to Safeguard Children, (2015).  This describes two 

inter-related processes for reviewing child deaths as: 

a) Rapid response by a group of professionals from different agencies who 

come together for the purpose of enquiring into and evaluating each 

unexpected death of a child; and 

b) An overview of all child deaths up to the age of 18 years occurring in the 

Isle of Man.  This is a paper based exercise, based on information available 

from those who were involved in the care of the child, both before and 

immediately after death, and other sources including, perhaps, the Coroner. 

 

Isle of Man Perspective 

The infant mortality rate (children up to one year old) for England is 4 deaths per 

1000 births. The Isle of Man Public Health data indicates that the infant mortality 

rate is 2.4 per 1000 births.  

The Office of National Statistics 2015 reports a rate of 0.36 unexpected deaths in 

infancy per 1000 births.  This would suggest that we can expect 1 unexpected death 

in infancy every two years.  However the reality is that there may be a number of 

cases in any one year and none in other years simply as a result of statistical 

chance. 

Previous data collected by CDOP would suggest we can expect a total of 6 child 

deaths (up to the age of 17 years) a year – this includes expected and unexpected 

deaths. 
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Child Death Notifications 1st April 2016 – 31st March 2017 

Total Number of child deaths this year –  6 

Expected Deaths  Unexpected Deaths 

5 1 

 

Neo Natal Deaths – death under 28 days - 2   (2 extreme prematurity)  

Life limiting condition – 1 

Medical condition – 2 (carcinoma) 

Unexpected Death (SUDIC) - 1 

 

Deaths brought to Panel - 1st April 2016– 31st March 2017 

Life limiting condition  Notification to panel 

Medical condition (carcinoma) Notification to Panel 

Unexpected death (SUDIC) Full review 

 

Issues Highlighted: 

 Panel recommended a scoping exercise /needs assessment was facilitated by 

Public Health in relation to care pathways in children. This should include 

Primary Care, GPs, Secondary Care and Specialist Nurses. 

 Patient Safety and Governance in Nobles Hospital and Primary Care to be 

advised of gaps in record keeping and history taking. 

 SUDIC Protocol review to be completed with reference made to organ 

donation and the use of the Rainbow Room IOM Hospice to be included. 

Further learning: 

 The case which proceeded to full review at CDOP also highlighted issues with 

the general management of unexpected death. The death was not managed 

via the SUDIC Protocol. Learning discussed at CDOP highlighted that the 

protocol should have been used. This would have allowed for a more 

coordinated approach to the management of the child’s death focussing on 

the support for parents and longer term bereavement support. 
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Actions: 

 Public Health has included a scoping exercise for management of children 

with medical conditions in their work programme for 2018.  

 Relevant Patient Safety and Governance committees across Health Services 

have been advised of issues re history taking and record keeping. 

 The SUDIC Protocol is to be reviewed at the end of June 2017. Relevant 

parties have been invited to comment on the protocol. 

 Multi agency training sessions are to be held throughout this year to ensure 

staff are aware of the protocol and when to use it.  

Governance: 

Stability has been brought to CDOP over the last year with a consistent chairperson.  

All identified actions from reviews have highlighted to relevant agencies and actions 

are underway.  

Targets for the coming year: 

 Updating of the SUDIC Protocol 

 Completion of outstanding reviews 

 Completion of training sessions and inclusion of these in a rolling programme 

for relevant in the multi-agency arena.  
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SERIOUS CASE REVIEW SUBGROUP 

Purpose of the SCR Subgroup 

The Serious Case Review Group carries out serious case reviews and other reviews 

of practice, formulates plans of action to address recommendations arising from 

these reviews and monitors progress in delivering these action plans.  The Quality 

Assurance Group evaluates impact by revising the quality assurance and 

performance management framework to test whether the identified improvements in 

practice are secured. 

Work Undertaken During 2016/17 

During 2016/17 the SCR Subgroup has not carried out any formal Serious Case 

Reviews but it has focused on the implementation of recommendations from reviews 

carried out in the previous year – the content of which is set out below. 

In addition it has carried worked on four reviews two of which have been completed 

and two of which are still in process at the time of writing this report. 

In addition to local reviews the SCR subgroup also ensures it is apprised of learning 

from reviews undertaken in other jurisdictions particularly across the UK to 

understand key learning arising there and to test whether similar concerns and 

improvements are required in the Isle of Man. 

