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Foreword

Detailed within this annual report is the work undertaken by the Safeguarding Partnership (known as the 
Safeguarding Children Board) whose purpose is to safeguard children and work together with a collective aim to 
better improve the outcomes for our children and young people.

This report includes the partnership approach to safeguarding children and young people in response to COVID 19 
pandemic and resulted in the Government introducing restrictions through The Adoption and Children (Coronavirus) 
(Amendment) Regulations 2020. These regulations allowed for easements to child care practice and afforded staff 
across the partnership and families to adhere to the national guidance through Public Health England. Practice 
across the partnership had to be adapted to ensure children were kept safe as far as possible within the restrictive 
practice.  This has impacted on the pace of change for the partnership on actions identified in the previous year 
which will be outlined in the report. There is acknowledgement and appreciation of the work that all staff have 
undertaken throughout the pandemic in such demanding circumstances as well as the added stress on children and 
families.

What does this report cover?
Reporting requirements for our safeguarding partnership arrangements are set out in Working Together to 
Safeguard Children (2018) on pages 82-83 as follows:

“In order to bring transparency for children, families and all practitioners about the activity undertaken, the 
safeguarding partners must publish a report at least once in every 12-month period.  The report must set out what 
they have done as a result of the arrangements, including on child safeguarding practice reviews, and how effective 
these arrangements have been in practice.

In addition, the report should also include:
 Evidence of the impact of the work of the safeguarding partners and relevant agencies, including training, on 

outcomes for children and families from early help to looked after children and care leavers.
 An analysis of any areas where there has been little or no evidence of progress on agreed priorities
 A record of decisions and actions taken by the partners in the report’s period (or planned to be taken) to 

implement the recommendations of any local and national child safeguarding practice reviews, including any 
resulting improvements.

 Ways in which the partners have sought and utilised feedback from children and families to inform their work 
and influence service provision.

Safeguarding partners should make sure the report is widely available, and the published safeguarding arrangements 
should set out where the reports will be published.  A copy of all published reports should be sent to the Child 
Safeguarding Practice Review Panel within seven days of being published.  

Where there is secure establishment in a local area, safeguarding partners should include a review of the use of 
restraint within that establishment in their report, and the findings of the review should be reported to the Youth 
Justice Board.  

The three safeguarding partners should report any updates to the published arrangements in their yearly report and 
the proposed timescale for implementation”

This report has been independently scrutinised prior to publication and includes analysis within the body of the 
report from the Scrutineer. 

Independent Scrutineer Introduction

There has been a swift and effective response to the Pandemic, a workforce who have sought to support children 
and families in the most challenging of personal and professional circumstances.  Strategic leaders have told me 
that professional relationships have been strengthened and have been mutually supportive. 
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Recommendations from Scrutineer in previous annual report and progress made;

• Recommendation - Regular feedback from leaders represented on other boards and forums requires 
strengthening.  

• Although the Memorandum of Understandings are in place (MoU) opportunities to share information may 
have been missed. Whilst there have been specific standing items this has not strengthened regular 
contribution.

• Recommendation - To focus on evidencing that what the child communicates to professionals is responded 
to in a way that enables a child to thrive and to feel involved in decisions about their life and their future. 
Having the right services at the right time delivered responsively to the needs of the individual child based on 
their assessed needs. The findings in multi-agency audits indicate this is not well understood with limited 
evidence that individual children are receiving the right support at the earliest opportunity.

• Recommendation - The whole partnership agreed it required a step change in its approach to data and 
performance information. A new approach, if proactively embraced, will provide clearer outcome focused 
evidence. This in turn will support senior leaders to be proactive in responding to shortfalls in practice.   There 
is no evidence to date to support the intended impact of the new approach. 

• Recommendation - There had been a recent introduction of a training impact evaluation process, but a focus 
was required on capturing how professional training impacts on their service delivery to the benefit of 
children and families. This has not progressed but understandably time and effort has rightly focussed on 
responding and delivering training safely during a pandemic.

• Recommendation - To strengthen practice to engage directly with children to hear first-hand what their 
views are in relation to safeguarding locally. The demands of the pandemic has brought about the increased 
use of electronic communication and for individual older children this has meant an increase in 
communication.  Reference: Building rapport and establishing meaningful relationships using technology in 
social work (Social Care Institution for Excellence SCIE) October 2020.

