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1. Foreword by the Halton Children and Young 

People’s Safeguarding Partnership Chair 

 
This Annual Report has been written with the support and challenged provided by an 
independent scrutineer. It covers the whole period for the operation of the Children and 
Young People’s Safeguarding Partnership from September 2019 to December 2020. 
 
There were challenges in setting up the new arrangements. However, as a tripartite 
leadership team we set about it at pace to address and deliver what was required. We have 
also ensured that we have continued to work closely with wider regional structures Pan-
Cheshire and with Liverpool which are relevant to addressing the needs of children and young 
people.  
 
As this report outlines, we can evidence that we have focused on ensuring that learning and 
development have been actively pursued within the new and developing arrangements.  
 
We know and acknowledge that it is early days and that there is more to do on evaluation of 
our work and on assessing the impact of the Partnership over time in keeping children and 
young people safe in Halton. 
 
There have been many external challenges during this period.  
 
Financial constraints have been a significant issue for all the partners.  
 
The COVID-19 pandemic and the impact on all public services was enormous and we are 
proud of the way we came together to ensure we made appositive and effective response. 
 
Lastly, we continue to be in a time of changing organisational arrangements nationally and 
locally and we have had to cope with this and manage it. The next significant change, which 
we are already preparing for, will be the establishment of an integrated care partnership. 
 

The progress made in improving safeguarding and in managing the challenges during the 

COVID-19 pandemic is a tribute to the managers and staff who work across services to keep 

children safe in Halton. The Safeguarding Partners would like to thank everyone involved for 

the contributions they have all made 
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2. Halton Context 

Halton has a population of 129, 000. It is a small borough with circa 31,200 children and young 

people. Halton continues to share many of the social and economic problems more associated 

with its urban neighbours on Merseyside. The Index of Multiple Deprivation (IMD) for 2019 

shows that overall Halton is ranked 23rd nationally. All levels of unemployment are above 

national average with Universal Credit claimants being the highest in the Liverpool City 

Region. It is also estimated that over a quarter of our children and young people in Halton live 

in poverty.  

The Local Authority and all the safeguarding partners experienced severe budget reductions in 

recent years and ongoing reductions are anticipated to continue. For example, in relation to 

the Local Authority, it is estimated that Halton’s Government Grant Funding will have been 

reduced by 63 million (61%) or £500 per person over the 10 years between 2010 and 2020. 

Halton Borough Council is a constituent council of Liverpool City Region Combined Authority. 

As far as local safeguarding arrangements are concerned, Halton is part of Cheshire Police and 

safeguarding polices are pan-Cheshire. The NHS Halton Clinical Commissioning Group (CCG) 

covers both Halton and Warrington Local Authority areas. 

 

 



HCYPSP Annual Report 2019-20 
5 

 

3. Establishment of the Partnership 
  

The Halton Children and Young People’s Safeguarding Partnership (HCYPSP) is a statutory 

partnership established under the Children Act 2004 to co-operate with each other to 

safeguard children and promote their welfare. Guidance is set out in Working Together to 

Safeguard Children 2018. The Partnership is responsible for ensuring services are delivered, in 

the right way, at the right time, so that children are safe and that a positive difference is made 

to the lives of them and their family. 

The arrangements were developed by the statutory safeguarding partners, NHS Halton Clinical 

Commissioning Group (CCG), Halton Local Authority and Cheshire Police during 2019 as a 

result of wide ranging consultations with partners and community representatives. The 

Partnership was set up from July 2019. 

The HCYPSP is a multi-organisation partnership coordinated by a small team, which oversees 

and leads children safeguarding across the Borough of Halton. The main objective of the 

HCYPSP is to gain assurance that safeguarding arrangements delivered locally by partner 

organisations are effective, working individually and together.    

 

4.    Governance arrangements 

Memorandum of Understanding 

The arrangements are underpinned by a Memorandum of Understanding which sets out the 

arrangements for the partnership’s purpose and operation. 

Safeguarding Leadership Group Membership: 

                     

 

Chair of the Partnership 

The Partnership is chaired by a representative of each safeguarding partner for a year at a 

time. 

 

Strategic Linkage 

The HCYPSP has effective linkage to other strategic groups in Halton and more widely across 

Cheshire to ensure a clear remit and cross partnership working, as well as strong working 
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relationships with other strategic safeguarding boards across the Borough. The HCYPSP 

arrangements have been established in the context of existing Strategic partnership 

arrangements across Halton that support children, young people and families, including the 

Health and Wellbeing Board, Halton Safeguarding Adults Board, the Pan-Cheshire Channel 

Panel, Halton Community Safety Partnership, Local Family Justice Board and the Multi-Agency 

Public Protection Arrangements (MAPPA). The local arrangements also link to other 

underpinning and associated partnership forums. 

