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[bookmark: _Hlk119923993]Partnership Chairs Foreword 
The South Tyneside Safeguarding Children and Adults Partnership has continued to build upon the foundations of its evolving arrangements as a partnership that has been in development. That said it has faced challenges within the time of it coming together, not least the partnership agencies responding to the pandemic, the cost-of-living crisis and the ongoing workforce challenges that all agencies are finding themselves now responding to. Demand levels for partners has not eased and the financial challenges for our organisations, at a time of ongoing change means it is difficult. Nationally there is still a significant reform agenda for both children’s and adult social care, which clearly the partnership needs to be cognisant of and able to respond to. 

Safeguarding remains a priority within South Tyneside remains a priority for all partners, but we know we still have more we can do and as a partnership we are committed to working together to making those improvements. In preparation for the Care Quality Commission (CQC) assurance of Local Authority Adult Social Care, a Local Government Evaluation(LGA) of the Partnership Arrangements was undertaken. Whilst this highlighted several strengths for us as a partnership, we are now working collectively on the areas where we know are areas of development for us including how we ensure we hear the voice of people more particularly within our partnership arrangements. We recognised last year, the need for greater use of performance information, data and intelligence to inform our strategic priorities and this is something we will and have been working on within our performance subgroup. This will be refined as we move forward, and we continue our learning. 

The commitment to learning as a partnership is important to us as we take forward the recommendations from the safeguarding adult reviews and learning reviews that are carried out. These are tragic events for those involved and it is critical that as a partnership we assure ourselves about the quality of the reviews undertaken, the outcomes from them and that the learning is embedded across our partnership which can be the more challenging element of the review. Our training and development plan whilst generous is something that we will be continuing to monitor to ensure it aligns to the themes and intelligence from reviews, performance information so that we can have a targeted approach to raising safeguarding practice across the partnership. 
	
The effectiveness of safeguarding arrangements within the partnership services is just as important as the effectiveness of multi-agency safeguarding arrangements. The Ofsted inspection of the Local Authority Children’s Services highlighted this, the partnership now has an important role in ensuring it is supportive but also seeks assurance that the plans in place to drive the improvement of the services are happening in a timely manner and to the standard required. In the spirit of continuous learning, the partnership must also seek to reflect upon it’s own role in relation to seeking assurance from all partners about their role in safeguarding children and adults within South Tyneside and be confident that these arrangements are as robust as they need to. This role is a critical one to navigate particularly for our NHS providers who have other oversight mechanism but that said the partnership still has an important role in the assurance of safeguarding arrangements.  

The year ahead will be an important one for the partnership as we continue our work, ensuring that we take forward the recommendations from the LGA evaluation as well as ensuring our strategic priorities and plans really do reflect what our data and intelligence is telling us. Given the evolving nature of arrangements, the changing landscape in which we are working it is only right that we continue to review our partnership and ensure that the model we have is the right approach to ensure we be confident we can as partners work effectively to safeguard children and adults in South Tyneside. Any review must ensure we take account of our strengths but most importantly for us to ensure that any change would mean that it has the greatest impact for children, young people and adults. 
Vicki Pattinson, Chair – South Tyneside Safeguarding Children and Adults Partnership 

Partnership Arrangements and Key Priorities

 Working Together to Safeguard Children Guidance 2018 and the Care Act 2014 both set out requirements for all local safeguarding partners to work together to safeguard and promote the safety and wellbeing of local children and adults at risk of harm or abuse, including identifying and responding to their needs.
Whilst the responsibility for safeguarding is held equally between the Local Authority, NHS North East and North Cumbria Integrated Care Board (NENC ICB) and Northumbria Police for an Adult Board that responsibility remains with the Local Authority and includes those same statutory members, and any other partners the Local Authority considers, following appropriate consultation. The Partnership has representation on the Health and Wellbeing Board and the Community Safety Partnership.

South Tyneside Safeguarding Children and Adults Partnership (STSCAP) came together in September 2020 following consultation and planning with partners. Both children and adult safeguarding have the advantage of successfully working in collaboration on key areas of work, such as Learning and Improvement (now Practice Evaluation and Learning) and Workforce Development and Training.  The collective Partnership arrangements aimed to strengthen the Think Family model across South Tyneside.  
The arrangements recognised that the South Tyneside Safeguarding Children Partnership (STSCP) and South Tyneside Safeguarding Adults Board (STSAB) are underpinned by different legislation and statutory guidance, however the aim has been to make the most of the similarities and benefits that bringing safeguarding children and adults together can deliver whilst being explicitly aware of the need to ensure compliance in meeting the statutory duties and requirements of both. 

The role of the Independent Scrutineer assigned to the Partnership continues to act as a critical friend and offers critical reflection to the partnership. The Scrutineer is there to provide assurance in judging the multi-agency effective to safeguard and promote the welfare of children and in the case of South Tyneside Adults in the local area.


To assist in their role the Independent Scrutineer has completed work which can be found in the report below:












STSCAP seeks assurances via the range of subgroups, meetings and evidence presented that safeguarding arrangements across the Partnership are effective in helping to keep children, young people and adults with care and support needs safe from abuse and neglect and achieving positive outcomes:
· STSCAP remains committed on the increased focus on practice across safeguarding issues for children and adults
· Learning from statutory case reviews and independent scrutiny findings have supported the ongoing development in this area















The STSCAP arrangements are subject to continual development and revision as the working arrangements come to fruition.  This is expected to be met by all partners and relevant agencies raising issues as they arise in a dynamic way and on a regular basis. Examples of this in practice include have a standard agenda item at all Partnership meetings called Safeguarding Updates from Partners including safeguarding in action – good news stories. A similar format is included within the subgroup meetings of the Partnership.  As a Partnership we continue to review and test how we are doing, challenging and holding one another to account. We do this by:
Tracking compliance with statutory duties
Scrutinising data and performance indicators
Seeking feedback from people who use multi-agency services
Working more effectively in partnership 








Working in partnership we continue to work in an agile way, recognising the need to respond effectively to new agendas and ongoing challenges as well as address areas for improvement such as safeguarding performance information and data and seeking feedback from those who have accessed the services from multi-agency partners. This will be particularly important considering the Government’s Health and Care Reform Agenda, the introduction of the National Framework for Children’s Social Care; the introduction of the CQC Assurance Framework for Adult Social Care and other significant, anticipated legislative changes including, for example, the Adult Social Care Reform, the People at the Heart of Care White Paper and the police initiative of introducing Right Care Right Person. 

Strategic Delivery Plan

STSCAP’s Strategic Delivery Plan details key focus areas for the period of 2021- 2024, STSCAP established three strategic priorities detailed in the Plan: 
Effective Safeguarding
Focus on Practice
Prevention and Early Intervention 



These priorities inform the Partnerships local actions to safeguard children and adults in South Tyneside and are underpinned by the Care Act’s six key principles of safeguarding:
[bookmark: _Hlk137207305]
What is Safeguarding? 
Safeguarding means protecting people’s right to live in safety, free from abuse and neglect.  It is about people and organisations working together to prevent both the risks and experience of abuse or neglect, while at the same time making sure that the individual’s wellbeing is promoted and supporting people in making informed decisions. 

Safeguarding and promoting the welfare of children is defined as: 
Protecting children from maltreatment
Preventing impairment of children’s health or development
Ensuring that children grow up in circumstances consistent with the provision of safe and effective care
Taking action to enable all children to have the best outcomes 








Key principles for effective safeguarding of children: 

Multi-agency partners and organisations have a duty under Section 11 of the Children Act 2004 to ensure that they consider the need to safeguard and promote the welfare of children when carrying out their functions.

Multi-agency partners and organisations have a duty under The Care Act to ensure that they consider the need to safeguard and promote the welfare of adults when carrying out their functions.

Safeguarding adult duties apply to an adult who:
Has care and support needs (whether the Local Authority is meeting any of those needs)
As a result of those care and support needs is unable to protect themselves from either the risk of, or the experience of abuse or neglect
Is experiencing, or at risk of experiencing abuse or neglect 







Making Safeguarding Personal (MSP)

Making Safeguarding Personal (MSP) is a core objective for the Partnership, which is incorporated within the strategic plan and all subgroup activity. There is a continued commitment to work together to achieve person-led and strengths based frontline practice, across all agencies.  Fundamental to its role, the Partnership seeks to promote the principles of MSP through its communications, quality assurance measures, and learning and development.  From a workforce development perspective, the principles of MSP continue to be embedded across all learning packages, the emphasis being on the importance of person led interventions to achieve desired outcomes.MSP will continue to be a  focus across all parts of the Partnership. 

The 2022-23 data highlighted some improvement across MSP.  In 22-23 95% of these who provided a response believed their outcome was either Fully or Partially achieved.  5% did not believe their outcomes was achieved in 22-23 a slight improvement on 21-22.

Looking ahead to next year, whilst MSP will continue to be a Partnership priority, as highlighted in the recent review of partnership arrangements, there is a need to focus upon involving and hearing the voices of people who use services, to ensure the Partnership remains grounded in the reality for people and frontline staff.


Statutory Partners contribution to MSP 2022-23
NORTHUMBRIA POLICE

Northumbria Police actively promote, ‘Making Safeguarding Personal,’ and this is reflected in our Policy and Procedures along with the Victims Code of Practise whereby the views of our victims are recognised and considered when decisions are made regarding safeguarding and any investigation. The recent force wide “Vulnerability Matters” campaign will increase and improve identification & recognition of all forms of vulnerability ensuring victims views are captured. A Think Family Approach is also embedded to ensure the effects on family members are considered to inform bespoke safeguarding interventions.











NHS NORTH EAST AND NORTH CUMBRIA INTEGRATED CARE BOARD

The newly formed ICB (Central) established the post of a Named Nurse to work in conjunction with Named Doctors in Primary care to target the required safeguarding support for general practice and community care. As part of this the Named Nurse targeted those areas under MSP that required focus whichincludes Domestic Abuse, Self-Neglect and fmaiies with complex leads (which includes both children and vulnerable persons of non-school age). This led to prioritisation of work, particularly in terms of vulnerable women and victims of Domestic Abuse. Furthr funding was committed in the support of posts hosted at the South Tyneside NHS Foundation Trust of Domestic Abuse Health Advisor, but with the portfolio to act as a resource for guidance, support and supervision of doctors in practice, in addressing the needs of vulnerable people in this context.

The NHS TITO (training programme for Primary Care) has addressed the need to enhance practice standards of which MSP is core to the delivery and is reflected further in the context of adult safeguarding modules delivered by NHS Staff at a multi-agency level.

ADULT SOCIAL CARE

Making safeguarding personnel is a key component of what constitutes an appropriate adult safeguarding response. In ST Council and adult social care, the views of the person are central to the approach and interventions we undertake. We work with people from a strengths-based perspective working with them, not doing to.
 
Over the last 12 months we have been considering our safeguarding operating model and we have undertaken focused activity on capturing the views of the person, with the purpose of understanding their experience of the adult safeguarding process, what we do well and considering how we can improve. We have received some powerful feedback from people with lived experience which has been fed into the partnership to help shape the partnerships approach to considering how we are working with people who are missing, sexually exploited or trafficked, as well as through a transitional safeguarding lens. 
Making safeguarding personnel remains a key priority for ST Council and adult social care and we will continue to capture feedback and experiences to improve the work we do.





[bookmark: _Hlk144471955]Children and Families Social Care Ofsted Inspection
Ofsted visited South Tyneside Local Authority Children’s Services 5th to 9th December 2022, and the 14th and 15th February 2023.
The Ofsted report was published on the 10th May 2023   https://reports.ofsted.gov.uk/provider/44/80557
Judgement
The impact of leaders on social work practice with children and families - Inadequate
The experiences and progress of children who need help and protection - Requires improvement to be good
The experiences and progress of children in care and care leavers - Inadequate
Overall effectiveness – Inadequate
There continues to be a significant amount of commitment to progress with the multi-agency Improvement Plan and notable improvements have been evidenced. The Partnership will continue to seek the relevant assurances including updates following the Ofsted monitoring visits which commence in November 2023. 

Practice Priorities


Due to the significant and sustained pressures placed upon the Partnership Business Unit and in agreement with the Executive Board this practice priority has just recently commenced. 

The Executive Board have identified that multiagency information sharing is a clear priority for the Partnership. This is based on the analysis and findings from some of the recent national reviews and demand issues that are currently faced across the Partnership. Given that the subject of information sharing is vast the priority will be addressed through a children and adults safeguarding lens at both a strategical and operational perspective. In March 2023 work commenced on the agreed third Practice Priority – multi-agency Information sharing. This took the format of the development of a multi-agency survey. The survey will be used to gain the base line from which to develop the methodology to develop the multi-agency priority in such a way that it is useful to all partners as well as highlighting good practice and sharing useful resources. 



Learning from Statutory Reviews 

In accordance with the Care Act 2014 Safeguarding Adult Boards / Partnerships have a statutory duty to carry out Safeguarding Adult Reviews. There is a requirement to undertake reviews when an adult in its area has died as a result of abuse or neglect, and there is a concern about how the partner agencies have worked together to safeguard the adult. 

Children
During 2022-23 there were no Child Safeguarding Practice Reviews 

Adults
In 2022-23 the Partnership concluded 2 Safeguarding Adult Reviews. The initial findings and learning from both of these cases was disseminated across well attended multi-agency learning events, facilitated by the Independent Authors. The Practice Evaluation and Learning (PEL) subgroup are overseeing the action plans from these reviews via a bespoke action plan monitoring group. Progress is shared with the Executive Board ensuring that all recommendations and supporting evidence meets the requirements of the recommendations. The 7-minute briefings with links to the full reports are available at: Local Safeguarding Adult Reviews - South Tyneside Council.

In addition a 3rd SAR was completed using the SAR in Rapid Time methodology. The final analysis based on the response of partners to the specific questions highlighted from the learning from this case are due later this year. 



What did we learn?





What are we doing as a result?A review of the self-neglect policies and procedures to ensure that they are inclusive of the Mental Capacity Act; Executive decision-making and guidance around actions to be taken around the refusal of treatment by those adults deemed to have capacity. In addition these policies will also highlight how multi-agency professionals escalate concerns and raise professional differences regarding personalised/holistic care
A re-review and re-launch of the self-neglect guidance and toolkit
Seeking assurance from Health and Social Care operational and strategic managers that workloads are manageable and supervision of cases involving adults at risk ensures that plans are implemented, and the outcomes reviewed
Seeking assurance that communication pathways are clear and understood by partners and care providers in terms of their involvement, monitoring and reporting of high-risk people
Planning in progress for a Community Awareness Raising Campaign.  This is to be built into Adult Safeguarding Week (20-24 November 2023)
Seeking assurance and evidence that all multi-agency practitioners and managers know the procedure for escalating concerns and raising professional standards 
Seeking assurance and evidence from Health and Social Care Commissioners that there are appropriate services for individuals experiencing longstanding, fluctuating and ongoing mental health issues
Development of an audit of decision-making surrounding referrals of adult safeguarding concerns and of the outcomes of referrals and enquiries
An audit of self-neglect cases to be undertaken to determine if mental capacity assessments, where necessary, are being recorded at an acceptable and appropriate standard

  

Key Priorities 2022 / 2023 

	[bookmark: _Hlk136862815]Priority: Continue to effectively safeguard and prevent abuse and neglect of children and adults

	What we said we would do
	What we did
	Outcome

	Revise and update the STSCAP website to ensure that reporting a concern and referral pathways for adults or children are clear for both professionals and members of the public.
	Worked with the ICT Team to achieve the following:
· Add additional text to the home page (Worried About Someone – Safeguarding)
· Reviewed and analysed the search terms used by visitors when visiting the safeguarding pages
· Analysed and made improvements to key customer journeys, to make sure users following alternative paths are successfully signposted to how to report a concern
· Reviewed and updated information on the safeguarding partnership pages, eliminating duplication
· Ensured that how to report a concern and the link was clearly visible and also added to the Policies and Procedures websites (hosted externally):
https://www.southtynesidesafegurdingapp.co.uk
https://www.proceduresonline.com/nesubregion/ 
 
	The STSCAP landing page and corresponding pages received a total of 4,159 views. Although difficult to gain further analysis the views made on the landing page are to be monitored in order that a comparison can be made in 2023 -24. 

	Ensure the Threshold guidance for children and adults is clear for all multi-agency partners.
	Children: The Threshold of Need and Multi-Agency Referral Form was revised and consulted on at events in December 2022. Final documents were circulated in January 2023 and additional awareness raising sessions are built into the Family Hub awareness raising sessions, as well as bespoke twilight sessions aimed at schools. Both documents will be reviewed in September 2023.








Adults: The Multi-Agency Threshold Tool was updated to ensure it was compliant with national good practice and reformatted to easily illustrate the various levels of need and actions required.
	Although it is too early to measure the outcomes of impact the current analysis of the Threshold of Need is suggesting the following – 3-5 year olds are the most common ages to be the subject of an Early Help Plan, although the biggest cohort can be found in the 5-10 age category. There is a shift in the demographics as more families with older children are being supported under the improved 0-19/25 Family Help model launched in December 2022.
701 assessments have been completed by the Early Help Family worker team in 2022-23, giving an average of 58 assessments being completed per month. The service works with a family for an average of 6 months. 65% of assessments were carried out within 6 weeks, rising to 88% completed within 8 weeks. 

Adult social care received 3293 (excluding police) safeguarding contacts into the service, through use and consideration of the STCASP adult safeguarding threshold tool alongside experienced practitioners, 1254 (38%) of those concerns progressed to a s42(1) to further establish if the safeguarding duty applied and after such 359 (28%) progressed to a s42(2) enquiry. 88% of all the s42(2) enquiries undertaken resulted in the risk being removed or reduced. 86% of people involved in a s42(2) enquiry were asked about their desired outcomes and 95% of those people believed their outcomes had been fully or partially achieved. Neglect and Acts of Omission remains the most likely abuse type in 2022-2023, however enquiries into Self-Neglect and Domestic abuse have more than doubled in 2022-2023.Work is in progress to improve the threshold tool  so that we can have a clearer understanding of its application. 




	Priority: Prevention and Early Intervention

	What we said we would do
	What we did
	Outcome

	Ensure statutory protocols for Safeguarding Adult Reviews (SARs) and Child Safeguarding Practice Reviews (CSPRs) are current and all partners are aware of the process.
	SAR Protocol updated further to add clarity around the governance and role of the Executive in making the final decision based on the recommendation of the Practice Evaluation and Learning (PEL) subgroup.

The Independent Scrutineer has undertaken a review of the process and produced a report.




Shared the CSPR panel guidance for safeguarding partners.

The role of the Executive Board has been clarified.
	Members of the PEL subgroup have provided positive feedback in terms of the clarity shared in the revised SAR protocol to support them in making an informed decision.


Highlights from the report include; The process for considering referrals and determining whether they meet the threshold for review has been well administered and supported by all concerned.  It has also demonstrated the capacity to adapt and develop.



	Multi-agency partners are clear on their safeguarding roles and responsibilities in terms of the statutory review process.
	Multi-agency briefing sessions continued to be offered around SARs and CSPRs and included the process and the role of multi-agency partners.  In addition, the statutory processes are included throughout most courses within the multi-agency safeguarding training offer.  

The SAR protocol and how to use it has been included on the agenda at the Care Home Managers Forum, with 20+ attendees.

SARs and Quality Markers workshop facilitated by SCIE.

	Greater clarity required of the PEL subgroup members in terms of what constitutes serious harm and the practical guidance around undertaking CSPRs.  

3 CSPR briefings were held with an overall attendance of 13 partners.  1 SAR briefing session was held with 4 attendees. The evaluation was positive in terms of their improved understanding f the process and how to submit a SAR referral. 



Session held on 13/07/2022 – attended by 46 professionals.

	Ensure multi-agency online safeguarding policies and procedures for children and adults are up to date and relevant to front line practice.   
	Complied with safeguarding policies and procedures updates with the input from the relevant multi-agency partners.

Promoted online links throughout all multi-agency training.

Briefing sessions offered to support familiarity with both safeguarding policies and procedures websites, including how to navigate them. 










In addition the Person in a Position of Trust (PiPoT) policy and procedure has been developed.
	Adults: in 2022/23 there were 10100 users and 18,000 events (link to another page, opening a form etc).  The most popular chapters included:
· Consent in relation to safeguarding
· Safeguarding, what it is and why it matters
· Managing Risk
· Female Genital Mutilation
· Whole Family Approach
· Domestic Abuse
· Mental Capacity
· MAPPA

Children: 
2022 - 2023:  47 users (46 new users), 78 page views
2021 - 2022:  53 users (52 new users), 81 page views
2020 - 2021: 18 users (18 new users), 34 page views
2019 - 2020: 1361 users (1359 new), 3616 page views

Multi-agency briefing sessions planned for delivery across 2023/24.



	Priority: Focus on Practice

	What we said we would do
	What we did
	Outcome

	Undertake a multi-agency audit focused on children who have undergone a Single Assessment with no further action taken.  
	The choice was made to reflect issues raised in the Solihull JTAI and CSPR panel report into the deaths of Arthur Labinjo-Hughes and Star Hobson.  








The multi-agency audit tool was revised and supported by multi-agency partners. 
	This multi-agency audit exercise offered assurance that risks of harm to children are understood, referred and responded to through an appropriate pathway.  The quality of partnership safeguarding working and the application of thresholds was good, and the quality of partnership conversation is effective.  Appropriate weight is given to the child and family voice in understanding the lived experience of children. 
See Evidence 1 

Completed within the given timescale.  The findings and analysis have informed future audit cycles for children and adults.

	Improve engagement with missing adults – strengthen the understanding and multi-agency practice in response to missing adults.
	South Tyneside is the regional lead on missing adults with Northumbria Police.  

Pilot of Return Home Conversations undertaken by the Police Triage Team September to December 2022.

Improved reporting processes resulting in the top 3 missing adults now discussed between the Police and Adult Social Care in order that appropriate support can be put in place. 
	Missing adults data now shared at the Strategic Exploitation group and Performance Management and Evaluation subgroup.  

Missing Adults Briefing Sessions delivered and attended by 58 professionals. Evaluations highlighted a greater awareness of the protocol and how to implement it.


	Continue to improve front line multi-agency practice in safeguarding children from financial abuse.
	Financial abuse of adults was addressed within Practice Priority 2.  It identified a gap in front line practitioners’ knowledge and practice around financial abuse of children.
	Safeguarding Children from Financial Abuse is now included in the multi-agency safeguarding training programme (facilitated by The Children’s Society).  In 2022-23 there were 39 multi-agency attendees.

	Create awareness of new safeguarding areas of concern.
	Hosted a session around Predatory Marriage which was delivered by a daughter with lived experienced.  This session was opened up to regional partners.
	113 professionals attended, including Registrars, and literature was produced. 
See Evidence 2. 

	Maintain the link with the local Mosque and offer sessions around Safeguarding Children and Adults.
	Delivered safeguarding awareness session to teachers within the Madrasa and volunteers at the Mosque.
	Madrasa has a Designated Safeguarding Lead for children.  Contact details around what to do if you are worried about a child or an adult  are displayed within the communal areas of the Mosque.

	Develop a range of resources to support practitioners with self-neglect issues.
	Engaged with a regional group and produced a range of self-neglect resources.
	Production of regional learning resource that fits with the national SAR Analysis Review and recommendations. 
North East Webinar held 22nd November during National Safeguarding Adults week attended by over 900 delegates from across the North East and attendees from several national organisations.
Animation film available https://youtu.be/nKLzuQBvpFY

	Involve the voice of people in the co-production of safeguarding materials.
	Working alongside Your Voice Counts (advocacy service) produced an easy read leaflet to describe categories of abuse.

Co-production of awareness raising films around Peer-on-Peer abuse with Sunderland University Media Students.
	Evidence 3 


Suite of 7 films available.
Evidence 4 - Feedback

	Actively participate in Safeguarding Adults Week 2022. 
	In partnership with the Ann Craft Trust brought together a range of national, reginal and local events for practitioners.  
	Successful regional collaboration covering a range of safeguarding topics, including Making Safeguarding Personal, Transitions, Domestic Abuse & Older People, organisational abuse and closed cultures. fire safety and self-neglect.
Evidence 5 – Adult Safeguarding Week Plan

	Actively participate in Child Safety Week 2022.
	Key topics identified from performance information.  Successful programme of events delivered on key local issues which included online safety, knife and weapon crime awareness, substance misuse and physical abuse.
	Evidence 6 – Child Safety Week Plan

	Actively participate in Child Exploitation Awareness Day March 2023.
	Raised the issue of Child Exploitation encouraging everyone to Think, Spot and Speak out Against Abuse and adopt a zero tolerance to adults developing inappropriate relationships with children, or children developing inappropriate relationships with other children.
	Evidence 7 – Child Exploitation Day  



	Priority: Develop a clear transition policy and procedure across children and adults services

	What we said we would do
	What we did
	Outcome

	Develop an incremental and thematic approach.
	NWG Transition training completed by staff across both service areas 12/10/22.
Local session 14/10/22 (A tale of two services)
Legal session 26/01/2023
Multi-Agency involvement March – June 2023 Development of transition model / good practice guidance co-produced with those with ‘lived experience’ July – September 
November 2023 – Official launch of South Tyneside Transition Protocol

	Work very much remains in progress.  The greatest benefit to date is the collaborative networks that have developed across the children and adults workforces.



	Priority: Enhance learning and improvement to positively influence and enhance multi-agency safeguarding practice

	What we said we would do
	What we did
	Outcome

	Ensure that the multi-agency safeguarding training programme for children and adults reflects the needs of the multi-agency workforce and reflects learning from reviews and current safeguarding issues prevalent at the time.










Collaborate with the National SAB Manager Network to examine the possibility of producing a National Suite of Films around the 10 types of abuse.
	Developed an effective multiagency safeguarding training programme for 2022-23. This offered a range of opportunities to engage in learning, including face to face sessions; virtual training; briefing sessions and a comprehensive accredited E-Learning offer.


Held the annual MSET Roadshows using a hybrid model – face to face and a virtual session.
The virtual session focused on safeguarding in sport and supported with the input of Tanni Baroness-Grey Thompson and a gymnast with lived experience.
The face-to-face session dealt with what we know about exploitation to date.

Agreed arrangements to work with Sunderland University animation students who will produce a suite of films. National SAB Manager Network facilitating a Steering Group and Task and Finish groups.
	Evidence 8 – Multi-Agency Safeguarding Training Annual Report.
Total of 3532 attendees across 2022-23 engaged with various methods of training.
New trainer for the Partnership commenced in February 2023.
Significant improvements have been made to the quality and multi-agency input into the training material. A key focus going forward is on evaluating the impact of the training.    



Evidence 9 – MSET Roadshow Evaluation
A total of 142 multi-agency professionals attended.
Further action to develop a half-day MSET training course.





The suite of films will be shared nationally across networks to raise the profile of the types of adult abuse. Timescale to start September 2023 and films launched February 2024.



	Priority: Continue to develop the Multi-Agency performance monitoring, quality assurance and scrutiny arrangements

	What we said we would do
	What we did
	Outcome

	Continue to improve the multi-agency performance frameworks and reporting mechanism across children and adults Performance Management and Evaluation (PME) subgroups 
	Maintained and reflected on the reporting by exception model into both PME subgroups.  Developed a Practice Evaluation and Learning tracking sheet for identified reviews.

	Evidence of greater scrutiny and challenge around the multi-agency performance data at a local and regional level.

The sharing of multi-agency safeguarding data  is improving  but there is work ongoing to develop a more robust safeguarding scorecard for the Partnership.

	Continue to support the role of the Independent Scrutineer in line with the needs of the Partnership.
	Independent Scrutineer meets with the STSCAP Business Manager on a regular basis, as well as attending key subgroups to observe processes and outcomes.
	Evidence of scrutiny and challenge as highlighted in the Independent Scrutineer Report.

Evidence 10 – Independent Scrutineer Annual Report 





The Partnership Development Session

Following information provided around the Council and its vision for 2023-24, the current context and implications for the Partnership and Independent Scrutiny reflections members were asked to reflect on how the Partnership can use the information from a strategic perspective to inform the sense of direction and priorities going forward.  Comments/suggestions included:

The Partnership has worked hard to balance arrangements
The Partnership is now very aligned and feels reflective of communities
More focus is needed on practical issues as opposed to always questioning Partnership and Leadership
Embrace the difference between adult and children’s services
Need more clarity on the front line – still work in progress
Focus on Transition
Leadership -enabling direction and focus















From each individual session feedback was gained from partners in terms of the potential implications, opportunities and challenges for the Partnership going forward. An action plan was developed to support and inform the work of the Partnership going forward during 2022-23. It was acknowledged that the partnership arrangements are still quite unique in the region and as such future work will continue to be focused on strengthening the collaborative model whilst at the same time ensuring the statutory requirements for adults and children are met.

Multi-Agency data and information – the highlights

The past twelve months have offered little respite from the significant and sustained pressures placed upon the broad range of services across the partnership, and the heightened risk of these to safeguarding adults and children from abuse or neglect. Most partners continued to be faced with ongoing recruitment and retention challenges alongside high demand, placing extreme pressure on services. Alongside this, our collective services supporting adults, children and families across South Tyneside have continued to see the new challenges presented post-pandemic and more recently the impact of the cost-of-living crisis. This has been reflected in the notable increase in late referrals in terms of complexity where cases are not referred until at crisis point.

Please see separate adult and children Annual Performance Report for 2022-2023 



   

Highlights from the subgroupsExecutive Board
The Executive Board undertakes the overall safeguarding responsibilities which include the statutory and strategic functions, as well as the oversight of the Safeguarding Children and Adults Partnership. The membership consists of the three key statutory partners: The Local Authority; NHS North East and North Cumbria Integrated Care Board; Northumbria Police
With the increasing development of the Partnership the Executive have increased the meeting schedule to bi-monthly to ensure an increased focus and consistency is able to be maintained. For 2022 -23 the Executive Board met on seven occasions. Highlights include:
· Assurance sought around the conditions of social housing in South Tyneside following the sad death of a young child due to the mould and poor housing condition
· Agreed the Partnership Escalation and Challenge Protocol
· Agreed the third Practice Priority -Multi-Agency Information Sharing 
· Continue with the conversation around future Partnership budgets and contributions 
· Consider the impact of the LGA review undertaken in March 23 of the Partnership arrangements for adult safeguarding
· Considered the impact and requirement of the Partnership related to   national initiatives such as the introduction of the CQC Adult Assurance Framework; outcome of the national consultation of the Children’s Social Care National Framework

The Practice Partnership
The aim of the Practice Partnership is to strengthen the focus on practice ensuring a direct link with practitioners to influence and fully understand frontline practice from both a practitioner and child and adult perspective. Members of the Partnership are expected to consider solutions and disseminate learning from shared good practice across the partnership and community and identify, agree, and support with the development and dissemination of the learning from the Practice Priority Themes. All partners are expected to raise safeguarding issues that their organisation is experiencing as well as share examples of good practice. As part of the development of the Partnership members views are sought in terms of the structure and proportionality of the agenda across adults and children to ensure fairness and transparency. Key highlights include. 
· Attended an ‘Extraordinary’ Partnership meeting to highlight increased demand and pressures across all service areas and discuss possible solutions. 
· Regular updates in terms of the development of the ICB and the implications on local safeguarding arrangements 







Policies and Procedures
The aim of the Policy and Procedures subgroup is to develop and maintain up to date multiagency policies and procedures for safeguarding and promoting the welfare of children and young people and adults in South Tyneside. These have been successful and effective virtual groups for some time.

Successful virtual sessions have been held for partners to raise the awareness of the online regional safeguarding policies and procedures across children and adults.
[bookmark: _Hlk92793656]There has been an increased uptake with the online safeguarding policies and procedures, particularly from single agencies. 

A link to the online safeguarding policies and procedures is included at all multiagency training sessions.
North and South of Tyne Safeguarding Children Partnership Procedures Manual (proceduresonline.com)
South Tyneside Safeguarding Children and Adults Partnership APPP – South Tyneside Safeguarding Children and Adults Partnership APPP (southtynesidesafeguardingappp.co.uk)

Practice Evaluation and Learning Subgroup (PEL)
The aim of the subgroup is to:
· Make recommendations to the Executive Board to undertake Safeguarding Rapid Reviews, Child Safeguarding Practice Reviews or Safeguarding Adult Reviews in line with national guidance
· Initiate Safeguarding Rapid Reviews, Child Safeguarding Practice Reviews and Safeguarding Adult Reviews in line with Working Together 2018 and the Care Act 2014, and monitor their progress
· Oversee and ensure action plans and learning from any of the above reviews are embedded and evaluated for impact on multi-agency practice.

In addition the subgroup has the authority to determine and agree multi-agency learning reviews should any cases not meet the statutory criteria but clearly highlight learning for multi-agency partners.
To support PEL members awareness raising sessions were built into subgroup meetings. These highlighted the purpose, criteria and required compliance of both statutory processes.

In 2022-2023 no SARs, CSPRs or Appreciative Enquiries were published.

Child Safeguarding Practice Reviews (CSPR)

There has been one case referred for consideration of a CSPR.  This case met the CSPR threshold and work is in progress to process through the statutory process.

Safeguarding Adult Reviews (SAR)
5 cases have been referred for consideration of a SAR.
2 cases met the SAR threshold.  The themes of the cases include self-neglect, morbid obesity and mental health concerns.  These cases have recently concluded and the final reports have been written.  There have been 2 successful multi-agency learning events, attended by a total of 81 multi-agency partners.

The subgroup supported the introduction of a new methodology, SAR in Rapid Time. This was the first time that a SAR in Rapid Time methodology had been used but the first step towards the agreement of the Partnership to try out a range of different proportionate methods of learning.

In addition, the Partnership continue to be proactive in the regional SAR Champions network resulting in a regional SAR Library and Quality Marker Checklist which has attracted national interest.








Performance Management and Evaluation (PME) – Children and Adults
These groups receive, monitor, and analyse multiagency performance data on a quarterly basis in line with statutory returns which help inform the Practice Evaluation and Learning Group highlight strategic issues and provide the Partnership with additional information for further consideration.  To date key pieces of work have included:
· A greater emphasis across the region around neglect and self-neglect due to the increased numbers in cases identified within the regional multi-agency data. This resulted in the production of a self-neglect animation and supportive 7-minute briefings
· A clear rationale for the topic of Financial Abuse as a practice Priority given the increase in the data around this subject
· An agreement and implementation to Report by Exception in terms of Safeguarding issues
Overall Attendance Headline Figures for April 2022 to March 2023

Face to Face Training		750
Virtual Training			164
Briefing Sessions/Roadshows	517
E-Learning (children and adults)	2101
Total				3532

Comparison with 2021/22 figures (please note face-to-face training had not been reintroduced following the Covid-19 Pandemic restrictions)
Virtual Training			978
Briefing Sessions/Roadshows	799
E-Learning (children and adults)	975
Total 				2752

Note: the reintroduction of face-to-face training sessions regained popularity again and became a preferred option for many partners.







Workforce Development and Training
The aim of the subgroup is to develop a Multi-Agency safeguarding training programme across children and adults and to implement a robust quality assurance process across all the training:
· The hybrid multiagency safeguarding training programme, which includes a mixture of face-to-face, virtual courses and briefing sessions continued to be very well received. This included a proactive response to themes triggered or made more evident from national and local safeguarding issues and the impact of the cost-of-living crisis. This included awareness raising around exploitation of children and adults; Missing Adults Protocol; Predatory Marriage; Knife Crime Protocol and multiagency responsibilities for safeguarding Adults and Children. 
· The accredited E-Learning offer remains for all multiagency partners who work with adults, children and families in South Tyneside including the Third Sector.
· The streamlined application process via an online booking system continues to be successful.
· The automated certification process continues to be an effective system for both the business unit and the course delegates who once they have completed and submitted the online evaluation will receive their certificate.
· The biggest challenge since August 2022 has been the maintenance and delivery of the training programme due to the retirement of the trainer. Despite attempts to recruit to the post there was no success until late February where an interim trainer from an agency was appointed. The interim trainer was appointed as a permanent full-time member of staff in March 2023.
· The support offered by the range of multiagency partners in supporting with the delivery of the training has been very effective. This approach has enhanced the learning experience which is clearly reflected within the course evaluations.


Strategic Exploitation Group (Children and Adults)
This group ensures that the Partnership has a strategic oversight and assurance that appropriate actions have been taken in response to the exploitation of children, young people, and adults at risk in South Tyneside.  The group seeks assurance from the operational progress of the South Tyneside Missing, Slavery, Exploited and Trafficked (MSET) subgroup. Through a ‘live’ multiagency action plan the group can contribute and measure the impact of partners actions against the key elements of the plan. These include:
· Prevention creating an increased awareness and understanding of Exploitation with children, young people, parents, vulnerable adults, their families, and multiagency partners
· Developing a robust multiagency Exploitation data set
· Support the improvement of Multi-Agency responses to the identification of exploitation, missing and trafficked incidents.
· Improve multiagency disruption activity with the Police
· Improve Multi-Agency working to increase the effectiveness of prosecution

To date there has been tangible evidence of progress with the multiagency exploitation data set and the increased awareness by all partners of the range of exploitation of adults and children.  Good progress was made with raising the profile of the missing adult’s protocol which included a successful pilot that ran from October – December 2022 that involved Northumbria Police Street Triage with follow ups with CNTW nurses.
Multi-Agency working around Transitional Safeguarding has made and continues to make significant progress. There have been two multiagency events held with a focus on the expectations of both service areas and their roles within transitional safeguarding and the legal parameters. The third session will focus on the role of multiagency partners in transitional safeguarding.     















Pre-Missing, Slavery, Exploited and Trafficked (MSET)

The pre-MSET was set up to ensure that robust and appropriate screening is undertaken on cases put forward for consideration at MSET. 

All Stage 1 Screening Tools are considered by representatives from Children and Families Social Care, The Missing Team and South Tyneside and Sunderland NHS Foundation Trust. 

All other paperwork is considered with representation from various departments within Northumbria Police and this part of the meeting is chaired by the Missing From Home Coordinator, Northumbria Police.

Adult Social Care is a key representative on Pre-MSET to offer the appropriate support, advice, and guidance to those young people 17+ who remain vulnerable and at risk of exploitation. In addition, work is currently progressing around the process to address missing adults.

The Pre-MSET process was strengthened during the Covid-19 Pandemic, with robust discussions held and assurances provided that appropriate safeguarding measures are put in place where necessary meaning a reduction in the number of full MSET meetings. 