PROGRESS

The LSCB have been working on four key priorities during the year. There is recognition that the current pandemic 
has interfered somewhat in the pace of expected change for developing safeguarding practice, however, the 
expectation remains that these priority areas will continue to be monitored through safeguarding activity until the 
partnership is satisfied through evidence, that improvements to support and enhance practice clearly demonstrates 
a positive impact on the outcomes for children.

1. The partnership will ensure it holds the child’s lived experience at the centre of all that they do, and the impact 
and outcomes of multi-agency services and support are well understood.

Whilst this priority has not been achieved at the expected level, there is some evidence that the partnership is 
concentrating efforts to hold the lived experience of the child in all that they do and have done so illustrated in some 
of the following ways:

Merseyside Police capture the Voice of the Child at critical points such as attendance at incidents where they may 
have seen or heard traumatic events, when they are brought into custody or interviewed about alleged criminal 
offences or when the police encounter children in any setting and there are signs of vulnerability. This is critical work 
that has been a priority for the force, featuring in training for frontline officers, officers in custody or safeguarding 
roles, investigators and call handlers. Compliance is monitored through local and force-wide performance structures 
and significant progress has been made. We continue to broaden our engagement with children through our Safer 
Schools Officers, the work our Local Policing Teams do with partners around diversionary activities for young people 
and the work of the Violence Reduction Partnership to understand from young people ‘what works’ in terms of 
educational inputs, diversionary activity and other preventative methods.
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Community Rehabilitation Company – Whilst this is more difficult to evidence for an adult-facing service, our 
women's teams are embedded in partner agencies, who deal directly with children, eg, children of prisoners. Where 
required, staff attend and engage with children's social care, including Child Protection and CIN meetings. 
Meaningful home visits policy and guidance outlines how staff are expected to engage with children during home 
visits. All interventions, particularly those focusing on domestic abuse, deal with the impact of offending behaviour 
upon children and families.

The Clinical Commissioning Groups (CCGs) work in partnership with Sefton Young Advisors (YAs) to understand how 
best to involve CYP in their work and also commission them to undertake bespoke engagement exercises on their 
behalf. Sefton Young Advisors work with schools, colleges and all CYP networks across Sefton and support local 
organisations to more effectively involve young people so that their views are considered as services develop and 
change. The YAs are also members of the CCGs’ Engagement and Patient Experience Group which advises and 
supports health related engagement and consultation exercises across Sefton. Through CCG channels, and via the 
YAs and their networks, we promote all local engagement exercises to encourage feedback on all age service 
developments and proposals

Aintree Hospital- Where possible we engage with children, young people and families who attend our services to 
reflect the experience that they have had utilizing complaints and complements cards and friends and family 
questionnaire. Predominately it is within AED, Dental Hospital, Sexual Health Services and Prosthetic and Wheelchair 
services. The Trust has now in place a Paediatric and Young Persons Transition group with a key action to obtaining 
views and opinions to guide future service developments.

Youth Offending Team (YOT) - The young person’s voice is captured within AssetPlus assessments and reviewed 
during interventions and at the end of involvement. ‘Back on track’ process is in place for young people who are not 
complying with orders, this approach supports engagement rather than returning to court. Young people are 
encouraged to attend the panel to share their experiences, if they are unable to attend their views are gathered 
prior and shared during the meeting. 'What do you think' is provided to young people as standard practice to 
capture their views of the service. Electronic surveys are in development to capture feedback throughout YOT 
involvement and at point of closure.

Children’s Social Care (CSC) - The CSC's monthly Children’s Safeguarding meeting opens with the 'voice of the child'. 
We have worked with the Making a Difference (MAD) group to produce videos used in our training programmes. We 
also have MAD group representation at interview panels. Service Managers regularly consult with the MAD group 
around issues relevant to their services. We have recently, as part of the QA Framework, begun to ask young people 
about their experience of the service being afforded to them. The Principal Social Worker has ensured that direct 
work tools have been made available to the workforce to assist in planning for children.

2. To support the partnerships development of a multi-agency model of practice.

There continues to be a delay in introducing a partnership ‘model of practice’ and this remains an important area of 
address to support the development of a cohesive working culture for the partnership. This requires renewed focus 
and pace if we are to support practitioners to work together effectively and deliver interventions and support to 
children and families in a coordinated way in a common and well understood language.