The recommendations from serious case reviews and other reviews carried out in 

2015/16 have all been implemented. This includes: 

 Training and development to enhance the knowledge and skill base of 

practitioners in assessing the impact of parental mental ill health on children 

 A review of transfer polices to ensure that where a child moves to the Isle of 

Man but is not the subject of a child protection plan there are clear criteria to 

help practitioners decide whether there should be a proactive formal 

handover of case information; 

 A review of the multi-agency supervision protocol to ensure that it is more 

widely used together with an action plan to promote its use in complex cases. 

 Steps to ensure partners implement and monitor the effectiveness of a 

structured assessment and planning process for vulnerable children who are 

below the threshold for social work services as part of the development of an 

integrated early help and support process 

 The implementation of a pathway for working with faltering growth which is 

clearly understood by all practitioners and used to inform assessments and 

plan 

 Work to support the development of professional confidence in recognising 

both the indicators and causes of neglect and the role that parental responses 

play in informing an analysis of risk. 
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 A review and audit strategy meeting procedures and processes to ensure that 

there is clarity on who should attend, in what circumstances and that the 

record of the meeting clearly demonstrates an analysis of risk, the decision in 

respect of s46 enquiries, an action plan when required and minutes are 

distributed to all who were invited to attend. 

 A review of the escalation policy to support the development of a culture 

where escalation is seen as a key aspect of professional accountability and a 

positive tool to enhance critical thinking and decision making in the best 

interests of the child.  

 Work on the development of a supervision system for staff within schools; 

 Work with schools to ensure that the role of the school within the child 

protection process is understood and implemented by all staff.  

 Naming one safeguarding lead and one deputy safeguarding lead in the 

school;  

 Work with partner agencies to develop a good practice guide for 

communicating in child protection cases; 

 The production of practice guidance supporting the implementation of the 

Data Protection Act  

Disclosures of Historic Abuse 

A key role of the SCR Subgroup is to focus on learning and development. This 

includes learning and development in other jurisdictions that may be relevant to the 

Isle of Man context. 

Historical child abuse scandals have been brought to public notice recently in many 

jurisdictions, and the Isle of Man has been no exception and this year rigorous 

investigations have been undertaken into allegations against an individual who was 

an employee in a children’s home on the Island some 30 years ago years ago. This 

individual had been prosecuted subsequent to working here and the current 

investigation was sensitive to the needs of victims coming forward for the first time. 

The SCB acknowledges that shame and fear do not lessen over time and would 

reassure the community that all agencies are committed to the rigorous investigation 

of child abuse and neglect no matter what period of time has lapsed since the abuse 

took place. 

Both Safeguarding Boards are committed to rigorous monitoring, scrutiny and 

challenge of provision now and to learning and acting on findings from the past.  
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SAFEGUARDING FACTS AND 
FIGURES 
 
SAFEGUARDING CHILDREN BOARD 

The number of referrals to Children and Families Social Care over the year was 989. 
This was very consistent to the previous year (987) and continues to be over the 
target range (850 – 930) although the % over target has decreased significantly 
from 11% (103) 2015/16 to 6% (59) 2016/17. Analysis of UK referral figures show 
they have experienced increases and it is important to note this is a volatile statistic 
and therefore we have continued to implement a 10% margin of error. 
 
There was a rise in referrals in Q2 (300 compared to 242 Q1) with a subsequent fall 
in referrals during Q3 (229) and Q4 (190). Referral figures are significantly down on 
the 13/14 figures (1416) and there is an indication of referral numbers now levelling 
off as a result of revised and improving referral mechanisms. 
 
Re referrals as a total of referrals received shows an outcome of 13% over the 
target set, however for 6 months of the year the rate was less than the target. 
There were 324 referrals over the course of the year (34% of total referrals 
received). Further analysis is taking place to explore the reason for this. However, 
there has been an overall downward trend for the past 4 years. This indicates better 
understanding of thresholds. 
 
Increased awareness and recognition of neglect and abuse is one factor which 
supported our anticipation for increased recognition and possible re referral. 
Similarly the embedding of the early help and support exposed some previously 
unidentified abuse and neglect, interestingly emotional abuse has become the main 
category of abuse locally, when comparing to other UK jurisdictions where neglect 
seems to be the main reason for making a referral. These categories of abuse are 
closely linked and further analysis is taking place as to why emotional abuse seems 
to be a prevailing factor here on the Isle of Man. 
 
593 referrals were subject to NARRATES assessment and 220 Strategy meetings. 
These are the starting points for children and families to receive services from 
Children’s Social Care.  
 