 

Groups and Structures 

• Safeguarding Leadership Group 

The three accountable officers (or their delegates) meet formally every 6 months to: 

o Assure each partner of the effectiveness & impact of the safeguarding arrangements;  

o Set the priorities for the partnership based on the analysis of need and performance;  

o Determine service development & responses to identified need across the partnership.  

 

• Executive Group  

This group meets quarterly. It oversees the work of the subgroups and receives performance 

reports and analysis and makes recommendations on the effectiveness of the arrangements 

and the priorities for the HYSCPP.  

 

• Contextual Safeguarding – Strategic Group  

This group sets the strategic direction for services and support for vulnerable young people at 

risk of exploitation – those who are missing, sexually exploited, criminally exploited and at risk 

of trafficking and modern slavery.  

 

• Contextual Safeguarding - Operational Group  

This group oversees the multi-agency operational co-ordination of risk management for 

vulnerable young people.  

 

• Safeguarding Practice Group  

This group oversees the effectiveness of operational delivery of services to children and young 

people at Levels 2 and 3 of the Halton Levels of Need Framework through multi-agency and 

single agency audits, identification through performance reports of themes and trends, will 

make recommendations for training.  
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• Specific Themed Sub-Groups  

• Health Sub-Group  

This group ensures delivery of the Children and Adult Safeguarding key aims, objectives, 

workplans and learning from children and adult reviews across the health economy.   The aim 

is to ensure a consistent approach across commissioning and provision of health services in 

relation to safeguarding practice.   

 Safeguarding Education Sub-Group  

This sub-group will ensure engagement with schools designated safeguarding leads and 

support training, development and scrutiny (e.g. s175 audits) and intelligence reporting on 

emerging themes and trends within schools. This will also include 6th Form and FE Colleges.  

 

• Thematic Task and Finish Groups as required  

As themes emerge, the HCYPSP sets out specific themed task and finish groups to review an 

area of safeguarding and make recommendations for developments, training, learning and 

changes is service delivery. 

 

5. Intent and business priorities of the HCYPSP 

2019-20 
 

The intent of the HCYPSP arrangement is to:  

• Co-produce with children, young people and families using their strengths and assets to 

develop services to meet their individual needs.  

• Provide robust independent scrutiny and assurance to the partnership in relation to 

safeguarding and the welfare of children and young people in Halton.  

• Make children’s safeguarding personal and swift so they remain in families, in school.  

• Build children, young people and families’ resilience.  

• Drive an even stronger partnership with schools, colleges and local agencies.  

• Ensure children and young people are safeguarded in their wider community from 

exploitation 

 

The safeguarding partners have agreed to: 

• Work collaboratively and creatively with children, young people and families using their 

strengths and assets;  



HCYPSP Annual Report 2019-20 
8 

 

• Lead on engaging with relevant agencies to ensure collective responsibility for building 

children’s resilience and safeguarding;  

• Further develop and promote the best of what already exists in Halton and think 

innovatively about multi-agency practice to improve outcomes relating to children’s 

resilience and safeguarding;  

• Lead on system change and work across the wider policy and partnerships landscape to 

develop and implement new ways of working and to identify opportunities to co-locate 

services that reduces duplication, improves practice and outcomes for children across the 

safeguarding pathway;  

• Continue to develop our independent scrutiny framework to provide high levels of 

assurance across the children’s safeguarding pathway. 

 

Business Priorities for 2019-20 

1. Ensuring that the board has effective and efficient structures, processes and resources in 

place to undertake its objectives and functions effectively. 

2. Promoting and overseeing the effectiveness and the quality of practice in the local 

safeguarding context. 

3. Scrutiny and quality assurance of the effectiveness of local safeguarding arrangements. 

4. Supporting the development of a safe and informed workforce, including volunteers.   
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6. Purpose and scope of the Annual Report 

This report has been written on behalf of the agencies who make up the partnership by an 

independent safeguarding consultant. 

The new arrangements require the HCYPSP Executive to publish an annual report on the 

effectiveness of child safeguarding and promoting the welfare of children in the local area.  

Therefore, this report aims to provide a rigorous and transparent assessment of the 

performance and effectiveness of local services. It also aims to identify areas of weakness; the 

causes of those weaknesses and any proposals and actions being taken to ensure 

improvements. 

Finally, this report also includes an account of progress made in implementing actions from 

reviews, lessons and the sharing of learning, from the front line, that have been undertaken 

within the reporting period. 