3. To continue to support staff development through the delivery of identified multi-agency training needs.   

There has been strong activity, illustrated in this report, from the board to support staff development through 
training, auditing, briefings and increased resources for practice delivery. The board has been responsive to its own 
findings and has introduced the additional delivery of specific training and development sessions on those identified 
and emerging themes. Due to COVID-19 restrictions, all face to face training was suspended from March 2020-
September 2020.  Some face to face training resumed from September – December 2020 and from January 2021 
onwards all training was delivered virtually. There were 52 sessions delivered all with maximum numbers of 
attendance. There had been a recent introduction of a training impact evaluation process, with a focus on capturing 
how professional training impacts on their service delivery to the benefit of children and families. This is being rolled 
out but has yet to be fully embedded. It is expected that as the easing of lockdown is lifted and the training for 
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professionals gathers even more momentum, we can systematically monitor the impact of training received in 
frontline practice.  The impact of training will continue to be measured through the Section 175 and Section 11 
auditing processes.

4. A greater focus on specific groups of children where increased safeguarding vulnerabilities are identified. For 
example, children sexually abused in the family environment 

The LSCB has a sub group that concentrates on specific areas of safeguarding vulnerability. The work undertaken this 
year has been in relation to Children Sexually Abused in the Family Environment, following on from a multi-agency 
audit identifying strengthening of practice in some areas such as professional curiosity and challenge, as well as 
refreshed learning opportunities for professionals to support in their identification of sexual abuse. To date the 
group has progressed work which has resulted in the introduction of a key strategy and an associated action plan. 
This has been supported through commissioned specialised training in relation to child sexual abuse for the whole 
partnership. 

Independent Scrutineer Section Comments:
Sir Alan Wood in his 2016 review of safeguarding arrangements set out what he considered to be the key strategic 
issues that need to authorise and underpin effective multi-agency practice.

The list of the issues that the 3 strategic partners should focus on are listed below. I have rated them (Good, 
Sufficient, Limited and Unsatisfactory) based on the evidence I have to date. These points create the framework 
within which practice takes place and allows practitioners to focus on getting on with the job.

Determining the physical area of operation covered by multi-agency arrangements. 
Sufficient - Recommend where it is appropriate, efforts should be focussed on city region activity, particularly 
strategies’ and any cross-cutting processes. Such work requires strategic leadership to make it happen  

The authorising vision for multi-agency arrangements, the partnership commitment. 
Sufficient - The partnership does own a shared vision stated within its arrangements, I would suggest that the 
vision is clearly conveyed by the 3 statutory partners. 

The partnership needs to confidently know what is to be addressed to safeguard children. This should include 
timely and meaningful data, with outcomes of multi-agency audits for the partnership to assure itself that the 
vision has meaning and weight. There is limited evidence of timely and relevant data to inform the partnership of 
key issues and challenges to address. 

The resource framework, e.g. the cost of the multi-agency strategic decision-making body, the cost of agreed 
initiatives, e.g. joint training, agreed local research, innovation in service design.
Sufficient - Working Together 2018 highlights that working in partnership means organisations and agencies 
should collaborate on how they will fund their arrangements. This funding should be equitable and proportionate 
across the partnership.  Whilst it is welcomed that funding has been agreed up to 2023 it falls disproportionately 
on Sefton Council and should be reviewed. 

The method to assess outcomes of multi-agency practice, including how intervention happens if performance 
falters, and how ‘independent’ external assurance/scrutiny will be utilised.
Unsatisfactory – Whilst the board does have an established method to assess multi-agency practice through 
audits and reviews, it would be beneficial to now consider a wider methodological approach to avoid repetitive 
findings. There is still too much drift and delay in changes being made to address the historical and repetitive 
findings where improvement is required. The triangulation of intelligence needs to be clearer alongside a clear 
statement of expectation from the 3 key statutory partners that holds all agencies to account.

The strategy for information and data sharing, including to allow for identification of vulnerable children in 
need of early help. 
Limited – Whilst there is the level of need guidance that supports practitioners to make the right decisions at the 
right time to the right service there is limited evidence received that there are strong systems in place that by 
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design, are able to identify vulnerable children (be that as individuals or cohorts). It would be helpful for the board 
to work with other strategic boards more closely (such as the community safety partnership) to collectively 
understand the data intelligence and respond quicker to any emerging safeguarding issues

High-level oversight of workforce planning, e.g. gaps in skilled areas. 
Limited - Some key agencies report on their workforce planning and the impact of changes in commissioning 
arrangements /delivery, but high-level oversight is lacking and therefore not well understood.