Missing, Slavery, Exploited and Trafficked (MSET)
MSET is responsible for ensuring the effectiveness of multiagency working to safeguard and promote the welfare of those children, young people and adults who have been identified as medium/high risk on the Exploitation Framework for Screening, Assessment, Safeguarding and Disruption, and Review. In addition, the group provides advice, learning, and signposting to additional support to those frontline workers responsible for medium/high risk young people / adults. A representative from Adults Social Care supports the MSET process with advice and intervention, where appropriate with young people aged 17+.

During 2022 -2023 there have been a total of 3 MSET meetings.  Key areas of concern identified: 
· Missing episodes increasing vulnerability to exploitation
· Exploitative online activity including the sharing of explicit images and unsafe relationships
· Alcohol and substance misuse






In addition to the Partnership subgroups the Safeguarding Business Unit organise and facilitate the Designated Safeguarding Leads Meeting for schools and the Multi-Agency cost of living group

Multi-Agency Cost of Living Crisis/Fuel Poverty

The multiagency catch-up meetings are   set up to provide partners with the opportunity to raise safeguarding concerns that have become apparent due to the impact of the cost-of-living crisis. The role of the Safeguarding Partnership in this group is to seek assurances in terms of multiagency actions / safeguarding concerns / themes and impact and to provide additional support, advice and guidance. With the creation of the ‘Warm Spaces’, now rebranded as ‘Welcoming Places’ the Safeguarding Business Unit has delivered safeguarding awareness sessions with a particular emphasis on the increased risk of exploitation to children and adults.




Designated Safeguarding Leads (DSL) Forum

The Designated Safeguarding Leads (DSL) network facilitates and promotes a culture of safeguarding as everybody’s business. It provides a networking opportunity for DSLs in education settings to keep abreast of the latest safeguarding updates and guidance nationally and locally. A key agenda item is for schools to highlight safeguarding issues that they are facing. The Forum is the key educational link into the South Tyneside Safeguarding Children and Adults Partnership. The DSL Forum currently meets six times a year.
To date the following key areas have been included within the forum:

· Child Practice Reviews e.g., Child Q – highlighted the inappropriate strip searching of children on school premises. 
· ICT Updates – including E-Safety around Tik Tok trends / Apps such as Huggy Wuggy
· Prevent Duty
· Keeping Children Safe in Education 
· Peer on Peer abuse



Partner Highlight Reports – What have we done? What will we do next? 


	

Looking ahead to 2023-24 

This annual report references progress of the collaborative model which we must seek to nurture and grow over the coming year. These include, for example:
· Continually reflect, revise and improve the Partnership Governance arrangements and Development with a particular focus on the statutory duties and responsibilities the Partnership has in terms of Safeguarding Adults Boards, Safeguarding Children Partnerships and Making Safeguarding Personal 
· Continue to promote an effective engagement and co-production approach with people in the local community
· Continue to strengthen our approach with schools and the college in terms of their inclusion and participation as equal partners
· Continue to ensure that we draw on a wide variety of national and local information sources to support evidence-based decision making
· Continue to promote and embed Think Family across the Partnership
· Enhance the Partnership’s assurance role within the range of regulatory inspections across all  organisations
· Progress recommendations from the LGA Peer Review
· [bookmark: _Hlk144472441]Maintain oversight of the post inspection Improvement plan for Children and Families social care and seek the relevant assurances. 

[bookmark: App1]Appendix A – Representation at STSCAP Meetings 2022-2023 
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Appendix B – Contributions and Summary of 2022-23 


[bookmark: App3]
Appendix C - Glossary of Terms 

	ASC 
	Adult Social Care
	NHS NENCB ICB
	NHS North East and North Cumbria Integrated Care Board

	APVA
	Adolescent to Parent Violence and Abuse
	NPS
	National Probation Service

	CDOP
	Child Death Overview Panel
	P&P
	Policies and Procedures

	CDR
	Child Death Review
	PEL
	Practice Evaluation and Learning 

	CFSC
	Children and Families Social Care
	PME
	Performance Management and Evaluation

	CPC
	Child Protection Conference
	S42
	Section 42 Enquiry 

	CPP
	Child Protection Plan
	S47
	Section 47 Enquiry

	CSE
	Child Sexual Exploitation
	SAR
	Safeguarding Adults Review

	CSPR
	Child Safeguarding Practice Review
	SBP
	Strengths Based Practice

	CSU
	Children’s Standards Unit
	SiPT
	Safeguarding in Partnership Team

	IRO
	Independent Reviewing Officer 
	STH
	South Tyneside Homes

	ISIT
	Integrated Safeguarding Intervention Team
	STSCAP
	South Tyneside Safeguarding Children and Adults Partnership

	MDS 
	Modern Day Slavery
	STSFT
	South Tyneside and Sunderland NHS Foundation Trust

	MSET
	Missing, Slavery, Exploited and Trafficked
	WD&T	
	Workforce Development and Training

	NEAS
	North East Ambulance Service
	WT2018
	Working Together to Safeguard Children (2018)



[bookmark: App4]






Appendix D – Contacts 

STSCAP Email: STSCAP@southtyneside.gov.uk
STSCAP Tel: 07483 406 311

Jackie Nolan, STSCAP Business Manager
Tel: 0191 424 6513
Mobile: 07881 510 758
Email: Jacqueline.nolan@southtyneside.gov.uk

Leah Collinson, STSCAP Business Development Officer
Tel: 0191 424 4086
Email: leah.collinson@southtyneside.gov.uk

Julie Sloanes STSCAP  Learning and Development Advisor
Tel 0191 424 6519
Email : Julie.Sloanes@southtyneside.gov.uk

Lynn Hodson, STSCAP Business Support Officer
Tel: 0191 424 6512
Email: lynn.hodson@southtyneside.gov.uk






If you, or someone you know, would like this document in another format/language please contact the communications team on 0191 424 7385

Empowerment


people being supported and encouraged to make their own decisions and give informed consent


Prevention


it is better to act before harm occurs


Proportionality


the least intrusive response appropriate to the risk presented


Protection


support and representation for those in greatest need


Partnership


local solutions through services working with their communities.  Communities have a part to play in precenting, detecting and reporting neglect and abuse


Accountability


accountability and transparency in delivering safeguardng



Safeguarding is Everyone's Responsibility


for services to be effective each professional and organisation should play their full part


A Centred-Approach


for services to be effective they should be based on a clear understanding of the needs and views of children



Practice Priority 1


The Impact of Alcohol on Domestic Abuse (July 2021)


Practice Priority 2


Financial Abuse (April 2022)


Practice Priority 3


Multi-Agency Information Sharing (in progress)



The importance of a Trauma Informed Approach


As this affects the approach we take as professionals and how we understand theunique strengths and challenges for the individuals we work with, where past trauma has played a significant part in the persons lack of engagement


Self-Neglect


Self-neglect was not initially identified as a safeguarding concern by those working with Adult AP


Professional Curiosity


The importance of professional curiosity and escalation


Commissioning Arrangements


The need to strengthen and ensure the arrangements for commissioning and monitoring care and support for higher risk service users is effective


Mental Capacity Act


The need for a clear understanding and application of the Mental Capacity Act and the Executive decision making by multi-agency partners


Wellbeing


The impact of grief and loss and mental/general wellbeing


Behaviours


Recognition of coercive and controlling behaviour


Mental Capacity Assessments


There needs to be further work around mental capacity assessments with specific focus on self-neglect, executive functioning and the understanding of the 5 principles within the Mental Capacity Act 2005



The Development Session was convened in October 2022 to strengthen the colective understanding of the Partnership around:


Our response to the Cost-of-Living Crisis


Engagement and Co-Production


Think Family


The assurances required around the recommendaitons from the National Review of Child Protection and future inspection of Adult Social Care



In addition the session focussed on 


Engagement and Co-Production


Think Family


The National and Local Impact on the National Review of Child Proetction in the UK 


The future CQC Inspection Framework of Adult Social Care
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1.	INTRODUCTION 



1.1	This is my second annual report as Independent Scrutineer for the South Tyneside Safeguarding Children and Adults Partnership (the Partnership).



1.2	The purpose of this report is to provide feedback about the effectiveness of the Partnership arrangements and therefore of the effectiveness of safeguarding joint working arrangements, from a “critical friend” perspective. The ultimate judgment as to the sufficiency of these arrangements and practice rests with the 3 statutory partners, The Local Authority, NHS North East and North Cumbria Integrated Care Board and Northumbria Police.  



1.3	The joint Partnership arrangements are still at a relatively early stage. It is important not to underestimate the significance of the decisions represented in the published plan. These include:



· Combining the former arrangements for adults and children

· The adoption of a shared leadership role through an Executive Board

· The introduction of a Practice Partnership

· The decision not to continue with the Independent Chair role, given the new requirement for children’s arrangements to demonstrate an independent scrutiny function, a bespoke Independent Scrutineer role was created 



1.4	Underpinning this was a move to a model of learning, focused on practice that had been adopted elsewhere. At the same time, 



1.5	The safeguarding and partnership landscape is complex and changing, in addition the launch of the new arrangements coincided with the Covid-19 Pandemic, which resulted in additional and ongoing challenges for many children, young people and adults, as well as for agencies and practitioners. 



1.6	The first Independent Scrutineer report focused primarily on the progress made in the light of the published plan from a strategic point of view. From an independent scrutiny point of view, the following issues were noted:



· Risks around transition were being attended to

· There was some early learning demonstrating the added value of a joined-up approach. 

· There were some emerging challenges and opportunities in the context of the new approach

· It is important to manage the risk of divergence and distraction in terms of the stated objectives

· The need to continue to support current practice and approaches, whilst ensuring that all partners remained engaged



1.7	The reports published by the Partnership, and those in draft form, provide an account of progress and what impact has been achieved. The comments and observations in this report draw on this assessment. As the function of independent scrutiny has developed and therefore the role of the Independent Scrutineer, this report draws on direct observation and contribution to key meetings, processes and functions. Additionally, some specific pieces of work and lines of enquiry have been undertaken, alongside regular reporting to the Executive Board and Practice Partnership. 

1.8	The Independent Scrutineer has maintained regular liaison with key professionals in the Partnership:



· Executive Board members, including the introduction of bi-monthly meetings with the Chair

· The Partnership Business Manager

· The Designated Health Professionals Group

· Local Authority Chief Executive

· Lead Elected Members

· Other key agency representatives

· In addition, there has been there has been access to all documentation relating to the multi-agency sub groups and other core processes and activities



1.9	During the year the regional safeguarding partnership commissioned a joint piece of work from Independent Scrutineers to look at the effectiveness of the Missing, Slavery, Exploited and Trafficked (MSET) multi-agency arrangements. 



1.10	There is currently some second stage national research being undertaken to draw together learning about the independent scrutiny function and role(s), and the Executive Board have adopted the widely recognised 6 Steps Framework for Independent Scrutiny. (Appendix 1 provides the framework completed for the purposes of this report). 



1.11	The Executive Board Chair commissioned a Peer Review provided by the Local Government Association (LGA) as part of the ongoing preparation for the Care Quality Commission (CQC) Assurance Process. This provided a view as to how the Partnership arrangements were meeting requirements of the Care Act requirements for the Safeguarding Adult Board (SAB). This was an important and helpful process which is reflected on in this report. 



1.12	The recent Ofsted inspection of the Local Authority’s Children’s Social Care Service has provided important feedback and raised a number of questions and areas for learning. The Local Authority and its statutory partners have taken action across a number of areas, but they are presently considering the future of the partnership arrangements in their current form. The Improvement Board action plan has therefore been considered in forming this report. 



1.13	The Independent Scrutineer notes appreciation for the cooperation and support of safeguarding partners and all professionals in South Tyneside who have an interest in wanting to be sure that children and adults are protected from harm, neglect, abuse and exploitation. He has also welcomed the opportunity to highlight and support the importance of recognising the importance of actively considering how issues of gender, diversity, culture and sexual identity, are important to the safeguarding response.



1.14	Given the current consideration of the future of the arrangements the Independent Scrutineer has sought to draw attention to matters that are likely to be of relevance and helpful to this and any changes being considered going forward.





2.	OBSERVATIONS AND LEARNING 



2.1	The Leadership arrangements (Executive Board) developed significantly during the year, with a recognition from each partner agency that further time was needed from them. In part due to circumstances, there has been a continuation of the Chairing role being held by the same agency, this has demonstrated the value of consistency and highlighted the potential weakness of an annually rotating chair. As a result, the Executive Board have been able to clarify and agree how want to proceed with the work of the Partnership, including the strengthened utilisation of the independent scrutiny function and a stronger focus on improved reporting into the Executive Board from subgroups and other forums. This in turn has resulted in a number of decisions to revise some aspects of how the Executive Board provides leadership and what is expected from the arrangements. 



2.2	The Executive Board has on a number of occasions, demonstrated the capacity to raise and manage challenge. This has strengthened relationships and a shared view of what is expected. The more recent decisions to revise the arrangements for determining the view of the performance and quality of joint working arrangements is an important one, as this should help identify areas that need to be strengthened. It will be important not to underestimate the complexity of this and the need to ensure that all agencies are able to play their part in what is required. 



2.3	The Executive Board has also strengthened their role in terms of the statutory review function and are clearly seen to be responsible for decisions and accountable for being able to evidence that recommendations and actions have been acted on. 



2.4	The future leadership arrangements may wish to focus on some of the wider challenges resulting from learning. In particular there is the potential for the way in which strategic plans and priorities are set and assessed. The Partnership Annual Report provides a comprehensive account of the steps that have been taken in the light of past learning and present priorities. It provides an evidence base for actions and delivery, and also provides the opportunity for partners to demonstrate both their contribution and view of the value and achievements of the partnership.



2.5	In 2021 the What Works Centre for Children’s Social Care published an analysis of published annual reports which alongside the guidance published by the Social Care Institute for Excellence. The former included the finding “reports should move beyond describing approaches and activities and place a greater emphasis on the reasons and evidence behind selecting priority areas and the activities carried out”. The latter suggests a similar approach, with questions such as:



· Is there effective collaborative working? 

· Is the sum of their efforts greater than the parts? 

· Is the service model in place fit for purpose and the best available? 

· What examples are there of a culture of challenge to performance across the SAB?



2.6	This is not to criticise the report which partners agree as a reflection of the work undertaken. It is to suggest that as a Partnership it is now time to be thinking about whether there is a need to demonstrate the balance between activities which support effective joint working safeguarding arrangements and how quality assurance, and scrutiny driven activities provide an informed and in-depth assessment of value and impact. 

2.7	The LGA Peer review report offers clear direction for this in respect of the SAB element, and the observations in this report seek to support the current dialogue that is focused on how best to develop and demonstrate the effectiveness and the impact of the Partnership arrangements, for children, adults, families, practitioners, agencies and South Tyneside as a whole.



2.8	The current Executive Board is right to be concerned to explore ways in which the important work carried out by the Partnership Business Unit and the multi-agency subgroups can demonstrate a greater focus on outcomes. This in turn reinforces the recognised importance of having a more effective and manageable approach to planning. As well as a more effective and focused means to assess impact over and above the nevertheless importance of well managed processes. 



2.9	At all levels safeguarding partnership arrangements have to compete with other demands on those contributing, as well as potential conflicts of interest. The safeguarding arrangements in South Tyneside are fortunate in having a clear focus on “place”, well established relationships and an obvious commitment to safeguarding. The current challenge and opportunity is to further define and clarify the purpose of the safeguarding partnership arrangements, in order that sum of the whole is greater than the parts. For example, it can be difficult to maintain consistency of representation and engagement from partners at the different levels of Partnership activity which can impede the pace of progress, in some instances it can result in an over reliance on the role and capacity of the Business Team. As the Executive Board has developed during the year there have been some positive indications that the need to manage and direct activities and priorities is being better recognised. 



2.10	The Executive Board is to be commended for the way in which it has engaged with and responded to the opportunities created by the formation of Integrated Care Boards (ICBs). This has resulted in an ongoing assurance exercise that focuses on place based safeguarding arrangements being seen as a priority. It has also resulted in a significant piece of work to look at how the quality assurance functions of the ICB align with those of the Partnership. Potentially this sets a wider precedent and model for other agencies such as the Local Authority and Northumbria Police. It also reflects the recognition by the Executive Board that how, and on what basis, a view is formed about the performance and quality of joint working arrangements. This needs to be at the heart of how the Partnership operates and is in a position to form a view as to assurance.



2.11	The arrangements in South Tyneside benefit from a respected and dedicated team who support the Partnership arrangements. This team in turn is dependent on those agencies who are able to release their staff to sit on the multi-agency subgroups, take part in statutory reviews, contribute to wider initiatives and developments and support multi agency safeguarding training. Finding time and ensuring that there is consistency of participation are common challenges. The Business team mitigate these challenges as far as this is possible, through strong and resilient process, and subgroups that are well supported. 



2.12	This year there have been additional challenges resulting from a staffing vacancy. The Business Unit has not had any additional resourcing to reflect the dual challenge of implementing significant change whilst maintaining core activities. It is therefore understandable that some strains have appeared, and these in part account for some slippage in terms of being able to close gaps between outputs and a clearer view of outcomes. 



2.13	Also of particular significance has been the need to undertake a number of statutory reviews which always result in an additional level of demands on the Business Unit and partner agencies alike. These reviews highlighted some of the strengths of the capacity of partners and the Business Unit to work together. The learning from these reviews as set out in the annual report also highlight the opportunities that exist for the Partnership to reflect on the strategic significance in terms of future priorities and the opportunity to demonstrate how the learning has resulted in positive change. 



2.14	The Executive Board has recognised the need to consider what can be expected from the Business Unit and it is important that this dialogue, focused on review and negotiation, continues. This also has implications for what can and should be expected from partners in terms of their participation and what should reasonably be expected from them. It is reasonable at this stage in the Partnership’s development to be considering review and renegotiation, on the basis of a resetting and re balancing between support, learning, scrutiny and assurance. 



2.15	There is a degree of divergence in terms of how different agencies approach and contribute to the Partnership subgroups and other review processes. There are good examples of how agencies and partners come prepared and are able to share their learning and account for their contribution. There are also examples of partner agencies who are not always able to demonstrate this, or who appear to draw a line that may in fact impair the overall outcomes intended from the process. There are some examples of this being challenged and explored, and this should continue and is likely to be more effective if aligned with other developments around how the partnership is understood and how activities and contributions fit together. 



2.16	There is an underlying and as yet not fully resolved tension between the scope, authority and autonomy of the subgroups, which if not addressed may result in unintended consequences. It also remains the case that the role of the Practice Partnership meetings, although better understood, has not yet settled in terms of overall purpose and contribution. It is noticeable that where it has been possible to appoint an experienced chair to subgroups and to maintain this, there have been benefits in terms of engagement, evidence of challenge and direction of travel. 



2.17	This suggests that continued focus on leadership, governance and management of the Partnership arrangements is important. It also suggests that consideration could be given to how the work of the subgroups and the Business Unit could be supported and subject to constructive challenge, over and above that provided by independent scrutiny. It is interesting to note that some Partnerships have a coordinating “business group” to support reporting into the Executive Board.



2.18	It remains the case that how the Partnership is presented and understood is important to unlocking further potential. Although some progress has been made in terms of revisions to the website(s) and regular efforts to communicate, the Partnership has yet to reach a point where it has an identity supported by an accessible narrative that bridges the gap between those on the inside and those who are less involved.



2.19	The Partnership arrangements have yet to reach, and therefore benefit from the value of, a clear position and approach to how the views and experience of the way of children and adults influence the Partnership in terms of its quality assurance role and in setting priorities. There are examples cited in the Partnership Annual Report of some creative and innovative ways that those involved in safeguarding have been able to consider their work from a child’s perspective. This however is not the same as looking at how their direct experience can help with assurance and strategic emphasis.



2.20	The LGA Peer Review sets out some direct challenges for how the partnership broadens and strengthens its approach to Making Safeguarding Personal in order to demonstrate assurance.



2.21	There is understandably a close relationship between the Business Unit and the Local Authority as they host and in fact fund a significant part of the Partnership’s work. However, this degree of alignment may not always be in the wider interests of the Partnership arrangements. For example, the Local Authority is in a unique position to provide the Partnership arrangements with not only performance information but a level of analysis that reflects the safeguarding system as a whole. The current work to develop dashboards of key performance indicators provides an opportunity for the Local Authority to demonstrate that it is able to place its understanding of its performance into the multi-agency context. It is always important that partner agencies do not put the Business Unit in a position whereby they may feel their objectivity and independence is compromised. 



2.22	This also highlights the importance of strengthening the ability of the Partnership to demonstrate and develop the effectiveness of the whole system response to safeguarding concerns. The recent focus on what are termed “thresholds” has recognised the importance of being able to track and understand what happens when concerns are raised. The way in which this development has occurred, which importantly in the context of children’s provision seeks to reflect the positive and well-defined developments in the “early help” offer, provides a challenge to the Executive Board in terms of what emphasis and ownership it seeks to place on the role of thresholds and associated guidance. Particularly in the context of determining their effectiveness and impact. 



2.23	This illustrates the continuing opportunities the Partnership arrangements have for clarifying and developing how it is able to set and measure expectations, as well as supporting them. The Partnership provides a range of guidance, and in some instances toolkits, and promotes their application. The status of these is not always clear and on what basis they are judged to be successful. This suggests that the decision to reset and strengthen the Partnership arrangements for monitoring and assessing performance information, alongside other lines of scrutiny and enquiry, will help a move towards a more strategic and whole system approach to quality assurance. 



2.24	It is not an unusual conundrum for Partnership arrangements to find a balance between acting on learning and being in a position to assess and account for the impact this has on practice and the wider understanding of multi-agency arrangements. It is however more likely now to be important than ever, that some clear steps are identified, and changes are made to re position and re focus. 



2.25	As it is likely that Partnership arrangements will now enter a new phase of development, the challenges and opportunities faced will broadly remain the same. In broad terms, the range of activities and the means to assess the value and impact of these, is probably not sustainable within the current core resources and allowing for, the additional contributions of partners to sub groups and other activities. Again in broad terms, much of the Partnership process is beneficial and evidences positive levels of cooperation and commitment, and it is important not to underestimate the impact this has on practice and therefore positive outcomes. However, there is still some way to go in order to quantify understand and determine whether outcomes if achieved are intended and proportionate.



2.26	Whilst the statutory review function, which has been well delivered, serves to confirm a robust approach to safeguarding, as well as providing direction for where improvement is needed, this cannot be the only point of assurance or challenge. Therefore, the decision to reset and refocus the arrangements for monitoring and overseeing safeguarding arrangements and practice from a whole system point of view is wise and timely. It is also important that the resumption of a range of audit activity is commissioned from partners and that the partnership undertakes multi agency audits alongside other exercises to explore, test and assess key areas of practice, process and pathways, that are responsive and proactive. In this regard there remains a significant opportunity to demonstrate the contribution children and adults could play in this.



2.27	Some progress has been made in terms of developing and embedding the independent scrutiny function and role, and there is a case for considering whether a more integrated and programme led approach could be adopted. As well as how this might benefit from any regionally led approach to scrutiny. 



3.	CONCLUSIONS



3.1	Notwithstanding the likelihood of pending change in the Partnership arrangements, on balance the Partnership arrangements are in some respects in a better place than they were a year ago, especially in terms of being able to demonstrate a greater and more critical awareness of what further steps are needed to heighten effectiveness and therefore, the level of assurance the Partnership is able to demonstrate about safeguarding outcomes.  The leadership model and how this works has become more focused and effective and is able to engage with some of the inherent challenges of shared accountability.



3.2	There has also been some progress in terms of moving into and working out how to better explain and demonstrate the intended benefits of the joint Partnership arrangements. However, balancing this degree of change and development with a need to continue delivering the functions judged necessary to meet the requirements and expectations of others, this now needs to result in some stepping up in terms of change and development. At the same time post-pandemic recovery and continued changes in the wider environment has impacted on partner capacity to match their contribution with the pace and scope of development needed. Despite this there have been and remain many strengths to the partnership arrangements. 



3.3	Although it can be difficult and sometimes uncomfortable it is also a strength of the Partnership arrangements that people are prepared to acknowledge the need for further change. It will be important in the context of the future safeguarding arrangements for children and adults that there is a careful consideration of where to set, and how to explain the purpose of, the revised arrangements along with a coherent and achievable vision and plan for this. 



3.4	Whilst Partnership arrangements are necessarily complex and have to take into account the different ways in which effectiveness of Partnership arrangements can be formulated. It is important that there are different ways of achieving this. Successful partnerships, as with successful safeguarding practice, are able to work out and explain how they achieve this. This highlights the significance and importance of the opportunity to follow through on and identify further steps that will clarify and raise expectations. Given such shift and changes it will be important to carefully determine what this will mean in terms of the contribution and collaboration between partners, children, adults as well as engagement with the public and their representatives. 



3.5	From an Independent Scrutineer perspective, whilst there are good grounds to believe that the way in which the Partnership arrangements presently approach things, it has the potential to change and improve. There are also some grounds to be concerned that capacity and complexity may work against a revised approach achieving sufficient and sustainable progress.



3.6	It is therefore important to be able to tell “the Partnership story” more effectively and in a way that lines up the available evidence to better differentiate between progress as measured by process and that determined through outcomes led quality and assurance. This in turn is likely to support more strategic priorities focused on improving safeguarding outcomes and experiences for children and adults.



3.7	The Independent Scrutineer would take the view that the other ways in which the Partnership supports and facilitates collaboration and learning gives cause for a level of assurance, this is not in itself sufficient. This does suggest that more should be done, especially in terms of the significance and impact of the quality assurance. It also suggests some things could be done differently, as well as the possibility of not doing some things. 



3.8	It can be easy to forget that safeguarding partnerships do not hold responsibility for the delivery of services but are required to hold partners and practice to account on the basis of agreed standards and ways of working within the local context. This sets benchmarks for the expected response to those who are vulnerable, at risk of and who experience harm. The partnership needs to build on its present reflections on how best to demonstrate how it achieves a balance between supporting effective joint working and providing standards and challenge that inspires a willingness to change and improve outcomes. 



3.9	Given the continued development of the leadership arrangements, enhanced clarity and focus on purpose and priorities, and a resetting of the balance between quality assurance and supporting effective practice and joint working, there is good reason to believe that the experience, resilience and commitment of partners in South Tyneside will be able to put forward a more focused account and evidence for their reasons to be assured that the safeguarding partnership arrangements and therefore the safeguarding response are better understood and stronger. 



4.	AREAS FOR REFLECTION 



4.1	In the light of the current considerations about the future of the safeguarding partnership arrangements the following are likely to be important:



a) That design and implementation of any changes take into account and are built on a shared understanding of the purpose and intended outcomes of revised Partnership arrangements

b) The significance of decisions already taken to re set and refocus how the Partnership approaches quality assurance, particularly in respect of how it forms and is informed about pathways, multi-agency decision making, the application of thresholds and or any other components of a “whole system” view

c) That such developments need to demonstrate how information, analysis and feedback from agencies is integrated and levelled out to ensure effective analysis and therefore reporting into the Executive Board

d) Clear goals should be set for all partners to provide information, analysis and an account for their contribution to joint working standards and arrangements

e) The current work taking place with the ICB in terms of reducing duplication and increasing more transparent and integrated scrutiny and assurance, should be supported to explore its wider potential

f) The Local Authority and Northumbria Police need to continue to reconsider how they provide the partnership with more place and system specific information and analysis

g) As the principle of independent scrutiny develops (nationally, regionally and locally) the development of an integrated Scrutiny and Quality Assurance Strategy and Framework should be considered, for example:

https://safeguarding.calderdale.gov.uk/wp-content/uploads/2021/11/CSCP-independent-scrutiny-and-assurance-framework-1.pdf)

h) The Partnership may wish to consider how it develops clarity and consistency in terms of the wider position and capacity of other organisations (including 3rd sector) and schools are a) involved in leadership and governance and b) the evidence and narratives they provide as to their learning and performance results in wider learning and assurance (this could include a consideration of the relevance of Section 11 and Section 157 processes)

i) The Partnership should consider and identify strategic goals respect of:

The involvement of children and adults in the partnership arrangements

The arrangements for working strategically with other statutory partnerships in the Borough 

The arrangements for working with the Tyne, Wear and Northumberland Safeguarding Partnership

The evidence that would support an assurance position in respect of the arrangements in place in the Borough to respond to allegations made against adults/professionals in a position of trust 

j) In addition to the emerging priorities relating to Self-Neglect, Assessment of Capacity and Making Safeguarding Personal, the partnership should consider a) whether a more strategic approach to whole system change and improvement would be beneficial and b) where to set other strategic objectives in terms of the whole system response to contextual safeguarding and inter familial abuse, for example from a children’s safeguarding perspective

k) Accessible and clear information that provides an explanation of and narrative for safeguarding arrangements and in particular the purpose and impact of the Partnership, would benefit from a higher level of visibility and clarity, this would encourage engagement and provide further opportunities to maximise the contribution to positive safeguarding outcomes.
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APPENDIX 1



6 Steps Independent Scrutiny domains 



This link provides access via the Association of Safeguarding Partners (TASP)website to the back ground and published reports and guidance regarding the development of independent scrutiny.



https://www.theasp.org.uk/MEMBERSSITE2020/MEMBERSSITE2020/RESOURCES/Independent-Scrutiny-Research-Project.aspx?hkey=59adf6b4-3374-4c9a-adf4-83bd10f7c977



This appendix provides a summary narrative resulting from semi structured interviews with the Statutory Partners and other significant partners and people. This was tri angulated with a review of partnership documentation, direct observation and commissioned lines of independent Scrutiny enquiry. 



1.	Domain 1 - The three core partner leads are actively involved in strategic planning and implementation



1.1	The 3 core partners in this instance the Executive Board, have continued to demonstrate their commitment to ensuring that the partnership arrangements are effective and successful. To this end they have increased the frequency of their meetings and the time they spend together.



1.2	The Independent Scrutineer sits on the Executive Board as an observer/ adviser/challenge role. The Partnership Business Manager also attends and during the year other representatives from individual agencies have attended to make presentations. 



1.3	The chairing arrangements for the Executive Board rotate on an annual basis to one of the statutory partners (which in this context and given the “one partnership” include the Directors of Adult Social Care from the Local Authority). In the first year the Local Authority Director of Children’s Services held the role and this was then passed to the Local Authority Director of Adult social Services, who has agreed to hold the role for a further period. 



1.4	The leadership arrangements are still relatively new, and the current consultation for the Children’s Working Together Guidance along with the wider consultation “Stable Homes, Built on love” indicate that Government is concerned to strengthen and develop this model.  The application of this model to the SAB requirement, has been noted addressed by the inclusion of the Local Authority Director of Adult Social Services and in any case the Police and the ICB are required to be involved in the governance arrangements for a SAB. 



1.5	It is difficult for 2 of the statutory partners who serve a wider footprint than that of the Local Authority to ensure that they can contribute to the local and other arrangements elsewhere. Therefore, this can mean that it is sometimes difficult to ensure consistency of representation and at the appropriate level of seniority. Despite the fact that the transition from CCG to ICB has been challenging, the ICB have maintained their commitment to the Executive Board (as well as in respect of other designated roles and functions), this has helped ensure consistency and demonstrated a collaborative and balanced approach. Northumbria Police have found it more difficult to achieve consistency in terms of representation, in part due to internal changes. This has constrained their capacity to demonstrate in terms of the leadership arrangements, to engage in all aspects and levels of the matters the Executive Board has been working on. For all statutory partners achieving a balance between stepping into this role alongside the necessary commitment to operational delivery and strategic collaboration in other areas is a challenge. As a leadership group it is possible to observe with the caveat in respect of the consistency of representation, this has been recognised and constructively addressed. It remains the case that these inherent challenges can serve to weaken impact and outcomes, which in turn highlights the important role and expectations of the business manager.



1.6	It is positive that there is a focus on leadership dynamics and tensions and a focus on this especially in the context of the wider governance arrangements within the Partnership and its impact on strategic clarity continues to be addressed.



1.7	There is therefore a continued opportunity for the Executive to develop its strategic focus and grasp, and there are positive indications that this is recognised. The Executive has taken seriously its decision-making role in respect of the statutory review process, it is supporting a move towards more effective monitoring/analysis and reporting of performance and quality, and the need to address ways in which a whole system perspective and narrative that reflects the purpose of the partnership can be developed. 



1.8	Of particular note in the year has been the focus from a risk and an opportunity perspective on the developments within the ICB part of the system, this has resulted in an emerging and strategically focused agenda for how respective arrangements can contribute to increased transparency and assurance. 



1.9	The Executive Board have on a number of occasions demonstrated how they are able to constructively raise challenge in the context of the shared commitment to joint working arrangements. Although difficult is a positive indicator of relationships and grasp of the collective leadership role. 



1.10	The Executive Board are aware of, and invite challenge, in terms of finding and keeping a balance between the respective interests of each partner, especially given the central role and responsibilities the Local Authority hold. The present Chair has demonstrated and appropriately provided a good example of how it is important to work together to share what can sometimes be conflicting or competing interests. It is also the case that it is timely in my view and advantageous for the partnership arrangements to be more focused on the Local Authority Adult Social Services role. This should not just be from a position of readiness for inspection but should also focus on providing an evidenced based commentary about effectiveness, quality and outcomes, from a wider system perspective and in terms of the overall model for leadership it provides for safeguarding responses. 



1.11	The Executive Board may wish to reflect on and consider any learning from the ways in which the Local Authority Children’s Social Care addressed its contribution to the leadership role during the past year.



1.12	During the year the Executive Board requested the Independent Scrutineer to look at the evidence for how the respective strategic partnership arrangements and relationships work in South Tyneside and how these demonstrate how these support and inform the effectiveness of safeguarding. This suggested that there is further potential to clarify the understanding and therefore strategic overlap in terms of relationships and reporting. It is understood that the Executive Board will further consider how this can be reflected in the strategic plan for the partnerships arrangements in order to better evidence how this works and how it is effective. 



1.13	It remains the case that the Executive Board continues to recognise the importance of developing the engagement of agencies with the quarterly practice partnership meetings, and some changes have been implemented in terms of planning for meetings. There is in my view further potential which will be explored in the next section. 



1.14	The Executive Board has engaged in discussions around how contributions (financial and other) are balanced and result in sufficient capacity to deliver. Whilst these discussions have not yet resulted in any significant changes in financial terms, they did serve to demonstrate the capacity to engage with what remains a national problem. There is an awareness of how this can place a strain on the Local Authority in a number of ways. It is a positive indicator of the strength of the Executive Board that whilst they cannot immediately resolve this issue, they are able to take it into account, and therefore be aware of the additional dynamic it can result in terms of leadership and commitment. It will remain the case that all partners and the Local Authority in particular should remain aware as to how potentially this can undermine the potential for a strong and effective approach to partnership working. 



1.15	The Executive Board has become more focused on its strategic and leadership role, and on this basis it is now well positioned to build on the steps it has taken to re align and refocus the ways in which it has a “line of sight” into practice and arrangements, and to consider how it takes further steps to refine and clarify strategic objectives and priorities. There is a need to work towards closing any gap between the learning that results from activities undertaken in the sub groups and other ways in which the Business Team supports partners to learn from practice and experience, and how this can be seen to be contributing to wider assurance and whole system impact. This may require the Executive to consider how the approach presently taken to planning can better demonstrate “what is important, why and how will we be able to know when what we have asked people to do is what we intended”.



2.	Domain 2 The wider safeguarding partners (including relevant agencies) are actively involved in safeguarding children and adults



2.1	Engagement with, and the involvement of, all those involved in safeguarding is recognised by the Executive Board as being central to achieving positive outcomes for children and adults. The present plan includes some actions that result from the engagement of the Practice Partnership in development sessions and other feedback routes. In this regard there is a positive approach to developing how partners are involved in the Partnership arrangements and therefore reflects and supports how this works in practice. It is also reflected in how well as a Partnership arrangement the wider description and narrative of “how things work” is achieved. This dynamic i.e., partners feeling that they are a part of and own the wider system and arrangements which set standards and pathways for example, whilst also being in a position whereby they can both account for how well they have fulfilled expectations and be subject to scrutiny from others, is at the heart of effective safeguarding.



2.2	There is a good level of engagement from those partners who have been clearly identified as having a place on the Practice Partnership, and meetings take place as scheduled and have a consistent format. There has been a limited response to the learning identified by those who attend as a result of past development sessions. This has focused on making people aware of and providing induction, and some changes to include representation from the voluntary sector. 



2.3	There remains some unresolved confusion as this relates to the governance structure and arrangements of the Partnership, and there are different views across partners. This suggests that there is a continued opportunity to clarify this, in line with other ways in which the arrangements are communicated and understood.



2.4	From an independent scrutiny perspective there is an expectation that this group could exercise a greater level of challenge in terms of the purpose and priorities of the partnership arrangements and be more actively involved in assurance of key learning and the delivery of objectives. There is a good focus on providing those who attend with information, though this does not always fully take into account the differences across partners and representatives may have in terms of engagement with and therefore the direct relevance of what is put before them. It can be a weakness of multi-agency partnership working that assumptions are made as to how well language and issues are widely understood.



2.5	There is also a focus on people sharing good practice and areas of interest/concern. There are examples, which tend to reflect the internal capacity and position of the agency concerned where this is well thought through and clear about what is intended. However, it is more often the case that agencies when presenting to not take into account an understanding of the partnership arrangements of the purpose of the group. In this sense opportunities are not always fully taken advantage of, and in some instances in terms of how people understand the partnership and partnership working, there is a risk that this may compound an impression that the partnership group does not have a clear role and impact. 



2.6	It will be important for the Executive Board to continue to engage with this, as it can be suggested that in terms of the SAB requirements there is an expectation that this forum should perform as a Statutory Board. In terms of the children’s arrangements there is no longer such a requirement, but this does require such a group to have a clearly designated status and role. 



2.7	There is a reasonable expectation and in the instance of the CQC and JTAI framework that this group should be well informed in terms of research, national and local guidelines and issues impacting on safeguarding. This in turn supports and informs the role such a group might play in influencing, supporting and priorities and efforts to assess progress and impact. There is some evidence that this is undertaken, but as suggested this can have less impact than intended.



2.8	It is also reasonable to consider and demonstrate how this group is a part of the wider scrutiny and assurance process, and this is underdeveloped.  This would suggest that it would be sensible for the Executive Board to consider ways in which partners are engaged with this group and opportunities to clarify its status and role. It again would be reasonable to look for and to expect how this group are involved in the formulation and delivery of strategic objectives and priorities. It is interesting to note that the WT consultation looks to explore the idea of there being a dedicated chair, although not independent. Further consideration of this may serve to strengthen governance overall and in particular the relationship between this group and the Executive Board. 