The Police continue to be the biggest source of referrals representing 35% of all 
referrals, this is down from the previous period where the figure was 42%. Health 
(combined) is second to Police with 15% and is an increase from 9% 15/16.  
 
This is a change from last year with general public / friends and relatives were the 
second largest referral group this has significantly reduced as a % of all referrals 
(7.5%  2016/17 compared to 22% 2015/16). 
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Third largest referrer is schools and college representing 12% (117) of referrals. 
 
 
 

Referrals by CIN Category Count 

N1 – Abuse or neglect 578 

N2 – Childs Disability 30 

N3 – Parental illness or disability 14 

N4 – Family in acute stress 55 

N5 – Family dysfunction 192 

N6 – Socially unacceptable behaviour 26 

N7 – Low income NR 

N8 – Absent parenting 46 

N9 – Cases other than child in need 6 

Grand total 947 

 
The numbers of children subject to a plan (76) and over the course of the year were 
within the target range of 64 -89 cases which translates to a turnout of 4.4 per 1000 
population. This compares favourably with 2015/16 figs (89 / 5.2 per 1000) 
 
Children subject to a plan graph. 
 
100 
      76 
               60           59 
          49  
50 
 
 
 
  0 
               Q1         Q2        Q3         Q4 
  

Timeliness of CP conferences and reviews showed improvement from last year in 
that they were all within the 85 – 100% target range, with the exception of the 
ICPC; 74% were held on time.  
 
Participation of children and families in at least one CP conference is 78% and 89% 
respectively. This is below the 90 – 100% target for 2016/17 and significantly 
improved from 2013/ 14 and 2014/15 figures (31% and 39% respectively). 
 
The embedding of the Signs of Safety strengths based approach has assisted with 
these improvements in participation.  
 
Looked After Children 
 
   A low rate is an indicator of good performance. The overall number of LAC has 
once again remained static – between 91 and 100 when compared to previous 
years. 2016/17 Q2 saw the biggest increase from 91 to 100 before stabilising at 95 
for the remaining 3 Quarters. 
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Number of Looked After Children 
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 95 
 
 
 
 90 
               Q1         Q2        Q3         Q4 
 

As expected the demographic of the LAC population shows age profile now 
beginning to change towards under 9’s (40%).  This showing entry at an early age 
as the numbers of older Looked After Children continue to reduce. There is a fairly 
equal split between male and female LAC although there are now more females 
(53%) than males (47%) than in previous years. 
 
Residential placements have remained static at 25% against a target of 18%. Off 
island placements make up 4% (4 children). Foster placements have reduced due to 
utilising other arrangements such as increasing adoption placements. 
 
The ethnic origin of Looked After Children are predominantly declared as Manx (60, 
Q4), with White British the second largest group (27, Q4). 
 
Children missing from home 
 

 
 

Although there are few occasions where a child is reported missing for more than 24 
hours, this figure has increased from the previous period 2015/16, peaking in Q1 
and Q4. Agencies work collaboratively to reduce the number of incidents and the 
reviewed procedures have improved monitoring and data capture which has had an 
impact on numbers 2016/17. 
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Domestic Abuse 
 
 
 

 
 
Following year on year increases in this area there has been an overall drop in reported 
incidents most notable in Q3 before returning 2015/16 Q2 levels. This followed increased 
awareness of Domestic abuse and although levels  were expected to spike then level off, 
this remains a key business plan priority area. 
 
 
 

 
 
 

Indecent Sexual Assault on females under the age of 16yrs remains the highest 
offence type towards children. There has been a significant reduction in rape cases 
(5 2016/17) when compared to 2015/16 (12). 
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There were increases in reporting of violent crime towards children in Q2 and Q4 of 
2016/17. Common assault remains the highest offence type. Most offences involve 
both the victim and offender being young people. 
 