A multi-agency communication strategy on protecting children. 
Good - Policies are regularly updated and conveyed to the workforce in a timely way. Newsletters are published 
and widely disseminated. 7-minute briefings are responsive, succinct and meaningful to practitioners. Assurance is 
sought from service providers that internal communications are delivered.  Resources for practitioners on the 
board website are timely and relevant.

Risk strategy, identifying and adapting to challenges including new events, and establishing a core intelligence 
capacity. 
Limited – The partnership is responsive to emerging national issues and will undertake ‘True for Us Exercises’ to 
benchmark local safeguarding practice.  There is limited evidence of next steps. The partnership has a new risk 
register that should be owned and governed by the 3 key strategic leads.

The model of local inquiry into incidents. 

Good - The model is well understood, timely and focusses on improvements in practice.  The embedding of such 
improvements now requires some testing out and concentration needs to focus on impact in practice.

Outcomes for Children – Those in receipt of early help support, children looked after and care leavers

There has been a lack of strategic synergy between the relevant boards that cover these related partnerships which 
needs improvement and the forthcoming priorities through the business plan through years 1-3 will strengthen 
these arrangements. The partnership recognises that there needs to be a greater sharing of information, intelligence 
and analysis from those key agencies who are responsible for evidencing the impact and outcomes for looked after 
children and care leavers and the effectiveness of the early help services.

Performance Management and Monitoring

The strategic leaders and relevant agencies require a clear line of sight on operational practice. Multi-agency auditing 
is a key assurance activity. For the 2020/21 the multi-agency audit schedule was based thematically. Themes for case 
selection were based on LSCB priorities and selected by the LSCB Executive Group relevant to areas of partnership 
concern, in relation to vulnerability, or as directed in response to requirements to evaluate specific areas of practice.

During the reporting period the partnership undertook six main audits in relation to:
1. Children Sexually Abused in the Family Environment
2. Children Living with Mental Ill Health
3. Prevention and Early Intervention
4. Neglect
5. Child Exploitation
6. Covid 19

Multi-Agency Audits undertaken in the reporting period can be found here in more detail:

 
Sefton%20LSCB%20
QA%20-%20Audit%20-%20Annual%20Report%202020-21.docx
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Child Protection Data 2020-21

During 2020-21 there were 252 children subject to a Child Protection Plan.  Below illustrates the category and length 
of plan.
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Under 3 months

3 to <6 months

6 months to <1 year

1 year to <15 months

15 months < 2 years

2 to <3 years

Length of current CP Plans (%)

 Length of CP Plans 
(current) Number %

Under 3 months 58 23%

3 to <6 months 49 19%

6 months to <1 year 91 36%

1 year to <15 months 34 13%

15 months < 2 years 19 8%

2 to <3 years 1 0%

252

 

Category (current) Number %

Emotional abuse 98 39%

Neglect 134 53%

Physical abuse 7 3%

Sexual abuse 13 5%

Multiple 0 0%

252

Independent Scrutineer Comments:
The auditing activity would benefit from a greater focus of quality of practice and outcomes for children with the 
views of children and families being an integral part of the process. The auditing of practice is an opportunity to 
seek evidence that learning from case reviews has been translated into practice. 

The Section 111  of the Children Act 2004 places duties on a range of organisations, agencies and individuals to 
ensure their functions, and any services that they contract out to others, are discharged having regard to the need 
to safeguard and promote the welfare of children) and Section 1752 activity (the Education Act (2002) requires 
local education authorities and the governing bodies of maintained schools and Further Education colleges to 
have plans in place to ensure that their functions are carried out with a view to safeguarding and promoting the 
welfare of children.  Section 157 of the Education Act (2002) and the Independent School Regulations (2003) 
convey the same responsibilities on all other non-maintained settings) can also be tailored to hold a lens on the 
audit findings and learning from case reviews. For example, ‘challenge ‘conversations can provide focus and 
reassurance.

Connectivity with other strategic boards/panels 

Through the Memorandum of Understanding (MoU) it is the responsibility of the identified strategic leads within 
the LSCB who sit on those other boards, to communicate any safeguarding information back and forth. I would 
suggest that there is some work to be done to develop the required level of detail of information that is given to 

1 Section 11 of the Children Act 2004
Places duties on a range of organisations, agencies and individuals to ensure their functions, and any services that they contract out to others, are discharged having regard to the need 
to safeguard and promote the welfare of children

2 Under the Education Act 2002 (section 175/157), schools must “make arrangements to safeguard and promote the welfare of children”.
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the partnership as presently it is too ‘light touch’ and does not therefore provide evidence that this dovetails with 
the board’s expectations to progress priorities.