The scope of the Report is to cover the period from 1st September 2019 when the Partnership 

was first established to the end of the first full year on 31st December 2020. 

This annual report is a retrospective look at the work of the HCYPSP for 2019/20 and will also 

include progress and analysis of the effectiveness of the first 12 months of the new 

safeguarding arrangements under Working Together to Safeguard Children 2018. Therefore, 

unless stated otherwise, data reported is for April 2019 to March 2020.  However, reporting 

and analysis may extend to August 2020 to cover the first 12 months of the new 

arrangements. 

 

7. Safeguarding Activity 

This is a brief overview of some of the safeguarding activity data for Halton. It has been 

problematic in this period to provide full data because of the delayed introduction of a new 

activity recording system within Children’s Services. The Local authority has worked effectively 

with the IT provider to resolve the difficulties. 

 

Data 

The number of CAFs advised by the integrated Contact & Referral Team (iCART).  A key 

development following a comprehensive review of CAF is the move towards a Multi-Agency 

Plan (MAP) which has been co-produced with partners and is an easier family-based approach 

based on the outcome star model for children, teenagers and parents. The limited roll-out so 

far has been well received by families and was acknowledged in our last Ofsted inspection.  
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2019-2020 = 1152 open MAPs with lead professional stated in table above 

2020-2021 = 1050 open MAPs (as at December 2020) but the IT system cannot yet provide a 

breakdown by lead professional but it is estimated that 75% of the open MAPs during the year 

are local authority led with the previous year being the same. 

This is a matter of note and there is a need for discussion between partners about wider 

involvement in early help and completing the assessments. 

 
Source: CPP Base Report 23.02.21 

Neglect is the category used for the majority of Child Protection Plans and, at 23.02.21, is 

almost twice as prevalent as the second highest category: Emotional Abuse. 

Charity, 4
Children's Centre, 

127

Early Years, 7

Health, 8

Locality Team, 
695

Other, 10

School, 96

External CAF, 205

2019/20 CAF ACTIVITY DURING THE YEAR 

Emotional Abuse, 
47

Neglect, 93

Physical Abuse, 
13

Sexual Abuse, 3

CATEGORY OF ABUSE FOR CHILD PROTECTION PLANS
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Children Living in Halton in the Care of Other Local Authorities 

As of 22nd February 2020 there were known to be at least 169 children placed in Halton by 

other local authorities, which is an increase on last year.  Other Local Authority Notifications 

are not consistently provided to Halton.  

Halton is working with residential and foster care providers as well as other local authorities 

to ensure that as many children are identified as possible. 

Private Fostering 

There are currently 2 children under private fostering arrangements. The average age of the 

children & young people with Private Fostering arrangements during the year is 14 years old. 

It is recognised that this is likely to be lower than the actual number of children with this 

status.  

There is an active work stream, driven by the partnership, to raise awareness with parents 

and professionals about the requirement to notify the local authority of any private fostering 

arrangements. 

Children who are Adopted 2019/20 

   

A1:  Average time between a child entering care and moving in with their adoptive family.  

The threshold is 426 days and Halton’ average for the 3 years 2016-19 was 431 days (taken 

from the 2019-20 Adoption scorecard). 

Action is being taken to improve this and to reduce the delays. Monthly tracking meetings 

continue to be embedded into practice to ensure that historical delays are addressed and 

permanence decisions for children in long-term foster care are made within children’s 

timescales.   

A2: Average time between the Local Authority receiving court authority to place a child, and 

the Local Authority deciding on a match to an adoptive family.  The threshold is 121 days and 

achieved an average of 184 days for the 3 years 2016-2019. (data taken from the 2019/20 

adoption scorecard).   

Achieving permanency through adoption is supported through the Regional adoption Agency, 

Together for Adoption at monthly meetings and reviews of cases to ensure progress is being 

made to identify any drift. 

6

10

5

23

13

0

5

10

15

20

25

2019/20 2018/19 2017/18 2016/17

Number of adoptions from care

Placed <12 mths from adopt decision Adoptions from care

The number of adoptions 

from care during 2019/20 was 

16, a significant increase on 

previous years (13 2016/17, 

23 2017/18, 5 2018/19).   

Of these 16 adopted children, 

10 (62%) were placed with 

prospective adopters within      

12 months of the decision to 

adopt. 
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Missing Children 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Audit Activity 
Local safeguarding activity data is regularly scrutinised by the partnership to ensure that any 

issues or shortcomings can be identified and rectified 
 

Auditing of practice is being carried out to evaluate how effectively services are operating.       

A structured multi-agency audit cycle is in place by the Safeguarding Partnership. 