2.9	It was agreed that there would be a consideration at the instigation of the then minister, of how Education were involved. This is raised again in the Working Together to Safeguard Children consultation. In 2022.  The Independent Scrutineer queried where this was at met with the then Director of Children’s Services and a number of options were considered in outline. Unfortunately, this has yet to be considered. The reason for considering this locally was that, whilst there is a positive engagement with Designated Safeguarding Leads (DSL) from schools and colleges in the Borough, and a contracted agreement that some of the Partnership’s resources are targeted to support safeguarding arrangements in schools and colleges, the involvement and engagement with this sector’s leadership remains underdeveloped. This remains therefore an opportunity to demonstrate how those who lead this sector and play a key role in the early help and safeguarding responses, could be more involved in setting priorities and contributing to learning and assurance. Previous advice has been provided that given the still recent changes in expectations of schools (Keeping Children Safe in Education (KCSE 2022) and colleges and some of the significant challenges they face, that  the Partnership would reasonably want to be assured of progress and learning, and how this impacts on the interface with other agencies and arrangements for keeping children safe. The Executive Board and wider Partnership have as yet not been able to create an opportunity to be more sighted on the ways in which activity, learning and ways in which schools contribute can be evaluated. 



2.10	On an anecdotal level and from some direct observation for example of the review process, school and colleges are more likely to be engaged with and focused on protecting children, it is also clear that the offer and DSL network is valued. However as with some other areas of the Partnership activity this lacks quantification and strategic context, so it is difficult to form a view as to consistency, quality and effectiveness. If this were felt to be achievable it would support and balance any reliance on inspection to act as a warning bell in terms of safeguarding arrangements. Again, given any future consideration of the approach to Think Family and the principal of a “one partnership” approach education leaders would most likely have much to offer in this regard, if they were closer to and or more involved in the partnership arrangements.  



2.11	The LGA Peer Review highlighted that there should be a consideration of the involvement and appointment of lay members to the Partnership. This seems like a sensible suggestion and if addressed may help develop and clarify some other areas such as the potential contribution of lay members to scrutiny and assurance arrangements. 






3.	DOMAIN 3. CHILDREN, YOUNG PEOPLE AND FAMILIES ARE AWARE OF AND INVOLVED IN PLANS FOR SAFEGUARDING CHILDREN 



3.1	It remains the case that this is an area where there appears to have been very little progress. Those partners who were able to contribute to the development session in 2022 took some key first steps to engage with this important element of how people and arrangements can demonstrate how the voice and experience of those who need help and protection, is influential on what people decide to do, how they do it and what it achieves. 

3.2	There are probably a number of valid reasons why it does not appear that the Executive Board and others have been able to build and therefore sustain momentum. But this should not distract from the need to strategically address and act on reaching a better position. Where it can be demonstrated that the Partnership Plan, and therefore its activities, are centred on and inclusive of the voices and lived experience of those who have experienced harm and abuse. Alongside their experience of the services and arrangements that are in place to prevent and protect them from harm. 



3.3	As with other areas of this report, unmet opportunity in terms of strategic intent and clarity, does not mean that partners and some aspects of Partnership activity are not focused on seeing things from different points of view and do not seek to be inclusive. It is the case that more defined objectives, measures and expectations would enable a better view of good practice and arrangements as a whole.



3.4	There is a developing focus on Making Safeguarding Personal, which is clearly a priority for the Local Authority and its partners. From an independent Scrutiny perspective, it feels like there is an opportunity to for the Executive Board and Practice Partnership to reflect on what it is seeking to achieve and therefore what may be the best ways of achieving this. At present from an assurance point of view the evidence seen is limited to a reliance on response rates to service user assessment, efforts to promote the principles and practice. As well as some correlation with other forms of inquiry and learning, such as case reviews and where these have taken place audits. The LGA Peer Review provides further observations and indications of next steps. Which in turn may be complimented by the suggestion of improved clarity in terms of the wider context and the level of assurance the Partnership wants to achieve. 



3.5	As with other aspects of the present position of the Partnership, the potential to bring strategic clarity and an approach focused on assurance i.e., “do we know how effective our joint working practice and arrangements are?” if addressed is more likely to support and add value to the genuine efforts that many partners and practitioners are making.



3.6	The Independent Scrutineer would like to be in a position to be able to demonstrate how the experience of adults and children have influenced the priorities adopted by the Executive Board and the Partnership in the next annual report. The next annual report should also be able to provide strengthened evidence how, in a consistent and coherent way, both Partnership processes and multi-agency practice can demonstrate assurance and examples of how children and young people have been actively involved. As a part of the agreed regional ISP pilot children will be visited as a part of this scrutiny exercise, which will help demonstrate an awareness of the voice of children and young people and how this influences the role of the Independent Scrutineer.  



4.	Domain 4. Appropriate quality assurance procedures are in place for data collection, audit and information sharing



4.1	The Executive Board have recently identified that the arrangements for how core data is collected, analysed and reported should be subject to revision. This is a positive step as it may help support and demonstrate a clearer understanding of how central this type of activity is for the partnership arrangements. 



4.2	It is not the case that partners at the level of the multi-agency subgroups have not been focused on this sort of activity across adult and children safeguarding, or that there has not been benefits to this activity and that it has resulted in some positive influence on practice and the priorities of partners. However, it was a reasonable position for the Executive Board to reach that the present arrangements were not providing them with a sufficiently clear line of sight into practice or enabling them to consider any strategic or wider significance from this activity. This is of course a complex activity and is often underestimated by partners in terms of resourcing and availability of technical expertise. It also can reflect the different organisational perspectives and cultures in respect of how they use and see the importance of data, as well as the need to translate such data into a safeguarding partnership focused framework and process.



4.3	There is now an opportunity not simply because of more defined expectations arising from recent and future inspections, to strengthen analysis of data and how trends and specific aspects of practice, pathways and process are looked at, on the basis of a more strategic and whole system perspective. In doing so there will need to be a careful consideration of the capacity and expertise required to achieve changes (which for a number of reasons need to be undertaken as quickly as possible). This is because whist data analysis and interpretation, taking into account the additional challenges of doing this from a multi-agency perspective, is a central pillar of any framework. There are other parallel activities such as audit, focus groups etc. as well as aggregated learning and themes from reviews for example, that feed into and contribute to the wider picture. This makes the task of differentiating between learning that can be taken away and explored and or acted on at a sub group level, and learning or queries that needs to be considered from a different perspective either on a single or multi source basis, important and therefore it is often important to ensure that those who are responsible for this have the means to achieve it. 



4.4	It may be that a judgement is formed, that the present arrangements and capacity are sufficient, if this is the case then it is likely that activity will still benefit from more effective direction and coordination, within an approach which accepts that the present output of the partnership is too widely focused. 



4.5	The Independent Scrutiny role has been positioned alongside and therefore directly observed these activities and discussions are taking place subject to any other changes and strategic imperative given to this area to develop the points at which the Independent Scrutiny role is deployed. This would build on learning from the review process and support the embedding of the role and principle. 



4.6	It may also be worthwhile remembering that any scrutiny of data and other forms of information is reliant on the availability and quality of what is submitted and shared. In a multi-agency setting it also brings with it an expectation that each contributor will provide analysis and narrative that explains organisational specific context and how this relates to its own quality assurance arrangements, particularly as these relate to safeguarding partnership arrangements, quality markers or standards. The Independent Scrutineer is of the opinion that the availability and quality of information and analysis made available has been variable and inconsistent particularly in respect that provided from the Local Authority Children’s Services. There has been an identifiable improvement in the information and analysis provided from the Local Authority for adult safeguarding, but there remains room for improvement. The move to a “scorecard” approach is a positive and logical step but this will also require further definition in terms of the how the wider context and system is understood and described. 

 

4.7	During the past year there has been some challenges in partners progressing a multi-agency audit program which means that analysis and reporting has not always been able to as fully reflect significance and impact as it could. 



4.8	The move to what was termed “exception reporting” represented the spirit of innovation and was potentially in keeping with the principles and assumptions of the partnership arrangements. With hindsight it is probably reasonable to have expected the Executive Board to have more fully considered significance and potential risk, though this was addressed and is further evidence of how the Independent Scrutineer role can help with challenge. Subsequent Independent Scrutineer reports continued to highlight the potential risk and report on progress. What is now better recognised, is the importance of spending more time with and having access to timely whole and part system focused data, in order to maintain an overview of system and pathway-based indicators. Ultimately this does not preclude a return to the principle of partners exercising their own thresholds for reporting either on the basis of an understood or not yet understood variation, and also in terms of trends and underlying practice that supports assurance. There is also an opportunity to establish and develop the relationship between how partners demonstrate assurance and challenge in respect of their own areas of operation and learning with those of others, and how this results in outcomes and conclusions that contribute to overall assurance. 



5.	Domain 5. There is a process for identifying and investigating learning from local and national case reviews



5.1	The Executive Board and partners have a good focus on the review process as a core and statutory function. There is a well organised process, and this is actively supported by all partners and other agencies when they are required to be involved. There are good arrangements for sharing learning. National Reviews are brought to the attention of partners, the Executive Board and the Practice Partnership meetings.



5.2	From the outset of the present Partnership arrangements there has been a deliberate effort to run the adult and the children process in parallel with a view to demonstrating the benefits of a one partnership approach. There is good evidence of how this has strengthened understanding and the process overall. As with other areas the wider learning from this has yet to be fully recognised. 



5.3	Independent Scrutiny has been positioned at key points in the process, including the Executive Board decision making and a first pilot of testing out the impact of any learning. This has yet to be incorporated into the protocol which is subject to ongoing review by the Executive Board and serves as a good example of how function and delivery can be seen against preset standards. In addition, there is the active application in the context of SAR’s or regionally agreed quality markers. 



5.4	Learning, and therefore the opportunity to improve, has been driven by and, to some degree, constrained by the number of referrals for Safeguarding Adult Reviews (SARs) and a concern that the level of referrals for Child Safeguarding Practice Reviews (CSPRs) were lower than might be expected. In the case of the latter it was difficult to contextualise this concern on the basis of the previously mentioned position in terms of other forms of scrutiny and assurance. 



5.5	The Executive Board, whilst being focused on quality for the review process, have also been concerned to understand any wider significance of the upturn in referrals for SARs. They commissioned some independent scrutiny activity. The first completed phase, confirmed with some opportunities for further improvement the soundness of the process, that trends needed to be carefully monitored and ongoing scrutiny maintained. Although findings are not completed, it is reasonable to suggest that along with the learning from completed reviews, there are grounds to explore how well partners understand the wider adult safeguarding system both in terms of expectations for joint working and in terms of the different types of thresholds.



5.6	In addition, there are some grounds to consider how the Executive Board may want to consider and address what is “reasonable” in terms of when and on what basis the threshold for review is met. This is a current issue for many SABs and can correlate with a need to consider how effective and strategic the partnerships approach to complex issues such as for example self-neglect and assessing individual capacity is. In general terms and not withstanding further inquiry, reflection and engagement with the Executive Board and others, on a general level this seems to support a view that there is potential to focus on how priorities and any associated strategies are set and formed by the Executive Board and through the partnership meeting. 



5.7	More recently there have been some referrals for cases including children, and it is likely that these will confirm existing strengths in terms of process and also opportunity for further learning and improvement, given that this review process is coordinated centrally. 



5.8	It is important that the Executive Board is able to maintain a clear view of this function, standards, process and outcomes, as well as continuing to work on ways in which they are able to exercise decisions in a timely way. Reviews and especially when there are more than one running concurrently place an additional pressure on all concerned, which can appropriately give grounds for some concern and a need to consider ways in which this can be managed. It is therefore important that any learning and or changes are carefully considered before being acted on. 



5.9	There is a focus on determining whether, when and in what ways learning from reviews has been acted on and whether this has resulted in positive and measurable changes. It is reasonable to hope, given that there is a growing body of experience in terms of the review process to draw on, that efforts will be maintained to follow up on learning in terms of what people said they would do and how from the commitment to the learning from reviews, there is also a focus on strategic issues. This could and should result in a more effective approach to ensuring that the learning from reviews is not lost sight of or becomes obscured by the very real challenges of identifying the impact of this. 



6.	DOMAIN 6 THERE IS AN ACTIVE PROGRAM OF MULTI-AGENCY SAFEGUARDING TRAINING



6.1	The multi-agency training offer has been, and remains, a central part of Partnership activity and crosses over with other forms of engagement, promotion and awareness raising activity.



6.2	Direct scrutiny of this area of activity has been limited to sight of programming, discussions at the Executive Board around the future of provision, and also of how a gap in staffing was addressed and risk mitigated. 

6.3	Were this to be on the agenda of the Independent Scrutineer, as I am sure it will be, then it would be reasonable to see, in addition to reported assessment and satisfaction by participants, a range of other data and analysis reported on, from and in the context of overall sufficiency and assurance as to the levels of skill, knowledge and competence the “safeguarding workforce” has and may require. 



6.4	Along with other areas of the Partnership activity and in terms of development now is an appropriate time to consider what multi-agency training delivery is intended to achieve. This might involve revisiting in order to be clearer around the intended and respective positions in regard to the Partnership role in setting standards and expectations, i.e., how it is able to determine how partner agencies ensure that their people have the right training, knowledge and skills. This would then inform the contribution the Partnership makes to this in terms of delivery. This would provide the basis for a whole system approach and allow for how such provision lines up behind and supports key priorities and initiatives. It would remain the case therefore for the Partnership to be able to target its offer and delivery to support minimum standards and areas of practice and process that aligned with key areas of learning and priorities. If this is aligned with a greater capacity to assess and present on the basis of scrutiny of performance and quality assurance, this would contribute to an improved capacity to assess impact. 



6.5	The present and previous Partnership reports do not provide a full enough evidence base for context and impact, to assess the overall effectiveness and reach of the present offer. Again, this is not to detract from the value those who take part in reporting. It is understood that there are some measures being considered presently to move in the direction outlined above.



6.6	As noted elsewhere there are clear efforts to ensure that the offer is responsive to emerging learning from for example reviews, but because it is difficult to quantify take up and impact the true value is not clear. However, the principle of responsiveness is a strength. 



6.7	The Executive Board has recognised the wider opportunities and may wish to continue to consider these in terms of fit between core activities and how reporting and therefore future strategic decisions can be as integrated as possible. It will be beneficial to consider whether there are ways in which more partner agencies could better demonstrate how the training needs of their staff are identified and met and how this sits alongside any multi-agency offer. It would be sensible given any revision to the approach to the scrutiny of performance and quality to closely consider how design and delivery of multi-agency training is approached in the future. Any revised approach could and should provide a clearer whole system perspective so as to more closely link delivery with this.
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1.	INTRODUCTION 



1.1	This is my second annual report as Independent Scrutineer for the South Tyneside Safeguarding Children and Adults Partnership (the Partnership).



1.2	The purpose of this report is to provide feedback about the effectiveness of the Partnership arrangements and therefore of the effectiveness of safeguarding joint working arrangements, from a “critical friend” perspective. The ultimate judgment as to the sufficiency of these arrangements and practice rests with the 3 statutory partners, The Local Authority, NHS North East and North Cumbria Integrated Care Board and Northumbria Police.  



1.3	The joint Partnership arrangements are still at a relatively early stage. It is important not to underestimate the significance of the decisions represented in the published plan. These include:



· Combining the former arrangements for adults and children

· The adoption of a shared leadership role through an Executive Board

· The introduction of a Practice Partnership

· The decision not to continue with the Independent Chair role, given the new requirement for children’s arrangements to demonstrate an independent scrutiny function, a bespoke Independent Scrutineer role was created 



1.4	Underpinning this was a move to a model of learning, focused on practice that had been adopted elsewhere. At the same time, 



1.5	The safeguarding and partnership landscape is complex and changing, in addition the launch of the new arrangements coincided with the Covid-19 Pandemic, which resulted in additional and ongoing challenges for many children, young people and adults, as well as for agencies and practitioners. 



1.6	The first Independent Scrutineer report focused primarily on the progress made in the light of the published plan from a strategic point of view. From an independent scrutiny point of view, the following issues were noted:



· Risks around transition were being attended to

· There was some early learning demonstrating the added value of a joined-up approach. 

· There were some emerging challenges and opportunities in the context of the new approach

· It is important to manage the risk of divergence and distraction in terms of the stated objectives

· The need to continue to support current practice and approaches, whilst ensuring that all partners remained engaged



1.7	The reports published by the Partnership, and those in draft form, provide an account of progress and what impact has been achieved. The comments and observations in this report draw on this assessment. As the function of independent scrutiny has developed and therefore the role of the Independent Scrutineer, this report draws on direct observation and contribution to key meetings, processes and functions. Additionally, some specific pieces of work and lines of enquiry have been undertaken, alongside regular reporting to the Executive Board and Practice Partnership. 

1.8	The Independent Scrutineer has maintained regular liaison with key professionals in the Partnership:



· Executive Board members, including the introduction of bi-monthly meetings with the Chair

· The Partnership Business Manager

· The Designated Health Professionals Group

· Local Authority Chief Executive

· Lead Elected Members

· Other key agency representatives

· In addition, there has been there has been access to all documentation relating to the multi-agency sub groups and other core processes and activities



1.9	During the year the regional safeguarding partnership commissioned a joint piece of work from Independent Scrutineers to look at the effectiveness of the Missing, Slavery, Exploited and Trafficked (MSET) multi-agency arrangements. 



1.10	There is currently some second stage national research being undertaken to draw together learning about the independent scrutiny function and role(s), and the Executive Board have adopted the widely recognised 6 Steps Framework for Independent Scrutiny. (Appendix 1 provides the framework completed for the purposes of this report). 



1.11	The Executive Board Chair commissioned a Peer Review provided by the Local Government Association (LGA) as part of the ongoing preparation for the Care Quality Commission (CQC) Assurance Process. This provided a view as to how the Partnership arrangements were meeting requirements of the Care Act requirements for the Safeguarding Adult Board (SAB). This was an important and helpful process which is reflected on in this report. 



1.12	The recent Ofsted inspection of the Local Authority’s Children’s Social Care Service has provided important feedback and raised a number of questions and areas for learning. The Local Authority and its statutory partners have taken action across a number of areas, but they are presently considering the future of the partnership arrangements in their current form. The Improvement Board action plan has therefore been considered in forming this report. 



1.13	The Independent Scrutineer notes appreciation for the cooperation and support of safeguarding partners and all professionals in South Tyneside who have an interest in wanting to be sure that children and adults are protected from harm, neglect, abuse and exploitation. He has also welcomed the opportunity to highlight and support the importance of recognising the importance of actively considering how issues of gender, diversity, culture and sexual identity, are important to the safeguarding response.



1.14	Given the current consideration of the future of the arrangements the Independent Scrutineer has sought to draw attention to matters that are likely to be of relevance and helpful to this and any changes being considered going forward.





2.	OBSERVATIONS AND LEARNING 



2.1	The Leadership arrangements (Executive Board) developed significantly during the year, with a recognition from each partner agency that further time was needed from them. In part due to circumstances, there has been a continuation of the Chairing role being held by the same agency, this has demonstrated the value of consistency and highlighted the potential weakness of an annually rotating chair. As a result, the Executive Board have been able to clarify and agree how want to proceed with the work of the Partnership, including the strengthened utilisation of the independent scrutiny function and a stronger focus on improved reporting into the Executive Board from subgroups and other forums. This in turn has resulted in a number of decisions to revise some aspects of how the Executive Board provides leadership and what is expected from the arrangements. 



2.2	The Executive Board has on a number of occasions, demonstrated the capacity to raise and manage challenge. This has strengthened relationships and a shared view of what is expected. The more recent decisions to revise the arrangements for determining the view of the performance and quality of joint working arrangements is an important one, as this should help identify areas that need to be strengthened. It will be important not to underestimate the complexity of this and the need to ensure that all agencies are able to play their part in what is required. 



2.3	The Executive Board has also strengthened their role in terms of the statutory review function and are clearly seen to be responsible for decisions and accountable for being able to evidence that recommendations and actions have been acted on. 



2.4	The future leadership arrangements may wish to focus on some of the wider challenges resulting from learning. In particular there is the potential for the way in which strategic plans and priorities are set and assessed. The Partnership Annual Report provides a comprehensive account of the steps that have been taken in the light of past learning and present priorities. It provides an evidence base for actions and delivery, and also provides the opportunity for partners to demonstrate both their contribution and view of the value and achievements of the partnership.



2.5	In 2021 the What Works Centre for Children’s Social Care published an analysis of published annual reports which alongside the guidance published by the Social Care Institute for Excellence. The former included the finding “reports should move beyond describing approaches and activities and place a greater emphasis on the reasons and evidence behind selecting priority areas and the activities carried out”. The latter suggests a similar approach, with questions such as:



· Is there effective collaborative working? 

· Is the sum of their efforts greater than the parts? 

· Is the service model in place fit for purpose and the best available? 

· What examples are there of a culture of challenge to performance across the SAB?



2.6	This is not to criticise the report which partners agree as a reflection of the work undertaken. It is to suggest that as a Partnership it is now time to be thinking about whether there is a need to demonstrate the balance between activities which support effective joint working safeguarding arrangements and how quality assurance, and scrutiny driven activities provide an informed and in-depth assessment of value and impact. 

2.7	The LGA Peer review report offers clear direction for this in respect of the SAB element, and the observations in this report seek to support the current dialogue that is focused on how best to develop and demonstrate the effectiveness and the impact of the Partnership arrangements, for children, adults, families, practitioners, agencies and South Tyneside as a whole.



2.8	The current Executive Board is right to be concerned to explore ways in which the important work carried out by the Partnership Business Unit and the multi-agency subgroups can demonstrate a greater focus on outcomes. This in turn reinforces the recognised importance of having a more effective and manageable approach to planning. As well as a more effective and focused means to assess impact over and above the nevertheless importance of well managed processes. 



2.9	At all levels safeguarding partnership arrangements have to compete with other demands on those contributing, as well as potential conflicts of interest. The safeguarding arrangements in South Tyneside are fortunate in having a clear focus on “place”, well established relationships and an obvious commitment to safeguarding. The current challenge and opportunity is to further define and clarify the purpose of the safeguarding partnership arrangements, in order that sum of the whole is greater than the parts. For example, it can be difficult to maintain consistency of representation and engagement from partners at the different levels of Partnership activity which can impede the pace of progress, in some instances it can result in an over reliance on the role and capacity of the Business Team. As the Executive Board has developed during the year there have been some positive indications that the need to manage and direct activities and priorities is being better recognised. 



2.10	The Executive Board is to be commended for the way in which it has engaged with and responded to the opportunities created by the formation of Integrated Care Boards (ICBs). This has resulted in an ongoing assurance exercise that focuses on place based safeguarding arrangements being seen as a priority. It has also resulted in a significant piece of work to look at how the quality assurance functions of the ICB align with those of the Partnership. Potentially this sets a wider precedent and model for other agencies such as the Local Authority and Northumbria Police. It also reflects the recognition by the Executive Board that how, and on what basis, a view is formed about the performance and quality of joint working arrangements. This needs to be at the heart of how the Partnership operates and is in a position to form a view as to assurance.



2.11	The arrangements in South Tyneside benefit from a respected and dedicated team who support the Partnership arrangements. This team in turn is dependent on those agencies who are able to release their staff to sit on the multi-agency subgroups, take part in statutory reviews, contribute to wider initiatives and developments and support multi agency safeguarding training. Finding time and ensuring that there is consistency of participation are common challenges. The Business team mitigate these challenges as far as this is possible, through strong and resilient process, and subgroups that are well supported. 



2.12	This year there have been additional challenges resulting from a staffing vacancy. The Business Unit has not had any additional resourcing to reflect the dual challenge of implementing significant change whilst maintaining core activities. It is therefore understandable that some strains have appeared, and these in part account for some slippage in terms of being able to close gaps between outputs and a clearer view of outcomes. 



2.13	Also of particular significance has been the need to undertake a number of statutory reviews which always result in an additional level of demands on the Business Unit and partner agencies alike. These reviews highlighted some of the strengths of the capacity of partners and the Business Unit to work together. The learning from these reviews as set out in the annual report also highlight the opportunities that exist for the Partnership to reflect on the strategic significance in terms of future priorities and the opportunity to demonstrate how the learning has resulted in positive change. 



2.14	The Executive Board has recognised the need to consider what can be expected from the Business Unit and it is important that this dialogue, focused on review and negotiation, continues. This also has implications for what can and should be expected from partners in terms of their participation and what should reasonably be expected from them. It is reasonable at this stage in the Partnership’s development to be considering review and renegotiation, on the basis of a resetting and re balancing between support, learning, scrutiny and assurance. 



2.15	There is a degree of divergence in terms of how different agencies approach and contribute to the Partnership subgroups and other review processes. There are good examples of how agencies and partners come prepared and are able to share their learning and account for their contribution. There are also examples of partner agencies who are not always able to demonstrate this, or who appear to draw a line that may in fact impair the overall outcomes intended from the process. There are some examples of this being challenged and explored, and this should continue and is likely to be more effective if aligned with other developments around how the partnership is understood and how activities and contributions fit together. 



2.16	There is an underlying and as yet not fully resolved tension between the scope, authority and autonomy of the subgroups, which if not addressed may result in unintended consequences. It also remains the case that the role of the Practice Partnership meetings, although better understood, has not yet settled in terms of overall purpose and contribution. It is noticeable that where it has been possible to appoint an experienced chair to subgroups and to maintain this, there have been benefits in terms of engagement, evidence of challenge and direction of travel. 



2.17	This suggests that continued focus on leadership, governance and management of the Partnership arrangements is important. It also suggests that consideration could be given to how the work of the subgroups and the Business Unit could be supported and subject to constructive challenge, over and above that provided by independent scrutiny. It is interesting to note that some Partnerships have a coordinating “business group” to support reporting into the Executive Board.



2.18	It remains the case that how the Partnership is presented and understood is important to unlocking further potential. Although some progress has been made in terms of revisions to the website(s) and regular efforts to communicate, the Partnership has yet to reach a point where it has an identity supported by an accessible narrative that bridges the gap between those on the inside and those who are less involved.



2.19	The Partnership arrangements have yet to reach, and therefore benefit from the value of, a clear position and approach to how the views and experience of the way of children and adults influence the Partnership in terms of its quality assurance role and in setting priorities. There are examples cited in the Partnership Annual Report of some creative and innovative ways that those involved in safeguarding have been able to consider their work from a child’s perspective. This however is not the same as looking at how their direct experience can help with assurance and strategic emphasis.



2.20	The LGA Peer Review sets out some direct challenges for how the partnership broadens and strengthens its approach to Making Safeguarding Personal in order to demonstrate assurance.



2.21	There is understandably a close relationship between the Business Unit and the Local Authority as they host and in fact fund a significant part of the Partnership’s work. However, this degree of alignment may not always be in the wider interests of the Partnership arrangements. For example, the Local Authority is in a unique position to provide the Partnership arrangements with not only performance information but a level of analysis that reflects the safeguarding system as a whole. The current work to develop dashboards of key performance indicators provides an opportunity for the Local Authority to demonstrate that it is able to place its understanding of its performance into the multi-agency context. It is always important that partner agencies do not put the Business Unit in a position whereby they may feel their objectivity and independence is compromised. 



2.22	This also highlights the importance of strengthening the ability of the Partnership to demonstrate and develop the effectiveness of the whole system response to safeguarding concerns. The recent focus on what are termed “thresholds” has recognised the importance of being able to track and understand what happens when concerns are raised. The way in which this development has occurred, which importantly in the context of children’s provision seeks to reflect the positive and well-defined developments in the “early help” offer, provides a challenge to the Executive Board in terms of what emphasis and ownership it seeks to place on the role of thresholds and associated guidance. Particularly in the context of determining their effectiveness and impact. 



2.23	This illustrates the continuing opportunities the Partnership arrangements have for clarifying and developing how it is able to set and measure expectations, as well as supporting them. The Partnership provides a range of guidance, and in some instances toolkits, and promotes their application. The status of these is not always clear and on what basis they are judged to be successful. This suggests that the decision to reset and strengthen the Partnership arrangements for monitoring and assessing performance information, alongside other lines of scrutiny and enquiry, will help a move towards a more strategic and whole system approach to quality assurance. 



2.24	It is not an unusual conundrum for Partnership arrangements to find a balance between acting on learning and being in a position to assess and account for the impact this has on practice and the wider understanding of multi-agency arrangements. It is however more likely now to be important than ever, that some clear steps are identified, and changes are made to re position and re focus. 



2.25	As it is likely that Partnership arrangements will now enter a new phase of development, the challenges and opportunities faced will broadly remain the same. In broad terms, the range of activities and the means to assess the value and impact of these, is probably not sustainable within the current core resources and allowing for, the additional contributions of partners to sub groups and other activities. Again in broad terms, much of the Partnership process is beneficial and evidences positive levels of cooperation and commitment, and it is important not to underestimate the impact this has on practice and therefore positive outcomes. However, there is still some way to go in order to quantify understand and determine whether outcomes if achieved are intended and proportionate.



2.26	Whilst the statutory review function, which has been well delivered, serves to confirm a robust approach to safeguarding, as well as providing direction for where improvement is needed, this cannot be the only point of assurance or challenge. Therefore, the decision to reset and refocus the arrangements for monitoring and overseeing safeguarding arrangements and practice from a whole system point of view is wise and timely. It is also important that the resumption of a range of audit activity is commissioned from partners and that the partnership undertakes multi agency audits alongside other exercises to explore, test and assess key areas of practice, process and pathways, that are responsive and proactive. In this regard there remains a significant opportunity to demonstrate the contribution children and adults could play in this.



2.27	Some progress has been made in terms of developing and embedding the independent scrutiny function and role, and there is a case for considering whether a more integrated and programme led approach could be adopted. As well as how this might benefit from any regionally led approach to scrutiny. 



3.	CONCLUSIONS



3.1	Notwithstanding the likelihood of pending change in the Partnership arrangements, on balance the Partnership arrangements are in some respects in a better place than they were a year ago, especially in terms of being able to demonstrate a greater and more critical awareness of what further steps are needed to heighten effectiveness and therefore, the level of assurance the Partnership is able to demonstrate about safeguarding outcomes.  The leadership model and how this works has become more focused and effective and is able to engage with some of the inherent challenges of shared accountability.



3.2	There has also been some progress in terms of moving into and working out how to better explain and demonstrate the intended benefits of the joint Partnership arrangements. However, balancing this degree of change and development with a need to continue delivering the functions judged necessary to meet the requirements and expectations of others, this now needs to result in some stepping up in terms of change and development. At the same time post-pandemic recovery and continued changes in the wider environment has impacted on partner capacity to match their contribution with the pace and scope of development needed. Despite this there have been and remain many strengths to the partnership arrangements. 



3.3	Although it can be difficult and sometimes uncomfortable it is also a strength of the Partnership arrangements that people are prepared to acknowledge the need for further change. It will be important in the context of the future safeguarding arrangements for children and adults that there is a careful consideration of where to set, and how to explain the purpose of, the revised arrangements along with a coherent and achievable vision and plan for this. 



3.4	Whilst Partnership arrangements are necessarily complex and have to take into account the different ways in which effectiveness of Partnership arrangements can be formulated. It is important that there are different ways of achieving this. Successful partnerships, as with successful safeguarding practice, are able to work out and explain how they achieve this. This highlights the significance and importance of the opportunity to follow through on and identify further steps that will clarify and raise expectations. Given such shift and changes it will be important to carefully determine what this will mean in terms of the contribution and collaboration between partners, children, adults as well as engagement with the public and their representatives. 



3.5	From an Independent Scrutineer perspective, whilst there are good grounds to believe that the way in which the Partnership arrangements presently approach things, it has the potential to change and improve. There are also some grounds to be concerned that capacity and complexity may work against a revised approach achieving sufficient and sustainable progress.



3.6	It is therefore important to be able to tell “the Partnership story” more effectively and in a way that lines up the available evidence to better differentiate between progress as measured by process and that determined through outcomes led quality and assurance. This in turn is likely to support more strategic priorities focused on improving safeguarding outcomes and experiences for children and adults.



3.7	The Independent Scrutineer would take the view that the other ways in which the Partnership supports and facilitates collaboration and learning gives cause for a level of assurance, this is not in itself sufficient. This does suggest that more should be done, especially in terms of the significance and impact of the quality assurance. It also suggests some things could be done differently, as well as the possibility of not doing some things. 



3.8	It can be easy to forget that safeguarding partnerships do not hold responsibility for the delivery of services but are required to hold partners and practice to account on the basis of agreed standards and ways of working within the local context. This sets benchmarks for the expected response to those who are vulnerable, at risk of and who experience harm. The partnership needs to build on its present reflections on how best to demonstrate how it achieves a balance between supporting effective joint working and providing standards and challenge that inspires a willingness to change and improve outcomes. 



3.9	Given the continued development of the leadership arrangements, enhanced clarity and focus on purpose and priorities, and a resetting of the balance between quality assurance and supporting effective practice and joint working, there is good reason to believe that the experience, resilience and commitment of partners in South Tyneside will be able to put forward a more focused account and evidence for their reasons to be assured that the safeguarding partnership arrangements and therefore the safeguarding response are better understood and stronger. 



4.	AREAS FOR REFLECTION 



4.1	In the light of the current considerations about the future of the safeguarding partnership arrangements the following are likely to be important:



a) That design and implementation of any changes take into account and are built on a shared understanding of the purpose and intended outcomes of revised Partnership arrangements

b) The significance of decisions already taken to re set and refocus how the Partnership approaches quality assurance, particularly in respect of how it forms and is informed about pathways, multi-agency decision making, the application of thresholds and or any other components of a “whole system” view

c) That such developments need to demonstrate how information, analysis and feedback from agencies is integrated and levelled out to ensure effective analysis and therefore reporting into the Executive Board

d) Clear goals should be set for all partners to provide information, analysis and an account for their contribution to joint working standards and arrangements

e) The current work taking place with the ICB in terms of reducing duplication and increasing more transparent and integrated scrutiny and assurance, should be supported to explore its wider potential

f) The Local Authority and Northumbria Police need to continue to reconsider how they provide the partnership with more place and system specific information and analysis

g) As the principle of independent scrutiny develops (nationally, regionally and locally) the development of an integrated Scrutiny and Quality Assurance Strategy and Framework should be considered, for example:

https://safeguarding.calderdale.gov.uk/wp-content/uploads/2021/11/CSCP-independent-scrutiny-and-assurance-framework-1.pdf)

h) The Partnership may wish to consider how it develops clarity and consistency in terms of the wider position and capacity of other organisations (including 3rd sector) and schools are a) involved in leadership and governance and b) the evidence and narratives they provide as to their learning and performance results in wider learning and assurance (this could include a consideration of the relevance of Section 11 and Section 157 processes)

i) The Partnership should consider and identify strategic goals respect of:

The involvement of children and adults in the partnership arrangements

The arrangements for working strategically with other statutory partnerships in the Borough 

The arrangements for working with the Tyne, Wear and Northumberland Safeguarding Partnership

The evidence that would support an assurance position in respect of the arrangements in place in the Borough to respond to allegations made against adults/professionals in a position of trust 

j) In addition to the emerging priorities relating to Self-Neglect, Assessment of Capacity and Making Safeguarding Personal, the partnership should consider a) whether a more strategic approach to whole system change and improvement would be beneficial and b) where to set other strategic objectives in terms of the whole system response to contextual safeguarding and inter familial abuse, for example from a children’s safeguarding perspective

k) Accessible and clear information that provides an explanation of and narrative for safeguarding arrangements and in particular the purpose and impact of the Partnership, would benefit from a higher level of visibility and clarity, this would encourage engagement and provide further opportunities to maximise the contribution to positive safeguarding outcomes.
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APPENDIX 1



6 Steps Independent Scrutiny domains 



This link provides access via the Association of Safeguarding Partners (TASP)website to the back ground and published reports and guidance regarding the development of independent scrutiny.



https://www.theasp.org.uk/MEMBERSSITE2020/MEMBERSSITE2020/RESOURCES/Independent-Scrutiny-Research-Project.aspx?hkey=59adf6b4-3374-4c9a-adf4-83bd10f7c977



This appendix provides a summary narrative resulting from semi structured interviews with the Statutory Partners and other significant partners and people. This was tri angulated with a review of partnership documentation, direct observation and commissioned lines of independent Scrutiny enquiry. 



1.	Domain 1 - The three core partner leads are actively involved in strategic planning and implementation



1.1	The 3 core partners in this instance the Executive Board, have continued to demonstrate their commitment to ensuring that the partnership arrangements are effective and successful. To this end they have increased the frequency of their meetings and the time they spend together.



1.2	The Independent Scrutineer sits on the Executive Board as an observer/ adviser/challenge role. The Partnership Business Manager also attends and during the year other representatives from individual agencies have attended to make presentations. 



1.3	The chairing arrangements for the Executive Board rotate on an annual basis to one of the statutory partners (which in this context and given the “one partnership” include the Directors of Adult Social Care from the Local Authority). In the first year the Local Authority Director of Children’s Services held the role and this was then passed to the Local Authority Director of Adult social Services, who has agreed to hold the role for a further period. 



1.4	The leadership arrangements are still relatively new, and the current consultation for the Children’s Working Together Guidance along with the wider consultation “Stable Homes, Built on love” indicate that Government is concerned to strengthen and develop this model.  The application of this model to the SAB requirement, has been noted addressed by the inclusion of the Local Authority Director of Adult Social Services and in any case the Police and the ICB are required to be involved in the governance arrangements for a SAB. 



1.5	It is difficult for 2 of the statutory partners who serve a wider footprint than that of the Local Authority to ensure that they can contribute to the local and other arrangements elsewhere. Therefore, this can mean that it is sometimes difficult to ensure consistency of representation and at the appropriate level of seniority. Despite the fact that the transition from CCG to ICB has been challenging, the ICB have maintained their commitment to the Executive Board (as well as in respect of other designated roles and functions), this has helped ensure consistency and demonstrated a collaborative and balanced approach. Northumbria Police have found it more difficult to achieve consistency in terms of representation, in part due to internal changes. This has constrained their capacity to demonstrate in terms of the leadership arrangements, to engage in all aspects and levels of the matters the Executive Board has been working on. For all statutory partners achieving a balance between stepping into this role alongside the necessary commitment to operational delivery and strategic collaboration in other areas is a challenge. As a leadership group it is possible to observe with the caveat in respect of the consistency of representation, this has been recognised and constructively addressed. It remains the case that these inherent challenges can serve to weaken impact and outcomes, which in turn highlights the important role and expectations of the business manager.