Impact of COVID 19

The business unit for the partnership consists of four staff (equating to 3.8 posts).
In response to the COVID-19 pandemic Sefton LSCB Business Unit operated in the following way: 

 All face-to-face training events suspended 
 Main Board meeting were initially cancelled but papers / communications continued to be circulated. By July 

2020 Main Board, Executive Board and all subgroups were continuing to meet virtually.  
 All LSCB Business Unit staff worked remotely and were fully accessible through email and Microsoft Teams.  

Whilst reliant on technology to continue in our safeguarding business constant update and developments were 
rolled out to ensure business continuity.

 LSCB Business Unit continued to supply the wider partnership support with any specific communications in 
respect of safeguarding children

LSCB Chair convened monthly meetings at start of COVID19 pandemic to receive updates from key agencies 
regarding their safeguarding children arrangements. Relevant agencies provided updates outlining individual agency 
arrangements for safeguarding children during COVID 19.

From April 2020, Sefton LSCB Chair continued to meet with accountable partners to receive information/assurance 
directly about the response and challenges to service delivery during COVID19.  There were low numbers reported to 
the board of staff sickness impacting on service delivery and practitioners continued to be committed and adaptable. 
There have been two lockdowns that have resulted in schools being closed to the majority of pupils (other than 
pupils considered to be vulnerable or pupils who are the children of critical workers)

During the COVID 19 pandemic there has been rapid adaptation to keep children safe, secure and supported. One of 
the biggest challenges has been trying to encourage those parents to send their children to school who are eligible to 
have a place. Parents have been genuinely worried about sending their children into school. For professionals 
involved with vulnerable children it has been challenging balancing the risks of children contracting and/or spreading 
COVID-19 with counteracting risks of children’s learning loss. 

In response to this a first day response initiative model of practice was designed and delivered at both pace and 
scale across Sefton. It was put into place to support children with a social worker and those who are supported by an 
Education, Health and Care Plan.

A multi-disciplinary team was put together to deliver this initiative. This included staff from early help school 
attendance, Virtual School, children’s social care, family support fostering, early years, virtual school and the 
community Adolescent Team. Sefton invested in putting administrative support in place to support the initiative.  

The first day response initiatives involved all schools and early years settings reporting daily which children (who 
have a social worker) are absent from their school or early years settings.  A form is completed by the school and 
early years setting and submitted to the local authority detailing any contact or interventions the schools and 
settings have had with those families and whether a home visit was required. 

The visits undertaken addressed; encouraging school attendance, child’s safety and well-being, if the family had 
enough food and hygiene products. During the home visit children’s access to remote learning was explored. 
Feedback was also communicated to schools.  

A group of senior managers also met on a weekly basis to manage, monitor, support and steer the work of the first 
day response initiative including looking how it was progressing and addressing any barriers that were preventing 
this model of practice from being effective. Having management oversight ensured focus remained on monitoring 
the impact of the model of practice and whether it was making a positive difference to the quality of practice. 
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Outcomes 

 During the lockdown, school attendance for children with a social worker and those supported by an 
Education, health and care plan have been consistently higher than the national average 

 This model of practice was developed, implemented and owned by the local authority and schools and the 
feedback loop demonstrated this. 

 128 children of those visited returned to face to face teaching at school as a result of this intervention.
 Demonstrated to our children and families that we care about their education 
 Children and young people stayed connected with their schools and education setting 
 Strengthened relationship between schools, early years settings and children’s social care.
 Staff experience of this initiative has motivated them to want to continue with this model of practice. 
 This model has set the direction for long-term action as lockdown is lifted, aligned with the evidence of 

positive outcomes. 