The auditing function is an integral part of the quality assurance processes of the Halton 

Children and Young People Safeguarding Partnership and Children’s Trust to carry out their 

functions monitoring the effectiveness of services provided to safeguard and protect children. 

7%

16%

13%

3%

61%

271 INDIVIDUALS REPORTED MISSING

CICOLA CIC CIN CP NOSC

19/20 – there was 1343 

missing children 

notifications an increase 

on the previous year of 

256 (19% increase) made 

by 271 individuals.  

20 CICOLA (Child In Care 

Other Local Authority),   

44 CIC (Child In Care),     

34 CIN (Child In Need),     

7 CP (Child Protection) – 

166 not open to social 

care. 

 

This data set has identified some key areas for the HCYPSP to focus on: 

• Need to capture further information about MAPs completed to consider the 

effectiveness of early help and to support and encourage wider participation in the 

MAPs amongst professionals across all agencies.  

• Further development of responses to cases of neglect including improved 

understanding of concomitant harm for children including child sexual abuse and a 

more comprehensive understanding of the nature of neglect. 

• Further promotion and awareness raising of private fostering within Halton 

• Ensure there are effective safeguarding in relation to the increasing number of 

children placed in Halton from other local authorities  

• There are effective safeguarding processes and systems for Missing Children but there 

is a need to investigate why there has been a 20% increase in the number of 

notifications. 
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The multi-agency audits enable identification of areas of practice that are working well and 

those that need improvement across the partnership. Audits also promote service 

improvement through the identification of key practice issues. 

The multi-agency audit informs policy, practice guidance and learning and development 

activity and it provides an opportunity to check if previously identified practice improvements 

have been embedded across partner organisations and what difference this has made in 

delivering positive outcomes for children and young people. 

 

A structured multi-agency audit cycle is in place by the Safeguarding Partnership. Learning 

points are collated in an action log and monitored by the Safeguarding Practice Group and 

have informed areas for development such as the neglect strategy working group and have 

informed the refreshed working together training.  

Three audits have been undertaken 2019/20. The following recommendations for action are 

tracked in the learning and improvement log by the safeguarding practice group and have 

informed the re-launched working together training. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

i. A Multi-Agency Pilot Audit of Child Exploitation was completed in February 2020. 

This identified learning which was shared with the partnership for action: 

 Ensuring planning and interventions are not just short-term and reactive and are 
more outcomes focussed.  

 Co-ordinating activity across agencies particularly between adult and children’s 
services 

 Need to explore with child, young person or family the reasons behind specific 
situations or behaviours 

 

ii. Multi-Agency Audit was carried out in relation to Neglect in May 2020 –  

     This was to underpin the review agreed in March 2020 of the local Neglect strategy 

and rise in Neglect concerns within Halton. 

The following recommendations were made to the Partnership: 

 HCYPSP to secure assurance on review of line management and supervision 
arrangements required to ensure that they are effectively supporting frontline 
practice. 

 HCYPSP to secure assurance on need to assess workforce confidence and 
competence to appropriately challenge and escalate concerns through the Pan-
Cheshire Multi-Agency Escalation Procedure. 

 HCYPSP to secure assurance on need to encourage and support professionals to 
ensure that the voice and lived experience of the child is clearly heard, understood 
and visible within assessments and planning. 

 HCYPSP to review local data to identify any patterns or trends in the identification of 
neglect within specific age groups in Halton. 

 HCYPSP to secure assurance on the quality and impact of parenting support to 
improve parenting skills and reduce neglectful behaviours. 

 

https://www.proceduresonline.com/pancheshire/halton/p_escalation_pol.html
https://www.proceduresonline.com/pancheshire/halton/p_escalation_pol.html
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Practice Learning and Reflective Reviews 

Rapid Reviews 
During the first lockdown period, two young babies sustained serious head injuries and rapid 
reviews were undertaken. The factors were similar to the national picture with domestic 
abuse and substance misuse being contributing factors.  Actions taken from the learning 
identified in these reviews are being progressed by the Safeguarding Practice Group. 

Reflective Review 
Criminal Exploitation – Patterns of harm and patterns of help 
A reflective review was carried out by a task and finish group in November 2020 to consider 
multi-agency responses to two young people who had been criminally exploited and 
trafficked. The task and finish group was extremely responsive and passionate about the 
subject matter and evidenced they had considered the questions and contributed to the 
discussion and challenged their own and our partnership approach to contextual 
safeguarding.    
 