1.6	It is positive that there is a focus on leadership dynamics and tensions and a focus on this especially in the context of the wider governance arrangements within the Partnership and its impact on strategic clarity continues to be addressed.



1.7	There is therefore a continued opportunity for the Executive to develop its strategic focus and grasp, and there are positive indications that this is recognised. The Executive has taken seriously its decision-making role in respect of the statutory review process, it is supporting a move towards more effective monitoring/analysis and reporting of performance and quality, and the need to address ways in which a whole system perspective and narrative that reflects the purpose of the partnership can be developed. 



1.8	Of particular note in the year has been the focus from a risk and an opportunity perspective on the developments within the ICB part of the system, this has resulted in an emerging and strategically focused agenda for how respective arrangements can contribute to increased transparency and assurance. 



1.9	The Executive Board have on a number of occasions demonstrated how they are able to constructively raise challenge in the context of the shared commitment to joint working arrangements. Although difficult is a positive indicator of relationships and grasp of the collective leadership role. 



1.10	The Executive Board are aware of, and invite challenge, in terms of finding and keeping a balance between the respective interests of each partner, especially given the central role and responsibilities the Local Authority hold. The present Chair has demonstrated and appropriately provided a good example of how it is important to work together to share what can sometimes be conflicting or competing interests. It is also the case that it is timely in my view and advantageous for the partnership arrangements to be more focused on the Local Authority Adult Social Services role. This should not just be from a position of readiness for inspection but should also focus on providing an evidenced based commentary about effectiveness, quality and outcomes, from a wider system perspective and in terms of the overall model for leadership it provides for safeguarding responses. 



1.11	The Executive Board may wish to reflect on and consider any learning from the ways in which the Local Authority Children’s Social Care addressed its contribution to the leadership role during the past year.



1.12	During the year the Executive Board requested the Independent Scrutineer to look at the evidence for how the respective strategic partnership arrangements and relationships work in South Tyneside and how these demonstrate how these support and inform the effectiveness of safeguarding. This suggested that there is further potential to clarify the understanding and therefore strategic overlap in terms of relationships and reporting. It is understood that the Executive Board will further consider how this can be reflected in the strategic plan for the partnerships arrangements in order to better evidence how this works and how it is effective. 



1.13	It remains the case that the Executive Board continues to recognise the importance of developing the engagement of agencies with the quarterly practice partnership meetings, and some changes have been implemented in terms of planning for meetings. There is in my view further potential which will be explored in the next section. 



1.14	The Executive Board has engaged in discussions around how contributions (financial and other) are balanced and result in sufficient capacity to deliver. Whilst these discussions have not yet resulted in any significant changes in financial terms, they did serve to demonstrate the capacity to engage with what remains a national problem. There is an awareness of how this can place a strain on the Local Authority in a number of ways. It is a positive indicator of the strength of the Executive Board that whilst they cannot immediately resolve this issue, they are able to take it into account, and therefore be aware of the additional dynamic it can result in terms of leadership and commitment. It will remain the case that all partners and the Local Authority in particular should remain aware as to how potentially this can undermine the potential for a strong and effective approach to partnership working. 



1.15	The Executive Board has become more focused on its strategic and leadership role, and on this basis it is now well positioned to build on the steps it has taken to re align and refocus the ways in which it has a “line of sight” into practice and arrangements, and to consider how it takes further steps to refine and clarify strategic objectives and priorities. There is a need to work towards closing any gap between the learning that results from activities undertaken in the sub groups and other ways in which the Business Team supports partners to learn from practice and experience, and how this can be seen to be contributing to wider assurance and whole system impact. This may require the Executive to consider how the approach presently taken to planning can better demonstrate “what is important, why and how will we be able to know when what we have asked people to do is what we intended”.



2.	Domain 2 The wider safeguarding partners (including relevant agencies) are actively involved in safeguarding children and adults



2.1	Engagement with, and the involvement of, all those involved in safeguarding is recognised by the Executive Board as being central to achieving positive outcomes for children and adults. The present plan includes some actions that result from the engagement of the Practice Partnership in development sessions and other feedback routes. In this regard there is a positive approach to developing how partners are involved in the Partnership arrangements and therefore reflects and supports how this works in practice. It is also reflected in how well as a Partnership arrangement the wider description and narrative of “how things work” is achieved. This dynamic i.e., partners feeling that they are a part of and own the wider system and arrangements which set standards and pathways for example, whilst also being in a position whereby they can both account for how well they have fulfilled expectations and be subject to scrutiny from others, is at the heart of effective safeguarding.



2.2	There is a good level of engagement from those partners who have been clearly identified as having a place on the Practice Partnership, and meetings take place as scheduled and have a consistent format. There has been a limited response to the learning identified by those who attend as a result of past development sessions. This has focused on making people aware of and providing induction, and some changes to include representation from the voluntary sector. 



2.3	There remains some unresolved confusion as this relates to the governance structure and arrangements of the Partnership, and there are different views across partners. This suggests that there is a continued opportunity to clarify this, in line with other ways in which the arrangements are communicated and understood.



2.4	From an independent scrutiny perspective there is an expectation that this group could exercise a greater level of challenge in terms of the purpose and priorities of the partnership arrangements and be more actively involved in assurance of key learning and the delivery of objectives. There is a good focus on providing those who attend with information, though this does not always fully take into account the differences across partners and representatives may have in terms of engagement with and therefore the direct relevance of what is put before them. It can be a weakness of multi-agency partnership working that assumptions are made as to how well language and issues are widely understood.



2.5	There is also a focus on people sharing good practice and areas of interest/concern. There are examples, which tend to reflect the internal capacity and position of the agency concerned where this is well thought through and clear about what is intended. However, it is more often the case that agencies when presenting to not take into account an understanding of the partnership arrangements of the purpose of the group. In this sense opportunities are not always fully taken advantage of, and in some instances in terms of how people understand the partnership and partnership working, there is a risk that this may compound an impression that the partnership group does not have a clear role and impact. 



2.6	It will be important for the Executive Board to continue to engage with this, as it can be suggested that in terms of the SAB requirements there is an expectation that this forum should perform as a Statutory Board. In terms of the children’s arrangements there is no longer such a requirement, but this does require such a group to have a clearly designated status and role. 



2.7	There is a reasonable expectation and in the instance of the CQC and JTAI framework that this group should be well informed in terms of research, national and local guidelines and issues impacting on safeguarding. This in turn supports and informs the role such a group might play in influencing, supporting and priorities and efforts to assess progress and impact. There is some evidence that this is undertaken, but as suggested this can have less impact than intended.



2.8	It is also reasonable to consider and demonstrate how this group is a part of the wider scrutiny and assurance process, and this is underdeveloped.  This would suggest that it would be sensible for the Executive Board to consider ways in which partners are engaged with this group and opportunities to clarify its status and role. It again would be reasonable to look for and to expect how this group are involved in the formulation and delivery of strategic objectives and priorities. It is interesting to note that the WT consultation looks to explore the idea of there being a dedicated chair, although not independent. Further consideration of this may serve to strengthen governance overall and in particular the relationship between this group and the Executive Board. 



2.9	It was agreed that there would be a consideration at the instigation of the then minister, of how Education were involved. This is raised again in the Working Together to Safeguard Children consultation. In 2022.  The Independent Scrutineer queried where this was at met with the then Director of Children’s Services and a number of options were considered in outline. Unfortunately, this has yet to be considered. The reason for considering this locally was that, whilst there is a positive engagement with Designated Safeguarding Leads (DSL) from schools and colleges in the Borough, and a contracted agreement that some of the Partnership’s resources are targeted to support safeguarding arrangements in schools and colleges, the involvement and engagement with this sector’s leadership remains underdeveloped. This remains therefore an opportunity to demonstrate how those who lead this sector and play a key role in the early help and safeguarding responses, could be more involved in setting priorities and contributing to learning and assurance. Previous advice has been provided that given the still recent changes in expectations of schools (Keeping Children Safe in Education (KCSE 2022) and colleges and some of the significant challenges they face, that  the Partnership would reasonably want to be assured of progress and learning, and how this impacts on the interface with other agencies and arrangements for keeping children safe. The Executive Board and wider Partnership have as yet not been able to create an opportunity to be more sighted on the ways in which activity, learning and ways in which schools contribute can be evaluated. 



2.10	On an anecdotal level and from some direct observation for example of the review process, school and colleges are more likely to be engaged with and focused on protecting children, it is also clear that the offer and DSL network is valued. However as with some other areas of the Partnership activity this lacks quantification and strategic context, so it is difficult to form a view as to consistency, quality and effectiveness. If this were felt to be achievable it would support and balance any reliance on inspection to act as a warning bell in terms of safeguarding arrangements. Again, given any future consideration of the approach to Think Family and the principal of a “one partnership” approach education leaders would most likely have much to offer in this regard, if they were closer to and or more involved in the partnership arrangements.  



2.11	The LGA Peer Review highlighted that there should be a consideration of the involvement and appointment of lay members to the Partnership. This seems like a sensible suggestion and if addressed may help develop and clarify some other areas such as the potential contribution of lay members to scrutiny and assurance arrangements. 






3.	DOMAIN 3. CHILDREN, YOUNG PEOPLE AND FAMILIES ARE AWARE OF AND INVOLVED IN PLANS FOR SAFEGUARDING CHILDREN 



3.1	It remains the case that this is an area where there appears to have been very little progress. Those partners who were able to contribute to the development session in 2022 took some key first steps to engage with this important element of how people and arrangements can demonstrate how the voice and experience of those who need help and protection, is influential on what people decide to do, how they do it and what it achieves. 

3.2	There are probably a number of valid reasons why it does not appear that the Executive Board and others have been able to build and therefore sustain momentum. But this should not distract from the need to strategically address and act on reaching a better position. Where it can be demonstrated that the Partnership Plan, and therefore its activities, are centred on and inclusive of the voices and lived experience of those who have experienced harm and abuse. Alongside their experience of the services and arrangements that are in place to prevent and protect them from harm. 



3.3	As with other areas of this report, unmet opportunity in terms of strategic intent and clarity, does not mean that partners and some aspects of Partnership activity are not focused on seeing things from different points of view and do not seek to be inclusive. It is the case that more defined objectives, measures and expectations would enable a better view of good practice and arrangements as a whole.



3.4	There is a developing focus on Making Safeguarding Personal, which is clearly a priority for the Local Authority and its partners. From an independent Scrutiny perspective, it feels like there is an opportunity to for the Executive Board and Practice Partnership to reflect on what it is seeking to achieve and therefore what may be the best ways of achieving this. At present from an assurance point of view the evidence seen is limited to a reliance on response rates to service user assessment, efforts to promote the principles and practice. As well as some correlation with other forms of inquiry and learning, such as case reviews and where these have taken place audits. The LGA Peer Review provides further observations and indications of next steps. Which in turn may be complimented by the suggestion of improved clarity in terms of the wider context and the level of assurance the Partnership wants to achieve. 



3.5	As with other aspects of the present position of the Partnership, the potential to bring strategic clarity and an approach focused on assurance i.e., “do we know how effective our joint working practice and arrangements are?” if addressed is more likely to support and add value to the genuine efforts that many partners and practitioners are making.



3.6	The Independent Scrutineer would like to be in a position to be able to demonstrate how the experience of adults and children have influenced the priorities adopted by the Executive Board and the Partnership in the next annual report. The next annual report should also be able to provide strengthened evidence how, in a consistent and coherent way, both Partnership processes and multi-agency practice can demonstrate assurance and examples of how children and young people have been actively involved. As a part of the agreed regional ISP pilot children will be visited as a part of this scrutiny exercise, which will help demonstrate an awareness of the voice of children and young people and how this influences the role of the Independent Scrutineer.  



4.	Domain 4. Appropriate quality assurance procedures are in place for data collection, audit and information sharing



4.1	The Executive Board have recently identified that the arrangements for how core data is collected, analysed and reported should be subject to revision. This is a positive step as it may help support and demonstrate a clearer understanding of how central this type of activity is for the partnership arrangements. 



4.2	It is not the case that partners at the level of the multi-agency subgroups have not been focused on this sort of activity across adult and children safeguarding, or that there has not been benefits to this activity and that it has resulted in some positive influence on practice and the priorities of partners. However, it was a reasonable position for the Executive Board to reach that the present arrangements were not providing them with a sufficiently clear line of sight into practice or enabling them to consider any strategic or wider significance from this activity. This is of course a complex activity and is often underestimated by partners in terms of resourcing and availability of technical expertise. It also can reflect the different organisational perspectives and cultures in respect of how they use and see the importance of data, as well as the need to translate such data into a safeguarding partnership focused framework and process.



4.3	There is now an opportunity not simply because of more defined expectations arising from recent and future inspections, to strengthen analysis of data and how trends and specific aspects of practice, pathways and process are looked at, on the basis of a more strategic and whole system perspective. In doing so there will need to be a careful consideration of the capacity and expertise required to achieve changes (which for a number of reasons need to be undertaken as quickly as possible). This is because whist data analysis and interpretation, taking into account the additional challenges of doing this from a multi-agency perspective, is a central pillar of any framework. There are other parallel activities such as audit, focus groups etc. as well as aggregated learning and themes from reviews for example, that feed into and contribute to the wider picture. This makes the task of differentiating between learning that can be taken away and explored and or acted on at a sub group level, and learning or queries that needs to be considered from a different perspective either on a single or multi source basis, important and therefore it is often important to ensure that those who are responsible for this have the means to achieve it. 



4.4	It may be that a judgement is formed, that the present arrangements and capacity are sufficient, if this is the case then it is likely that activity will still benefit from more effective direction and coordination, within an approach which accepts that the present output of the partnership is too widely focused. 



4.5	The Independent Scrutiny role has been positioned alongside and therefore directly observed these activities and discussions are taking place subject to any other changes and strategic imperative given to this area to develop the points at which the Independent Scrutiny role is deployed. This would build on learning from the review process and support the embedding of the role and principle. 



4.6	It may also be worthwhile remembering that any scrutiny of data and other forms of information is reliant on the availability and quality of what is submitted and shared. In a multi-agency setting it also brings with it an expectation that each contributor will provide analysis and narrative that explains organisational specific context and how this relates to its own quality assurance arrangements, particularly as these relate to safeguarding partnership arrangements, quality markers or standards. The Independent Scrutineer is of the opinion that the availability and quality of information and analysis made available has been variable and inconsistent particularly in respect that provided from the Local Authority Children’s Services. There has been an identifiable improvement in the information and analysis provided from the Local Authority for adult safeguarding, but there remains room for improvement. The move to a “scorecard” approach is a positive and logical step but this will also require further definition in terms of the how the wider context and system is understood and described. 

 

4.7	During the past year there has been some challenges in partners progressing a multi-agency audit program which means that analysis and reporting has not always been able to as fully reflect significance and impact as it could. 



4.8	The move to what was termed “exception reporting” represented the spirit of innovation and was potentially in keeping with the principles and assumptions of the partnership arrangements. With hindsight it is probably reasonable to have expected the Executive Board to have more fully considered significance and potential risk, though this was addressed and is further evidence of how the Independent Scrutineer role can help with challenge. Subsequent Independent Scrutineer reports continued to highlight the potential risk and report on progress. What is now better recognised, is the importance of spending more time with and having access to timely whole and part system focused data, in order to maintain an overview of system and pathway-based indicators. Ultimately this does not preclude a return to the principle of partners exercising their own thresholds for reporting either on the basis of an understood or not yet understood variation, and also in terms of trends and underlying practice that supports assurance. There is also an opportunity to establish and develop the relationship between how partners demonstrate assurance and challenge in respect of their own areas of operation and learning with those of others, and how this results in outcomes and conclusions that contribute to overall assurance. 



5.	Domain 5. There is a process for identifying and investigating learning from local and national case reviews



5.1	The Executive Board and partners have a good focus on the review process as a core and statutory function. There is a well organised process, and this is actively supported by all partners and other agencies when they are required to be involved. There are good arrangements for sharing learning. National Reviews are brought to the attention of partners, the Executive Board and the Practice Partnership meetings.



5.2	From the outset of the present Partnership arrangements there has been a deliberate effort to run the adult and the children process in parallel with a view to demonstrating the benefits of a one partnership approach. There is good evidence of how this has strengthened understanding and the process overall. As with other areas the wider learning from this has yet to be fully recognised. 



5.3	Independent Scrutiny has been positioned at key points in the process, including the Executive Board decision making and a first pilot of testing out the impact of any learning. This has yet to be incorporated into the protocol which is subject to ongoing review by the Executive Board and serves as a good example of how function and delivery can be seen against preset standards. In addition, there is the active application in the context of SAR’s or regionally agreed quality markers. 



5.4	Learning, and therefore the opportunity to improve, has been driven by and, to some degree, constrained by the number of referrals for Safeguarding Adult Reviews (SARs) and a concern that the level of referrals for Child Safeguarding Practice Reviews (CSPRs) were lower than might be expected. In the case of the latter it was difficult to contextualise this concern on the basis of the previously mentioned position in terms of other forms of scrutiny and assurance. 



5.5	The Executive Board, whilst being focused on quality for the review process, have also been concerned to understand any wider significance of the upturn in referrals for SARs. They commissioned some independent scrutiny activity. The first completed phase, confirmed with some opportunities for further improvement the soundness of the process, that trends needed to be carefully monitored and ongoing scrutiny maintained. Although findings are not completed, it is reasonable to suggest that along with the learning from completed reviews, there are grounds to explore how well partners understand the wider adult safeguarding system both in terms of expectations for joint working and in terms of the different types of thresholds.



5.6	In addition, there are some grounds to consider how the Executive Board may want to consider and address what is “reasonable” in terms of when and on what basis the threshold for review is met. This is a current issue for many SABs and can correlate with a need to consider how effective and strategic the partnerships approach to complex issues such as for example self-neglect and assessing individual capacity is. In general terms and not withstanding further inquiry, reflection and engagement with the Executive Board and others, on a general level this seems to support a view that there is potential to focus on how priorities and any associated strategies are set and formed by the Executive Board and through the partnership meeting. 



5.7	More recently there have been some referrals for cases including children, and it is likely that these will confirm existing strengths in terms of process and also opportunity for further learning and improvement, given that this review process is coordinated centrally. 



5.8	It is important that the Executive Board is able to maintain a clear view of this function, standards, process and outcomes, as well as continuing to work on ways in which they are able to exercise decisions in a timely way. Reviews and especially when there are more than one running concurrently place an additional pressure on all concerned, which can appropriately give grounds for some concern and a need to consider ways in which this can be managed. It is therefore important that any learning and or changes are carefully considered before being acted on. 



5.9	There is a focus on determining whether, when and in what ways learning from reviews has been acted on and whether this has resulted in positive and measurable changes. It is reasonable to hope, given that there is a growing body of experience in terms of the review process to draw on, that efforts will be maintained to follow up on learning in terms of what people said they would do and how from the commitment to the learning from reviews, there is also a focus on strategic issues. This could and should result in a more effective approach to ensuring that the learning from reviews is not lost sight of or becomes obscured by the very real challenges of identifying the impact of this. 



6.	DOMAIN 6 THERE IS AN ACTIVE PROGRAM OF MULTI-AGENCY SAFEGUARDING TRAINING



6.1	The multi-agency training offer has been, and remains, a central part of Partnership activity and crosses over with other forms of engagement, promotion and awareness raising activity.



6.2	Direct scrutiny of this area of activity has been limited to sight of programming, discussions at the Executive Board around the future of provision, and also of how a gap in staffing was addressed and risk mitigated. 

6.3	Were this to be on the agenda of the Independent Scrutineer, as I am sure it will be, then it would be reasonable to see, in addition to reported assessment and satisfaction by participants, a range of other data and analysis reported on, from and in the context of overall sufficiency and assurance as to the levels of skill, knowledge and competence the “safeguarding workforce” has and may require. 



6.4	Along with other areas of the Partnership activity and in terms of development now is an appropriate time to consider what multi-agency training delivery is intended to achieve. This might involve revisiting in order to be clearer around the intended and respective positions in regard to the Partnership role in setting standards and expectations, i.e., how it is able to determine how partner agencies ensure that their people have the right training, knowledge and skills. This would then inform the contribution the Partnership makes to this in terms of delivery. This would provide the basis for a whole system approach and allow for how such provision lines up behind and supports key priorities and initiatives. It would remain the case therefore for the Partnership to be able to target its offer and delivery to support minimum standards and areas of practice and process that aligned with key areas of learning and priorities. If this is aligned with a greater capacity to assess and present on the basis of scrutiny of performance and quality assurance, this would contribute to an improved capacity to assess impact. 



6.5	The present and previous Partnership reports do not provide a full enough evidence base for context and impact, to assess the overall effectiveness and reach of the present offer. Again, this is not to detract from the value those who take part in reporting. It is understood that there are some measures being considered presently to move in the direction outlined above.



6.6	As noted elsewhere there are clear efforts to ensure that the offer is responsive to emerging learning from for example reviews, but because it is difficult to quantify take up and impact the true value is not clear. However, the principle of responsiveness is a strength. 



6.7	The Executive Board has recognised the wider opportunities and may wish to continue to consider these in terms of fit between core activities and how reporting and therefore future strategic decisions can be as integrated as possible. It will be beneficial to consider whether there are ways in which more partner agencies could better demonstrate how the training needs of their staff are identified and met and how this sits alongside any multi-agency offer. It would be sensible given any revision to the approach to the scrutiny of performance and quality to closely consider how design and delivery of multi-agency training is approached in the future. Any revised approach could and should provide a clearer whole system perspective so as to more closely link delivery with this.
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NORTH EAST SAR QUALITY MARKERS CHECKLIST 
 
SAR Quality Markers are a benchmarking tool to support those who commission, conduct and 
quality assure SARs. They cover the whole process with the aim of providing a consistent 
approach to producing good high-quality SARs. 
 
The Markers assume the principles of Making Safeguarding Personal as well as the Six 
Principles of Safeguarding that underpin all Adult Safeguarding work: Empowerment, 
Prevention, Proportionate, Protection, Partnership, Accountability. 


 


ROLES AND RESPONSIBILITIES OF SAR SUB-GROUP* 
  
• Scrutinise and analyse information provided, to support the group in making 


recommendations to the SAB Independent Chair  


• Coordinate additional information from own agencies as required, to make a 
recommendation about whether to commission a SAR  


• Coordinate chronology from own agency  


• Determine SAR methodology  


• Agree draft Terms of Reference  


• Agree draft scoping period  


• Confirm organisations to be involved in the review. Confirm initial membership of panel or 
learning event etc (dependant on the review methodology)  


• Approve any changes to Terms of Reference and scoping period  


• Approve any changes to panel membership 


• Ensure that relevant members of own organisation (including Board Member, IMR author, 
SAR Panel Member) are updated about commissioned SARs (including sharing review 
timeline, terms of reference, emerging learning as appropriate) 


• Quality assure final draft of Overview Report, Executive Summary and Action Plan, 
ensuring that the review is of a sufficiently high standard and that wherever possible, 
multi-agency actions are SMART and have allocated action owners  


• Ensure own organisation is adequately represented at relevant meetings (i.e. Case 
Review Sub Group meetings, SAR/IMR panel meetings, SAR publication meetings) and 
in key discussions 


• Ensure that individual agency learning from SARs is shared within own organisation and 
that assurance is provided to the Case Review or Training Sub-Group, and the SAB  


• Be the main point of contact within own organisation for single agency SAR actions 
updates  


 
*Each Board / Partnership use different terminology for their SAR Sub-Group 







 


 


 


 


 


 


 


SETTING UP THE REVIEW 


 


Quality Marker 1: Referral  


The case if referred for a Safeguarding Adult Review (SAR) consideration with 


an appropriate rationale and in a timely manner. 


• Does the referral explicitly identify how the SAR criteria has been met? 


• Does the referral clearly specify any other reason a SAR is needed? 


• Does the information provided evidence the rationale given for why the case is 


being referred? 


• Are explanations provided for any delays in the referral? 


• Does the referral specify the type of abuse or neglect suspected? 


• Have details of ethnicity and other protected characteristics relevant to the SAR 


referral been identified and appropriately recorded? 


• Does the referral state what is known about protected characteristics, including 


race, culture and ethnicity? 


 


 


 


Quality Marker 2: Decision Making – What kind of SAR / Enquiry 


Factors related to the case AND the local context inform decision making 


about whether a SAR is needed and initial thinking about its size and scope. 


• Is the rationale for the decision clear and defensible, paying close attention to the 


Care Act 2014 and Making Safeguarding Personal principles?  


• Have all key agencies provided information about their involvement? (Consider 


other SAB areas) 


• Has intelligence from other quality assurance and feedback sources been 


gathered e.g., audits/benchmarking, complaints and previous SARs? Has this 


been used to identify outstanding learning needs locally, as well as what is 


already known and does not need to be re-learnt? 


• Have other review pathways been considered/discounted (e.g., DHRs), and have 


parallel processes been identified (e.g., complaints)? 


• Have SAB member agencies had the opportunity to contribute to the decision-


making process and recommendation to the Chair? 


• Are the decision-making processes and outcomes transparent, and has 


independent challenge been considered? 


• Are explanations provided for any delays in decision making? 


• Is there transparency about any conflicts of interest and how they have been 


managed? 


• Has legal advice been sought, if appropriate, to check the lawfulness of the 


decision making? 







 


 


 


 


 


 


• Is it evident how race, culture, ethnicity and other protected characteristics as 


have been considered? 


For consideration: 


• Has a clear legal mandate been established reflecting either a mandatory 


SAR (S44,1, 2, 3) or discretionary SAR (S44, 4) 


 


 


Quality Marker 3: Informing the Person, their family and other important 


networks. 


The person, relevant family members and any other important personal 


networks are told what the SAR is for, how it will work, the parameters, how 


they can be involved, being mindful of treating them with respect. 


• Has the person, relevant family members, friends/network,carers or advocate 


been informed of the SAR at the earliest opportunity? 


• Has the purpose, process and parameters of the SAR been communicated in 


the most appropriate way and by the most appropriate person to promote 


understanding? 


• Have you agreed with the family their preferred methods and timeliness of 


communication throughout the process (verbal, written) considering any 


relevant dates for the family? 


• Are opportunities being offered to discuss any queries about the SAR? 


• Is the standard SAB correspondence available for use with family members in 


this SAR about the purpose, process and parameters of the SAR and is it 


adequately clear, accessible and kind? 


 


Quality Marker 4: Clarity of Purpose 


The Safeguarding Board / Partnership is clear and transparent from the outset 


that the SAR Process is statutory with the focus on learning and improvement 


across organisations and acknowledges any factors that complicate this. 


• Have you communicated with all relevant parties (SAB members, involved 


agency/provider/commissioner leaders, practitioners, Legal advisors) about 


the statutory purpose of the SAR with a focus on learning and organisational 


development? 


• Has there been a multi-agency discussion regarding any tensions and 


complications?  


• Is the decision-making rationale clearly documented on all records? 


• Is the escalation pathway clear, if there is any non-engagement by providers, 


commissioners or other agencies involved in the SAR? 


 







 


 


 


Quality Marker 5: Commissioning 


Decisions about the precise form and focus of the commissioned SAR 


consider a range of factors to make the learning and improvement 


proportionate. Decisions are made with input from the SAB Chair, members 


and reviewers. 


• Have discussions about the form and focus of SAR to be commissioned 


considered the following: 


• Are there any system conditions leading to poor safeguarding practice or 


communication? 


• Do other quality assurance and feedback sources (e.g., audits/complaints) 


suggest the practice issues and/or their systemic causes are new, complex or 


repetitive? 


• Are any of the issues relevant to the SAB strategic plan and current/future 


priorities?  


• Has similar learning been identified previously, and has this been 


implemented or is there new learning to be identified? 


• Is there evidence of good practice and supportive system conditions, which 


can be shared across the partnership? 


• Are there any issues regarding the capacity of practitioners, SAB and member 


agencies, and experienced/qualified reviewer(s)? 


• Does the process allow the reviewer(s) to influence the scope, nature and 


approach of the review?  


• Is there media interest or serious public concern around the circumstances of 


the case? 


• Principles of Making Safeguarding Personal and the six core safeguarding 


principles? 


 


 


 


 


 


 


 


 


 


 


 







 


 


 


 


 


 


 


RUNNING THE REVIEW 


 


Quality Marker 6: Governance 


Governance arrangements are sound, enabling defensible decision making, 


reliable over-sight and accountability regarding the SAR process, outputs and 


impact. The SAR achieves the requirement for independence AND ownership 


of the findings by the Safeguarding Board / Partnership, member agencies and 


enables public accountability for learning and improvement. 


• Are senior managers being kept up to date about the learning being 


identified?  


• Are there mechanisms in place to allow challenge to the information and 


analysis of the review, so that the findings/ recommendations have been 


thoroughly considered before the report is finalised and taken to the SAB?  


• Are there clear governance arrangements in place from the outset of the 


process? 


• Has the system for quality assurance of the process and sign-off of the report 


been set out clearly from the start? 


 


 


Quality Marker 7: Management of the Process 


The SAR is effectively managed. It runs smoothly, is concluded within a timely 


manner, and within available resources. The welfare of all participants 


attended to, and the process helps bring resolution to any tensions or conflict. 


• Are there any issues in relation to key personnel, administrative support or 


reviewer capacity, which may impact on quality and timings of the SAR? 


• Are mechanisms in place to inform the SAB Chair of any delays and reasons 


for them? 


• Have Statutory Partners Senior Leads provided a clear message that how the 


SAR is conducted is important with an expectation that people are cared for 


and relationships fostered”. 


• "Have any known sensitivities, tensions or conflicts been shared in order that 


they can be addressed appropriately. 


• Is there a key plan with allocated roles and responsibilities for sharing 


information. 


 


 


 







 


 


 


 


 


 


 


 


 


 


Quality Marker 8: Parallel Processes 


Where there are parallel processes, the SAR is managed to avoid as much as 


possible; duplication of effort, prejudice to criminal trials, unnecessary delay 


and confusion to all parties, including staff, the person and their family. 


• Have you agreed the most appropriate process for the circumstances? 


• Can parallel processes be used for TOR’s and scoping to avoid any 


duplication and repetition? 


• Is there defined agreed ownership of SAR documents? 


• Is there an index of SAR material and agreement on arrangement for 


disclosure? 


• Where necessary, are there early discussions with the police, CPS, coroner to 


consider any information relevant to criminal proceedings and if so how and 


what will be needed / used? 


 


 


Quality Marker 9: Gathering Information 


The SAR gains sufficient range and quality of information to determine 


relevant objective facts and fully understand the way the single and multi-


agency practice is shaped by work, social and organisational factors. Methods 


and extent of data gathering are transparent and proportionate. 


• Are the aims of the SAR clear with specification of the information required, 


level of detail appropriate to the SAR? 


• Have all avenues of information gathering been considered? 


• Does the SAR allow for full inclusion and engagement (person, families, 


carers, advocates, practitioners, multi-agency partners)? 


• Are there clear expectations in respect of gathering information – what 


specific information and level of detail is needed from people and paperwork 


and why? Will this facilitate the SAR to fulfil its purpose? 


• Is there an escalation pathway in respect of non-engagement by participating 


agencies? 


• Are notes of interviews and meetings and copies of reports that might be 


considered relevant for criminal proceedings being retained? 


• " Had the Board / Partnership clearly shared the statutory duty on all agencies 


co-operate and contribute to the SAR, providing information when the SAB 


requests it (Sect 45 Care Act 2014)  







 


 


 


 


 


 


 


Quality Marker 10: Practitioner Involvement 


The SAR is informed by the experiences and perspectives of practitioners and 


managers, enabling them to have a constructive experience of taking part in 


the review and cultivates an open learning culture. 


• Does the SAR process express the value and importance of practitioner input 


and promote an open learning culture to all? 


• Have the right practitioners and managers been identified to contribute to the 


process? 


• Is the purpose of practitioner input clear and understood? 


• Has an adequate Duty of Care to all participants involved in the SAR been 


secured and does the SAR planning refer to this? 


• How will you gather feedback from all those involved in relation to the 


process? 


• What arrangements are in place to thank people for their involvement once 


the SAR is complete? 


 


Quality Marker 11: Involvement of the Person, Family and relevant network 


The SAR is informed by knowledge and experience of the person, family 


members and relevant social network, enabling the individual and family to 


see how the SAR is designed to have an impact and contribute to positive 


change. 


• Is there a clearly documented and defensible decision process for 


involvement / non-involvement of the person / family with clarity around why 


they are involved, statutory requirements and the 6 Core Safeguarding 


Principles and of Making Safeguarding Personal? 


• Who will be the specific point of contact with the person / family and what are 


the arrangements to support them throughout the process? 


• If advocacy is being used, ensure that the advocate is afforded the same 


support and guidance throughout the process or where appropriate 


• Is there clarity about what the family will be asked? 


• How are the family to be represented in the final report and how do they 


provide feedback? 


• Where there are criminal proceedings, has a discussion taken place with the 


police (Senior Investigating Officer) around the family involvement with the 


SAR Process? 


• "Has the Statutory Requirement for early engagement with the individual, 


family and friends around their involvement, sensitive and appropriate 


management of expectations, been sustained throughout the SAR? 







 


 


 


 


 


Quality Marker 12: Analysis 


The SAR analysis is transparent and assumes a systems approach and draws 


on the full range of relevant information to evaluate and explain professional 


practice. Conclusions are of practical value, and evidence wider learning 


around barriers and enablers to good practice. and rigorous. evaluates and 


explains professional practice in the case, highlighting challenges, themes 


and learning in relation to practitioners’ efforts to safeguard adults. 


• Are the Six Core Safeguarding Principles and Making Safeguarding Personal 


reflected in the evaluation of safeguarding practice of this case? 


• Does the review take into consideration cultural, organisational and systems 


practice? 


• Is current, up to date research evidence about good practice used in the 


analysis? 


• Does the analysis have clear conclusions in relation this case and the wider 


safeguarding practice, including whether practice issues were unique to this 


case or a symptom of wider systemic issues? 


• Are you promoting the value of identifying the range of learning (whether good 


or bad practice) that the case reveals? 


• Is information from contributing agencies fully and fairly represented in the 


report? 


• Does the SAB support analysis that seeks out causal factors and systems 


learning beyond the SAR / SAR’s? 


 


 


 


 


 


 


 


 


 


 


 


 







 


 


 


 


 


 


 


 


 


OUTCOMES AND IMPACT 


 


Quality Marker 13: The Report 


The report clearly and succinctly identifies the analysis and findings while 


keeping details of the person to a minimum but illuminating learning in line 


with the wishes of the individual or their family. Findings should reflect causal 


factors, systems learning, single and multi-agency learning. 


• Does the report meet the requirements of the commissioned specification? 


• Is the tone and choice of words appropriate and is the report written in a way 


that is to the point, understandable and useful? 


• Have the person / family had opportunity to comment and is there any legal 


advice required about publication? 


• Does the report sufficiently protect the privacy of the person, family members 


and practitioners whilst still being accessible and able to support future 


practice improvement? 


• Can the report be used to inform the work of the partnership to improve 


safeguarding outcomes and prevent future abuse and neglect? 


• Is detail provided around barriers / enablers to good practice and systemic 


risks specific enough to be shared and compared with findings from other 


SARS? 


• Does the report provide an insight into factors that increase the risk that 


people with not be effectively safeguarded or highlight areas that foster good 


practice? 


• Does the report clearly identify case findings from system findings? 


• Is it clear that the Final Draft Report is confidential and not for distribution or 


public comment until the proposed publication date? 


• Is the report free from hindsight bias? 


 


Quality Marker 14: Publication and Dissemination 


Publication and dissemination activities are timely and highlight key systemic 


risks identified through the SAR. Creative and engaging methods are used to 


circulate findings and learning. Publication decisions are made with sensitive 


consideration for the person and family. Professionals who participated are 


kept informed and supported. 


• Is there a co-ordinated media strategy that has been developed prior to 


publication with a “if asked” press statement? 


• Can the Board / Partnership provide the rationale for the decision around 


publication / non-publication of the review, and this is clearly documented? 


 







 
 


 


 


• Is there a clear and effective Communication plan which secures the right 


level of engagement from senior leaders and include provision for any legal 


issues to be managed? 


• Does the plan clearly reflect the statutory functions and duties of the SAB? 


• Has the person / family member been fully involved in the decisions around 


publication and have their views have been considered and discussed? Have 


they been informed in advance of the report publication? 


• Does the communication plan engage with all the right audiences in an 


engaging and appropriate way? 


• Is there is a clear agreement in relation to content and timeframe for release, 


ensuring where appropriate, the anonymity of those involved? 


• Are there any other issues that would prevent publication of the full report? 


(community tensions, criminal proceedings, media interest) 


• Does the publication date clash with any other important dates or activities? 


(anniversaries, criminal trials, media interest? 


• Has the SAR Regional Learning Template been completed for the case to be 


recorded in the Regional SAR Library and shared via the National Library? 


 


Quality Marker 15: Improvement Action and Evaluation Of Impact 


Improvement Actions seek to inform new ways of collaborative working with 


integration across plans and activity (locally, regionally and nationally) 


Evaluation of impact is designed from the start with systemic improvement 


actions agreed across all partners. Any actions should be aligned with wider 


strategic improvement activity and led locally, regionally or nationally. The 


SAB retains a record of findings and actions. 


• Has the Board / Partnership provided clear leadership around an open and 


challenging discussion around the effectiveness of safeguarding 


arrangements and practice and what needs to be done to address systemic 


risks and progress improvement? 


• Has the voice of “experts by experience” been incorporated into the process 


of deciding actions and evaluation? 


• How can you bolster partners towards suitably agreed ambitious goals? 


• Are proposed actions adequately integrated into ongoing or planned 


workstreams / priority areas of the SAB / partner agencies? 


• Are SAB expectations clear about long-term plans for monitoring improvement 


actions and follow up evaluate impact? 


• Does reporting into the Board / Partnership’s Annual Report comply with 


Statutory requirements and provide genuine transparency and accountability 


about whether improvement actions have taken place? 


• Have any “quick wins” been identified? 


• Is there a clear plan of how the SAB / Partnership will monitor whether actions 


are on track – will a Task and Finish group be required? 
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Introduction 
 
1. This has been compiled by South Tyneside Council’s Strategy and Performance 


Team based on data provided by a range of SAB partners and covers 2022/23 or 
the latest data available.  