Health  
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Key Performance Indicators (KPIs) 

Set out below are the out-turn data for 15 Key Performance Indicators  

 

Indicator  End year 

2015/16 

Target  End year 

2016/17 

1. Number of referrals per 1000 

population 

(number) * 

58.0 

987 

53.7 

(850 – 930) 

58.2 

989 

2. % of re-referrals in total referrals * 28% 

 

25 – 30% 34% 

 

3. % referrals that become NARRATES 

or strategy discussions 

83% 

 

70+% 82% 

4. % NARRATES S46 completed in 15 

days *  

N/A 95% 45% 

5. % NARRATES CwCN completed in 45 

days  

N/A 85% 90% 

6. Number of CwCN (incl CWD) open 

cases at 31/3/17 

140 

 

Up to 200  133 

 

7. CP open cases per 1000 population        

Number of CP open cases at 31/3/17  

5.2 

89 

3.8 – 5.2 

64 – 89  

4.4 

76 

8. LAC open cases per 1000 population 

Number of LAC open cases at 31/3/17 

5.4 

93 

6.0 

90 – 102 

5.6 

95 

9. % CwCN Reviews on time 79% 

 

85-100% 82% 

 

10. % CP Review Conferences in time 85% 

 

85-100% 93% 

 

11. % LAC Reviews on time 95% 

 

85-100% 92% 

 



Doc D 
 

64 
 

12. % Supervisions completed that were 

due (from 97 returns) 

80% 85-100% 79% 

13. % Pathway Plans in place* 67% 

 

100% 65% 

 

14. % children participating in or 

contributing to LAC/CP/CiN Reviews* 

LAC: 92% 

CP: 70% 

CiN: 21%  

LAC 80% 

CP 75% 

CwCN 75% 

LAC: 90% 

CP: 85% 

CwCN: 

19%  

15. Social Work Service operating to 

agreed average caseload 

18 16-18 17 

 

Note: a star * indicates that there is a note associated with the KPI on page 13 

 

SAFEGUARDING ADULTS PARTNERSHIP 

 

For the period 1 April 2016 until 31 March 2017 we received a total of 221 Adult 

Protection alerts (241 in the previous year). Four of these alerts related to 

organisational issues and therefore alerts related to individuals were 217. This 

equates to approximately 8% reduction in alerts. However a number of these alerts 

were complex in nature and required a significant amount of work including in some 

cases numerous meetings. In addition for eight months of this reporting period the 

team was one team member down and was only back to full strength from April 

2017.  In addition to the core business of the team they also provided a wide range 

of bespoke training regarding Safeguarding across a range of service providers. 

 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

2015 18 16 19 16 18 13 14 17 23 32 24 23

2016 19 26 12 16 24 28 28 20 21 10 14 13

2017 18 15 16

0
5

10
15
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35

SATeam Referral Comparison  
Year on Year  

Jan 2015 to Mar 2017 
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Comparison with most recent Jersey figures 

 

 

Rates of referral on the surface in Jersey appear higher; however the population of 

Jersey is approximately 20,000 more than the Isle of Man. Therefore if we upscale 

the Isle of Man figures to account for the population difference the majority of 

months are reasonably similar. The main differences being July in which Jersey 

remains almost double that of the Isle of Man, whilst for September to December 

inclusive, the Isle of Man would appear to have a significantly higher referral rate. 

Without greater knowledge of the reporting framework within Jersey it is difficult to 

evidence any reason for this difference. Comparison will I believe become easier in 

future as the Isle of Man and Jersey and Guernsey adopt the same reporting 

framework. We will endeavour also to understand any difference between our own 

and Jersey/Guernsey’s thresholds and reporting requirements. 

 

Individual involved in Adult Protection Alerts 

Of the 221 Adult Protection Alerts the breakdown by age and gender is as follows.  

(As above out of the 221, four were organisational alerts and therefore do not show 

on gender/age chart below.) 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

IOM 2015 18 16 19 16 18 13 14 17 23 32 24 23

Jersey 2015 20 26 24 24 29 19 30 23 18 28 24 21

0
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Comparison  
Alerts/ Referrals 2015 
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The age breakdown in the Isle of Man during this reporting period continued to be 

significantly higher in the over 65 age range with approximately 69% (70.5% in 

previous year) of Adult Protection Alerts relating to service users over 65 and 

approx. 31% (29.5% in previous year) to under 65’s. As with last year this is 

consistent with previous reporting period. This differential is further compounded by 

the fact that the four ‘organisational’ alerts relate to organisations in which the 

majority of service users that are potentially affected are over 65. 

With regard to gender breakdown 36% (36.3% in previous year) of Adult Protection 

alerts were in relation to males and 64% (63.6% previously) in relation to females. 

The difference in numbers is consistent and would be expected as mentioned in 

previous reports due to higher proportion of older females in population. 