This highlighted that the approach to young people as perpetrators rather than victims is still 
apparent, a lack of curiosity and assumptions about how missing links to criminal exploitation 
and a difference of view about the level of risk when a young person is believed to be in 
contact, and a lack of confidence and shared understanding across partners how to manage 
risk in a creative and dynamic way, with pressure to move a young person and family out of 
the area or place in secure rather than a aligned approach on disrupting perpetrators.  
 
 

Key points identified for  
improvement were 
identified and are being 
followed through as a 
work stream: 
 
 
 
 

 

iii. In February 2021, just outside this reporting period, a Thematic Audit was 

undertaken by the Local Authority in relation to second and subsequent child 

protection plans.  

The following recommendations were made to the Partnership: 

 Need to review understanding and responding to parental mental health. 

 How can we more effectively and assertively manage cases/support families where 

there is ‘drip, drip’ neglect. 

 Co-ordination; 

 Communication; 

 Availability of services; 

 Post 18 – ongoing support for transition; 

 Perception of the victim; 

 Lack of professional curiosity. 
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Consideration of Challenges of managing Perpetrators of Exploitation 

A further meeting to consider the issues relating to identifying and managing perpetrators of 

exploitation was held in December 2020 

 

 

 

A set of actions                            

to take forward  

were agreed. 

 

 

 

 

 

 

 

 

 

 

 

Review of Injuries to Young Children during the COVID-19 lockdown periods.  

To identify any themes and issues a Multi-Agency Reflective Review Meeting was held to 

review how services were delivered and if COVID and the lockdown was a major factor. 

During the first lockdown period, there were three young children who were harmed in the 

care of their parents and suspected to be as a result on non-accidental injury.  

There was important learning and action points which are being progressed.  

 

 

In most of the cases,   

the families had: 

 

 

 

 

 

 Wider sharing of the Exploitation Screening Tool 

 For medium and high risk CYP (Child or Young 

Person) ensure that planning encompasses  risk 

reduction activity  for both the CYP and  the 

perpetrator/disruption.  If the local planning model is 

not going include a CP plan due to the risk being 

extra familial, agree the process for developing a 

separate child exploitation plan. 

 Review of pan Cheshire procedure to strengthen 

recognition and response to risk when CCE (Child 

Criminal Exploitation) and missing 

 Quarterly profile of exploitation in Halton to be 

shared across partnership 

 Review training on exploitation currently in place  

 

 

 Limited social opportunities and reduced family 

support 

 Fewer available community resources  

 Domestic abuse was  a feature in parents 

relationship 

 Increased stress & pressure impacting on parental 

mental health 
 



HCYPSP Annual Report 2019-20 
16 

 

 

 

 

 

 

 

 

 

 

 

 

 

Agreed 

actions: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Revitalising the 0-5 pathway.  A relaunch of Health Visitor 

and Midwifery routinely referring children to Children’s 

Centres. 

 The findings from this review, particularly around engaging 

Fathers to be fed into the Pan Cheshire group responsible 

for developing and delivering ICON. 

 Children’s Centres to develop a strategy/plan to contact 

families at key points using the ages and developmental 

milestones of the injured children to help identify when 

these key points should be. 

 The use of Genograms & chronologies to be embedded in 

multi-agency practice.  It was suggested a first step could be 

for Safeguarding Practice Group to develop a one minute 

guide detailing the importance of these & the benefits. 

 Safeguarding Development Officer responsible for 

communication for the partnership to Identify key 

languages in Halton and what we need to translate and to 

lead the development of guidance for practitioners around 

working with parents who are not British born or do not 

have English as a first language.  

 Increase the information pathway between CSC and Health 

settings to assist in the early identification of additional 

vulnerabilities for example health do not keep alerts on 

Child in Need cases and information CSC receive about 

children’s health presentations can be limited. 

 Early Help to lead a multi-agency task & finish group 

targeting healthy relationships & how this links to parental 

mental health.  The group’s first task should be to develop a 

term of reference & take to the health and wellbeing board 

for support from the Health Improvement Team.     

 Safeguarding Practice Group to consider how we can 

contact families to learn from their experiences and how 

they think we could have supported them differently.   
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8.   Impact of COVID-19 

Every agency has been affected by COVID-19. In the Borough, transmission rates were 

particularly high, peaking at 1300 per 100,000; this was one of the highest rates in the country 

and it remained above 300 for several weeks.  

Following the announcement of lockdown March 2020 the HCYPSP Executive met weekly 

initially and then moved to monthly meetings. It provided and continues to provide useful 

information exchange and oversight of the issues facing the different partners. It enabled 

review of the impact of the partnership approach and share service information and priorities 

and areas of concern. This led to some effective joint responses between the local agencies.  