 
2. Data is collated on each section 42-2 to enable the Safeguarding Adults Board to 


identify trends and thereby in some instances provide specialist services in areas of 
greatest need.  The performance data also assists with information for the 
Safeguarding Adults Collection which is a statutory return that is submitted to NHS 
Digital on an annual basis. 


 
3. Important: This sub group  have reported by exception for the past twelve months. 


Having reflected and reviewed this process it has been agreed that the PME sub 
group will contribute to a multiagency safeguarding  score card for 2023 -24.  
 


Areas for Consideration in 2023 -2024 
 


4. There are key areas identified from the Annual Report that warrant additional 
assurance. Many of the areas will be reported on via the developing Safeguarding 
Score Card and assurance from other appropriate sources. 


 


• The increasing number of referrals and the subsequent pressures on all partner 
agencies. 


• A revised multi-agency neglect guidance and tool kit to be developed given that 
neglect and self-neglect are the key factors for referrals into services and for 
consideration for a Safeguarding Adults Review.  


• The impact in relation to the introduction of a new "person who may have caused 
harm" category type by ASC to support with data interrogation. 


• Assurance around the impact of the work around the Safeguarding ‘Prevention’ 
agenda within local communities given that own home continues to be the most 
likely location of abuse.  


• Assurance from the Domestic Abuse Board around the impact made on the 
Domestic Abuse figures related to the over 55yrs cohort 


• The timeliness of assessments and recording of MSP information 


• There needs to be a multi-agency review of the updated Threshold Guidance and the 
impact this has made to the quality and appropriateness of referrals.  


• There needs to be assurance given around the impact and effectiveness of the 
updated FGM referral pathway introduced by the STSFT given that STSFT have 
recorded a significant rise in the number of women disclosing Female genital 
mutilation (FGM) in 2022/23. This is across the STSFT footprint and the majority of 
the cases are attributed to the International students coming into the area to study at 
the local University. 


• Additional assurance around the impact of the work undertaken to reduce the number 
of falls within residential settings 


• Assurance from South Tyneside Homes in terms of the impact of the safeguarding 
training on the number of in house referrals received and as a result the referrals into 
partner organisations 
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• Consideration of an additional audit area based on seeking an understanding of the 
low level of referrals from ethnic minority groups given the demographics of South 
Tyneside  


• Assurance around the preventative work of Tyne and Wear Fire and Rescue Service 
in reducing the number of house fires both in South Tyneside and regionally. 


 


Safeguarding Concerns and Enquiries 
 


5. Safeguarding Contacts/Concerns peaked in 20-21 and a Triage process was 
introduced which was able to correctly identified the type of Police Contacts being 
received, thus reducing the number being badged as Safeguarding which where 
‘Requests for Service’.  However, 22-23 did see a 17.5% increase on 21-22. 


 
 


6. 22-23 did see a slight increase in the number of S42-1’s being completed peaking in 
Feb 23.  1304 were completed in 22-23 compared to 1112 in 21-22. 
Associated with the increase in safeguarding concerns an increased in s42(1) 
undertaken has also been observed. These enquiries seek to further establish 
whether the safeguarding duty applies. 
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7. The number of S4-2’s completed was consistently lower than previous years. 


Embedding the ADASS undertaking s42 enquiries guidance which saw the 
introduction of s42(1) and s42 (2) enquiries has impacted on the number of s42(2) 
enquiries needing to be undertaken, this is because this new information stage at 
s42(1) often establishes the 3 criteria for adult safeguarding does not always apply 
in full and individuals are provided with a more proportionate response to their 
circumstances. 


 


 
 
8. Only on a few occasions did the number of completed rise above the previous 


years completed totals. 
 


 
 


9. The number of individuals involved in S42-2 also continues to decrease. This could be 
as the result of multiple / duplicate contacts are now counted as one. 
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10. 88% of safeguarding outcomes resulted in Risk being removed (34%) or reduced 
(54%).  Of the 12% (41 cases in real terms) where Risk Remained, 28 of those had 
either Self Neglect or Domestic Violence as a Risk Type 


 


 


Demographics and characteristics of individuals involved in 


S42-2 enquiries 


 
 


11. The gender split for 22-23 is Female 63% & Male 37%.  This is a 10% shift from to 
21-22 which seen Female 53% Male 47%.   
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12. The age ranges of those involved in S42-2’s has seen a percentage reduction in 


individuals over 60 and increase in those under the age of 60. 
13. From a STSFT perspective the number of referrals for those in the lower age range can 


be contributed to the cost-of-living crisis and also to the close working relationship 
between the Alcohol Care Team and safeguarding team in recognising and responding 
to those with an alcohol dependence who self-neglect. 


 
    


14. ‘Physical support personal care’ continues to be the highest support reason of 
individuals involved in S42-2 enquiries in 22-23 but did see a decrease overall.  The 
other noticeable increase was Mental Health Support. 
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15. The majority (88%) of those involved in s42 enquiries were recorded as White: British 
or Other white background with only 2% recorded being of different ethnicity.  
‘Information Not Yet Obtained’ represents 10%.  In the 2011 Census South 
Tyneside was reported to have a population made up of 95% white British, with Asian 
and Asian British making up 2.2% of the population. Mixed/multiple ethnic groups 
made up 0.9% of the 2011 Census population count. 


 


Abuse Types, Location & Perpetrator 


  


16. There was a total of 572 abuses recorded against the 347 Completed S42’s. 


 


17. Neglect and Acts of Omission remains the most likely Abuse type in 22-23, however 
this dropped in comparison to the previous years.  Self-Neglect and Domestic abuse 
have more than doubled in 22-23. Further analysis now needs to be undertaken in 
relation to completed s42(1)'s to consider the categories of abuse where enquiries 
have been made into at this stage to consider what this information may be informing 
us of. 


Self-neglect and neglect are consistently the highest reported categories of abuse 
within STSFT. 
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18. Own home continues to be the most likely location of abuse with 50% in 22-23 with 
Residential 2nd on 17%.  Both have seen overall decreases on 21-22. Perpetrator’s 
home seen the biggest increase from 2% to 7%. 


 


 


19. Care Worker in any setting was the most likely Perpetrator with 31%.  The biggest 
increase was ‘Other’ which increase to 29%.  In many of the cases ‘other’ is selected 
when Self-Neglect is the reason for the safeguarding. ASC will be introducing a new 
"person who may have caused harm" category type to support with data 
interrogation. 
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Managing Risk 


 


20. Risk identified action taken’ was that highest outcome in 22-23 with 231 (69%) which 
is an increase of 3% on 21/22.  
 


21. ‘‘Investigation ceased at individuals request’ increased slightly on 21-22 figure, rising 
by 2%. 
 


22. ‘Risk identified no actions taken’ it continues to be a recording issue as all bar 1 had 
an outcome of ‘Risk removed’.  
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Making Safeguarding Personal 


 
23. In 22-23 86% of those who were involved in an s42 were asked about their desired 


outcomes.  This is a decrease on 21-22 89%.  However, there are 10 confirmed cases 
where the individual died prior to the Safeguarding being completed.  The deaths 
were not related to the safeguarding enquiry. 


 
 


24. Overall, 95% of these who provided a response believed their outcome was either 
Fully or Partially achieved.  5% did not believe their outcomes was achieved in 22-23 
a slight improvement on 21-22 


 
 


Mental Capacity 


 
25. The recording of ‘Mental Capacity’ change from a Yes or no response to capture 


increased detail about the individual needs. 
 


26. 61.3% were able to fully participate and make decisions, with 28.9% needing some 
support.  9% were assessed as being unable to make decisions or would have 
substantial difficulty.  
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Safeguarding Adult Reviews 


 
27. In 2022-23 there were 6 cases referred for consideration of a SAR. 
2 cases met the SAR threshold.  The themes of the cases include self-neglect, morbid 
obesity and mental health concerns. There have been 2 successful multi-agency learning 
events, attended by a total of 81 multi-agency partners. 
  


Deprivation of Liberty Safeguards (DoLS) 


 


28. The Deprivation of Liberty Safeguards are part of the Mental Capacity Act 2005 and 
ensure that people in care homes and hospitals are looked after in a way that does 
not inappropriately restrict their freedom and breach Article 5 of the European Court 
of Human Rights. 


 
29. The Safeguards set out a procedure that governs what hospitals and care homes 


must follow if they believe it is in the person’s best interests to deprive them of their 
liberty for care and treatment. 


 
30. The table below shows the number and proportion of DoLS applications requested 


and granted comparing 21-22 with 22-23. 
 


  2021/22 2022/23  


  Number % Number % 


DoLS requested 1954   2461   


DoLS granted 1421 72.7% 1283 52.1% 


DoLS not granted 531 27.2% 1105 44.9% 


Outcome to be updated  2 0.1% 73 3.0% 


 


 


31. The number of requested DoLS applications have increased by 26% on 21-22. 
 
The rise in DoLS applications and the number of DoLS not granted can be partially 
explained due to the implementation of new MCA / DoLS processes within STSFT post 
CQC inspection. Of those processed DoLS requests ‘Not Granted’ more than doubled to 
1105 compared to the 531 in 21-22.   
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Partner Information 


 


South Tyneside Homes  


 
Total number of referrals recorded for adults. 
 


Apr 2022 - Mar 2023 Adults 


Q1 19 


Q2 23 


Q3 34 


Q4 23 


Total 111 


 
372 frontline staff were trained between September 2021 and December 2022.  This had a 
positive impact with staff thinking more about safeguarding and making referrals into 
Children’s and Adult’s social care.  Safeguarding Adult referrals were up by 43 in 
comparison to 2021-2022.   
 
A 2 tier approach is being implemented within STH to enable a better grip on safeguarding 
from an operational level up to strategical level.  The 2 tier approach will allow for any gaps 
within safeguarding to be identified at an early opportunity and if there are any themes and 
trends identified at operational level that are of concern, this will be fed into the strategical 
tier at a more senior level for oversight and identification as to whether any immediate 
actions needs to be undertaken.  
 
There is to be a more focussed approach on all aspects of Safeguarding training and better 
use of the Multi-Agency Training Delivery programme via STSCAP.  Safeguarding training 
is to become mandatory with staff within specific job roles being expected to undertake the 
necessary training that is required for their role, as per identified by the Safeguarding 
Coordinator. 
 


Joint Commissioning Unit   


 
Between 1 April 2022 and 31 March 2023 there were 4276 reports by providers using the 
Provider Intelligence Log system.  This is an increase in the previous years’ reports which 
totalled 3766.  The average across the year was 356 however stats have increase since 
November 2022. 
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The three most Prevalent Reports throughout 2022/23 have been: 
a. Falls 


b. Assaults and 


c. Medication Errors 


Falls: 
There have been 2932 reports of falls which is up on the previous year’s report of 2389.  
This consisted of 155 witnessed falls with injuries and 284 without injuries, 695 un-
witnessed falls with no injuries and 1798 unwitnessed falls without injuries.  Each fall has 
potential risk, and it is easy to see that the greatest risk is that of the unwitnessed fall, 
when people are alone and most vulnerable.  The table below shows the steady increase 
in fall this year. 
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There have been 425 reported Assaults which is a drop from the pervious year’s reports of 
460. The majority of these (251) have been the allegations of the individual receiving care 
assaulting others receiving care, 142 have been on staff providing care and 10 have been 
staff in the person providing care, the remaining 10 have been on external visitors by 
people receiving care.  All assaults are reported to police and Safeguarding.  The table 
below shows on how random this is as generally the numbers depend on the complexity 
mix of individuals receiving care. 


  


  
 


There have been 223 medication errors over this period a drop on the 245 reported over 
the previous year.  19 have been attributed to MARR chart errors, 13 to pharmacy errors, 
9 to that of the GP, 111 to carer error and 71 missed doses.  It is worthy of note that the 
majority of missed doses are in fact carer error. 
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CQC Quality Grades as of Apr 2023 
 


RES/NURSING 
Homes 


CQC Report Date Grades 


Ashlea Mews 02-Feb-21 


Good  


Bedewell Grange 29-Jun-22 


Good  


The Branches 24-Nov-20 


Good  


Cheviot Court 29-Jun-19 


Good 


Chichester Court 12-Feb-21 


Good  


Garden Hill 09-Sep-21 


Good 


Harmony House  16-Jun-21 


Good  


Harton Grange 04-Mar-20 


OUTSTANDING 


Hawthorn Court 09-Mar-22 


Good 


Hebburn Court 09-Mar-21 


Good 


Needham Court 11-Mar-22 


Good 


Palmersdene 04-Dec-21 


Good 


Roseway House  17-Jun-22 


Good 


Seahaven 20-Mar-21 


Good 


St Thomas' 15-Feb-22 


Good 


Stapleton House 23-Mar-22 


Good  


The Lodge 10-Aug-22 


Good  


Sycamore CC 30-Mar-22 


Good  


The White House 30-Dec-22 


Good  


Hebburn Manor 18-Oct-22 


Requires Improvement 


Westoe Grange 04-Mar-21 


Good 


Willowdene 16-Apr-21 


Good 


Haven Court 05-Feb-22 


Good 


Specialist Care 
Homes 


CQC Report Date Grades 


Wallace Mews 28-Jul-18 


Good  


21 North View 03-Nov-22 


Good  


Belgrave Terrace 21-Dec-19 


Good  


McAnany Avenue 15-Jul-21 


Good  


Dean View Villas 04-May-23 


Good  


Deneside Court 19-Feb-22 


Good  


Fairholme 24-Aug-22 


Good  


Harmony House  16-Jun-21 Good  


Bisley Drive LD SB 26-Apr-22 


Good  


HTLAH CQC Report Date Grades 


HSG 02-Feb-22 


Good 


Springfield Healthcare 
https://www.cqc.org.uk/provider/1-
101646710/services 


Not Yet Inspected 


Cera South Tyneside 14-Mar-22 


Good  



https://www.cqc.org.uk/location/1-2616024629

https://www.cqc.org.uk/location/1-125862291

http://www.cqc.org.uk/location/1-106214415

http://www.cqc.org.uk/location/1-319252979

https://www.cqc.org.uk/location/1-8786354126

https://www.cqc.org.uk/location/1-310512381

http://www.cqc.org.uk/location/1-430358273

https://www.cqc.org.uk/location/1-125855994

https://www.cqc.org.uk/location/1-203950692

http://www.cqc.org.uk/location/1-320350652

https://www.cqc.org.uk/location/1-112469322

http://www.cqc.org.uk/location/1-126242682

https://www.cqc.org.uk/location/1-7038703405

http://www.cqc.org.uk/location/1-261475435

https://www.cqc.org.uk/location/1-1667355906

https://www.cqc.org.uk/location/1-1627317293

http://www.cqc.org.uk/location/1-10771348285

https://www.cqc.org.uk/location/1-7131767294

http://www.cqc.org.uk/location/1-1588221651

https://www.cqc.org.uk/location/1-10557588274

https://www.cqc.org.uk/location/1-4450056839

http://www.cqc.org.uk/location/1-141351281

http://www.cqc.org.uk/location/1-2825151578

https://www.cqc.org.uk/location/1-127548877

https://www.cqc.org.uk/location/1-123018801

https://www.cqc.org.uk/location/1-132341376

https://www.cqc.org.uk/location/1-123519938

https://www.cqc.org.uk/location/1-129164771

https://www.cqc.org.uk/location/1-512908458

https://www.cqc.org.uk/location/1-127549023

http://www.cqc.org.uk/location/1-430358273

http://www.cqc.org.uk/location/1-126668430

https://www.cqc.org.uk/location/1-9236534511

https://www.cqc.org.uk/provider/1-101646710/services

https://www.cqc.org.uk/provider/1-101646710/services

https://www.cqc.org.uk/location/1-11476237163
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Dale Care 
https://www.cqc.org.uk/provider/1-
101670518 


Not Yet Inspected 


Complex Care CQC Report Date Grades 


Bluebird 24-Oct-19 


Outstanding 


Sunderland Home Care 
Associates 18-Sep-18 


Good  


Cera South Tyneside 14-Mar-22 


Good  


Real Life Options 22-Jul-22 


Good 


Independent 
Supported Living 
(ISL’s) 


CQC Report Date Grades 


Ashdown Care 26-Feb-20 


Good  


Flexible Support Options Not Yet Inspected 


Not Yet Inspected last 
report Good 


Lifeways 25-Feb-23 


Good 


Real Life Options 13-Aug-22 


Good 


Mencap 01-Sep-18 


Good 


St Annes Community Care 18-Oct-18 


Good 


Orbis Support 21-Mar-20 
Outstanding 


United Response 15-Jan-19 


Good 


Dimensions 31-Jul-21 


 Good 


Creative Support 


Simonside - 06-Nov-18 


Good 


    


Danesfield - 09-Jul-19 


Good 


    


Woodside - 31-03-23 


Good 


    


 


Northumbria Police  


 
DA LA Partner Data Q4 2022-23 
 
Domestic incidents 
 
There has been a 3% YTD force wide increase in all Domestic Abuse incidents (HRNs) 
when comparing 2021/22 and 2022/23 (+1139 incidents). YTD four LA area have reported 
increases in incidents with the largest increase being in South Tyneside 8.6% (+397 
incidents). However, Sunderland (-1.6%, -130 incidents) and North Tyneside (-1%, -52 
incidents) did see a YTD reduction. Force wide there has been a 2.4% increase in Q4 2023 
when comparing to Q4 2022, however this is 2.3% less when comparing to Q3.  In Q4 four 
LA’s saw an increase except for Sunderland (-2.3%, -47 incidents) and Newcastle (-1.1%, -
23 incidents) which both showed a slight reduction compared to the previous quarter. 
 



https://www.cqc.org.uk/provider/1-101670518

https://www.cqc.org.uk/provider/1-101670518

https://www.cqc.org.uk/location/1-2131312470

https://www.cqc.org.uk/location/1-1434928698

https://www.cqc.org.uk/location/1-11476237163

https://www.cqc.org.uk/location/1-7813575752

https://www.cqc.org.uk/location/1-4225690033

https://www.cqc.org.uk/location/1-13514824243

https://www.cqc.org.uk/location/1-123519807

http://www.cqc.org.uk/location/1-10353685635

https://www.cqc.org.uk/location/1-4032184983

https://www.cqc.org.uk/location/1-1924682562

https://www.cqc.org.uk/provider/1-2172646816/services

https://www.cqc.org.uk/location/1-454648488

https://www.cqc.org.uk/location/1-8238437774

https://www.cqc.org.uk/location/1-133366886

https://www.cqc.org.uk/location/1-5165121771

https://www.cqc.org.uk/location/1-1605260806
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The proportion of incidents that are partner/ex-partner has decreased force wide from 77% 
to 75% for the YTD 2022/23. All LA areas have seen a decrease, apart from Newcastle that 
have seen a slight increase from 75% to 76%.  
 
YTD force wide there has been a 1.9% increase (+317 incidents) in Domestic Abuse 
incidents where a child has been involved. Four LA’s saw an increase in YTD figures with 
the highest being in Newcastle (+9.7%, +318 incidents). North Tyneside (-5.6%, -131 
incidents) and Sunderland (-2.1%, -73 incidents).  did however see a reduction. In Q4 there 
has been a slight increase of 0.5% force wide (-19 incidents) however this is significantly 
less than Q2-Q3.  
 
Female / Male victims 
 
YTD force wide there has been an increase in the volume of Female (1.9%, +301 victims) 
and Male victims (4.5%, +266 victims). Most of the LA areas followed this pattern with 
increases in both male and female victims with the largest YTD female victim increase being 
in Newcastle (4%, +133 victims) and the largest male victim increase being in 
Northumberland (12.8%, +143 victims). Only Sunderland saw a reduction in female victims 
(-0.3%, -12 victims) and Newcastle saw a reduction in male victims (-3.6%, -44 victims). 
Four LA’s saw a decrease in female victims in Q4 apart from South Tyneside (+10%, +59 
victims) and North Tyneside (+4.5%, +30 victims) who reported increases. All LA’s had an 
increase in male victims in Q4.  
 
YTD force wide the proportion of female victims as a percentage of all victims has 
decreased from 73.3% to 72.7%. Whereas the proportion of male victims has increased 
from 26.6% to 27.1%. This pattern was shown in all LA areas apart from Newcastle who 
had a 1.3% increase in the proportion of female victims and a 1.5% reduction in the 
proportion of male victims. 
 
Black, Asian and Ethnic Minority victims 
 
YTD force wide there has been a 10% increase in the volume of DA Black, Asian and Ethnic 
Minority victims (+109 victims). This equates to a 0.4% increase in the proportion of Black, 
Asian and Ethnic Minority victims as a percentage, increasing from 5% to 5.3% when 
comparing 2021/22 to 2022/23. The largest increase was in Northumberland (24.1%, +21 
victims). South Tyneside saw the only LA to see a decrease of 6% (-7 victims). Four LA 
areas saw had increases in Q4 but there were larger increases in victims from Sunderland 
(+76.5%, +26 victims) and North Tyneside (+68.2%, +15 victims). South Tyneside and 
Newcastle did see a reduction in victims.  
 
Victim age aged 16 or 17 
 
YTD there has been a 9.3% force wide increase in the volume of victims aged 16-17 years 
(+42 victims). Four LA’s have shown this increase with the largest being in South Tyneside 
(+30.6%, +19 victims). However, Gateshead (-12.1%, -8 victims) and North Tyneside (-
7.5%, -6 victims) have seen a reduction in victims. YTD force wide, the proportion of victims 
aged 16-17 has increased from 2.1% to 2.2% when comparing the 2021/22 and 2022/23 
figures.  
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Victim age over 55 
Force wide YTD there has been an increase of 9.5% (+250 victims) in the volume of victims 
aged over 55 when comparing 2021/22 to 2022/23. YTD all LA areas have seen increases 
in this measure, with the greatest increase being in Gateshead (17.5%, +65 victims). Force 
wide the proportion of victims has increased to 12.7%, equating to a 0.8% increase. Five LA 
areas had an increase, with the largest being in Gateshead (+1.7%). Newcastle was the 
only LA to have a reduction of 0.1%.  
 
High and medium risk DA victims 
 
Force wide YTD the number of victims initially assessed as high risk has increased by 3% 
(+73 victims) when comparing 2021/22 to 2022/23. There has also been an increase of 
11.5% in the volume of medium risk victims (+677 victims).  YTD this pattern is shown in 
four LA areas, with the highest increase in high-risk DA victims being in South Tyneside 
(+16.7%, +46 victims). The largest increase in medium DA victims was seen in 
Northumberland (+24.2%, +208 victims). North Tyneside (-8.3%,-32 victims) and 
Sunderland (-2.9%, -13 victims) did see a reduction in high risk DA victims.  
 
MARAC cases discussed (previously victims)  
 
Previously the data provided in the quarterly updates was based on MARAC victims and 
repeat MARAC victims. From April 2021 it is now based on MARAC cases discussed and 
repeat MARAC cases discussed. This ensures the data is in line with what is published 
nationally. 
 
YTD force wide there has been a 1.6% decrease in the number of MARAC cases discussed 
with 49 fewer cases in 2022/23 compared to 2021/22.  This decrease in MARAC cases YTD 
is also demonstrated in four of the LA areas with the highest decrease being in North 
Tyneside (-16.5%, -89 cases). Two LA areas did see an increase with the largest increase 
reported in South Tyneside (16.6%, +50 cases).  
 
Repeat MARAC cases discussed  
 
YTD force wide there has been a 7.3% decrease with 63 fewer repeat cases discussed in 
2022/23 compared to 2021/22. Four LA areas reported a YTD reduction with the highest 
decrease being in North Tyneside (-25.3%, -50 cases). However, Sunderland (2.4%, +3 
cases) and Northumberland (17.6%, +19 cases) did see an increase in repeat cases.  
 
Number of repeat victims 
 
YTD force wide the volume of repeat victims remained consistent with only an increase of 3 
victims when comparing 2021/22 compared to 2022/23. Four LA areas have seen an YTD 
increase with the highest increase being in South Tyneside (5.5%, +62 victims). Sunderland 
(-3.8%, -75 victims) and North Tyneside (-5%, -63 victims) have seen a decrease in repeat 
victims YTD.  
 
YTD Force wide the percentage of repeat victims has reduced from 41% to 40%. YTD all 
LA areas have seen a reduction in the proportion of repeats with the highest reduction being 
in North Tyneside from 43% to 40%. South Tyneside was the only LA to have an increase 
of 0.5%. All LA’s in Q4 followed this trend, with only Northumberland remaining consistent 
at 45%.  
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DA related Mental Health Incidents 
 
YTD force wide there has been an increase of 329 DA related Mental Health incidents when 
comparing 2021/22 to 2022/23 figures. All LA areas have seen an increase YTD, with the 
highest increase being in North Tyneside with 51 additional incidents. This pattern was seen 
in all LA areas for Q4.  This data has been replaced for the full year therefore use this data 
return for previous quarters. For further information, additional recording fields were 
introduced in June 2022 to provide a more accurate picture of mental health incidents. 
 
Number of HBV incidents 
 
YTD force wide HBV incidents have decreased by 8.3% (-3 incidents) when comparing 
2021/22 to 2022/23.  Most LA areas have remained consistent in Q4 apart from North 
Tyneside and Newcastle that had an increase of 4 HBA incidents.    
 
Arrests from DA incidents 
 
YTD force wide there has been an 8.6% (+760 arrests) increase with the number of arrests 
when comparing 2021/22 to 2022/23. YTD five LA areas have shown increases with the 
greatest being in Gateshead (17.8%, +222 arrests). Sunderland was the only LA to see a 
reduction of 6.4% (-123 arrests). In Q4 South Tyneside saw the highest increase of 17.9% 
(+44 incidents) and Northumberland had the largest reduction of 6.7% (-27 incidents).  
 
Number of crimes from incidents 
 
The data shows that there has been a 4% increase (+1,034 crimes) in crimes from incidents 
when comparing YTD 2021/22 to 2022/23. All LA’s reported increases in this measure in 
Q4, with the highest being in South Tyneside (+28.3%, +198 crimes). YTD four LA’s have 
reported increases however, there have been reductions in Sunderland (-2.4%, -142 crimes) 
and North Tyneside (-2.6%, -94 crimes). 
 
DA related Violent Crime Offences 
 
YTD force wide has been an increase of 5.6% in DA incident related violent crime offences 
when comparing 2022/23 to 2021/22 (+1,091 offences). Five LA areas have seen an 
increase YTD with the highest increase being in South Tyneside (14.6%, +332 offences). 
Sunderland was the only area with a 1.4% decrease YTD (-63 offences). All LA’s reported 
increases in offences in Q4.  
 
DA related Most Serious Violence against the Person (MSVAP) 
 
YTD force wide there has been an 1.3% increase in MSVAP (+4 offences).  Whilst volumes 
are low, there were larger increase four LA’s in Q4 which contributed to a 15.7% increase 
(+11 offences) in offences force wide. North Tyneside and Northumberland were the only 
LA’s to have a reduction in offences. YTD, three LA’s had increases with the largest being 
in Northumberland (+22%, +9 offences). South Tyneside remained consistent but North 
Tyneside (-22.5%, -9 offences) and Gateshead (-12.7%, -7 offences) had reductions in 
offences.  It should be highlighted that we are reporting relatively low numbers of offences 
equating to these high percentages, therefore this should be considered when looking at 
the figures.  
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DA related rape offences 
 
YTD Force wide there has been a 12.9% increase in rape offences (+57 offences).  Five LA 
areas have seen an increase YTD, with the highest increase in North Tyneside (+19.6%, 
+11 offences). South Tyneside remains consistent at 41 offences when comparing 2021/22 
to 2022/23. Four LA areas have had an increase in Q4, however Northumberland (-4 
offences) and South Tyneside (-1 offence) have seen reductions.  
 
Number of DA crimes involving alcohol 
 
YTD there has been a force wide 6.1% increase in the number of DA offences involving 
alcohol (+474 crimes) when comparing 2021/22 to 2022/23. Four LA areas have reported 
increases YTD, with the largest being in Gateshead (20.9%, +224 crimes). Sunderland and 
Newcastle did report decreases, with Newcastle seeing the largest reduction of 2.7% (-42 
crimes). Four LA areas had an increase in Q4, however Newcastle (-3.5%, -15 crimes) and 
Northumberland (-7.8%, -25 crimes) did report reductions in crimes.  
 
Coercive control offences 
 
YTD force wide, there has been a 1.8% increase (+9 offences) in coercive control offences. 
Three LA areas have seen an increase YTD with the highest being in Gateshead (50%, +30 
offences). The largest reduction was reported in North Tyneside (-18.7%, -14 offences). 
Five LA areas have seen an increase in Q4 with the largest being in South Tyneside (+7 
offences). Sunderland remained consistent at 31 offences. Force wide there was a 14.6% 
increase in Q4 (+18 offences).  
 
DA related Stalking and Harassment  
 
YTD force wide there has been an 11.5% increase in DA related Staking offences (+372 
offences) when comparing 2022/23 to 2021/22 figures. YTD all LA areas show increases 
with the largest increase being in South Tyneside (24.9%, +95 offences). All LA areas have 
seen an increase in Q4, which equates to a 26.3% increase force wide (+202 offences).  
 
YTD force wide the amount of DA related Harassment offences recorded has increased by 
4.4% (+161 offences). YTD five LA areas have seen an increase, with the largest being in 
Northumberland (12.6%, +80 offences). Newcastle was the only LA to see a reduction of 
1.7% (-12 offences). This pattern remained consistent in Q4 apart from Sunderland who had 
a small reduction of 2 offences.  
 
YTD force wide DA related Malicious Communications offences have seen an increase of 
8.7% (+200 offences). YTD all LA areas have seen an increase with the highest increase in 
Newcastle (12.4%, +55 offences).  
 
YTD force wide DA related Stalking and Harassment offences combined had increased by 
7.7% (+533 combined offences) when comparing 2022/23 to 2021/22 figures. YTD all LA 
areas have seen this increase with the largest being in South Tyneside (14.2%, +125 
combined offences). All LA areas in Q4 saw an increase with the largest increases being in 
Gateshead (+34%, +80 offences) and South Tyneside (+44%, +81 offences).  


Deprivation of Liberty Safeguards (DoS) 






image5.emf
SCP Annual  Performance Report 2022-23 (Final).pdf


SCP Annual Performance Report 2022-23 (Final).pdf


This document has been classified as: Protect 


 


1 
 


 


 
 


STSCAP Performance 
Management and Evaluation 


(Children) 
 


Annual Performance Report 
2022-2023 


 
 


Provisional Data: Prior to validation of national returns 


 
 
 
 
 
 
 
 







This document has been classified as: Protect 


 


2 
 


 
 


Introduction 
 
This report  has been compiled by South Tyneside Council’s Strategy and Performance Team based 
on data provided by a range of  partners from the  South Tyneside Safeguarding Children and Adults 
Partnership (STSCAP)  predominantly from the Performance Management and Evaluation 
subgroup. The report  covers the period up to the end of Q4 2022/23 (1st April 2022 to 31st March 
2023), or the latest data available. 
  


Executive Summary 
 
The key performance headlines as at the 31st March 2022 are:  
 


• The LA Early Help Team received 2091 contacts, a 27% increase compared with 2021/22. 
Contact rates began to rise in January and peaked in March to more than twice the average 
number of monthly referrals. Monthly contacts for Jan-Mar 2021/22 were a combined 377 
compared with 2022/23 when they reached 953. Comparable data is not available across the 
Region of nationally.  


 


• Nurseries, Primary Schools and Health Visitors accounted for the largest number of partner-
led Early Help Assessments (EHA) and Plans. Secondary school undertook 9% and few other 
agencies have participated in leading in EHAs.  


 


• Work is underway to launch and develop Family Hubs across the Borough. The 12 current 
Children’s Centres and a number of other sites, including partner buildings will form part of the 
0-19/25 Family Hubs Network. Children’s Centres/Family Hubs were accessed by 3975 
families in 2022/23. The Children’s Centres/Family Hubs have also been utilised by partners 
for services such as family contact and health clinics, and they are part of the network of 
Welcoming Places.  


 


• This year saw an increase in under 13s accessing the Matrix drug and alcohol service. The 
average age of young people referred to the service is 13-14 years. Cannabis and alcohol 
were the primary substance used by young people, with a slight rise in cannabis use to 77% 
from 76% in 21/22. Alcohol use is at 47%, which is slightly higher than the national average of 
46%, however, lower that the 53% rate for 21/22.  


 


• 36% of young people who gained support from Matrix disclosed smoking which is higher than 
the National average of 12%. Matrix offers smoking cessation as part of the service delivery 
and all young people are offered this as an intervention.   


 


• Connexions saw an increase in the number of NEET young people within the Borough this 
year. The levels have ranged from 11% in September 2022 to the low of 5.9% in December 
2022 and January 2023. The number of NEET young people has increased each month since 
January. South Tyneside are currently above the National and North East and Statistical 
Neighbour average. 


 


• There were 21 First Time Entrants (FTE) in the year 2022/23, in 2021/22 there were 12. 
However, these numbers are comparably low which is reflective of the continued use of 
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Outcome 22s, joint working work between YJS and Northumbria Police, and an indication that 
data for 2020/ 2021/2022 was anomalous due to the Covid 19 pandemic. South Tyneside’s 
FTE figures are substantially less than the region and national comparators. 


 


• Custody rates remain at 0 for young people, as they have done since 2019. This reflects 
positive working relationships between YJS and the court in identifying and using bail support, 
ISS and Intensive Referral Orders as an alternative to custody.  


 


• STC’s Youth Service and Youth Justice Service undertook activities funded through the Office 
of the Police Crime Commissioner (OPCC) Violence Reduction Unit (VRU) to reduce seasonal 
violence during the summer and winter months. This resulted in a reduction in youth related 
anti-social behaviour by 17%. STC was the only Local Authority in the Northumbria Police 
Area Command to achieve this level of reduction. 


 


• There were 9389 contacts to Childrens and Families Social Care (including Early Help) in the 
period between 1st April 2022 and March 31st 2023, a rate of 3139.6 per 10,000 children. Of 
these contacts 22.6% resulted in a referral. The rate of referrals is at 707.5 which is 9% lower 
than the rate in 2021/22. South Tyneside’s rate is still significantly higher than the most recent 
national rate (537.7), and above the rate of statistical neighbours (642.2) and the North East 
Region (644.8). 


 


• Assessment timeliness reduced in 2022/23 with the amount of assessments completed within 
45 working days at 69.3%. This is a fall from the previous year’s position of 72.2% and 
significantly lower than the position of 94% seen in 2020/21. Mental Health of the Parent/Carer 
is the most frequently identified factor during assessment. 


 


• 187 children were subject to a Child Protection Plan at year end 2022/23. The rate of 62.97 
per 10,000 children is marginally higher than the previous year’s 62.8. The rate is below the 
North East (65.5) but above the rate for England (42.1). 32.3% of plans were repeats, a 
significant increase on 2021/22 (24.2%).  


 


• There were 311 cared for children at the end of March 2023. The rate of 104.72 is higher than 
2021/22 (96). South Tyneside’s rate is lower than the Stat Neighbour’s (126.5) for 2021/22 
and the emerging regional position (114.5) but still markedly higher than the national rate (70). 


 


• There have been 762 missing or away from placement episodes in 2022/23. 99.95 of these 
were offered an RHI.  
 


• There were 9389 contacts to Childrens and Families Social Care in the period between 1st April 
2022 and March 31st 2023, a rate of 3139.6 per 10,000 children. Of these contacts 22.6% 
resulted in a referral. The rate of referrals is at 707.5 which is 9% lower than the rate in 2021/22. 
South Tyneside’s rate is still significantly higher than the most recent national rate (537.7), and 
above the rate of statistical neighbours (642.2) and the North East Region (644.8). 


 


• Assessment timeliness reduced in 2022/23 with the amount of assessments completed within 
45 working days at 69.3%. This is a fall from the previous year’s position of 72.2% and 
significantly lower than the position of 94% seen in 2020/21. Mental Health of the Parent/Carer 
is the most frequently identified factor during assessment. 
 


• 187 children were subject to a Child Protection Plan at year end 2022/23. The rate of 62.97 per 
10,000 children is marginally higher than the previous year’s 62.8. The rate is below the North 
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East (65.5) but above the rate for England (42.1). 32.3% of plans were repeats, a significant 
increase on 2021/22 (24.2%).  


 


• There were 311 cared for children at the end of March 2023. The rate of 104.72 is higher than 
2021/22 (96). South Tyneside’s rate is lower than the Stat Neighbour’s (126.5) for 2021/22 and 
the emerging regional position (114.5) but still markedly higher than the national rate (70). 


 


• There have been 762 missing or away from placement episodes in 2022/23. 99.95 of these 
were offered an RHI.  


 


Areas for Consideration in 2023-2024 
 
There are key areas identified from the Annual Report that warrant additional assurance. Many of 
the areas will be reported on via the developing Safeguarding Score Card and assurance from other 
appropriate sources. 
 


• The increasing number of referrals and the subsequent pressures on all partner agencies. 
 


• A revised multi-agency neglect guidance and tool kit to be developed given that this is the key 
factor for referrals into services, reason for why children become subject to Child Protection 
Plans and/or Cared Gor. 


 


• Assurance from the Domestic Abuse Board around the impact made on the Domestic Abuse 
figures related to the involvement of children and domestic abuse incidents related to 16/17yr 
olds. 


 


• The timeliness of assessments. 
 


• There needs to be a multi-agency review of the Threshold documents and impact of the 
implementation on children and families. 


 


• An evaluation and impact made by the Family Hubs. 
 


• Assurance and regular updates required into the number of under 13yrs accessing the Matrix 
drug and alcohol service. 


 


• Assurance around the awareness of all partners organisation on how to make a referral for a 
Child Safeguarding Practice Review and the number of cases considered and progressed to a 
statutory review. 


 


• There needs to be assurance given around the impact and effectiveness of the updated FGM 
referral pathway introduced by the STSFT given that STSFT have recorded a significant rise in 
the number of women disclosing Female genital mutilation (FGM) in 2022/23. This is across the 
STSFT footprint and the majority of the cases are attributed to the International students coming 
into the area to study at the local University. 


 


• The Partnership needs assurance around the arrangements and plans to recruit a Named 
Doctor  for cared for children and ST/ North East Adopt- Agency Medical Advisor. The loss of 
the Named Dr has impacted on the ability to provide Initial Health Assessments within statutory 
guidelines.  
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Family Help and Adolescent Services 
 


Family Help and Adolescent Services (FH&AS) were restructured, and delivery models reshaped, 
in December 2022. This resulted in the alignment of teams to a Family Help framework as 
recommended within the Independent Review of Social Care and to offer a 0-19 (25) whole family 
working model. 
 