 

Ethnicity 

18-64
Female

18-64
Male

65-74
Female

65-74
Male

75-84
Female

75-84
Male

85-94
Female

85-94
Male

95+
Female

95+
Male

Total 33 34 17 15 40 15 41 10 8 4

0

5

10

15

20

25

30

35

40

45
A

xi
s 

Ti
tl

e
 

SATeam Gender Analysis  
2016-17 
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We have continued to endeavour to capture more accurate information regarding 

ethnicity of those people allegedly subjected to harm in some way. In previous 

reports we had approximately 20% of AP alerts in which ethnicity has not been 

recorded. As can be seen above the capture of this information is now almost 100% 

with only one alert in which the ethnicity of the individual was not recorded. As with 

previous reports it remains clear that despite the increasing diversity of ethnicity 

within the Isle of Man, the numbers of alerts relating to groups other than ‘white’ is 

extremely low. Our intention remains to identify how we raise awareness within 

different ethnic groups in order to ensure all residents in the island have the same 

opportunity for support. As a result of other training issues in the last 12 months and 

also the previously mentioned staff shortage this has not been addressed as yet and 

it is our intention to complete this work over the next 12 months. 

 

Adult Protection Alerts by Source of referral April 2016 – March 2017 

 

1 1 19 3 31 35 6 

100 

2 3 1 1 13 1 
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As reported previously, our recording on RIO regarding source of referral has 

continued to enable us to capture more accurate information with regard to the 

source of referral. 

As highlighted in previous reports we continue to see evidence of reporting from 

Nobles and MH which are both continuing to improve. In addition reporting from 

Learning disability services has shown significant improvements. 

I believe that the continued awareness rising from, Training, Policy and Procedure 

consultation and Safeguarding forums, coupled with the fact that Mental Health 

services Nobles Hospital and Learning disability services all have a dedicated lead 

regarding Safeguarding who appreciate the importance of this issue and are in a 

position to encourage staff within their areas, has assisted in this improvement. 

These leads are also members of one or more of the various Safeguarding sub 

groups and contribute fully to identifying any practice issues that may arise and also 

suggestions for future developments. 

In addition to the above improvements we continue to successfully receive AP alerts 

from a wide range of service areas and professions. 

 

Type of residence of subject of AP Alert 

Of the 221 Adult Protection alerts the type of accommodation/location of subject of 

alert was as follows – 
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The breakdown across different types of residence has remained reasonably 

consistent across the year. In particular alerts in relation to service users in the 

community is generally approximately half of all alerts. This is consistent with 

previous reports. 

In comparison with last year’s reporting we have seen a doubling in alerts from 

Learning disability residential, which is consistent with the improved engagement 

highlighted above. Alerts in relation to patients at Nobles have increased from 2 in 

the 2015/16 report to 17 during this reporting period. Again I believe that this is 

indicative of vastly improved engagement and understanding and not of a major 

problem within Nobles. Historically issues in Noble’s hospital have been under-

reported to Safeguarding but have been dealt with by Nobles own internal 

procedures. 

Within the Private and DHSC residential sector we have seen a reduction of 

approximately half during this year compared to previous year. We are unclear as to 

the reason, although it may be resultant from the significant amount of training we 

have provided in these areas over recent years, now impacting on improved care of 

residents and more appropriate management of challenging behaviours which avoids 

conflict between residents which previously resulted in alerts being raised. We will 

continue to monitor this in order to ensure that the cause is not related to a return 

to the underreporting of concerns. 

Alerts from nursing homes have seen a significant increase; again I do not believe 

that this is indicative of a problem in this area. I believe that nursing homes have 

become even more aware of the need to report concerns following the recent large 

scale safeguarding, R&I and Police investigation into an issue within one home and 

are keen to ensure that everything is reported. 

 

Communit
y/Own
Home

Private
Residentia

l

LD
Residentia

l
LD Private

Gov
Residentia

l - DHSC
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Nursing
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UK
Residentia

l

Series1 107 19 15 4 18 17 36 1
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Type of Risk 

Of the 221 alerts, the breakdown in terms of allegation types (264) is as follows – 

 

As in previous reports the total number outlined above is clearly in excess of the 

total number of alerts, as a consequence of some alerts relating to more than one 

category.  

During this period most types of abuse have remained relatively stable.  And the 

pattern of type of abuse remains consistent.  

As highlighted in previous report the high number of psychological/ emotional abuse 

is not indicative of a huge increase in this category of abuse; it merely reflects a 

more accurate recording of the psychological / emotional impact of any abuse on the 

individual concerned. This category continues to be added as a secondary type of 

abuse on any Adult Protection alerts. 