Multi Layered Approach to Embed Learning for the Development of the Workforce

(x7) LSCB 7 Minute Briefings published during 2020-21 on topics:
 Child Criminal Exploitation (March 2021)
 Child Sexual Exploitation (updated March 2021)
 Managing Allegations (March 21)
 Making a Good Quality Referral to MASH (December 2020)
 ICON Campaign (October 2020)
 Care Leavers (August 2020)
 Learning from SCR (Beatrice) (July 2020)

(x6) LSCB Newsletters Published during 2020-21
March 2021, December 2020, September 2020, July 
2020 plus
May 2020 (Special Edition COVID 19 Child’s Voice)
April 2020 (Special Edition COVID 19)

(x4) LSCB Practice Learning Briefings (Cases reviewed as multi agency 
learning opportunities have been identified)
 Dickens Family (August 2020) 
 George (August 2020) 
 April (October 2020) 
 Enid (October 2020) 

(x3) LSCB General Briefings:
 Genogram Briefing (December 2020) 
 Think Family Briefing (December 2020) 
 Multi-Agency Meetings (January 2021) 

Strategies & Campaigns during 2020-21 on:
ICON Launch - Coping with a crying baby – campaign launched in October 2020 with materials for professionals and parents.
Child Sexual Abuse in the Family Environment (CSAFE) Strategy 2020-22
Sefton’s Neglect Strategy Review 2020-25
Core Group Agreement (2020)
Early Help Strategy introduced
Neglect strategy refreshed
Graded Care Profile 2 (GCP2) LSCB supported the re-introduction

Case Review Work

The partnership has not undertaken any Local Child Safeguarding Practice Reviews in the reporting period.  The 
partnership has been proactive in referring cases where multi-agency learning opportunities have been identified.  
Consequently, the LSCB has been active in evaluating practice and has undertaken several reflective case reviews. All 
reviews are shared across the partnership through a myriad of communication channels. Any recommendations/ 
actions that come from each piece of work is overseen by the relevant subgroup of the board. The cases have been 
published on the LSCB website. 

Level of Need Guidance

The Level of Need Guidance was revised July 2020 and rolled out with accompanying virtual talking power point 
presentation. Unborn addendum introduced.  Printed copies obtained with accompanying foldable desk cube of 
Levels of Intervention.  The partnership will work together to refresh the level of need guidance over the coming 
year in keeping with both practical and legislative changes

https://seftonlscb.org.uk/cp/default.aspx
https://seftonlscb.org.uk/cp/default.aspx
https://seftonlscb.org.uk/lscb/news/multi-agency-reflective-reviews-practice-learning-briefings
https://seftonlscb.org.uk/lscb/news/multi-agency-reflective-reviews-practice-learning-briefings
https://seftonlscb.org.uk/lscb/news/multi-agency-reflective-reviews-practice-learning-briefings
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Multi Agency Training

Due to COVID19 restrictions, all face to face training was suspended from March 2020-September 2020.  Some face 
to face training resumed from September – December 2020 and from January 2021 onwards all training was 
delivered virtually. Despite COVID impact there were 52 sessions successfully delivered, consisting of 860 
professionals. In addition, work has been progressed in relation to:
 Adopting virtual model of training has provided an additional platform via Microsoft Teams to gauge impact on 

practice. 
 Following further restrictions Working Together content was swiftly adapted to virtual delivery, which includes 

new pre requisite learning followed by virtual learning event. Multi-agency collaboration was strengthened and 
continues to include guest speakers and representation from MASH team, Early Help and Independent 
Reviewing Officer. 

 Consistent delivery has provided a platform to listen to frontline practice and share concerns and solutions via 
training pool and the learning and development subgroup for ongoing cycle of improvement.

The LSCB continues to operate a Training Pool and there is a strong commitment from the members of the training 
pool that consists of practitioners and managers who have supported the adopted phased approach to Learning and 
Development. The aim is to be responsive and creative in interpreting LSCB Board priorities underpinned by a 
collective commitment to promote the importance of the voice of the child and find ways to understand the lived 
experience of the child. Moving forward, the partnership needs to introduce a pathway for agencies to feedback 
through to the partnership the impact of safeguarding training as evidenced through staff supervision. By achieving 
this, we can truly benchmark the quality and impact of training on safeguarding practice.

New Working Arrangements

The 3 statutory partners are accountable and have increased their commitment to tripartite leadership of a learning 
system. By September 2021 they will provide increased strategic oversight and visibility of the safeguarding agenda 
and give confirmation of their requirements which will include identifying the relevant agencies, safeguarding 
priorities, with performance and data requirements and the necessary resources.  The safeguarding arrangements will 
now be referred to as Sefton Safeguarding Children Partnership.

In July 2021 the partnership will be reviewing the detail behind the revised arrangements and agreeing steps for robust 
implementation.