The teams/services within FH&AS comprise: Youth Justice Service, Youth Service, Outdoor 
Education, HAF, Connexions, Matrix, Early Help Family Worker Support Team, Early Help 
Coordination Team (within ISIT/MASH), STANLEYs Early Years, Families Information 
Service, Family Hubs, and the Asylum, Refugee and Migrant Community Integration Team.  
 
A series of Family Help Network Consortium events have taken place to ensure all partners and 
colleagues are aware of changes within the service and the new range of services on offer. 
Information, and toolkit/resource launch events continue to take place across the Borough as 
FH&AS develop.   
 
A new core offer was launched in December 2022, along with a new Multi-Agency Referral Form, 
an updated Supporting Families Threshold Document, a new Request for Services Form and a 
new Supporting Families Framework. 
 


LA Early Help  
 
The Supporting Families Programme Guidance and Framework sets the threshold/criteria 
determining how support is offered across the wide Early Help system.   
 
The LA Early Help Service received 2,091 contacts in 2022/23, 27% more than the previous year. 
This is due increased investment of Early Help in ISIT and an increase in awareness, to ensure 
families are supported at an earlier stage through a fuller range of services. 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 



https://www.gov.uk/government/publications/supporting-families-programme-guidance-2022-to-2025
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The primary reason for contact is boundaries and behaviour, accounting for almost a third of all 
contacts. The service has needs-led shaped the ‘Core Offer’ of evidence-based groups and 
programmes to also assist in meeting this demand. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


In 2022/23 the primary sources of 
contact were Police and Schools. 
All Schools have a Single Point of 
Contact (SPOC) into the 
community based LA Early Help 
Family Worker Team to support 
with accessing help for families, 
identifying thresholds and seeking 
the best responses. SPOCs will 
also assist in the completion of 
School-led assessments, plans 
and establishing the team around 
the family.  
 


 


Partner Led Early Help 
 
Nurseries, Primary schools and Health Visitors each account for around 30% of partner led Early 
Help cases. 9% of cases are held by secondary schools. 
 
 
 
 
 
 
 
 
 
 
 
 
 


  


31%


30%


9%


27%


2% 1%


PARTNER LED EARLY HELP SUPPORT


Nurseries


Primary Schools


Secondary Schools


Health Visiting Service


Other Health Service
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LA Early Help Family Work 
 
At the end of 2022/23 there were 523 children open to the LA Early Help Family Worker Team, 
which is an increase of 17% compared with the previous year. In 2021/22 those open to the 
service were predominantly in the 5-10 age range with those 10 years and under representing 
70% of the children the service were working with. In 2022/23, following a service restructure and 
reshaping of the offer, the service has seen an increase in the number of older children worked 
with as part of the whole family working model. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
65% of assessments were carried out within 6 weeks. This figure rises to 88% assessments being 
completed within 8 weeks. Data from closed cases suggests that on average plans were open for 
6 months.  
 
At case closure (including unplanned closures, 64% have a successful outcome. This figure 
increases to 100% for cases closed in a planned way. 
 


Family Hubs 
 
South Tyneside Council was awarded £2.8 million in January 2023 to develop Family Hubs. This 
large-scale transformation project involves bringing together services to improve outcomes for 
Children. The funding will allow partners to develop an enhanced range of services for families 
with children and young people aged 0-19, and up to 25 for those with SEND.  
 
During 22/23 3975 families accessed Family Hubs provision.   


 
Asylum, Refugee and Migrant 
Community Integration Team  
 
The Asylum, Refugee and Migrant Community 
Integration Team work with a rolling average of 72 
families across a range of schemes including Homes 
for Ukraine, those with Leave to Remain, Asylum 
Seekers and those under the Afghan Resettlement 
Programme. 
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57% of families supported by the team are recorded as being settled with all needs met at the 
point of closure.  
 
  
 


 
 
 
 
 
 
 
MATRIX Young People’s Service 


 
There were 107 young people (63 girls and 44 boys) in treatment over 2022/23. The main source 
of referrals received were from Children’s Social Care at 30% higher than the National average of 
21%. There is a shift if female/males accessing the service, with 69 boys and 38 girls in 2021/22, 
with no obvious reason, but the team are auditing case records to understand if reasoning can be 
drawn from that information.  
 
27% of referrals were received from young people themselves, or friends and family on their 
behalf. This is higher than the national average of 18%. Referrals from the Youth Justice Service 
is lower than the national average at 4%, however this has resulted in the development of a more 
suitable screening tool to further identify young people’s substance related need and more 
collaborative working.   
 


Referral 
source  


Matrix National  


Children’s 
Social Care 


30% 21% 


Education  
 


21% 25% 


Health/Mental 
health 


18% 13% 


Youth Justice 
 


15% 4% 


Self/Family 
Friends 


27% 18% 


 
2022/23 has seen an increase in young people referred into the service under the age of 13 years. 
This is also reflective of the regional 
picture and statistical partners. While 
the numbers are low, with primarily 
experimental use, this is to be 
monitored and tracked as we progress 
into 2023/24.  The average age for 
young people referred into the service 
is 13-14 years. 


Age of young people in treatment 2022/23  


Under 13 years  6 


13-14 years  39 


15 years  16 


16 years  23 


17 years  20 


18 years  3 
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Cannabis and Alcohol continued to be the primary substance in 22/23 with a slight rise in cannabis 
use to 77% from 76% in 21/22. Alcohol is at 47% slightly higher than the national average of 46%, 
however, lower that the 53% for 21/22. 36% of young people entering the service disclosed 
smoking which is higher than the National average of 12%. Matrix offers smoking cessation as 
part of the service delivery and all young people are offered this as an intervention.   
 


Substance  National  South Tyneside  


Cannabis 82% 77% 


Alcohol 46% 47% 


Amphetamine  1% 0% 


Cocaine 13% 10% 


Ecstasy 7% 10% 


Solvents  4% 0% 


Opiates 4% 0% 


NPS  1% 0% 


Nicotine  12% 36% 


Other 11% 10% 


 
2022/23 saw an increase in young people presenting with anxiety and mental health needs, this is 
consistent with the increase in mental health referrals to Lifecycle following the Covid pandemic 
and the impact on young people.   


 
Well established pathways are in place with Accident and emergency departments to ensure those 
young people who present at A&E have their needs considered and addressed by the service. All 
young people who have presented for reasons linked to substance use are contacted following 
discharge to establish if interventions are required.  
 
In 22/23 80 notifications received by the service from A&E; 12 young people entered into 
treatment following contact, with the remainder being not appropriate, declining support or already 
known to the service. In 21/22, 78 notifications were received, of which 9 young people entered 
into treatment.  
 


Connexions  
 
In 2022/23 Connexions saw an increase in the number of NEET young people within the Borough. 
We have seen highs of 11% in September 2022 to lows of 5.9% in December 2022 and January 
2023. The number of NEET young people then increased each month since January.  
South Tyneside are currently above the National and North East and Statistical Neighbour 
average. 


Young People         
 Q1 


21/22 
Q1 
22/23 


Q2 
21/22 


Q2 
22/23 


Q3 
21/22 


Q3 
22/23 


Q4 
21/22 


Q4 
22/23 


Child in Need  6 7 6 1 4 4 1 4 


Child Protection 1 1 1 2 1 1 0 0 
Cared for Child 3 1 3 2 5 4 2 3 


Offending 16 6 16 4 9 8 8 4 


NEET 10 6 9 4 11 9 8 7 
Mental Health need 25 30 25 15 24 31 26 28 


Self-Harm  8 5 8 4 6 7 9 5 


Unsafe sex  5 3 5 5 4 8 4 8 
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Percentage of Young People recorded as NEET and Not Known (Years 12 and 13 combined) 
 
 


 Sept Oct Nov Dec Jan Feb Mar 


South Tyneside 11.0 8.3 6.2 5.9 5.9 6.0 6.7 


 Stat Neighbours 26.3 14.0 7.1 6.2 5.8 5.7 5.9 


North East 18.9 8.8 6.2 5.4 5.1 5.2 5.5 


England  32.6 17.2 9.5 6.2 5.1 4.7 4.8 


 
 


We have seen higher levels of NEET young people in year 13 than in year 12. This would suggest 
that young people are not sustaining placements. Young people are informing us that they have 
withdrawn from South Tyneside College, resulting in the spike in numbers from February to March 
2023.  
 
We continue to see high numbers of young people who are NEET/not available due to disclosures 
of poor mental health. The Connexions service continues to track and establish the destination of 
all young people offering support and forging connections to ensure we remain vigilant to 
safeguarding issues should they arise.  


 
Youth Justice Service 
 
First Time Entrants (FTE)  
 
There were 21 first time entrants in the year 2022/23. In 2021/22 there were 12, which evidences 
an increase, but numbers remain low which is reflective of the continued use of Outcome 22s, joint 
working work between YJS and Northumbria Police, and an indication that data for 2020/ 
2021/2022 was anomalous due to the Covid 19 pandemic.  
 
South Tyneside’s FTE figures are substantially less than the region and national comparators. By 
continued partnership working with Northumbria Police and through new developments such as 
the Turnaround Programme and the Divert Programme, we will ensure young people do not 
unnecessarily enter the youth justice system. 


 
Rate of 100,000 . Benchmark data only available 2021 
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Custody Rates 
 
Custody rates remain at 0, as they have done since 2019. This reflects positive working 
relationships between YJS and the court in identifying and using bail support, ISS and Intensive 
Referral Orders as an alternative to custody. The YJS will continue to work hard to prevent young 
people receiving custodial sentences wherever possible, whilst balancing our obligation toward 
public protection.  


 
 
 
 
 
 
 
 
 
 
 
 
 


Serious Violence and Exploitation 


In 2022/23 South Tyneside responded to 3 offences which met the definition of serious violence by 
having a gravity score of 5 or more. One of these offences was a section 18 assault, with the 
remaining 2 motoring offences which indicates that currently South Tyneside does not have a 
significant problem with serious violence.  
 
Child First 
 
The YJS continue to embed our Child First approach seeing ‘children’ and not ‘offenders’ who 
require extra care and commitment using their voices to inform service delivery and strategic 
planning.   


 
Holiday Activity and Food Programme 
 
The Holiday Activity and Food (HAF) programme is a national scheme for children and young 
people aged 5-16 years in receipt of free school meals (FSM), and for young people up to the age 
of 18 years with SEND also in receipt of FSM.  Funded by the Department for Education (DfE) the 
programme delivers accessible enrichment activities and meals during Easter, Summer, and 
Winter school holidays.  
 
Total number of FSM children attending the holiday provision: 
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Youth Service and Outdoor Education 
 
Youth Service 
 
2022/23 saw an increase in the participation for children and young people from 2021/22. The 
service hosted an inaugural ‘Youth Festival’ in-line with the National Youth Agency’s annual youth 
work week as well as other themed / topical events reflected in the data of open access. 
 
Additional activities were funded through the Office of the Police Crime Commissioner (OPCC) 
Violence Reduction Unit (VRU) to reduce seasonal violence during the summer and winter 
months. This increased participation through a range of targeted diversionary positive activities 
resulted in a reduction in youth related anti-social behaviour by 17%. STC was the only Local 
Authority in the Northumbria Police Area Command to achieve this level of reduction. 
 
2022/23 has seen the delivery of a 3-month (Jan – Mar) targeted diversionary youth work offer 
funded by the Ministry of Justice and administered through Street Games. 
 


 
 
Outdoor Education Service 
 
A broad range of residential/non-residential adventurous activities are offered by Simonside 
Climbing Wall, Water Activity Centre, Akenshaw Burn Cottage and Thurston Outdoor Education 
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Centre. Data indicates a projected year on year increase in the participation levels of children and 
young people. 
 


 
 
 


Children and Families Social Care 
 
 
*All data provided is provisional and may be subject to changes as a result of the validation 
process for national social care data returns. Benchmarking has been updated in relation to 
the latest published national and North East rates but some statistical neighbour rates have 
yet to be published by the DfE. All quarterly figures represent year to date performance.   
 


Contact and Referrals 
 
Children’s Social Care received 9351 Contacts in 2022/23, a rate of 3148.7 per 10,000 Children in 
South Tyneside, this 1% higher than 2021/22 (3103.3) and 5% higher than 2019/20 (3011.4).  
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Contacts from the Police remain the most prevalent source of contacts in South Tyneside, 
however, have seen a decline of 3.87% versus 2021/22 (4579) however significantly higher than 
the 2019/20 position, up 32.45% (3328) and 45.7% on 2020/21. 
 
Contacts from Schools in 2022/23 (1066) were 28.5% higher than 2021/22 (829) and 20% higher 
than pre covid 2019/20 (887). 
 
Contacts from Health sources in 2022/23 significantly higher (+19.6%) than on 2021/22 (835) as 
well as 13.5% up on 2020/21 (880). 
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Apr- Mar 
2022/23 


    Apr- Mar 
2021/22 


  Change vs 
same 
period 
2021/22 


   


 Key sources 
of Contact 
and Referrals 


2022/23 
Contacts 


Proportion 
of 
Contacts 


2022/23 
Referrals 


Proportion 
of 
Referrals 


% contacts 
progressing 
to referral  


2021/22 
Contacts 


2021/22 
Referrals 


% contacts 
progressing 
to referral  


Change in 
Contacts 


Change in 
Referrals 


Change in 
conversion 
rate - % 
points 


Children's 
Centres 


27 0.3% 15 0.7% 55.6% 23 17 73.9% 17.4% -11.8% -18.4% 


Education 
(education 
support 
services) 


88 0.9% 48 2.3% 54.5% 50 25 50.0% 76.0% 92.0% 4.5% 


External 
Agency 


193 2.1% 55 2.6% 28.5% 304 71 23.4% -36.5% -22.5% 5.1% 


Family/Friend/ 
Neighbour 


863 9.2% 196 9.3% 22.7% 810 232 28.6% 6.5% -15.5% -5.9% 


Health 999 10.7% 237 11.2% 23.7% 835 248 29.7% 19.6% -4.4% -6.0% 


Internal 638 6.8% 213 10.1% 33.4% 685 247 36.1% -6.9% -13.8% -2.7% 


Other 894 9.6% 222 10.5% 24.8% 1085 249 22.9% -17.6% -10.8% 1.9% 


Other Local 
Authority 


175 1.9% 36 1.7% 20.6% 189 54 28.6% -7.4% -33.3% -8.0% 


Police 4408 47.1% 689 32.6% 15.6% 4579 852 18.6% -3.7% -19.1% -3.0% 


Schools 1066 11.4% 401 19.0% 37.6% 829 391 47.2% 28.6% 2.6% -9.5% 


Total 9351 100% 2112 100.0% 22.6% 9389 2386 25.4% -0.4% -11.5% -2.8% 
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Police Conversion (15.6%) from Contact to Referral remains a concern in South Tyneside, as this is 
significantly lower than the average across the board (22.6%) 
Referral Rate 
 
The rate of referrals as at the end of March 2023 (707.5 per 10,000) is -9% lower than the 2021/22 
rate. However, the South Tyneside position is still significantly higher than the most recent national 
rate (537.7), and above the rate of statistical neighbours (642.2) and the North East (644.8).  
 


 
 
 


Rate of referrals 
during the year 
per 10,000 
children 


2015-
16 


2016-
17 


2017-
18 


2018-
19 


2019-
20 


2020-
21 


2021-
22 


Qtr 1 
2022/23 


Qtr 2 
2022/23 


Qtr 3 
2022/23 


2022-
23 


South Tyneside 
(rate) 


663.5 625.2 729.8 776.7 635.8 545.0 780.7 777.2 730.0 718.3 707.5 


Stat Neighbour 
(rate) 


598.4 651.3 631.3 610.3 631.8 569.59 642.2      


North East 622.6 599.6 601.7 654.7 638.2 543.4 644.4 700.5 680.9 703.8 664.8 


England (rate) 532.2 548.2 552.5 544.5 534.8 494.3 537.7        


 
**Our current statistical neighbours are: (North East) Gateshead, Hartlepool, Redcar and Cleveland, 
Sunderland and (North West) Halton, Knowsley, Liverpool, Salford, St. Helens, Tameside. 


 
 
22.6% of referrals (475) received within 2022/23 were repeat referrals within 12 months of the start 
of a previous referral (start to start/national KPI). This is slightly higher than year end 2020/21 
(19.7%) and 2021/21 (20.1%). This position is higher than the stat neighbour position (19%), 
England (21.5%) and emerging regional position (20.5%).  
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Assessments 
 


Between April 1st 2022 and 31st March 2023, 1803 single assessments were completed. The rate of 
single assessments completed is 607.1 per 10,000 children. This is -4% lower than the rate at the 
end of 2021/22. The rate is lower than our statistical neighbours (708.4) and the North East (754.1). 
However, it is higher than the national rate of 533.4. 49.8% of assessments (897/1803) resulted in 
no further action, this is an increasing trend with the figure at 41.5% in 2020/21 and 45.8% in 
2021/22.  
 


 
 
 
69.3% of single assessments were completed within 45 working days at the end of March 2022. 
This is a -4% decrease from the previous year and a noticeable 24% lower than 2019/20. 
Performance is still lower than the last published national position (84.5%) and that across statistical 
neighbours (76.5%) and the North East (77.4%).  
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Outcomes of Assessment 
 
Assessment outcomes are set out in the table below. Noticeable themes are a slight increase in the 
NFA results, up 4% from 2021/22. There was a 4.2% increase in assessments resulting in Active 
Child Protection Measures and also noticeably a 5.4% reduction in the number of referrals to Early 
Help. The No Further Action figure also includes families who refused to consent to CIN support.  
 
 


Assessment Outcomes 
April - March 


2022/23  2021/22 % Points change  


No Further Action 49.75% 45.80% 3.95% 


Child In Need - Update Child's Plan 18.69% 23.40% -4.71% 


Referral to Early Help 7.49% 12.90% -5.41% 


Active Child Protection Procedures 15.20% 11.00% 4.20% 


Specialist Assessment 1.50% 2.50% -1.00% 


Strategy Discussion 2.44% 1.60% 0.84% 


Not Recorded 3.00% 1.20% 1.80% 


Transferring to Other Service 0.67% 1.20% -0.53% 


Private Fostering Agreement (PFAgree) 0.11% 0.20% -0.09% 


Request to place into Accommodation 0.94% 0.10% 0.84% 


Child/Young Person's Plan (SBC)  0.22% 0.10% 0.12% 


Grand Total 100.00% 100.00% 0.01% 


 
Factors at end of assessment 
 
Assessment factors identified in 2022/23 are displayed below in order of most to least common.  
 
Mental Health and domestic violence concerns relating to the parent/carer remain the two most 
frequently identified factors at the end of single assessments, present in 14.22% and 12.14% 
respectively. The biggest change from 2021/22 was a -5.67%pts reduction in the number of cases 
marked with no factors identified.  
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Assessment Factors 2022/23 2021/22 %Pts 


change  


4B Mental health: Concerns about the mental health of the parent/carer 14.22% 13.49% 0.73% 


3B Domestic violence: Concerns about the child's parent/carer being 
the subject of domestic violence. 


12.14% 12.31% -0.17% 


4A Mental health: Concerns about the mental health of the child 9.48% 8.03% 1.45% 


16A Abuse or neglect - NEGLECT: Concerns that services may be 
required or the child may be suffering or likely to suffer significant harm 
due to abuse or neglect. 


7.23% 6.82% 0.41% 


1B Alcohol misuse: Concerns about alcohol misuse by the 
parent/carer 


6.54% 5.40% 1.14% 


2B Drug misuse: Concerns about drug misuse by the parent/carer 5.43% 5.55% -0.12% 


17A Abuse or neglect – EMOTIONAL ABUSE: Concerns that services 
may be required or the child may be suffering or likely to suffer 
significant harm due to abuse or neglect. 


5.26% 4.94% 0.32% 


21 No factors identified- only use this if there is no evidence of any of 
the factors above and no further action is being taken. 


4.48% 10.15% -5.67% 


3A Domestic violence: Concerns about the child being the subject of 
domestic violence. 


4.37% 3.52% 0.85% 


5A Learning disability: Concerns about the child's learning disability. 3.40% 2.27% 1.13% 


20 Other 2.90% 1.91% 0.99% 


18A Abuse or neglect – PHYSICAL ABUSE: Concerns that services 
may be required or the child may be suffering or likely to suffer 
significant harm due to abuse or neglect. 


2.62% 2.26% 0.36% 


14A Socially unacceptable behaviour: Concerns that services may be 
required or the child may be at risk due to their socially unacceptable 
behaviour 


2.19% 3.24% -1.05% 


4C Mental health: Concerns about the mental health of another person 
in the family/household. 


1.82% 1.39% 0.43% 


7A Young carer: Concerns that services may be required or the child's 
health or development may be impaired due to their caring 
responsibilities 


1.65% 0.11% 1.54% 


2C Drug misuse: Concerns about drug misuse by another person 
living in the household. 


1.58% 0.74% 0.84% 


15A Self-harm: Concerns that services may be required or the due to 
suspected/actual self-harming child may be at risk of harm 


1.47% 2.09% -0.62% 


1A Alcohol misuse: Concerns about alcohol misuse by the child 1.43% 1.16% 0.27% 


10A Missing: Concerns that services may be required or the child may 
be at risk of harm due to going/being missing 


1.41% 1.47% -0.06% 


3C Domestic violence: Concerns about another person living in the 
household being the subject of domestic violence. 


1.39% 1.08% 0.31% 


2A Drug misuse: Concerns about drug misuse by the child 1.34% 1.72% -0.38% 


6B Physical disability or illness: Concerns about a physical disability 
or illness of the parent/carer. 


1.34% 1.67% -0.33% 


1C Alcohol misuse: Concerns about alcohol misuse by another person 
living in the household. 


1.04% 0.83% 0.21% 


5B Learning disability: Concerns about the parent/carer's learning 
disability. 


1.02% 1.33% -0.31% 


11A Child Sexual Exploitation: Concerns that services may be 
required or the child may be at risk of harm due to child sexual 
exploitation 


1.00% 1.67% -0.67% 


19A Abuse or neglect – SEXUAL ABUSE: Concerns that services may 
be required or the child may be suffering or likely to suffer significant 
harm due to abuse or neglect. 


0.95% 0.87% 0.08% 
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6A Physical disability or illness: Concerns about a physical disability 
or illness of the child. 


0.78% 1.21% -0.43% 


13A Gangs: Concerns that services may be required or the child may 
be at risk of harm because of involvement in/with gangs 


0.54% 0.41% 0.13% 


9A UASC: Concerns that services may be required or the child may 
be at risk of harm as an unaccompanied asylum seeking child. 


0.39% 0.07% 0.32% 


5C Learning disability: Concerns about another person in the 
family/household's learning disability. 


0.30% 0.31% -0.01% 


6C Physical disability or illness: Concerns about a physical disability 
or illness of another person in the family/household. 


0.17% 0.00% 0.17% 


12A Trafficking: Concerns that services may be required or the child 
may be at risk of harm due to trafficking 


0.11% 0.09% 0.02% 


8A Privately fostered: Concerns that services may be required or the 
child may be at risk as a privately fostered child 


0.02% 1.85% -1.83% 


 
Safeguarding 
 
Section 47 Enquires 
 
636 children have been subject to a Section 47 enquiry up to the end of March 2023. This equates 
to a rate of 214.2 per 10,000 population, up 16% on the end of year 2021/22 (185.1). The current 
rate is above England (180.1) but below the North East (254.8) and the Stat Neighbour (259.6).   
 


 
 
 
Initial Child Protection Conferences 
 


315 children were subject to an ICPC in between April 2022 and March 2023. This equates to a rate 
of 106.1 per 10,000 children. This rate is higher than 2020/21 (93.5) and 2022/23 (101.5), and much 
higher than pre-Covid 2019/20 (37% increase). 
 
The graph below demonstrates that performance in terms of ICPCs being completed within 15 days 
of an S47. The figure for 2022/23 was 83.8%. This is below the rate form the previous year of 90% 
by 6.2%pts. The South Tyneside figure is higher than the equivalent for the North East (81.5%), 
England (79.2%) and our statistical neighbours (81.3%).  
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Child Protection Plans 
 


187 children were subject to a Child Protection Plan at the end of March 2023, down from 193 at 
the end of 2021/22. This equates to a rate of 63.0 per 10,000 children in the borough which is close 
to the rate last year (62.8). The figure is below the rate for the North East (65.5) and our Stat 
Neighbour (63.7) but is still well above the national rate of 42.1.  
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Reason For Plan 2022/23 no. 2022/23 % 2021/22 no. 
2021/22 


 % 
England 
2019/20 


Neglect 207 74.2% 152 62.0% 47.5% 


Emotional Abuse 63 22.6% 87 35.5% 35.5% 


Physical 4 1.4% 4 1.6% 9.00% 


Sexual Abuse 5 1.8% 2 0.8% 4.4% 


Total 279 100.0% 245 100.0%   


 
 


In comparison with the most recently available England breakdown, the borough has lower 
proportions of children on plans levels of physical and sexual abuse, but a much higher proportion 
on a plan due to neglect. (62.0%). 
 
 


 
Child Protection Plans Started and Ended 
 


Child Protection Plans (CPPs) have been started for 279 children between 1st April 2022 and 31st 
March 2023, 276 plans have ended in the same period. This represents an increase by 6% in the 
number of children starting on a plan since last year (270).   
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Repeat Child Protection 
 
32.3% (90/279) of children becoming subject to a Child Protection Plan in 2022/23 did so for the 
second or subsequent time, a significant increase from 24.2% in 2021/22 on this key measure. This 
figure is 104% higher than the position in 2019/20. The position is also higher than all benchmarks; 
England at 23.3%, statistical neighbours at 21.4% and the Region at 22.4%. Good performance has 
traditionally been considered to be between 10-15%, although this does not reflect the ‘new normal’ 
of ongoing national rises in child protection.  
 


 
 
43 children (15.4%) came back on to a Child Protection Plan within 2 years of their last plan closing. 
This measure is not currently reported nationally by the DfE however, regional benchmarking found 
the North East’s figure to be 12.3%. Concerningly 25.6% of repeat CPPs were within 12 months of 
the previous plan ending. A deep-dive and an audit have been undertaken to investigate the causes 
of such a prevalence of repeat plans.  IS THERE A FIG FOR 2022 -23 OR IS FINAL COLUMN  A 
TYPO?? 
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Child Protection Plans ending 
 
8 children ceased to be on a child protection after 2 or more years in 2022/23, which was 2.9% of 
the total. This is higher than the last recorded regional position (2%) but lower than the most recent 
measures for England and Stat Neighbour (3.6% and 4.2% respectively).  
 


 
 
 


Child Protection Reviews in timescale 
 
88% of Child Protection Reviews were completed within timescale during 2022/23. This is a drop of 
7.9% pts from the figure in 2021/22.  
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Cared for Children  
 
Numbers and rates of  cared for children  at the end of the period 
 
As of the end of March 2023 there were 311 Cared for Children. This is up from 296 at the same 
point in the preceding year.  


 


 
The graph below details the rate of cared for children (96.8 per 10,000 children) at the end of March 
2023. The rate at year end 2022/23 is 104.72. This represents a 9% increase on last year’s position. 
South Tyneside’s rate is lower than that of the Stat Neighbour (126.5) for 2021/22 and the emerging 
regional position (114.5) but still markedly higher than the rate for England (70)  
 


 
 
Profile of current   cared for children  
 
The age profile of  cared for children at the end of March 2023 is shown in the graph below. 
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The most common age group is children aged 10 to 15, at 44%. The group comprising the largest 
portion last year was also 10-15 with 40%.  The full breakdown can be seen in the table below.  
 


 
 
 
 
Ethnicity 
 
82.6% of the current  cared for children  are White British; this is a continuation of a decreasing trend 
compared to 2021/22 (84.3%) and 2020/21 (87.4%). The largest other ethnic group of cared for 
children remains Black or Black British: African, at 3.2%. 
 


Ethnicity Children % 


A1:White: British (A) 257 82.6% 


Arabic or Middle Eastern Iranian (In E2) 5 1.6% 


B3:Mixed: White and Asian (F) 6 1.9% 


B4:Mixed: Any Other Mixed Background (G) 6 1.9% 


C3:Asian or Asian British:Bangladeshi(K) 4 1.3% 


D2:Black or Black British: African (N) 10 3.2% 


Arabic or Middle Eastern Other (In E2) 8 2.6% 


A3:White: Any Other White Backgrnd (C) 4 1.3% 


Mixed White & Arab/Middle Eastern (In B4) 1 0.3% 


Arabic or Middle Eastern Arab (In E2) 6 1.9% 


D3:Black or Black British: Any Oth Black(P) 1 0.3% 


C4:Asian or Asian British:Other Asian(L) 1 0.3% 


B2:Mixed: White and Black African (E) 1 0.3% 


E4:Information Not Yet Obtained 1 0.3% 


Grand Total 311 100% 
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Disability 
 
7.4% of children (23) have a disability recorded, the majority of whom are aged 10+. 
                                


Age Number % 


Aged 5-9 4 17.4% 
Aged 10-15 11 47.8% 
Aged 16+ 8 34.8% 
Grand Total 23 100.0% 


 
Legal Status 
 
72.3% of children are on a Full or Interim Care Order, a step up from 58.7% at the equivalent point 
in 2021/22. 19% are on voluntary Section 20, again a step up from 2021/22 where the figure was 
11.9%.  
          


Legal Status Number % 


Care Order '89 Act S31.1(a) 1 0.3% 
Child Assess.Order in LA Accom. 1 0.3% 


LAC: C1 - Interim care order 48 15.4% 
LAC: C2 - Full care order 177 56.9% 


LAC: E1 - Placement Order Granted 23 7.4% 


LAC: V2 - Accommodated for a single period under section 20 59 19.0% 
Sup.Order S31 CA 1989 - Sch.3 Para.2 1 0.3% 


Not Recorded 1 0.3% 


Grand Total 311 100.0% 


 
Time in Care 
 
113 children (36.33%) of children have been in care for a period of less than a year. 7.40% of 
children (23) have been in care for over 10 years. This is roughly in line with the 2021/22 figure of 
7.17% (21 children).  
 


Time in Care Number % 


less than 6 months 67 21.54% 
6-12 months 46 14.79% 
13-18 months 26 8.36% 
19-24 months 12 3.86% 
2-5 years 67 21.54% 
5-10 years 70 22.51% 
10 years + 23 7.40% 
Grand Total 311 100.00% 
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In and Out of Borough Cared for Children 
  
45.3% of children are placed outside the LA (141/311). This is down from the position last year when 
46.8% of children  were placed within the borough and 53.2% (156/293) outside of the LA. The 
following tables show the breakdown of in and out of borough placed children.  
 
 


Area Number % 


In Borough / South Tyneside 141 45.3% 


Outside LA Boundary 170 54.7% 


North East 311 92.6% 


 
Age Profile of In/Out Of Borough LAC 
 


Area Under 
1 


Aged 
1-4 


Aged 
5-9 


Aged 
10-15 


Age
d 
16+ 


Under 1 Aged 1-
4 


Aged 5-
9 


Aged 
10-15 


Aged 
16+ 


In Borough 16 18 26 54 27 11.35% 12.77% 18.44% 38.30% 19.15% 


 Outside LA 
Boundary 


1 21 26 82 40 0.59% 12.35% 15.29% 48.24% 23.53% 


Grand Total 17 39 52 136 67 5.47% 12.54% 16.72% 43.73% 21.54% 


  
Disability of In/Out Of Borough LAC 
 
4.44% (13/156) of children placed out of the borough are disabled as compared with 4.1% (12/137) 
of children placed in the borough, often because more specialist support is required which is not 
available in South Tyneside. Overall 8.53% children are disabled. 
 


  Has a disability Does not have a 
disability 


Total 


Area Number Percentage Number Percentage   


In Borough 9 6.38% 125 132 141 


Outside LA Boundary 14 8.24% 143 156 170 


Grand Total 23 7.40% 268 288 311 


 
Type of In/Out of Borough Placement 
 


Placement Number % Total 


In 
Borough 


Outside 
LA 
Boundary 


In 
Borough 


Outside 
LA 
Boundary 


LAC: A4 Placed for Adoption with consent 
(under Sect.19 of 2002 Act NOT with current 
Carer) 0 12 0.00% 100.00% 12 


LAC: A6 Placed for Adoption with Placement 
Order ( under Sect.21 2002 Act NOT with 
current Foster Carer) 0 1 0.00% 100.00% 1 


LAC: K1 Secure Children's Homes 0 1 0.00% 100.00% 1 


LAC: K2 Children's Homes 6 36 14.29% 85.71% 42 


LAC: P1 Placed with parents/other parental 
resp. 7 0 100.00% 0.00% 7 
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LAC: P2 Independent living (e.g. flat  
lodgings) 9 10 47.37% 52.63% 19 


LAC: U1 - Foster placement with relative or 
friend- long term fostering 2 0 100.00% 0.00% 2 


LAC: U3 - Foster placement with relative or 
friend- not long term or FFA/concurrent 
planning 33 13 71.74% 28.26% 46 


LAC: U4 - Foster placement with other foster 
carer- long term fostering 41 53 43.62% 56.38% 94 


LAC: U6 - Foster placement with other foster 
carer - not long term or FFA/concurrent 
planning 42 44 48.84% 51.16% 86 


LAC: Z1 Other Placement 1  100.00% 0.00% 1 


Grand Total 141 170 45.34% 54.66% 311 


 


Children starting to be Cared For 
 


133 children have become cared for up to 31st March 2023. This is noticeably higher than in 2021/22 
when 99 children became looked after and 2020/21 where there were 115 children who became 
looked after.  
 


 
 
The rate of children becoming looked after was 44.8, a 32% increase in the position held last year. 
The rate is equal to the emerging regional position and lower than the latest report from our stat 
neighbour (46). The rate for England (26) remains significantly lower.  
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Of the 133 children who became cared for  up in 2022/23, 48.87% (65) came in as part of sibling 
groups, as compared with 57.57% (57) of the 99 starts in 2021/22.  


 
The most common cause for becoming cared for  (category of need) remains ‘Abuse or Neglect’ 
accounting for 63.02% of children. This is, however, a drop of over 13% pts from last year’s position 
of 76.9%.  


 
ChildrenCared for  Reviewed on Time 
 
91.2% of Cared for Children reviews (714/783) were conducted within timescales up to March 2023. 
This is performance is lower than the previous year when 96.3% of reviews (697/724) were held 
within timescale. As well as being a slightly lower position than in 2020/21 when the proportion was 
91.9%. 
 


 
 


Participation in Cared for Children reviews 
 
70.81% of qualified cared for children participated in their review between April 2022 and March 
2023. This is a drop from the previous year’s position of 90.01% and the 2020/21 position of 
89.11%.  
            


          Method of Participation Reviews % 


Yes 570 70.81% 


PN1 (Child physically attends and speaks for him or herself) 211 26.21% 


PN2 (Child physically attends and an advocate speaks on his or her behalf) 4 0.50% 


PN3 (Child attends and conveys his or her view symbolically (non-verbally) 1 0.12% 


PN5 (Child does not attend physically but briefs an advocate to speak for him or her) 140 17.39% 


PN6 (Child does not attend, but conveys his or her feelings to the review by a facilitative medium) 214 26.58% 


No 235 29.19% 


PN4 (Child physically attends but does not speak for him or herself, does not convey his or her view 
symbolically (non-verbally) and does not ask an advocate to speak for him or her 14 1.74% 


PN7 (Child does not attend nor are his or her views conveyed to the review) 221 27.45% 


Grand Total 805 100.00% 
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Health of Cared for Children 
 


Of those children who will have been in care for 12 months at the end of March 2023: 
 


• 75.0% had all immunisations up to date 


• 61.3% had dental checks up to date  


• 91.7% had received a health assessment  


• 100% of under 5s had development checks up to date   
                           


Number of LAC Cared for Over 12 Months 204 


No. Immunisations up to date  No. 153 


% 75% 


No. Dental Checks Up to date  No. 125 


% 61.3% 


No. Health Assessments Up to 
date  


No. 187 


% 91.7% 


No. Development Checks Up to 
date for children under 5  


No. 20 


% 100.0% 


 
 
Placement Stability 
 


With regards to short term placement instability (3 or more placements within 12 months) South 
Tyneside’s current performance is 10%. This is a 25% increase from the previous year. 31 children 
have had 3 or more placements within the year. The rate is higher than the latest positions for the 
North East (8.9%) and our Stat Neighbour (8.2%) The national rate is also 10%. 
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Long term placement stability (the percentage of children who have been cared for  in the same 
placement for at least 2 years) at the end of March 2023 – is 64%. This is lower than the previous 
two years (2020/21 year end 68.4% and 2021/22 71%), and lower than the Statistical Neighbours 
(70%), the North East (65%), and the National benchmarking (71%). ??? any rationale  
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Children ceasing to be Cared For 
 
102 children ceased to be cared for between 1st April 2022 and 31st March 2023, 7 more than in 
2021/22 (95). This is a rate of 34.3 per 10,000 children, 7% lower than 2021/22 (33.4) South 
Tyneside is also lower for this measure than the North East region (39.8) and the Stat Neighbour 
(44.3). The rate for England, however, is lower than South Tyneside’s at 26.  
 
Title below to say cared for  
 


 
 
 
The destinations of children who ceased to be cared for in 2022/23 are listed below. The main 
reason for children ending their period of care was as part of a Special Guardianship Order ,  SGO.  
 