 

 

Clearly the main areas of difference are as follows; 

71 
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i) Neglect (71/49) which is even greater (approximately double) when 

allowing for upscaling to equal Jersey population of around 20,000 more. 

ii) Sexual – Isle of Man being about half of Jersey rate when allowing for 

upscaling. 

iii) Institutional – it is difficult to comprehend why Jersey would have no 

reported alerts relating to institutions. However it may be related to how 

they record alerts. 

iv) Psychological/ emotional – the Isle of Man rate when upscale would be 

about 2.5 times that of Jersey. This could however be related to the fact 

that we include this with other reasons and therefore multiple abuse types 

may be logged in relation to one alert. It is possible that Jersey only report 

the main abuse type and therefore the secondary recording of 

psychological abuse may skew our figures in comparison. 

We will be endeavouring to gain a greater understanding of Jersey and Guernsey’s 

thresholds and reporting in preparation for moving to similar reporting and improved 

benchmarking. 

 

Resolution of Adult Protection Alerts 

Of the 221 Adult Protection alerts received during this reporting period not all were 

required to continue to the conclusion of all stages of the process. These 221 alerts 

did result in 255 meetings during this period. The following chart indicates the level 

within the process at which we closed the Adult Protection alert and also the 

outcome that occurred within the process. 

 

The alerts closed at the alert stage and not progressing to any meeting where either 

inappropriate referrals to Adult Protection and advice given regarding an appropriate 

approach or in some cases low level concerns in which staff were advised of how to 

deal with the situation and advise us of the outcome of the suggested interventions 

for our records in case repeat occurrence’s took place. This is in keeping with the 

introduction of threshold tiers within the revised policy and procedures. 
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Compliance with timescales regarding planning meetings, conferences etc. 

During this period nearly 71% of planning meetings and 90% of case conferences 

were held within the timescales prescribed within the procedures. The average in 

timescale of all meetings was 78%. All of the meetings out of timescale were as a 

result of slight delay due to key peoples availability and not indicative of cases being 

allowed to drift. 

Commitment and engagement with the Adult Protection process 

We are continuing to see an improvement in engagement with the Adult Protection 

process both from our own staff and managers and from other agencies. The 

following information indicates the degree of compliance with meeting attendance. 

 

 

 

 

 

 

 

 

 

 

Volume of Adult Protection Meetings for comparison  
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Whilst the average percentage attendance at meeting is, in my view very good, at 

86%, there was clearly a dip in attendance during the third quarter. Reminders were 

sent to people reminding them of their responsibilities and our expectations with 

regard to attendance. As can be seen Q4 attendance is exceptionally high.  

Hoarding 

During this reporting period the SAP has approved the multi-agency Hoarding 

framework and we have created a multi-agency hoarding panel that meets on a 

quarterly basis. This is intended to highlight areas of good practice and development 

requirements, support staff involved with hoarding cases and gain a clearer 

understanding of the extent of hoarding problems on the island. In addition to the 

overarching panel smaller planning meetings are convened in respect of hoarding 

referral to include representatives from relevant areas and agree an approach and 

provide support to the staff undertaking the work with the service user concerned. 

We are beginning a further programme of awareness raising with staff in order to 

encourage more accurate reporting. Since the creation of the panel we have so far 

only received four referrals regarding hoarding, whilst anecdotally we know the 

numbers are significantly greater. 

In January 2017 we arranged a further three days training for staff across all service 

areas from Heather Matuozzo, (Clouds End). This was again well received and we 

are intending to arrange further session later this year. 

Carers Assessments 

During this reporting year we have had 42 requests for carers’ assessments  

(33 in previous year).  As previously reported, whilst this number remains low it 

does not reflect the larger number of situations in which a carer’s assessment has 

been offered and then declined.  
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CHALLENGES FOR THE FUTURE 
This Annual Report sets out in detail the work that the SCB and SAP have 

undertaken during 2016/17, with an analysis of the impact on service performance 

and safeguarding outcomes for children and young people in the Isle of Man. 

Much has been achieved across the partnership of agencies that make up the 

Boards.  However, our learning and improvement processes identify what now needs 

to be done, both to sustain and develop our work and to respond to new challenges 

that have arisen through recent change. 