The 3 key statutory partners will report back through the next yearly report, evidence of the added value and impact 
of these arrangements.

Independent Scrutineer Comments:
Strong leadership is critical for arrangements to be effective in bringing together organisations and agencies. In 
situations that require a clear, single point of leadership, all three safeguarding partners should decide who would 
take the lead on issues that arise.  Should the lead representatives delegate their functions they remain 
accountable for any actions or decisions taken on behalf of their agency.

External scrutiny was undertaken and reported in December 2019. This was a joint targeted inspection (JTAI) of 
the multi-agency response to children’s mental health in Sefton.  A weakness in partnership working was 
identified and specifically recommended: 

 The mental health needs of children are understood, addressed with effective service commissioning.
 Improved communication, information sharing and the application of thresholds and where appropriate 

ensure escalation processes are followed 
 Child protection procedures are followed 
 To improve the coordination and effectiveness of early help children’s mental health service response 

The safeguarding partnership revised the levels of need and continues to raise awareness of the escalation 
process.
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An additional area of Scrutiny -A neighbouring authority Cheshire West and Chester undertook a peer review on 
the effectiveness of the safeguarding arrangements and provided some helpful observations about the 
arrangements for the statutory partners to consider. These are now forming part of the revised arrangements for 
2021 

The scrutineer will seek evidence and triangulate this with frontline practitioner, relevant agencies and children 
and families.

Statement of Assurance from the 3 Key Statutory Leads

As the 3 key statutory leads we will provide the strategic leadership required, clearly communicating the priorities, 
and hold relevant agencies to account. We will support a renewed emphasis on early and effective interventions 
supported by a well understood model of practice for the partnership. We will continue to respond to the challenges 
that Covid-19 brings and ensure that all staff are supported to work together. We will remain vigilant in our response 
to the known impact of Covid-19 on children and young people as well as remaining alert to things we have yet to 
address as evidence is being gathered from both a national and local level.  Understanding the journey of each 
individual child is key. We must hear their voice.  Understanding the support needed for frontline staff is key. We 
must hear their voice.  We also know that we need to do more to amplify the voice of children and young people 
who may be overlooked through inequality be that through race, culture, personal identification or ability.

Next Steps

The agreed priorities will be fully supported and illustrated in the revised partnership structure to strengthen 
safeguarding practice.

The priorities will be developed in consideration of:

 Learning from Rapid Reviews, Serious Case Reviews and Multi-agency Reflective Reviews 
 Priorities identified from the safeguarding partnerships performance management data and audits.
 Learning identified in the National Child Safeguarding Practice Review Panel Annual Report and other 

national reports.

At the very end of this reporting period Ofsted carried out a focussed visit within Children’s Social Care. Any areas of 
required development or improvement that are identified for the partnership will also be priority work for the 
coming year.

Overall our annual report illustrates that the partnership needs to have a sharper focus on impact, outcomes and 
assurance. In part this will be aligned (when known) to any areas of improvement required from the recent Ofsted 
focussed visit.

Independent Scrutineer Conclusion:

As the 3 statutory partners provide the strategic direction in 2021/22, I recommend the partnership is realistic and 
focus on 2/3 key safeguarding issues relevant to the local communities. I recommend that the statutory partners 
are persistent in ensuring relevant, reliable and timely data is provided with analysis. The wider partnership is 
reflective and has high ambition for continuous improvement. It will be important to continue to foster the 
culture of regular communication with high support and critical challenge. These are necessary ingredients for 
partnerships to work better together to improve the lived experiences of children and families. 

Child Safeguarding Practice Review Panel in their Annual Report stated they expect six themes to be a focus for 
shared learning with safeguarding partnerships, and nationally, to improve the safeguarding system.
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Six key practice themes to make a difference:
 Understanding what the child’s daily life it like
 Working with families where their engagement is reluctant and sporadic
 Critical thinking and challenge
 Responding to changing risk and need
 Sharing information in a timely and appropriate way
 Organisation leadership and culture for good outcomes

These themes resonate with findings in case reviews and audit activity.  I recommend they are a focus for the three 
statutory partners in 2021/22.

Name/Role Agency Signature
Lisa Lyons
Interim Executive Director, Children’s 
Social Care and Education

Sefton Council L Lyons

Graeme Robson
Superintendent

Merseyside Police

Fiona Taylor 
Chief Officer

South Sefton CCG
Southport & Formby CCG