Reason For Leaving Care Mar-23 
March-
23 % 


LAC: E11 Adopted- application for an Adoption Order unopposed 4 3.9% 


LAC: E12 Adopted- consent dispensed with by court 9 8.8% 


LAC: E13 Left care to live with parents, relatives, or other person with no parental 
responsibility 


16 15.7% 


LAC: E17 Aged 18 (or over) and remained with current carers (inc under staying put 
arrangements) 


6 5.9% 


LAC: E41 Residence order (or, from 22 April 2014, a Child Arrangement Order which sets 
out with whom the child is to live) granted 


4 3.9% 


LAC: E45 Special Guardianship Order made to former foster carer(s), who was/are a 
relative(s) or friend(s) 


23 22.5% 


LAC: E46 Special Guardianship Order made to former foster carer(s), other than 
relative(s) or friend(s) 


1 1.0% 


LAC: E47 Special Guardianship Order made to carer(s), other than former foster carer(s), 
who was/are a relative(s) or friend(s) 


5 4.9% 


LAC: E4A Returned to Parent(s)/Relative(s) or Person(s) with PR as part of the care 
planning process (not under a Residence Order or SGO or Child Arrangement Order) 


13 12.7% 


LAC: E4B Returned to Parent(s)/Relative(s) or Person(s) with PR which was not part of 
the current care planning process (not under a Residence Order or SGO or Child 
Arrangement Order) 


1 1.0% 
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LAC: E5 Independent living - Supportive accommodation providing formalised 
advice/support arrangements (such as most hostels, YMCAs, foyers, and care leavers 
projects) 


14 13.7% 


LAC: E6 Independent living - Accommodation providing no formalised advice/support 
arrangements (such as bedsit, own flat, living with friend(s) 


5 4.9% 


LAC: E8 Care ceased for any other reason 1 1.0% 


Grand Total 102 100.0% 


 
Adoption Performance 


 
16 children were adopted in the 2022/23 period. This is the same number as the previous year. 
15.7% of children left care to be adopted, this is a -6% decrease on the proportion in 2021/22. The 
percentage figure is higher than the North East emerging position (13.6%) and the latest figures for 
statistical neighbours (12%) and England (10%).  
 
13 of children with a ADM, were waiting as at Q4 in addition to 9 children waiting with a Placement 
Order at the same point.  
 


  


A1: Average time 
between a child entering 
care and moving in with 
its adoptive family 
(days) 


A2: Average time between a 
local authority receiving 
court authority to place a 
child and the local authority 
deciding on a match to an 
adoptive family (days) 


A3: % of Children who 
wait less than 14 months 
between entering care 
and moving in with their 
adoptive family (number 
and %) 


Current (2022-23) 419 125 50% 


South Tyneside 2022-23 458 187 40% 


Stat Neighbours 509.4 259 53.7% 


North East 414.58 198 57% 


England Q2 2022/23 463 188 52% 


Latest available figures 
 
Care Leavers 


 


Care leavers employment and accommodation information  is collected annually for those aged 19, 
20 and 21.  However, this is tracked by the service who attempt to keep in touch with all care leavers.  
As at the end of March 2023: 
 


• The local authority was in touch with 100% of care leavers included in the national measure.  
60.6% of care leavers (ages 19-21) were in Education Employment or training (EET) - this is 
below the 2021/22 figure of 68%. It is, however, above statistical neighbours (52%) and 
National (52.0%), both 2020/21 measures. The Northeast emerging figure for 2022/23 is also 
lower at 51.4%. 


• 100% of care leavers were in suitable accommodation (as deemed by the DfE/social workers) 
up from 99% in the previous year.  
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2018/19 2019/20 2020/21 2021/22 2022/23 


% Care Leavers 
EET 17-18  


South Tyneside  78% 79% 70% 73% 80% 


Statistical Neighbour      
North East Region 63%   56% 51% 


England 64%     
% Care Leavers 
EET 19-21  


South Tyneside  57.0% 77.5% 61.4% 68.0% 60.6% 


Statistical Neighbour   52.9% 52.0%    


North East Region 50.0% 52.0% 50.0% 52.8%  


England 52.0% 53.0% 52.0%    


% Care Leavers in 
Suitable 
Accommodation 
19-21  


South Tyneside  97.7% 97.8% 99.0% 99.0% 100.0% 


Statistical Neighbour 86.3%        


North East Region 90.0%        


England 85.0%        
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Child Safeguarding Practice Reviews, (CSPR) 
 
In 2022- 23 there has been one case referred for consideration of a CSPR.  This case met the 
CSPR threshold and work is in progress to proceed through the statutory process. 
 


Northumbria Police 
 
Items 55 and 56 - Child Concern Notifications (CCN)  
 
YTD force wide there has been a 12% increase in CCNs (+6,927 CCNs) when comparing 2021/22 
to 2022/23 figures. All LA areas reported percentage increases YTD. YTD force wide the number of 
child individuals relating to the CCNs also increased (11%, +9,616 children). 
 
Item 57 - Offences against children 
 
YTD force wide offences against children increased by 13% (+1,445 offences) when comparing 
2021/22 to 2022/23 figures. This increase was evident in all LA areas YTD. The main contributing 
offences to the increase in figures was due to harassment followed by assault without injury.  
 
Item 58 - Violence against the Person 
 
YTD force wide there has been an increase in Violence against the Person (VAP) where the victim 
is a child (19%, +1,310 offences) which is evident in all LA areas. YTD force wide the main increases 
have been in assault without injury (mainly common assault and battery), less serious violence 
against the person (ABH and assault with Injury) and harassment (malicious communications, 
putting people in fear of violence, and offence of harassment).  
 
Item 38 – Modern Slavery 
 
This relates to crimes of Modern Slavery (including Human Trafficking) where the victim is a child.  
In this quarter, eighteen offences have related to the offence of ‘require person to perform forced or 
compulsory labour’ and the remaining two to UK national arrange or facilitate the travel of another 
person with a view to exploitation’. 
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YTD force wide there has been a 67% increase (+24 offences). It should be highlighted that we are 
reporting relatively low numbers of offences equating to these high percentages, therefore this 
should be considered when looking at the figures.  
 
Item 59 - Sexual Offences 
 
YTD force wide there has been a 2% reduction in child sexual offences (-58 offences) when 
comparing 2021/22 to 2022/23 figures.   
 
The YTD force wide reduction is mainly due to the reduction in sexual activity involving a child under 
13, (-114 offences) and sexual activity involving a child under 16 (-78 offences) when comparing 
2021/22 to 2022/23 figures. There were noticeable increases YTD on sexual assaults on females 
aged 13 or over (+85 offences), the rape of a female child under 16 (+58 offences) and sexual 
grooming offences (+50 offences).  
 
Item 35 - Child Sexual Exploitation 
 
The Force identifies CSE crimes through SE records for current CSE and through flags for reported 
non-recent SE.  In line with Home Office data guidance only crimes of a sexual nature have been 
included (e.g., sexual offences and indecent image offences).   
 
YTD force wide there has been an 34% increase in offences (+63 offences) when comparing 
2021/22 to 2022/23 figures. South Tyneside who had an increase of 44 offences (+138%) YTD.  In 
Q4 four LA areas had an increase; however South Tyneside (-1 offences) saw a reduction.  
 
Items 36 and 37 – CSE referrals  
 
The numbers are based on exploitation records created where the victim is a child, and the 
exploitation type is sexual.  The number of records does not correlate to the number of crimes.  A 
record may be created to allow child concerns to be raised or link to a missing person record, there 
is not always a crime present. Referrals force wide have remained relatively consistent with an 
increase YTD.  
   
Item 65 - FGM 
 
There have been no recorded offences of FGM in either 2021/22 or 2022/23.   
 
Item 60 - Child Neglect  
 
YTD force wide, child neglect offences have increased by 1% (+3 offences) when comparing 
2021/22 to 2022/23 figures. South Tyneside (+47%, +7 offences) saw an increase.   
 
Items 61 to 63 - Domestic incidents and victims aged 16/17 years 
 
YTD there has been a force wide increase of 9% in the volume of victims aged 16-17 years (+42 
victims) when comparing 2021/22 to 2022/23 figures.  Four LA areas saw an increase. 
 
The proportion of victims aged 16 or 17 as a percentage of the total number of victims has slightly 
increased from 2.1% to 2.2% when comparing 2021/22 to 2022/23 YTD force wide figures. 
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YTD force wide there has been a 2% increase in Domestic Abuse incidents where a child has been 
involved (+317 incidents). South Tyneside saw an increase in incidents YTD.  
 
Item 64 - Arrests associated with domestic violence incidents with child involved 
 
YTD force wide the number of arrests where the DA incident involved a child has increased by 6% 
(+233 arrests) when comparing 2021/22 to 2022/23 figures.  Four LA areas reported increases and 
five LA areas had an increase in Q4, with the highest reported in South Tyneside (+15%, +14 
arrests).  
 
Item 32 to 33 – Missing children 
 
YTD force wide there has been a 26% increase in missing children reports (+1,780 reports) when 
comparing 2021/22 to 2022/23. All LA areas reported YTD increases. Five LA areas reported 
increases in Q4, with the highest increase in North Tyneside (+45%, +122 reports). South Tyneside 
was the only LA area to see a reduction of 15% (-23 reports).   
 
The number of reports related to LA children reported missing has increased by 32% (+903 reports) 
force wide YTD when comparing 2021/22 to 2022/23 figures. All LA areas saw an increase YTD. 
 
YTD on a force wide basis, the number of all child individuals going missing increased 12% (+305 
individual children).  Five LA areas saw an increase YTD, however, South Tyneside was the only 
LA to see a reduction of 6% (-16 individual children). In Q4 reductions were seen in South Tyneside 
(-26%, -28 individual children). 
 
Item 68 – MARAC 
 
YTD force wide there has been an overall reduction of 2% (-49 cases) in the number of cases 
discussed at MARAC 2022/23 in comparison to 2021/22. Four LA areas saw a decrease YTD but 
South Tyneside saw the highest increase of the LAs(+17%, +50 cases). YTD there has also been a 
7% decrease in the number of repeat cases force wide (-63 repeat cases) and a 2% decrease in 
the total children in a household measure (-73 children) YTD.  
 


Northumbria Police Domestic incident 
Subsection 


 
Domestic incidents 
 
There has been a 3% YTD force wide increase in all Domestic Abuse incidents (HRNs) when 
comparing 2021/22 and 2022/23 (+1139 incidents). YTD four LA area have reported increases in 
incidents with the largest increase being in South Tyneside 8.6% (+397 incidents). 
 
The proportion of incidents that are partner/ex-partner has decreased force wide from 77% to 75% 
for the YTD 2022/23. YTD force wide there has been a 1.9% increase (+317 incidents) in Domestic 
Abuse incidents where a child has been involved. In Q4 there has been a slight increase of 0.5% 
force wide (-19 incidents) however this is significantly less than Q2-Q3.  
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Female / Male victims 
 
YTD force wide there has been an increase in the volume of Female (1.9%, +301 victims) and Male 
victims (4.5%, +266 victims). Most of the LA areas followed this pattern with increases in both male 
and female victims. Four LA’s saw a decrease in female victims in Q4, however, South Tyneside 
(+10%, +59 victims). All LA’s had an increase in male victims in Q4.  
 
YTD force wide the proportion of female victims as a percentage of all victims has decreased from 
73.3% to 72.7%. Whereas the proportion of male victims has increased from 26.6% to 27.1%.  
 
Black, Asian and Ethnic Minority victims 
 
YTD force wide there has been a 10% increase in the volume of DA Black, Asian and Ethnic Minority 
victims (+109 victims). This equates to a 0.4% increase in the proportion of Black, Asian and Ethnic 
Minority victims as a percentage, increasing from 5% to 5.3% when comparing 2021/22 to 2022/23. 
South Tyneside saw the only LA to see a decrease of 6% (-7 victims). Four LA areas saw had 
increases in Q4 but South Tyneside saw a reduction in victims.  
 
Victim age aged 16 or 17 
 
YTD there has been a 9.3% force wide increase in the volume of victims aged 16-17 years (+42 
victims). Four LA’s have shown this increase with the largest being in South Tyneside (+30.6%, +19 
victims). However, Gateshead (-12.1%, -8 victims) and North Tyneside (-7.5%, -6 victims) have seen 
a reduction in victims. YTD force wide, the proportion of victims aged 16-17 has increased from 
2.1% to 2.2% when comparing the 2021/22 and 2022/23 figures.  
 
High and medium risk DA victims 
 
Force wide YTD the number of victims initially assessed as high risk has increased by 3% (+73 
victims) when comparing 2021/22 to 2022/23. There has also been an increase of 11.5% in the 
volume of medium risk victims (+677 victims).  YTD this pattern is shown in four LA areas, with the 
highest increase in high-risk DA victims being in South Tyneside (+16.7%, +46 victims).  
 
MARAC cases discussed (previously victims)  
 
Previously the data provided in the quarterly updates was based on MARAC victims and repeat 
MARAC victims. From April 2021 it is now based on MARAC cases discussed and repeat MARAC 
cases discussed. This ensures the data is in line with what is published nationally. 
 
YTD force wide there has been a 1.6% decrease in the number of MARAC cases discussed with 49 
fewer cases in 2022/23 compared to 2021/22.  This decrease in MARAC cases YTD is also 
demonstrated in four of the LA areas. Two LA areas did see an increase with the largest increase 
reported in South Tyneside (16.6%, +50 cases).  
 
Repeat MARAC cases discussed  
 
YTD force wide there has been a 7.3% decrease with 63 fewer repeat cases discussed in 2022/23 
compared to 2021/22. Four LA areas reported a YTD reduction including South Tyneside.  
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Number of repeat victims 
 
YTD force wide the volume of repeat victims remained consistent with only an increase of 3 victims 
when comparing 2021/22 compared to 2022/23. Four LA areas have seen an YTD increase with 
the highest increase being in South Tyneside (5.5%, +62 victims). 
 
YTD Force wide the percentage of repeat victims has reduced from 41% to 40%. South Tyneside 
was the only LA to have an increase of 0.5%.  
 
DA related Mental Health Incidents 
 
YTD force wide there has been an increase of 329 DA related Mental Health incidents when 
comparing 2021/22 to 2022/23 figures. All LA areas have seen an increase YTD. This pattern was 
seen in all LA areas for Q4.  This data has been replaced for the full year therefore use this data 
return for previous quarters. For further information, additional recording fields were introduced in 
June 2022 to provide a more accurate picture of mental health incidents. 
 
Number of HBV incidents 
 
YTD force wide HBV incidents have decreased by 8.3% (-3 incidents) when comparing 2021/22 to 
2022/23.  Most LA areas have remained consistent in Q4 apart from North Tyneside and Newcastle 
that had an increase of 4 HBA incidents.    
 
Arrests from DA incidents 
 
YTD force wide there has been an 8.6% (+760 arrests) increase with the number of arrests when 
comparing 2021/22 to 2022/23. YTD five LA areas have shown increases. In Q4 South Tyneside 
saw the highest increase of 17.9% (+44 incidents). 
 
Number of crimes from incidents 
 
The data shows that there has been a 4% increase (+1,034 crimes) in crimes from incidents when 
comparing YTD 2021/22 to 2022/23. All LA’s reported increases in this measure in Q4, with the 
highest being in South Tyneside (+28.3%, +198 crimes). YTD four LA’s have reported increases. 
 
DA related Violent Crime Offences 
 
YTD force wide has been an increase of 5.6% in DA incident related violent crime offences when 
comparing 2022/23 to 2021/22 (+1,091 offences). Five LA areas have seen an increase YTD with 
the highest increase being in South Tyneside (14.6%, +332 offences). All LA’s reported increases 
in offences in Q4.  
 
DA related Most Serious Violence against the Person (MSVAP) 
 
YTD force wide there has been an 1.3% increase in MSVAP (+4 offences).  Whilst volumes are low, 
there were larger increase four LA’s, including South Tyneside, in Q4 which contributed to a 15.7% 
increase (+11 offences) in offences force wide. YTD, three LA’s had increases. South Tyneside 
remained consistent on this measure. It should be highlighted that we are reporting relatively low 
numbers of offences equating to these high percentages, therefore this should be considered when 
looking at the figures.  
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DA related rape offences 
 
YTD Force wide there has been a 12.9% increase in rape offences (+57 offences).  Five LA areas 
have seen an increase YTD. South Tyneside remains consistent at 41 offences when comparing 
2021/22 to 2022/23. Four LA areas have had an increase in Q4, however South Tyneside (-1 
offence) have seen reductions.  
 


Independent Reviewing Officer 
 
Referral numbers have increased during 2022-2023, at least in part likely to be attributable to the 
increased awareness amongst partners and other agencies of the LADO role. This year LADO has 
been involved with cases involving Forces Cadets (RAF and Army Cadets) and Sports (Archery GB) 
making contacts within these organisations and widening their knowledge of the LADO process. 
 
The Liquid Logic Allegations (LADO) module has been implemented on 9th April 2022. The module 
is fully compatible Liquid Logic across Children’s Services. This has led to significant improvements 
in consistency of data, together with safer and more accurate data recording, storage and retrieval. 
Performance reporting is also strengthened.  
 
During the period of 1st April 2022, to 31st March 2023 there have been 157 LADO contacts/referrals. 
This is significantly more than the previous year when 70 were recorded. Of the 157 
contacts/referrals 40 cases required at least one/two meetings under LADO procedures and resulted 
in 86 meetings being held across all cases, 24 more than reported the previous year. Not all LADO 
cases have been concluded in 2022-2023, due to cases where there is a lengthy Police investigation 
and a decision required from the CPS. LADO procedures cannot conclude until a Police investigation 
is concluded, and an outcome known.  
 
Contact/Referral sources 
 
The breakdown of contact/referral source is as follows: source does not necessarily indicate the 
employing agency: 
  
 Partner Agencies: 
 


➢ Education – 71 


➢ Local Authority – 55 (including other Local Authority’s) 


➢ Police – 11 


➢ Health - 3 


 
Other: 


   


➢ Parent/Family Member - 6 


➢ Military Cadets – 2 


➢ Sport – 2 


➢ DBS – 2 


➢ Ofsted – 2 


➢ Charity/Voluntary Organisation – 2 


➢ Faith Group - 1 
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The largest number of contacts/referrals are made from Education and internally in the Council and 
this is where the biggest increase has been seen compared to last year’s data which may be 
accounted for by increased awareness of LADO process. Internal Council contact/referrals come 
from both Children and Adults Social Care and occasionally other directorates, which this year have 
included Leisure and SEND Transport. Education contacts/referrals come from Schools, Nursery’s, 
and Colleges in the borough.  
 
Contact/referral numbers from health are low although there is regular contact with Health 
colleagues to consider potential referrals to the LADO and to discuss cases of health employees 
referred by another agency, often Children’s Services and Police, following their involvement in the 
professional’s personal life. 
 
Police contact/referrals are also low compared to Education and Local Authority, but it is noted that 
Police refer to LADO consistently after an arrest when working with children is identified and Police 
attendance at LADO meetings is also consistent. LADO has not received any referrals from Police 
regarding their Police Officers. 
 
For the previous two years there had been no contact/referrals from any faith groups or 
organisations, this was and remains a gap to be addressed. 
Work has continued with partner agencies around referral thresholds and procedures for reporting 
and investigating allegations.  Safeguarding Partnership LADO training is arranged for 2023 and 
is undertaken by the LADO.   
 
Allegation Categories 
 
The breakdown of allegation categories received from 157 contacts/referrals this year: 
 


➢ Physical Harm – 51 


➢ Sexual Harm – 29 


➢ Emotional Harm – 17 


➢ Neglect – 14 


➢ Professional Conduct – 30 


➢ Other - 16 


 
Out of the 157 contact/referrals listed above 40 have gone on to have one or more LADO 
meetings. 
 
Outcomes for the 40 contact/referrals resulting in meetings have been: 
 


➢ Substantiated – 17 


➢ Unsubstantiated – 15 


➢ Unfounded – 0 


➢ Malicious - 0  


➢ NFA – 4 


➢ Ongoing - 4 


 
 







This document has been classified as: Protect 


 


43 
 


South Tyneside College 
 
2022/2023 September – May  
 
Summary: We have seen a similar pattern of safeguarding referrals in the final quarter of the 
academic year. Mental health being the dominant concern raised throughout the year. Referrals for 
safeguarding both at Tyne Met and South Tyneside peaked in November with 106 referrals across 
both sites, this level of referrals continued into December and then lessened just before the festive 
break.  
 
January & February, referrals eased with 63 in January and 62 in February, again similar patterns 
of concerns are remaining consistent, with 90 in March which led to a very busy month for the 
Safeguarding Team. April eased with the Easter break and May again was a quieter month for 
referrals but still managed 60 across both sites.   
 
167% increase in referrals to safeguarding a current total of 637 versus 237 referrals 2021/2022 (in 
total) a significant increase has been noted.  
 
Following the significant strain on the Safeguarding Team, an additional Safeguarding Officer 
vacancy was approved and we appointed at the beginning of May.  This has been very well received 
by the Safeguarding Team and has been positive morale boost as they feel fully supported.   
 
The post-holder is predominantly based at Tyne Met but there is flexibility within the role to pick up 
referrals from South and when necessary, travel to STC if the balance of referrals increases/south 
team need additional on-site support.  
 
Current Status & Breakdown 2022/2023 September – May  
 
General Referral Statistics 


 


 
 


 
 
 


  


SITE Sept Oct Nov Dec Jan Feb Mar Apr May Totals %


STC 36 33 44 21 30 24 44 11 26 269 42%


TYNE MET 44 39 42 27 26 28 41 10 28 285 45%


SSMS 2 2 2 1 1 0 0 0 1 9 1%


QA 17 8 11 3 11 7 9 3 5 74 12%


TOTALS 99 82 99 52 68 59 94 24 60 637 100%







This document has been classified as: Protect 


 


44 
 


Referral to the Safeguarding Team September – February by category 
 


 
 


Referral to the Safeguarding Team interventions  
 


 
 


Criminal Disclosures  
 


BREAKDOWN 
Tyne 
Met  STC  QA SSMS TOTALS 


Disclosures 16 11 4 0 31 


Panel Meeting 3 1     4 


Withdrawn as a result of 
disclosure 


2 1     3 


 


Conclusion: 
 
We identified a significant increase in safeguarding referrals compared with the previous years. 
There are several contributing factors to this increase listed below.  
 


• Cost of living crisis  


• Mental health increase in young people nationally.  


• A safeguarding and wellbeing team which is front facing, accessible and effective.   


• A clearer more affective reporting process and system.  
 
We are confident as a team that we evolved with the trends related to the referrals and adapted 
throughout the academic year with strategies and interventions to create awareness through staff 


CATEGORY STC TYNE MET SSMS QA Total %


Mental Health 89 128 7 36 260 41%


Peer on Peer Bullying, Threats of violence  23 26 1 7 57 9%


Peer on Peer (sexual) 4 5 1 3 13 2%


Behaviour Concerns 46 48 10 104 16%


Exploitation CSE/County Lines 4 4 8 1%


Friendship/relationship Issues 39 39 5 83 13%


Drugs and Alcohol 18 21 3 42 7%


Financial hardship 46 14 10 70 11%


TOTALS 269 285 9 74 637 100%
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and vigilance through our learners, we adapted our PD and remained fluid to certain trends forming, 
locally or nationally allowing us to get ahead of the curve before it was brough to our doorstep.  
 
We can evidence in certain areas such as mental health, that tips on resilience have had a positive 
influence on our learners, where they have utilised advice given through our PD sessions to deal 
with low level issues that with this intervention would have been escalated as a concern.  
 
We identified our capacity pinch points being between November and March, where at times the 
referrals, although managed accordingly we did become overwhelmed. As a result, we identified the 
requirement for an additional safeguarding officer at Tyne Met and this was approved, and post was 
filled, which demonstrates a college wide support for safeguarding our learners.  
 
We are now preparing for the next academic year and we are confident we a have tried and tested 
structure to manage an increase in mental health, cost of living crisis and local societal issues.  
 


South Tyneside Homes 
 
Total number of referrals recorded for children. 
 


Apr 2022 - Mar 2023 Children 


Q1 10 


Q2 13 


Q3 11 


Q4 18 


Total 52 


 
372 frontline staff were trained between September 2021 and December 2022.  This had a positive 
impact with staff thinking more about safeguarding and making referrals into Children’s and Adult’s 
social care. .  Child Safeguarding referrals were up by 38 in comparison to 2021-2022. 
 
A 2 tier approach is being implemented within STH to enable a better grip on safeguarding from an 
operational level up to strategical level.  The 2 tier approach will allow for any gaps within 
safeguarding to be identified at an early opportunity and if there are any themes and trends identified 
at operational level that are of concern, this will be fed into the strategical tier at a more senior level 
for oversight and identification as to whether any immediate actions needs to be undertaken.  
 
There is to be a more focussed approach on all aspects of Safeguarding training and better use of 
the Multi-Agency Training Delivery programme via STSCAP.  Safeguarding training is to become 
mandatory with staff within specific job roles being expected to undertake the necessary training 
that is required for their role, as per identified by the Safeguarding Coordinator. 
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North East and North Cumbria 
Integrated Care Board  


 


Following on from a CQC recommendation, the GP information sharing into ISIT pilot has been in 
place for 12 months, and STSFT has completed the audit evaluation that has been presented to 
the ISIT Governance meeting (March) clearly identifying the benefits to having the system in place 
to share GP information in to ISIT by the Health Navigator.  
 
The Alliance Commissioning Board are being asked to consider and approve the practice 
becoming a recurring contractual arrangement with the appropriate funding stream agreed.  
 


South Tyneside and Sunderland NHS 
Foundation Trust 


 
Children 
Referrals to Children services from STSFT has remained consistent throught 2022/23 358 
referrals made. This is a 4.1% increase from 2021/22 data. Most referrals are generated from 
Emergency Department attendances due to parental substance misuse and mental health  
 
Maternity 
STSFT have recorded a significant rise in the number of women disclosing Female genital 
mutilation (FGM) in 2022/23. This is across the STSFT footprint and the majority of the cases are 
attributed to the International students coming into the area to study at the local University.  
 
Previously the pathway would be to submit a safeguarding referral for all women who disclosure 
FGM. However the process has now changed and STSFT follow the Department of Health FGM 
risk assessment. If the assessments highlights the unborn baby may be at risk of FGM, a referral 
is submitted once the gender of the unborn baby is confirmed as female. This has significantly 
reduced the number of safeguarding referrals submitted for FGM. 
 
STSFT Maternity are also in the process of setting up an Antenatal clinic which will support the 
pregnant BAME community. This will ensure that the women are provided care and support which 
meets their cultural needs.  
 
Cared for Health 
The team received the sad news of the death of ST Named Dr for cared for children and ST/ North 
East Adopt- Agency Medical Advisor. The loss of the Named Dr has impacted on the ability to 
provide Initial Health Assessments within statutory guidelines. The cared for nurse team continue 
to be under resourced as per national recommended staffing levels   
 
Commissioners are aware and the Trust is responding with mitigation plans which include locum 
cover for IHAs which will commence early May 23 
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ASC

		Adult Social Care

		What we have done		What we will do next		What Impact has the organisation's safeguarding actions made?

		We have developed new tools and guidance to support our practitioners to confidently undertake adult safeguarding work in relation to providers.		Over the next 12 months we will continue to embed these and work regionally to develop further resources to support our workforce in this area..		The impact of this is: There is consistency across the service in how concerns relating to a provider are triaged, undertaken and concluded, supporting person centred working when a person is already open and active to a worker. Managers across the whole service have a robust quality assurance tool to ensure enquiries are compliant and of good quality.

		We have further developed our localised performance framework for adult safeguarding and introduced specific monthly performance clinics focused on adult safeguarding.		We have plans to further enhance this over the coming months in order to be able to more proactive and preventative ways of working in our adult safeguarding work, sharing our intelligence with the Partnership in order to comprehensively respond to the localised environment we are working in.		Our leaders and managers have a good understanding of the safeguarding activity within their service areas. They understand their data, risks and the themes and are able to provide assurrance we have a good understanding on the presenting risks and needs of the people in their areas. The data is informing what preventative approaches the managers need to develop within their teams, alongside what training and development needs could be enhanced to support practice. Some examples of this are in the last 12 months are we have seen increases in s42's in the areas of self neglect and hoarding. To support the workforce we have refreshed staff knowledge in those teams on the use of the self neglect and hoarding tool,  we have offerred weekly high risk forums to support discussion, professional curioristy and sharing risk related decisions. The impact of which is that staff feel confident, supported and well led in areas of uncertainity and complexity.

		We have developed internal risk forums held on a weekly basis across the service to support practitioners intervention when working with people who present with a multitude of emerging risks .		We will look to continue to embed these forums over the coming months to offer the most support to our workforce.		The impact of the forums have been we are seeking to be more assurred we are making defensible decisions when working with people who present with a multitude of emerging risk. We are seeking to be more confident best practice is being undertaken which is infomred by nationally developed guidance and tools. We use the intelligence to support the development of the market and training and devlopment needs of the workforce.

		We have implemented a Fire Risk Policy and mandatory training offer in conjunction with TWFRS		We will track and monitor the undertaking of this training through our workforce team.		The impact of the training and the development of a policy has provided a consistent approach to how we recognise and respond to fire risk. As a service we have a more robust understanding of the number of people who use our servcie who are at risk of fire and we have assurrance we have referred appropriately and taken the necessay actions to safeguard from this risk. 

		We have improved our website and infomration offer on how to make a safeguarding concern.		We will consider further ways to enhance referral routes over the coming year.		The impact of this is information on how to make a safeguarding referral is clearer and consitent with that of the Partnerships. 

		We have developed a formal learning review process to aid learning and reflection from situations which do not meet the SAR criteria but where learning would be benefical.		We will implement this during 2023, evaluate and review.		The learning reviews we have undertaken so far have been conducive to system improvement in terms of partnership working, information sharing and developing partner relationships. We have developed stronger relationships with probabtion, housing and health. The reviews are focused on the person and have helped made their voice the driver in any improvement work. An example of this is embedding the home first principle when discharging a person.

		We set up a daily triage forum jointly with police and ST Homes to support providing the most the appropriate response to police concerns.		We are looking to further develop this forum to include mental health input as over 50% of adult concern notifcations are related to people sufferring with adverse mental health.		Despite having this new forum in place we have seen a 17.5% in total safeguarding concerns received into the service in 22-23. Concerns rasied from the police have increased 89% in 22-23. Convertion rates from concern to s42(1) enquiries are improving meaning the referrals we are now receiving into the service are appropraite and require to be progressed.

		We commissioned a peer review by LGA Partners in Care (PIC) previously CHIP programme to review the effectiveness of the partnership		We will consider their recommendations and implement an action plan to improve our areas of development.		The impact of the review has been to provide a clear benchmark on the areas we are doing well in and in identifying the areas we need to improve in relation to adult safeguarding work. The review considered the draft quality statements for "ensuring safety" in the newly proposed CQC inspection framework which will help us prepare and be ready for up and coming inspection.





CFSC

		Children and Families Social Care				Children and Families Social Care

		What we have done		What we will do next		What impact has the organisation's safeguarding actions made

		Through data collection we have been curious that there were fewer, than National Local Authorities, referrals to The National Panel.  		4 colleagues in Social Care have put their names forward to be trained in Referrals and facilitating Rapid Reviews.		Bringing to the fore, the need for Serious Incident Notifications to be assessed against the National criteria for referrals.

		Redeveloped the SIN template so that it is fit for purpose for forward communication to CEO and Members.		The SIN's will be analysed by Head of QA		Themes and areas of learning, training, audits and practice development will be more comprehensive.

		The DCS has asked for the Partnership to be divided into Adults/Children		Together with the existing Partnership, review the interface between the Partnership and Social Care.		This will highlight the importance of the Partnership with Social Care staff.  Currently the interface is not strong.

		Changed the timeliness for cp compliance		Audit cp cases to assure all that Social Workers are adhering to management compliance		This is going to impact on childrens lives , offering a better understanding of risk and thresholds

		Threshold document has been updated		This document has been sent to all partners.  Audits to reflect use of document.		An agreed understanding of thresholds across partners

		MASH module has been purchased		Implement and offer training		This will impact partners work in a positive way that reflect working together.

		Improvement Plan post Ofsted that focusses on all areas of Social Care		Fortnightly meetings that address the improvements in Social Care		STC recognise the need to improve practice in Social Care.





CNTW

		Cumbria, Northumberland, Tyne and Wear NHS Trust

		What we have done		What we will do next		What Impact has the organisation's safeguarding actions made?





CSU

		Children's Standards Unit

		What we have done		What we will do next		What Impact has the organisation's safeguarding actions made?





Community Safety Team

		Community Safety Partnership

		What we have done		What we will do next		What Impact has the organisation's safeguarding actions made?

		South Tyneside Community Safety Team have successfully passed the annual Prevent Duty and Channel Duty quality assurance process in all areas. Acting as Prevent SPOC and delivering monthly Channel panel meetings.		Ensure South Tyneside based professionals are kept updated in relation to changes to Prevent Duty guidance post Independent Review of Prevent (aka Shawcross Review). Develop and maintain Prevent Duty Action Plan		Confirmation recieved from Home Office of complaince with all aspects statutory Prevent and Channel Duties 

		Deliver Prevent training to +600 South Tyneside based professionals and ensured key partners have access to Counter Terrorism Local Profile, referral information and links to awareness raising and other resources.		Work with OPCC and other partners to ensure compliance of the new statutory 'Serious Violence Duty'.		Partners have awareness of new legislation and the information to prepare for introduction 

		The new statutory Serious Violence Duty was introduced on 31st Jan 2023. South Tyneside Community Safety Team have liaised with OPCC and police in terms of preparedness and endeavoured to keep STSCAP partners updated amd informed in terms of the new legislation.		Work with STSCAP Business Team to deliver South Tyneside Hate Crime Conference 10th Oct 2023		Communication sessions with Elected Members has strengthened knowledge to share with local residents and the confidence to share safegiuarding concerns around radicalisation and MDS.

		South Tyneside Community Safety Team have delivered training and awareness around Modern Day Slavery to Elected Members and Development Services staff, and worked closely with police and other partners via Operation Sentinal to monitir and disrupt the activities of locally based orgainsed crime groups. 		Respond to HM Government new ASB Action Plan 2023 and support delivery of Ligher and Darker Nights work, Community Trigggers and more visible policing etc.





FHAS

		Family Help  & Adolescent Services

		What we have done		What we will do next		What Impact has the organisation's safeguarding actions made?

		Family Help and Adolescent services expanded the triage support arrangements in ISIT - in addition to including Early Help in December 2022, the Youth Justice Service and Matrix will assist in bringing specialist multi agency input. 		Continue to monitor the progress and response regarding triage to ensure appropriate service and interventions are utilised at the earliest opportunity preventing esculation of need. 		Interviening at the earliest opportunity prevents escalation of need, risks and harm by providing a proportionate response. Right service, right time. Providing specialist advice has strengthened decision making, and the mutual exchange of skills and experience across practitioners has been helpful. As at the end of March 2023, there has been a rise in the numbers of children being supported by Early Help and a slight reduction in the contacts to Social Workers.

		Family Help and Adolescent Services have supported the STSCAP training programme delivery. The training  assists in the understanding of Thresholds across the system and the importance of providing the right response to meet children young people and families need. The Hidden Harm training has also been delivered in helping partners to respond to the impact of parental substance misuse on children ensuring the right responses to engaging families and identifying risk.		Family Help and Adolescent services will continue to support the training programme with partners and support multi agency working across the system for delivery and learning 		The training will increase multiagency understanding of the continuum of need from early intervention to safegurding and protection responses.

		In December 2022, the service supported the STSCAP in the development and launch of the suite of documents which assist with identification of need for children, and appropriate responses. A Family Help Network Consortium launched the reference documents - Threshold of Need, Supporting Families Outcomes Plan, Multi Agency Referral Form and Request for Service Form.  		Ongoing awareness raising sessions will take place - in person and digitally to improve access for professionals. Opportunities within other events will be used to also provide reminders to colleagues.  		Consistent application and understanding of responses to the varying levels of need for children and families. Imrpoved referral forms and increase in access to prevention and intervention programmes. There is increased clarity from professionals making referrals for family support to ISIT. 



		Launched a new and wider range of prevention and intervention programmes and projects - the core offer. Launched Youth Justice prevention programmes with a dedicated focus on crime prevention and reducing ASB (Turnaround and Divert). 		A soft launch of Family Hubs takes place in April 2023, followed by a range of connected events before the formal launch across the week of 12th June, with activities for C, YP and families and professionals (flexibly timed to suit all). As the Family Hubs Network (inlcuding Adolescent Hubs) services continue to grow and expand further awareness will take place and we will continue to engage more services to operate under the Family Hubs umbrella. Family Hubs are part of the Welcoming Spaces network. 		Achieving improved access for C, YP and families and professionals, improved connections with services working together and pooling resources and improving earlier responses to C, YP and families at key times, such as pregnancy or showing early signs of risk taking behaviours. Fidelity of evidence based programme delivery to improve quality of delivery and reduce drop-out rates. New referral pathway options for services supporting C, YP and families across the Borough.  Family Hubs work across the whole age range of C&YP 0-19 (up to 25 years with addditional needs). 

		The following numbers of C&YP received support from FH&AS                                Early Help -  613                                                                                                                          Asylum, Refugee and Migrant Community Integration Team - 91 families                                              Early Years -    404 (on roll)                                                                                                                                                                                                                                   Family Hubs (Children's Centres) - 3514 (Dec 22-April 23)                                                                                Youth Justice Service - 540                                                                                                  Outdoor Education - 7,400                                                                                                                                                                                                          Youth Service direct and targeted - 12,557                                                                                                                   Matrix YP Drug and Alcohol Service - 102                                                                                                     HAF -   6,873                                                                                                                                        Connexions - 739 		Continue to ensure that we reach the C, YP and families who need access to the universal and targeted support services we provide. Continue to review the quality of service delivery and availability, working with all stakeholders to continue service improvement. 		We are reaching more C, YP and families than previously - this means that more people are receving the right help at the right time and reducing pressures on other services. We are supporting the improved cognitive, physical and emotional development of children and improving family resilience.  









Healthwatch

		Healthwatch				Healthwatch

		What we have done		What we will do next		What Impact has the organisation's safeguarding actions made?

		HWST have ensured that staff and volunteers undertake the relevant safeguarding training, adults and children.		HWST will continue to share safeguarding training on offer to staff and volunteers, ensure staff and volunteers know the procedure on how to raise a safeguarding alert.

		Attend STSCAP meetings.

















NENC ICB

		NHS North East and North Cumbria Integrated Care Board

		What we have done		What we will do next		What Impact has the organisation's safeguarding actions made?

		During 2022/23 the CCG ceased to exist and the Integrated Care Board was created (from 1 July 2022). Since this time the safeguarding reporting framework and governance has been developed. Alongside this time of change, the Safeguarding Team have endeavored to ensure consitiency within South Tyneside with supporting the STSCAP in sub groups, training and requests for information. There has also been changes in staff during this period. 		New members of staff will be joining the team over the next few months, and they will be supported to embed within South Tyneside and work collaboritively within the partnership arena. 		To ensure consistency from the ICB during this time of organisational change. 