The SCB has set out its intentions for the next year in its new Business Plan 

published in April 2016.  Our priority actions have been identified against a range of 

driver.  The drivers include: 

• The Government’s new strategic imperative to sustain an inclusive and caring 

society 

• The outcomes of reviews of cases and organisational safeguarding compliance 

audits; 

• Evaluations of the impact of our previous Business Plans and analysis of need 

and safeguarding risk in the Isle of Man, including the Joint Strategic Needs 

Assessment (JSNA) and Children’s Services Plan 

• Key areas of safeguarding risk specific to the Isle of Man – as evidenced our 

Quality Assurance and Performance Management (QAPM) data 

• Priorities for action emerging from QAPM operated by the Boards 

• Responses to the views of stakeholders, including the outcomes of 

engagement activities with children and young people 

• Best practice reports issued in the UK 

We have continued the business planning model introduced in 2014/15, which aligns 

the Business Plan with the QAPM, and the budget.  

The five key strategic priorities for the SCB remain the same as for 2015/16. This 

was strongly supported by the Safeguarding Forum in February 2017.  The key 

strategic priorities will be: 

PRIORITY 1 To assure ourselves that safeguarding is everyone’s business. 

 

PRIORITY 2 To assure ourselves that there are robust safeguarding policies, 

procedures, protocols and practices which keep children safe. 
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PRIORITY 3 To be assured that there are robust arrangements to address areas 

of safeguarding risk to children on the Isle of Man. 

 

PRIORITY 4 To ensure that we have a workforce ‘fit for purpose’ in delivering 

effective safeguarding across the Isle of Man 

 

PRIORITY 5 To ensure the voices of service users and staff are heard in 

planning, delivering and evaluating safeguarding provision. 

 

Key areas for improvement will include: 

 

• Securing statutory status for the SCB 

• Securing impact in those areas of improvement identified in the safeguarding 

compliance audits undertaken in government, schools third sector agencies 

• Ensuring NARRATES, Signs of Safety, Making Safeguarding Personal and 

other key frameworks to enhance our safeguarding activity are effectively 

implemented across our partnership of agencies, secure improved service 

delivery and improved safeguarding outcomes for children, young people and 

vulnerable adults 

• Reducing prevalence of areas of safeguarding risk such as neglect, self-

neglect, financial abuse, e-safety, specialist mental health 

• Monitoring risk in other areas such as child sexual exploitation, looked after 

children and care leavers, children and adults with disabilities 

• Securing consistent delivery of training and the embedding of the 

safeguarding competency framework 

• Widening participation and engagement with both service users and staff. 

 

Against each of these priorities the SCB and SAP have identified key outcomes for 

improvement and the actions that will need to be taken over the next year to 

achieve these improved outcomes.  These are set out in our Business Plans which 

are available on our websites. 

The Quality Assurance and Performance Management Framework for the Boards has 

been revised to ensure that they reflect the new Business Plans and enable ongoing 

monitoring of performance of core business that is not covered in the business plan. 

Quality Assurance and Performance Management will continue to be framed around 

our ‘four-quadrant’ model as set on page 9.
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Safeguarding Children Board: Business Plan 2017-21 

Our Aim Ensure Safeguarding is everyone’s business through Scrutiny, Support and Challenge 

Priority 

Themes 

Our Partners 

and Strategic 

Links 

Outcome 

Our Plan 

 An inclusive and caring society 

Neglect Emotional Abuse 
Children with 

Disabilities 

E-safety and E 

bullying 

Children missing 

from education 

Voluntary and Third Sector 

Organisations 

Department of Health and 

Social Care 

Children Services 

Partnership 

Department of Home 

Affairs 

Isle of Man Constabulary Department of 

Infrastructure 

Safeguarding Adults 

Partnership 

Community Safeguarding and 

Resilience Group 

Ensure there is a 

Workforce ‘fit for 

purpose’ 

Ensure robust and 

effective arrangements 

are in place to address 

areas of safeguarding 

risk 

Ensure Safeguarding 

Policies, protocols, and 

practices are in place 

across the partnership 

Making safeguarding 

everyone’s business 

Child Sexual 

Exploitation 

Specialist CAMHS 

Looked After 

children and 

Care leavers 

Children missing 

from home and 

care 
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Joint Safeguarding Children Board and Adults Partnership: Business Plan 2017-21 

Our Strategic  

Objective 
Ensure Safeguarding is everyone’s business through Scrutiny, Support and Challenge 