The sub groups and the Executive continued throughout the period of lockdown and this 

included the Executive Group increases its meetings to being weekly. 

Each Agency’s Perspective 

SAFEGUARDING IN CHILDREN’S SOCIAL CARE 

The COVID-19 pandemic has presented complex challenges across the Local Authority. 

Immediate action was required in response to the national lockdown, to ensure the level of 

risk to each child open to social care was robustly assessed and reviewed. The ongoing 

pandemic and variations in the “Tier” system for example, has meant that the service has 

continued to change and the service has needed to remain flexible and responsive.  

Children’s Social care has worked closely with a wide range of partners in Borough but also 

Pan-Cheshire and Liverpool.   

An Assessment Toolkit has been created for use across the Partnership, to support 

Professionals to work through concerns and provide rationale and evidence to subsequent 

decision making, with particular focus on the impact on the child. The Toolkit was developed 

during COVID-19 to support surge planning and resolve some confusion between existing 

tools. Training and consultations were provided for all School and Health providers virtually. 

This has improved the quality of information, timeliness and effectiveness, particularly from 

schools, less so health.  

Further work is planned to embed tools across the Partnership, this work will be led by the 

Safeguarding Practice Group in Quarter 1 - 2021/2022. The Assessment Toolkit is being 

embedded across all service areas. 

SAFEGUARDING IN EDUCATION 

In Spring term 2020 a review was undertaken of how schools are supported to ensure there 

was compliance with Keeping Children Safe in Education and also as a key multi-agency 

partner in safeguarding all children in Halton.  
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The Safeguarding Children in Education Officer (SCIE) role was increased to a full-time post 

and was successfully recruited to in September 2020. 

Work with other agencies has also been a focus of the new role to ensure that schools are 

linked into to the new Partnership arrangements and there is a clear communication pathway. 

The SCIE Officer is part of the Contextual Safeguarding Operational Group, attends Early Help 

hub meetings and is part of the Neglect task and finish group. The SCIE Officer also attends 

MARAC and is a proactive link between the Police and schools in relation to these cases to 

ensure that matters are actioned and followed up in a timely manner. There has been clear 

evidence of the positive impact of this during the lockdown periods with children being 

supported to re-engage with school so ensuring that they were seen, safe and heard. Key 

emerging themes and improvements in practice are then used as part of the monthly 

Designated Safeguarding Lead updates and 10 minute CPD.  

An Education Subgroup of the HCYPSP has been developed with a clear focus on driving 

improvement in safeguarding practice both from a multi-agency perspective but also within 

the whole education sector in Halton. This group has already provided input to the 

Partnership on a number of matters and has also escalated areas of concern from the 

education sector for further discussion at the Partnership Board. This is ensuring that 

safeguarding in education is a dynamic process here in Halton.  

SAFEGUARDING IN HEALTH  

During the Covid Pandemic, NHS staff have worked incredibly hard to keep essential services 

such as mental health, general practice, urgent, emergency and community healthcare 

running and pause non-urgent services following national directives. Community nurses, 

health visitors, school nurses, pharmacists, NHS 111 staff and other NHS workers have cared 

for countless others, and been supported by the wider NHS team, from HR and finance to 

admin and clerical staff.  

The response to the pandemic has also demonstrated our health service’s enormous capacity 

for innovation with rapid development and implementation of new ways of working, such as 

virtual and telephone consultations with children and families, ensuring children had access to 

safe Covid free health services, ensuring children and families of vulnerable children with 

complex needs had appropriate personal protective equipment and undertaking educational 

health care planning using a variety of digital solutions. 

All safeguarding staff continued to deliver support to the children and families of Halton and 

supporting the safeguarding partnership.  There is a well-established Safeguarding in Health 

Sub-group.  

Children’s Designated Nurses were holding telephone calls with named nurses in provider 

services during lockdown to make sure any safeguarding issues were being identified and 

addressed. Children who have SEND plans and who were not in school, were also a focus 
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checking out how families were coping. In one case, a personal health budget was provided to 

a father so that he could stay at home to look after his disabled daughter.  

 

SAFEGUARDING IN POLICE 

Cheshire Police is linked to 4 different Local Safeguarding Arrangements including Halton.  

 

There is close collaborative working between the Police and partners in Halton. During the 

Covid lockdown, the agencies shared a list of vulnerable children and carried out visits to 

check on these children and their families For example, school staff and police officers visited 

some families to encourage them to send their children to school.  

 

Police have also sponsored Perceptions Theatre work in schools to support children exposed 

to domestic abuse at home and to raise awareness about the options available to them. It was 

possible to run these events on line during COVID lockdown. The feedback from these events 

is being used to develop further training. The same theatre group will soon also be running 

session on Cyberbullying.  

The joint use of the Pan Cheshire exploitation screening and assessment tool are well 

embedded. This helps Police and other partners to identify the level of risk and through CSOG 

(Contextual Safeguarding Operational Group) and Child in Need processes enables shared 

knowledge and understanding of those young people at risk in Halton.  

 

9. Significant Achievements of the HCYPCP 
2019/20 

In summary, the Halton Tripartite Safeguarding Partnership has demonstrated resilience 

and commitment and adaptability as safeguarding partners in taking forward the new 
arrangements for safeguard. This is all the more remarkable given that it has happened in the 
context of the challenges of the COVID-19 pandemic.  
 

 

 

 

 

 

 

 

 

GOVERNANCE 

 Successful transition from the LSCB (Local safeguarding Children’s board) to the 

Children’s and Young Persons’ Safeguarding Partnership with the new Local 

Arrangements in line with the transitional guidance that accompanied Working 

Together to Safeguard Children 2018  

 Rebalancing of leadership responsibility and collaborative working between the three 

safeguarding partners to develop the local arrangements 

 All the accountable partners are strongly committed to the new arrangements and to 

getting the best outcomes from them…. 
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SAFEGUARDING EFFECTIVENESS 

 Proactive timely joint response to managing the COVID-19 challenges during 2020 and 

this continues including Executive weekly meetings and development of a COVID-19 

dashboard report and new weekly missing report. 

 Ongoing development and implementation of a more robust scrutiny and assurance 

framework, including independent completion of the Annual Report, through thematic 

and agency specific assurance audits 

 Completion of 3 thematic audits with recommendations which are being progressed by 

HCYPSP 

 Effective Rapid Review process has been implemented with open, clear challenge  

 Safeguarding Multi-Agency Practice Group have revised the threshold document, the 

next step will be to devise an easy to use guide to assist professionals and internal staff, 

this will be rolled out across the partnership no later than February 2021.  

 Contextual safeguarding - Two multi-agency task and finish groups have been 

formulated to complete self-assessment around patterns of harm, patterns of help and 

patterns of perpetrators in Halton and will report to the Contextual Safeguarding 

Strategic Group in March 2021. This will help to review and develop the contextual 

safeguarding strategy and ensure activity is based on accurate local information.  

 Pan Cheshire Activity - The use of the Pan Cheshire exploitation screening and 

assessment tool are well embedded. This helps us to identify the level of risk and 

through CSOG and Child in Need processes enables shared knowledge and 

understanding of those young people at risk in Halton.  

 The Monthly Contextual Safeguarding Operational Group (CSOG) is well embedded in 

process. There is good multi-agency representation discussing those young people who 

are identified as HIGH risk. CSOG provides an opportunity for challenge through case 

discussion and information sharing. Consideration is also given to identifying locations, 

areas and potential people of concern. Those young people who are identified as 

medium or high risk receive support under statutory services. 

 

 

 Local arrangements launched in July 2019 and new arrangements established 

 Shared vision, culture & commitment to delivering the local arrangements underpinned 

by a memorandum of Understanding and Local arrangements delivery plan 

 The 3 partners have ensured there is consistent messaging from the tripartite meetings 

and this has been well “harmonised” 

 Shared ownership of funding responsibilities including contributions  

 Efficient board arrangements with shared chairpersonship between partners, core 

membership and active, engaged discussions and decision making 

 Continuing development of strategic thinking and developmental discussions across key 

partnerships including the Community Safety Partnership Board & Safeguarding Adults 

Board with more opportunities identified for shared priorities & collaborative working. 
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10. Lessons learnt over the period 
 

PARTNERSHIP GOVERNANCE AND ARRANGEMENTS 

The tripartite partners are working well together and value the opportunity provided by the 

new local arrangements. They are open to identifying where improvements could be made 

and have positive ideas about this. 

The transition to the new arrangements was challenging because many of the key individuals 

who were part of the previous multiagency strategic safeguarding arrangements had left. 

Then business had to be managed within the pressure of the COVID-19 pandemic.  

Some partners believe that, although the Partnership is working , it lacks sufficient external 

perspective so that partners can feel more truly able to be joint partners sharing the collective 

responsibility and hold each other to account.  

The Partnership was set up speedily but now further consideration is required of the culture 

of the Partnership and of how well integrated of the contributions of the key partners of 

HCYPSP to ensure clarity of responsibility and openness about each other’s challenges and 

vulnerabilities. 

Interim priority setting has worked but there is a need for a formulation of new agreed 

priorities for the next two years 2021 to 2023 within a new Business Plan. 