Priority 

Themes 

Our Partners 

and Strategic 

Links 

Outcome 

Our Plan 

 An inclusive and caring society 

Community 

Safeguarding 

and Resilience 

Transition where 

threshold for Adult 

services is not met 
Homelessness 

Sexual Health 

and Sexual 

assault 

Drug, Alcohol  

and substance 

misuse 

Voluntary and Third Sector 

Organisations 

Department of Health and 

Social Care 

Children Services 

Partnership 

Department of Home 

Affairs 

Isle of Man Constabulary Department of 

Infrastructure 

Safeguarding Children 

Board 

Community Safeguarding and 

Resilience Group 

Ensure voices of service 

users, staff, are heard in 

planning, delivering and 

evaluating provision 

Ensure there is a 

Workforce ‘fit for 

purpose’ 

Ensure robust and 

effective arrangements 

are in place to address 

areas of safeguarding 

risk 

Ensure Safeguarding 

Policies, protocols, and 

practices are in place 

across the partnership 

Making safeguarding 

everyone’s business 

Mental Health Domestic 

Abuse 

Female 

Genital 

Mutilation 

Radicalisation 

(PREVENT 

agenda) 
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Safeguarding Adults Partnership: Business Plan 2017-20 

Our Strategic  

Objective 
Ensure Safeguarding is everyone’s business through Scrutiny, Support and Challenge 

Priority 

Themes 

Our Partners 

and Strategic 

Links 

Outcome 

Our Plan 

 An inclusive and caring society 

Mental health 
Neglect and Self- 

Neglect 

Residential care, 

nursing homes 

and domiciliary 

care 

Mental Capacity 

and Deprivation 

of liberties 

Voluntary and Third Sector 

Organisations 

Department of Health and 

Social Care 

DEFA Department of Home 

Affairs 

Isle of Man Constabulary Department of 

Infrastructure 

Safeguarding Children 

Board 

Community Safeguarding and 

Resilience Group 

Ensure voices of service 

users, staff, are heard in 

planning, delivering and 

evaluating provision 

Ensure there is a 

Workforce ‘fit for 

purpose’ 

Ensure robust and 

effective arrangements 

are in place to address 

areas of safeguarding 

risk 

Ensure Safeguarding 

Policies, protocols, and 

practices are in place 

across the partnership 

Making safeguarding 

everyone’s business 

Financial 

Abuse 

Learning 

Disability and 

Autism 

Growing 

elderly 

population 
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APPENDIX 1 

MEMBERSHIP OF THE ISLE OF MAN SAFEGUARDING 

CHILDREN BOARD 

Board Members 

Paul Burnett   Independent Chair 

Ronald Barr   CEO, Department of Education and Children 

Jackie Betteridge  Third Sector Representative 

Malcolm Couch  CEO, Department of Health and Social Care  

Henrietta Ewart  Interim Director of Public Health 

Mark Kelly   CEO, Home Affairs 

Gary Roberts   Chief Constable, Isle of Man Constabulary 

 

Professional Adviser to the Board 

 

Debbie Brayshaw Chief Social Worker and Head of Safeguarding, Children’s 

Social Care  

 

Board Support 

 

Gary McManus  Children’s Services Officer 

Kate Hooson-Owen  Secretary to the SCB 
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Jackie Betteridge  Third Sector Representative 

Malcolm Couch  CEO, Department of Health and Social Care  

Henrietta Ewart  Interim Director of Public Health 

Mark Kelly   CEO, Home Affairs 

Gary Roberts   Chief Constable, Isle of Man Constabulary 

 

Professional Adviser to the Board 

 

Cath Hayhow  Director of Adult Social Care 
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Helen Prescott 

 

APPENDIX 2 

 

GLOSSARY OF TERMS and ACRONYMS 

 
AIG   Action and Implementation Group - the forum reporting to SCB 

CDOP  Child Death Overview Plan  

COMIN Council of Ministers 

CPO  Child Protection Officer  

CSE  Child Sexual Exploitation 

CSP  Children’s Services Partnership 

CwAN  Children with Additional Needs  

CwCN  Children with Complex Needs 

DA  Domestic Abuse  

EWB  Emotional Well Being  

JSNA  Joint Strategic Needs Assessment  

MSP  Making Safeguarding Personal 

NARRATES Needs Assessment, Robust Risk Analysis and Timely, Effective Support 

QAPM  Quality Assurance and Performance Management 

SAP  Safeguarding Adults Partnership 

SAPRC  Social Affairs Policy Review Committee 

SCB  Safeguarding Children Board 

SCR  Serious Case Review  

SPCC  Social Policy and Children’s Committee 

TDG  Training and Development Group  

VIP  Voices in Participation  

 

 

 

 

 

 

 