The current reporting arrangements have worked during the first period but there is a need to 

review current subgroups’ functioning especially the role and scope of the Safeguarding 

Practice Group. 

There are few examples at present to show how feedback from children, young people and 

families had informed the overall partnership’s strategy and learning. 

 

SUPPORTING THE DEVELOPMENT OF A SAFE AND INFORMED WORKFORCE, 

INCLUDING VOLUNTEERS.   

 During lockdown, courses have been converted to web delivery and these are 

continuing. 

 The HCYPSP has supported improvement through a refreshed training plan developed 

from a training needs analysis completed in January 2021. The training plan also 

reflects the risks to children that are likely to have increased during lockdown periods 

such as child sexual abuse and domestic abuse.  

 The Working Together course includes activities to improve the quality of individual 

plans for children and course participants have an assessed end of course exercise that 

they must complete to a satisfactory standard 
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SERVICE OUTCOMES 

Effective COVID-19 response has resulted in more regular Director level interagency overview 

of strategic and operational practice resulting in greater familiarity with key others’ key 

business 

Taking forward learning from the Thematic Audits has shown the need for greater integration 

of practice in multi-agency working. 

During the period, the COVID-19 lockdown has impacted on the provision of multi-agency 

training though arrangements for virtual training and learning have been put in place and the 

impact of this is being monitored. 

 

11. Recommendations & Actions to take forward 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

There is a need to review and refresh the existing Governance documents to have one 

streamlined Local Arrangements Protocol including within it the Memorandum of Understanding 

which should be signed by the three accountable officers. 

The Lead Safeguarding Partners Group should consider having four meetings per year as the 

current twice a year arrangement is insufficient to establish the partners’ stamp on local 

arrangements or to stay in sequence with the work of the Executive Group.  
 

 There should be bi-annual business meetings planned ahead with agreed dates, agenda 

and workflow in advance.  

 In addition, there should be twice yearly half day strategic planning meetings - initially to 

review the experience and areas for improvement from the first period of HCYPSP 

operation and then to monitor its own effectiveness. 

 

 
The relationship of the Lead Safeguarding Partners Group should be reviewed in relation to the 

role of the Executive Group. Some clearer definition of roles and linkage between their meetings 

would lead to a great clarity about accountability to the tripartite group and a more appropriate 

allocation of strategic responsibilities. 

 

The Partnership has managed well over the period without having had the opportunity to agree 

key priorities. However, key Business Priorities for HCYPSP should now be identified and agreed 

for the next 2 year period 2021 to 2023. The development of a concise Business Plan will ensure 

that there is an effective flow of business through the Partnership with clear accountabilities 

from the Tripartite Leadership Group to the Executive Group. 
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This will also require a clear Action and Reporting plan for progress and for assessing and 

evaluating the impact of actions. 

The Lead Safeguarding Partners need to be clear about the extent and degree of risks to local 

safeguarding. A Risk and Contingency Register should be established by Lead Safeguarding 

Partners Group. 

Reconsideration of the sub-groups structure would be beneficial – particularly to refine the 

scope and responsibility of the Safeguarding Practice Group which has a very large remit. The 

position of the Health sub-group needs to be consistent with that of the Education sub-group. 

HCYPSP should consider further clarification of the linkage and offer for support to other 

relevant strategic groups in Halton and beyond to strengthen and confirm the relationship of 

them to each other and to maximise how they can complement each other’s work. For example, 

the all ages exploitation strategy would benefit from this clarification. 

More direct engagement with children and families should be brokered by the 

Partnership to ensure that the effectiveness of the safeguarding systems and processes 

are tested out and delivered in consultation with the local community. 
 

 
HCYPSP should consider the role of Independent Scrutiny in relation to its Local 

Arrangements. The Annual report has been written by an independent person on behalf 

of the Partnership as was previously agreed and planned. There has been some national 

feedback as part of the Wood Review which has suggested a wider role for a critical 

friend within local arrangements.   

It would be beneficial for the Executive group to take the lead on developing and progressing the 

Learning and Improvement Framework. The partnership is already considering how best to 

develop approaches to measuring and evaluating the impact of training and the dissemination 

of learning. This should continue to be a priority.  

 

There should be discussion between Partners about the strengths and vulnerabilities of the 

statutory New Arrangements for Safeguarding concerning: 
 

 The benefits and disbenefits which may result from the involvement of, and the option to 

have, more regular comprehensive Independent Scrutiny of the arrangements and also of 

the effectiveness of safeguarding practice to add additional assurance publicly.  

    The learning from the experience of other Safeguarding Partnerships nationally. 

 

 