		The central team in NENC ICB have been working together to develop SIRS - sharing information regarding safeguarding. Due to information governance restrictions, it has not been possible to progress with this, but have adapted the program to be a 'parent to be notification'. This has now been introduced in South Tyneside between maternoty and primary care		To monitor the effectiveness of the 'parent to be notification'. To continue to work with IG teams to enable increased safeguarding information sharing between primary care and maternity		The aim of this process is to enable fathers GP's to be aware of the pregnancy. This will enable the GP to make safeguarding considerations of their patient's unborn child, that previously would not have taken place as the GP may not have been informed of the pregnancy. 

		Completed the section 11 audit within primary care		Work with GP practices to ensure safeguarding recieives paramountcy		Highlighted development required for children leaving care considerations within GP practices. The Designated Nurse for Children Looked After and Transitional safeguarding supporting practices to develop support for care leavers. 

		Supported the introduction of GP information shared within ISIT by the Health Navigator. This was a CQC recommendation in 2019		Recurrent funding needs to be established to conitnue to offer this service		This new way of working has enabled Social Care staff to receive timely informaiton to feed in to strategy discussions/meeting to ensure a more complete health picture is available for decision making. 

		Designated Nurse for Looked after health completed a piece of research - A qualitative approach in capturing the voices of cared for experienced children and care leavers in accessing GP services and provisions.		Data collected was shared to project the voice and make positive changes within our care experience population to reduce the gap in health inequalities.		Communcicated with GP safeguarding leads - to enable professionals to look at their own practices to make changes to increase accessibility. To apply snomed codes for care experienced young people.

		Produced templates for post 18 health health assessments within primary care		Work closely with partners to discuss funding and delivery of post 18 health assessments		To continue health assessments post 18 to 25 years, young people still have the same ACES and complexities that do not resolve at 18 and with all other services and provisions changing around them will support their physical and mental health needs. To reduce the risk of early deaths in care leavers  and bridge the gap in health inequalities.

		Designated Nurse for looked after health has now  expanded to incorporate transitional safeguarding		Continue to work with partners and expand portfolio		Having strategic oversight and involvement with our most vulnerable and complex young people mitigating the risks of death through misadventure.

		Reducing health inequalities for cared for children, ensuring health needs and actions identified through statutory health assessments are being completed within timescale audit		work collaborativley with the LA in completing the audit, share findings and implement action plan.		Will ensure that professionals take responisbility for an individuals health actions ensuring that they are followed up in a timely manner to reduce health inequalities

		Designate Nurse for Adult safeguarding continues to influence partnership working in the context of teaching and leading on key areas of work in the context the application of the MCA  and DOLS.		To sustain this the crrent revie of the safeguarding partnership Board will look to enha=nce the contribution of health in improvements and strategic priorities particularly in areas of sdself neglect 		Meeting key strategic safeguarding priorities and assaurances as part of the nhs Assaurance Frame work 

		Priorities idenified in Primary care and in[particularly improvements in understdning the safeguarding alert process, information shgharing and imperoved multi agency working in addressing key areas of concern particularly in context of General practice in meeting the Domstic Abuse Strategy .		improved collaboration in practice and enhancement of the role of the DAHA in primary care 		Meeting key strategic safeguarding priorities and assaurances as part of the nhs Assaurance Frame work 





Police

		Northumbria Police

		What we have done		What we will do next		What Impact has the organisation's safeguarding actions made?

		Between October and December 2022 Northumbria Police ran a pilot with their Street Triage team to undertake prevention interviews for all Missing Adults. This was in recognition that adults go missing for a variety of reasons which could be linked to mental health decline and it was felt a further in depth assessment of their needs on return would support them and prevent future missing episodes. 
During the pilot the team assessed 72 missing episodes and followed up to determine whether a face to face mental health screening was required. The pilot delivered useful evidence of themes relating to adult missing episodes and demonstrated that missing adults are linked to a range of wider safeguarding harms such as substance misuse, domestic abuse, financial abuse,		Continue to use the evidential data to inform identified themes share the results with partners to ensure resources are in place in the right areas to meet the demand		By capturing the lived experiences of those involved it provides the opportunity to formulate a bespoke safeguarding plan for individuals moving forward, which in turn will decrease the number of reported missing reports in the local authority.

		In January 2023 Northumbria Police introduced a new process into their Control Room to ensure that all Missing adults reports were being risk assessed by the reporting agency and the police were only responding to those where there was a critical concern and were most in need. This process supported partners to work together to share information and assess risk and ensured from a police response perspective that resources were able to be directed to those most at risk of harm. 		This is an ongoing process which continues to to be reviewed. We will continue to share information where relevant to support partners enabling  risk assessments to be current and in keeping with the individuals specific safeguarding needs		This approach allows the organisation to respond to those individuals who are of ciritical concern, and encourages reporting agencies to take a more hands on approach to ensure individuals safeguarding.

		A calendar of activity centred around the 14 strands of Vulnerability which make up the NPCC national Harm Reduction lead’s portfolio, went live in April 2022. Each vulnerability strand was dedicated a month in which targeted training, communications and engagement takes place. Domestic Abuse was a thematic month in November 2022. An intensive engagement initiative took place in partnership with the OPCC and Local Authorities to coincide with the FIFA World Cup, International Day for the Elimination of Violence Against Women and the Christmas period, with the consistent theme being ‘No Excuse for Domestic Abuse’. The force aimed to target DA perpetrators and engaged with a group of perpetrators who participate in behaviour change via a local DA support service, to seek feedback on proposed social media content. The force’s Communications & Engagement Team advised that interaction with social media content was high and public feedback positive.			The focus on vulnerability will continue to be a force priority to enable the identification of those vulnerable persons who require safeguarding by police and partner agenices. It is worth noting that the 14 strands have been extended due to demand data to include Mental Health, Criminal Explotation and County Lines.		Making Safeguarding Personal with a focus on Vulnerability has enabled the right professionals to be  engaged at the earliest opportunity providing  the right intervention is identified for the right people at the right time.

		Prevention Through Education -For the academic year 2022-2023 (as of 25/04/2023), the team delivered the following to students attending schools in South Tyneside:

1 - At the SafetyWorks! facility, we have 13 schools booked in to receive our Y6 ‘peer pressure’ session between the dates June 12th -23rd. This session helps students to understand where pressures from peers and family members to participate in criminal and unsafe situations come from and how to recognise such behaviours, whilst emphasising that young people have a choice. 
For our Y8 Drugs awareness session, we have hosted 3 schools (32 students in total) and are due to host another for sessions on June 29th and 30th; students are engaged in a discussion about the effects of drugs and how they can affect the individual and society, as well as talking about the law, and how to get support.

2 – Outreach: While there has been no outreach work conducted by the team in South Tyneside schools so far this academic year. (PTE have not been conducting outreach work since Nov 2022 due to staffing changes and an increased level of commitment at SafetyWorks!.). This is under constant review and schools are still encouraged to enter dialogue to identify what training package is best suited to meet the particular need. 

3 - Contact with schools - Our coordinator had enquiries from or on behalf of 8 (1 school twice, making 9 contacts overall) South Tyneside schools asking for engagement and support. Three of these contacts were facilitated by the schools’ neighbourhood policing teams, 2 by signposting to other departments/partners, and 4 to online resources.   
		Continue to work closely with partners to ensure any themes or identified hotspot's are responded to accordingly. We will continue to communicate key messages to the full range of school age children by being innovative in our approach and adapting our inputs to fit the needs of the targeted child group.		The Prevention Through Education Team continue to build trust and confidence providing a platform for the young people in the community to raise any concerns providing an extra layer of safeguarding support, providing them with as much information as possible to keep themselves safe and enabling them to make the right life choices as they develop. 

















Probation

		Probation Service

		What we have done		What we will do next		What Impact has the organisation's safeguarding actions made?



		As part of our commitment to public protection and risk management all practitioners and Middle Managers have attended a one-day "Good Practice" training session				Improved out overall public protection and risk management

		The North East Region deployed a quality assessment tool, helping us to identify specific areas of focus for staff development		 Implement the actions required within our HMIP action plan and apply our continuous improvement strategy to ensure quality practice		Each quarter has evidenced steady imrpovement in our risk assessment and risk management across the core HMIP risk areas including safeguarding

		Implementation of the new MAPPA document set		Develop and implement the Enhanced Reconnect service to support the MAPPA process for critical cases leaving prisons		Maintains focus on risk management and safeguarding within our highest risk cases

		Development of a Regional Safeguarding dashboard				enables monitoring of Domestic Abuse and Safeguarding Enquiries to ensure relevant checks are completed and information acted upon

		>90% of our staff have attended mandatory training in adult safeguarding, child safeguarding and domestic abuse		Produce a Staff Development Strategy that includes mandatory, role specific and continuous professional development opportunities for all roles		Improved knowledge and understanding of roles and responsibilities















https://ndelius.probation.service.justice.gov.uk/NDelius-war/delius/JSP/iwp/documentlist.jsp

Public Health

		Public Health

		What we have done		What we will do next		What Impact has the organisation's safeguarding actions made?









STH

		South Tyneside Homes				South Tyneside Homes

		What we have done		What we will do next		What Impact has the organisation's safeguarding actions made?

		1) All frontline staff including Property Services (via toolbox talks) have received Safeguarding training as of December 2022. A total of 372 frontline staff were trained.		1) Develop a mandatory training plan relevant to certain roles, with refresher training built in. This may include safeguarding modules and Domestic Abuse Training.  This training is to be added to Holiday Tracker in order for Managers to be able to better see when a team or individuals are due referesher training.		1) An increase in referral numbers, which indicates staff are thinking about safeguarding.

		2) Trialling within Housing and Area Managent a system similar to our Coniditon Matters process where the jouney of a safeguarding case is recorded and monitored from beginning to end to assist with better management of cases.		2) Develop this into the wider organisation		2) Has enanabled Line Managers to be able to carry out regular reviews of safeguarding in a more robust and comprehensive way and providing staff with direction on what to do next, considering other options. 

		3) Safeguarding Coordinator carried out a high level SWOT/Gap Analysis across frontline teams to identify any gaps in our approach to Safeguarding - common themes, trends, issues and concerns were identfiied.  Findings have been provided to Board and SMT in a report format.		3) Develop a 2 tier safeguarding aapproach - Operational and Strategical. The operational group will be chaired by the Safeguarding Coordinator and held on a monthly basis. There will be Team Leader/Assistant Manager level representation from across the 7 frontline teams - Community Safety & Tenancy Enforcement, Income, Welfare, Housing & Area Management, Customer Services, Housing Options/Solutions, Health & Housing.  The Safeguarding Coordinator will feed into the strategical group any common themes, trends or concerns to be addressed at a more senior level.  The strategical group will be chaired by Head of Service and held quarterly, this will drive the approachof Safeguarding being embedded within everything we do at STH and will feed into SMT/Board level.		3) The 2 tier approach is to become effective within the next month or two (July/August) where monitoring of safegarding will be more measurable, with themes, trends and concerns being identified early on which will in turn improve the wellbeing and safety of residents within South Tyneside.





STSFT

		South Tyneside and Sunderland NHS Foundation Trust 

		What we have done		What we will do next		What Impact has the organisation's safeguarding actions made?

		Further embedded MCA into practice whilst awaiting publication of the Liberty Protection Safeguards-                                                                                                                         STSFT safeguarding team continue to attend LPS regional and local meetings.  A business case was approved at board, resulting in the appointment of an LPS / MCA Lead to ensure that the Trust has the right skill set to robustly implement LPS once finalised. There is now also a MCA Corporate Lead in post to further drive embedding of MCA into practice. MCA training has been reviewed and STSFT now utilise the National E-Learning package resulting in MCA training now being a stand-alone package. Community EMIS systems have been amended to incorporate MCA assessment within community records.                                                                                                                                                       		Continue to embed MCA legislation into everyday practice until a decision can be sought regarding LPS. 		Supporting STSFT staff in the development of their skills and knowledge in MCA assessment.                                                                                                                                                         Ensures that STSFT staff are compliant with MCA legislation and that patients are not unlawfully deprived of their liberty whilst in STSFT care.                                                                Standardisation of systems for accurate recording of MCA assessment.

		Progressed MCA/DoLS performance data on Launchpad for internal and external reporting.                                                                                                                                          Improvements have been made to the MCA recording pathway on Meditech to support staff to re-consider MCA assessment and whether a DoLS is required or needs withdrawn. MCA/ DoLS documentation has also has been reviewed and updated within patient electronic records to enable a digital version of DoLS applications being sent to the relevant Local Authority whilst also supporting Trust staff in their compliance with MCA legislation. An MCA/DoLS Launchpad report has been devised to highlight those patient’s where the admitting clinician has assessed the patient as not being able to consent to admission / treatment. This Launchpad assists the safeguarding team in prompting wards to assist in the achievement of MCA assessment and DoLS application. A separate MCA Launchpad is now in use to replace the previous MCA/ DoLS database thus mitigating against lost data. 		To further progress MCA/DoLS performance data on Launchpad for internal and external reporting.		Robust monitoring and recording of patients who are deprived of their liberty.       Supporting and prompting STSFT staff in the recognition of those patients who may be deprived of their liberty and require a DoLS application.                                                                                             Standardisation of systems for accurate recording of MCA assessment and subsequent DoLS applications.                                                                                                                                   Mitigation over data breach and loss of data.     

		Ensured that changes in training offer is in line with intercollegiate document and supports staff in maintaining safeguarding compliance.                                                                                                   All training has been reviewed and updated.  Level 3 adult and children safeguarding / “Think Family” training has been reviewed and mapped against intercollegiate document  (both adult and children intercollegiate document) to ensure compliance. Level 3 face to face training has been amended to reflect learning from recent scoping’s, SAR’s, DHR’s , CSPR’s and learning reviews. Slido now being used to ensure that face to face session are more interactive.		To continue to ensure that safeguarding training remains in line with intercollegiate document reflective of learning from CSPR's, SAR's,DHR's and learning reviews. Support STSFT staff in maintaining safeguarding compliance at all levels.		Organisational compliance at all levels of safeguarding training.                                                            Safeguarding training that is more interactive and can be evaluated on the day via SLIDO to obtain assurance as to how the training will be implemented into everyday practice.                                                                                                                                           Ensures that STSFT staff are aware of the learning from recent CSPR's, SAR's and DHR's to implement recommendations into practice.

		Worked in collaboration with multi-agency partners throughout the recovery  phase and longer term impact of the Covid-19 pandemic to ensure safeguarding measures are in place and learning is shared, to support and protect adults and children at risk and their families.                                                                                                                                                      STSFT safeguarding team have engaged in partnership work with particular emphasis around MSP, self-neglect and professional curiosity. Awareness of these issues has been raised and shared via Champions forums and safeguarding newsletters. 7-minute briefings have been devised regionally and shared with staff to highlight concerns relating to self-neglect. The team actively engaged within Safeguarding Adult’s Week / Learning week 21st -27th November, demonstrating positive multi- agency working with good engagement from STSFT staff. STSFT safeguarding team actively participated in Elder Abuse Day (15th June 2022), attending wards and departments to raise awareness of elder abuse. The team have worked alongside STSFT staff to develop body map documentation to record marks, bruises and pressure damage on admission and discharge from hospital. The body maps are now incorporated into Meditech documentation, alongside a SOP to support practitioners accessing the document. The safeguarding team have undertaken joint working with ED staff to expand the asking of the safeguarding mandatory questions from initial triage and make them mandatory within SDEC documentation and within the speciality transfer letter.

		 To continue to work in collaboration with multi-agency partners throughout the cost of living crisis to ensure safeguarding measures are in place and learning is shared, to support and protect adults and children at risk and their families. To continue to contribute to National and local safeguarding campaigns (e.g Safeguarding Adult's / learner week 2023).		Supporting STSFT staff in the development of their skills and knowledge in safeguarding assessment.                                                                                                                                     Ensuring that STSFT staff are compliant with Care Act legislation and that patients are safe whilst in STSFT care.                                                                                                                        Ensuring STSFT staff are aware of toolkits and documentation to assist their safeguarding practice.

		Ensured that staff Safeguarding Supervision delivery and impact continues to be meaningful.                                                                                                                                                 Each area has now also been assigned to a Safeguarding Adult’s Advisor for group and individual supervision, delivered both face to face and via Microsoft Teams. A new model for safeguarding visibility has been implemented to increase face to face presence on wards and departments to further support staff and offer safeguarding supervision.

		Ensure that staff Safeguarding Supervision delivery and impact continues to be meaningful.                                                                                                                                                           To continue to deliver the new model of visibility on wards and departments to further support staff in their safeguarding practice.		Supporting STSFT staff in the development of their skills and knowledge in safeguarding assessment.                                                                                                                                       Ensuring that STSFT staff are compliant with legislation and policy and that patients are safe whilst in STSFT care. 

		GP information sharing within Integrated Safeguarding Interventions Team (ISIT) Pilot.                                                                                                                                                       In conjunction with the ICB the STSFT safeguarding team further developed Information sharing and electronic access (GP Emis Web system) within the ISIT for the purpose of GP information sharing. The health navigator is able to gather health information from GP health records and share with ISIT partner agencies  to ensure an informed decision can be made regarding risk and outcome.		Continue to review ISIT stategic developments ensuring health are equal partners in service developments 		Children and families within south tyneside will receive intervention at an appropriate level of need. GP's will be informed of families discussed in ISIT, the concern identified and the outcome of the discussion/ strategy. 

		Child protection Medical requests are made via the Safeguarding Children Team duty worker (during team working hours). This has allowed for a streamlined referral process. Recording of the request outcome is made on the child(ren) electronic patient record. This has allowed for improved data collection, record keeping and audit trail. 		Themes and trends from data will be utilised and shaed with relevant local authority		Child protection medical arrangments made in a timely manner allowing the consultant on call further capcity to attend to in patient need. 

		Cared for Children - continue to provide Initial and Review Health assessments for Children in Care. 1. The team has worked with the LA and children and young people to produce a health report for each child which is easy to read and clearly explains the actions needed to improve their health. 2. The team has recognised the increase in newly cared for children in ST and responded with additional clinical space in ST   		Continue to request to commissioners that the nurse resource is increased to meet statutory guidance recommendations and improve the service delivered to children and young people		1. The revised health assessment report has been implemented in March 2023 and the impact is yet to be evelauated. 2.The impact of the additional clinic has been limited due to the loss of key medical resource within the team 

		Maternity- There has been a significant increase in the number of Female genital mutilation(FGM)  disclosures from pregnant women booking for maternity Care. Work has been ongoing to review and amend the pathway for FGM disclsoures. This pathway has been agreed by ST LA. A FGM standard operating procedure (SOP) has been completed which uses the Department of Health FGM Risk assessment to highlight any unborn babies at risk of FGM		Continue to implement the FGM pathway using the SOP and monitor the numbers of FGM disclosures		The process that staff now follow using the FGM SOP has significantly reduced the number of safeguarding referrals for FGM. This will be monitored and the outcomes evaluated.





































TWFRS

		Tyne and Wear Fire and Rescue Servcice

		What we have done		What we will do next		Examples of Safeguarding in Action

		Our focus in 2022-23 was reducing the number of fire fatalities. We had 10 fire fatalities, plus another in early April 2023, meaning all attention was in understanding the factors leading to these deaths, and helping reduce the number in the coming months and years. To this end, we have done the following

Established a Fire Fatality Task and Finish Group with multi-agency partners from our local area and neighbouring local authoriyties in Northumberland, Durham and Darlington and beyond
We have held a Fire Fatality Conference with partners to share best practice, and help partners undertsand our Safe and Well offer better, and tackle previous barriers to referring individuals and families to the Fire Service for Help
We have created Referral Cards with the criteria for a Safe and Well visit on one side, and a QR code to take the partner/staff/individual straight to the website for requesting a Safe and Well. This makse the process far more simple, and easier to understand who to refer.
We have trained frontline staff and managers at several partner agencies, from Adult Social Care, Housing, Health and Voluntary organisations, to enable referrals to the fire sevice to be a more common and eaily accessed service for home owners and partner agencies		We will continue this work, as the 'solutions' to our Fire Fatalities was only put into action from April 2023, after the culmination of month of planning and research.

We have developed and 'Emmolients Fact Sheet' and once published, will share that with partners and front line staff

We will work with local GPs in South Tyneside to encourage referrals to the Fire Service when prescribing paraffin based products to patients that also smoke and have mobility issues
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Attendance 2022-2023.xlsx
Executive

		Organisation		Designation		6/21/22		7/29/22		10/11/22		12/7/22		1/18/23		3/9/23

		South Tyneside Council, Adult Social Care		Director of Adult Social Care (Chair)		Yes		Yes		Yes		Yes		Yes		Yes

		Independent		Independent Scrutineer		Yes		Yes		Yes		Yes		Yes		Yes

		Northumbria Police		Superintendent		No		Deputy		Deputy		Yes		Deputy		Deputy

		NHS North East and North Cumbria Integrated Care Board (formerly CCG) 		Executive Director of Nursing, Quality and Safety		Yes		Deputy		Yes		Yes		Yes		Deputy

		South Tyneside Council, Children and Families Social Care		Director of Children's Social Care		Yes		Yes		Yes		Yes		No		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Business Manager		Yes		Yes		Yes		Yes		Yes		Yes





Partnership

		Organisation		Designation		7/5/22		10/6/22		1/10/23		3/28/23

		South Tyneside Council, Adult Social Care		Director Adult Social Care (Chair)		Deputy		Yes		Yes		Apols

		Cumbria, Northumberland, Tyne and Wear NHS Trust		Group Nurse Director		Deputy		DNA		Deputy		Apols

		Healthwatch		Manager		Apols		Apols		Apols		Yes

		Independent 		Independent Scrutineer		Yes		Apols		Yes		Yes

		Joint Commissioning Unit		Head of Integrated Commissioning		DNA		DNA		Yes		DNA

		National Probation Service		Head of PDU		DNA		DNA		Deputy		Deputy

		NHS North East and North Cumbria Integrated Care Board (formerly CCG)		Designated Doctor / Consultant Paediatrician		Yes		Apols		Yes		Yes

		NHS North East and North Cumbria Integrated Care Board (formerly CCG)		Director of Nursing Quality and Safety		Yes		Deputy		Yes		Yes

		NHS North East and North Cumbria Integrated Care Board (formerly CCG)		Designated Nurse Looked After Children and Transitional Safeguarding 		Yes		DNA		Yes		DNA

		NHS North East and North Cumbria Integrated Care Board (formerly CCG)		Designated Nurse Safeguarding Adults		Yes		Yes		DNA		Yes

		NHS North East and North Cumbria Integrated Care Board (formerly CCG)		Designated Nurse Safeguarding Children		Yes		Yes		Yes		Apols

		Northumbria Police		Superintendent		DNA		Deputy		Deputy		DNA

		Northumbria Police		Detective Chief Inspector		Yes		Apols		Yes		Yes

		South Tyneside and Sunderland NHS Foundation Trust		Executive Director of Nursing and Patient Experience		Apols		DNA		DNA		Apols

		South Tyneside and Sunderland NHS Foundation Trust		Assistant Director Safeguarding Children and Adults		Yes		Yes		Yes		Yes

		South Tyneside Council, Adult Social Care		Practice and Safeguarding Service Manager		Apols		Yes		Apols		DNA

		South Tyneside Council, Children and Families Social Care		Head of Children and Families Social Care 		DNA		Yes		Deputy		Apols

		South Tyneside Council, Children and Families Social Care		Director Children's Services		Deputy		Yes		Apols		Yes

		South Tyneside Council, Children's Standards Unit		Safeguarding Manager		Yes		Yes		Apols		Yes

		South Tyneside Council, Community Safety		Senior Community Safety Officer		Yes		Yes		Apols		Apols

		South Tyneside Council, Early Help 		Service Manager Early Help		Yes		Deputy		Yes		Yes

		South Tyneside Council, Elected Members		Lead Member Children and Families		Apols		Apols		Yes		Yes

		South Tyneside Council, Elected Members		Lead Member Independence and Wellbeing		Apols		Apols		Apols		Apols

		South Tyneside Council, Housing and Strategy		Operations Manager		Yes		DNA		DNA		Apols

		South Tyneside Council, Learning and Early Help		Head of Learning and Early Help		DNA		DNA		Yes		Apols

		South Tyneside Council, Public Health		Director of Public Health		DNA		DNA		Yes		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Business Manager		Yes		Yes		Apols		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Safeguarding Development Officer		Yes		Apols		Yes		Yes

		Tyne and Wear Fire and Rescue Service		Station Manager		Apols		DNA		DNA		Deputy

		*Development Day - also attended by:

		Jonathan Tew, South Tyneside Council, Chief Executive





Strategic Exploitation

		Organisation		Designation		4/29/22		6/24/22		10/21/22		2/24/23

		Northumbria Police		Detective Chief Inspector (Chair)		Yes		Yes		Yes		Yes

		Changing Lives		Liberty Project Lead		Yes		Yes		DNA		DNA

		Durham Police		NERSOU Lead for County Lines		DNA		DNA		DNA		DNA

		Matrix Young People's Drug and Alcohol Service		Manager		Yes		Yes		Apols		Yes

		Nexus		Youth Liaison Officer		DNA		DNA		DNA		DNA

		Nexus				DNA		DNA		DNA		DNA

		Northumbria Police		Missing from Home Coordinator		Yes		Apols		Yes		DNA

		Northumbria Police		Exploitation Hub		DNA		DNA		DNA		DNA

		Northumbria Police		Detective Chief Inspector		DNA		DNA		DNA		DNA

		South Tyneside Adult Recovery Service		Area Manager		Apols		Yes		Apols		Yes

		South Tyneside and Sunderland NHS Foundation Trust		Named Midwife Safeguarding		Yes		Apols		Yes		Yes

		South Tyneside and Sunderland NHS Foundation Trust		Assistant Director Safeguarding		DNA		DNA		Apols		DNA

		NHS North East and North Cumbria Integrated Care Board (formerly CCG) 		Names Nurse for Primary Care		Yes		Yes		DNA		DNA

		NHS North East and North Cumbria Integrated Care Board (formerly CCG) 		Designated Nurse Safeguarding Adults		Apols		Deputy		Apols		DNA

		NHS North East and North Cumbria Integrated Care Board (formerly CCG) 		Designated Nurse Safeguarding Children 		DNA		DNA		DNA		DNA

		South Tyneside College 		Safeguarding Lead		Yes		Yes		Yes		DNA

		South Tyneside Council, Adult Social Care		Practice and Safeguarding Service Manager		DNA		Yes		Yes		Deputy

		South Tyneside Council, Adult Social Care		Director Adult Social Care		Apols		Apols		Apols		Apols

		South Tyneside Council, Children and Families Social Care		Service Manager Contact and Referral		Deputy		Yes		Yes		Yes

		South Tyneside Council, Children and Families Social Care		Director Children's Social Care		Apols		Apols		Apols		DNA

		South Tyneside Council, Children's Standards Unit		Safeguarding Manager		Apols		Yes		Apols		Yes

		South Tyneside Council, Community Safety		Community Safety Officer / Domestic Violence Coordinator		Yes		Yes		Yes		Apols

		South Tyneside Council, Development Services		Head of Environment		Yes		Yes		Yes		Apols 

		South Tyneside Council, Early Help 		Service Manager Early Help		Apols		Yes		Apols		Apols

		South Tyneside Council, Education		Head of Virtual School		N/A		Yes		DNA		DNA

		South Tyneside Council, Housing Strategy Team		Head of Housing		DNA		DNA		Apols		Yes

		South Tyneside Council, ICT in Schools		Strategic ICT Manager		Yes		Yes		Yes		Apols

		South Tyneside Council, Learning and Early Help		Head of Learning and Early Help		DNA		DNA		DNA		DNA

		South Tyneside Council, Primary Schools		Safeguarding Lead		N/A		N/A		Yes		DNA

		South Tyneside Council, Public Health		Senior Advanced Practitioner		DNA		DNA		DNA		DNA

		South Tyneside Council, Public Health		Director of Public Health		DNA		DNA		DNA		Apols 

		South Tyneside Council, Services for Young People		Missing from Home Coordinator		Yes		Yes		Yes		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Business Manager		Yes		Yes		Yes		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Safeguarding Development Officer		Yes		Apols		Yes		Yes

		The Children's Society		Child Criminal Exploitation Development Worker		DNA		DNA		DNA		Yes

		Tyne and Wear Fire and Rescue Service		Youth Engagement and Safeguarding Manager		Apols		Yes		Yes		Apols

		Tyne Coast College		Assistant Principal		DNA		DNA		DNA		DNA





PEL

		Organisation		Designation		4/6/22		5/4/22		6/8/22		7/6/22		8/3/22		9/7/22		10/5/22		11/2/22		1/11/23		2/8/23		3/8/23

		Northumbria Police		Detective Chief Inspector (Chair)		Yes		Yes		Yes		Apols		Yes		Yes		Yes		Yes		Yes		Yes		Apols

		Cumbria, Northumberland, Tyne and Wear NHS Trust		Case Review Officer		Yes		Yes		Yes		Yes		Yes		Yes		Yes		Yes		Yes		Yes		DNA

		Joint Commissioning Unit		Joint Contract Management and Quality Lead		Apols		DNA		Apols		DNA		DNA		DNA		DNA		DNA		Yes		Yes		Yes

		North East Ambulance Service		Named Lead Professional for Safeguarding Adults		Yes		Yes		Apols		Apols		Deputy		Yes		Yes		DNA		Yes		Apols		Deputy

		Northumbria Police		Detective Inspector		DNA		Yes		Apols		Apols		Yes		Yes		Yes		Yes		Yes		Yes		Yes

		South Tyneside and Sunderland NHS Foundation Trust		Named Nurse Safeguarding Children		DNA		Apols		Yes		DNA		Yes		Yes		Yes		Yes		Apols		DNA		Yes

		South Tyneside and Sunderland NHS Foundation Trust		Named Nurse Safeguarding Adults		Yes		Yes		Apols		Yes		Yes		Yes		Yes		Yes		Deputy		Yes		Yes

		NHS North East and North Cumbria Integrated Care Board (formerly CCG)		Consultant Paediatrician/Designated Doctor		Apols		Yes		Apols		Yes		Apols		Apols		Apols		Yes		Apols		Apols		Yes

		NHS North East and North Cumbria Integrated Care Board (formerly CCG)		Designated Nurse Looked After Children		Yes		DNA		DNA		DNA		Yes		DNA		Yes		DNA		DNA		DNA		DNA

		NHS North East and North Cumbria Integrated Care Board (formerly CCG)		Designated Nurse Safeguarding Adults		Yes		Yes		DNA		Yes		Yes		Yes		Yes		Yes		Yes		Apols		DNA

		NHS North East and North Cumbria Integrated Care Board (formerly CCG)		Designated Nurse for Children		DNA		Apols		Yes		Yes		Yes		Yes		DNA		Yes		Apols		Yes		Yes

		South Tyneside Council, Adult Social Care		Practice and Safeguarding Service Manager 		Yes		Yes 		Yes		Apols		Deputy		Yes		Yes		Yes		Yes		Deputy		Yes

		South Tyneside Council, Adult Social Care		Community Services Lead		Apols		Apols		Apols		DNA		DNA		Apols		Yes		Apols		Apols		DNA		DNA

		South Tyneside Council, Adult Social Care		Help to Live at Home Manager		Yes		Yes		Yes		Yes		DNA		DNA		Apols		Yes		Yes		Apols		Apols

		South Tyneside Council, Children and Families Social Care		Service Manager		Yes		Yes		Yes		Yes		Yes		Apols		Yes		Yes		Apols		DNA		Yes

		South Tyneside Council, Children's Standards Unit		Safeguarding Manager		Yes		Yes		DNA		Apols		Apols		Yes		Yes		Yes		Yes		Apols		Yes

		South Tyneside Council, Family Help and Adolescent Services		Service Manager		N/A		N/A		Apols		Yes		Yes		Apols		Yes		Deputy		Deputy		Yes 		Yes

		South Tyneside Homes		Safeguarding Coordinator		DNA		DNA		DNA		DNA		DNA		DNA		Yes		Apols		Yes		Apols		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Business Manager		Yes		Yes		Yes		Yes		Apols		Yes		Yes		Yes		Apols		Yes		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Safeguarding Development Officer		Yes		Apols		Yes		Yes		Yes		Yes		Apols		Yes		Yes		Apols		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Independent Scrutineer		N/A		N/A		N/A		N/A		Yes		Yes		Apols		DNA		Yes		Yes		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Learning and Development Adviser		Yes		Yes		Yes		Yes		Apols		N/A		N/A		N/A		N/A		N/A		Yes

		Tyne and Wear Fire and Rescue Service		Safeguarding Manager		Yes		Apols		Yes		Yes		DNA		DNA		Apols		Apols		Yes		Yes		Apols 

		* National Probation Service attend when there is involvement from the service: attended 03/08/2022





WD&T

		Organisation		Designation		5/18/22		7/27/22		10/12/22		2/1/23

		South Tyneside Safeguarding Children and Adults Partnership		Business Manager (Chair)		Yes		Yes		Yes		Yes

		Cumbria, Northumberland, Tyne and Wear NHS Trust		Safeguarding and Learning and Development Officer 		Yes		DNA		Apols		Yes

		Independent 		STSCAP Independent Scrutineer		Yes		DNA		Apols		Apols

		Joint Commissioning Unit		Joint Contract Management and Quality Lead		DNA		DNA		DNA		Yes

		Matrix, Young People's Drug and Alcohol Service		Service Manager		Yes		Yes		Apols		Yes

		NHS North East and North Cumbria Integrated Care Board (formerly CCG) 		Designated Nurse Safeguarding Adults		Apols		Apols		Yes		Yes

		NHS North East and North Cumbria Integrated Care Board (formerly CCG) 		Designated Nurse Safeguarding Children		DNA		Apols		Yes		Apols

		NHS North East and North Cumbria Integrated Care Board (formerly CCG) 		Designated Nurse for Looked After Children and Transitional Safeguarding 		Yes		Yes		Yes		Apols

		Northumbria Police		Detective Inspector		DNA		DNA		DNA		DNA

		South Tyneside College 		Learning and Development Manager		Yes		Apols		DNA		DNA

		South Tyneside Council, Adult Social Care		Organisational and Workforce Development Officer		Yes		Apols		DNA		Yes

		South Tyneside Council, Adult Social Care		Practice and Safeguarding Service Manager		DNA		Deputy		DNA		Deputy

		South Tyneside Council, Adult Social Care		Business Change Manager		DNA		Apols		Apols		Apols

		South Tyneside Council, Children and Families Social Care		Principal Social Worker		Apols		Yes		Yes		Yes

		South Tyneside Council, Children's Standards Unit		Safeguarding Manager		Yes		Yes		Yes		Apols

		South Tyneside Council, Community Safety		Community Safety Officer/Domestic Violence Coordinator		Yes 		Yes		Yes		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Safeguarding Development Officer		Yes		Apols		Apols		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Learning and Development Adviser		Yes		Yes		N/A		N/A

		Tyne and Wear Fire and Rescue Service		Safeguarding Manager		Apols		Apols		Apols		Yes

		Your Voice Counts		Advocacy Manager		Yes		Yes		DNA		Yes





MA Catch Up

		Organisation		Designation		10/13/22		11/10/22		11/30/22		12/21/22		1/24/23		3/7/23

		South Tyneside Safeguarding Children and Adults Partnership		Business Manager (Chair)		Yes		Yes		Yes		Yes		Yes		Yes

		NHS North East and North Cumbria Integrated Care Board (formerly CCG)		Designated Doctor / Consultant Paediatrician		Yes		Apols		Yes		Yes		Apols		Apols

		NHS North East and North Cumbria Integrated Care Board (formerly CCG)		Named Nurse Safeguarding Children		Yes		Apols		Apols		Yes		DNA		DNA

		NHS North East and North Cumbria Integrated Care Board (formerly CCG)		Designated Nurse for Cared for Children and Transitional Safeguarding		Yes		Yes		Yes		Apols		Yes		Yes

		NHS North East and North Cumbria Integrated Care Board (formerly CCG)		Designated Nurse Safeguarding Children		Yes		Apols		Yes		Apols		Yes		DNA

		Northumbria Police		Detective Chief Inspector		Deputy		Apols		Apols		Apols		Deputy		Apols

		South Tyneside and Sunderland NHS Foundation Trust		Named Nurse Safeguarding Adults		Deputy		Deputy		Yes		Apols		Yes		Yes

		South Tyneside and Sunderland NHS Foundation Trust		Lead Nurse Looked After Health		Apols		Yes		Apols		Apols		DNA		DNA

		South Tyneside College		Safeguarding Lead		Apols		Apols		Deputy		Apols		Yes		Apols

		South Tyneside Council, Adult Social Care		Practice and Safeguarding Service Manager 		Yes		Apols		Yes		Yes		Yes		Deputy

		South Tyneside Council, Children and Families Social Care		Service Manager Contact and Referral 		Yes		Apols		Apols		Deputy		Apols		DNA

		South Tyneside Council, Children's Standards Unit		Safeguarding Manager		Yes		Apols		Yes		Apols		Apols		Apols

		South Tyneside Council, Community Safety		Senior Community Safety Officer		Yes		Yes		Apols		Apols		Yes		Apols

		South Tyneside Council, Income Team		Senior Income Officer		Yes		Yes		Yes		Apols		Yes		DNA

		South Tyneside Council, Income Team		Senior Income Officer		Apols		Yes		Apols		Apols		Yes		Yes

		South Tyneside Council, Learning and Early Help		Service Manager Family Help and Adolescent Services		Yes		Apols		Apols		Apols		Yes		Yes

		South Tyneside Council, Policy and Insight		Corporate Lead Officer		Apols		Yes		Apols		Yes		Yes		Apols

		South Tyneside Council, Public Health		Public Health Practitioner		Yes		Yes		Apols		Yes		Yes		Yes

		South Tyneside Council, Welfare Support Team		Welfare Support Team Manager		Yes		Yes		Yes		Yes		Yes		Yes

		South Tyneside Homes		Safeguarding Coordinator		Apols		Apols		Yes		Deputy		Yes		DNA

		South Tyneside Homes		Housing Options and Homelessness Manager		N/A		N/A		N/A		Yes		Apols		Yes

		South Tyneside Joint Commissioning Unit		Quality Manager		Deputy		Yes		Yes		Apols		Yes		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Safeguarding Development Officer		Apols		Yes		Yes		Yes		Yes		Yes

		Tyne and Wear Fire and Rescue Service		Safeguarding Manager		Yes		Apols		Yes		Apols		Apols		Apols





DSL

		Organisation		Attendee		5/17/22		7/12/22		9/27/22		11/15/22		1/24/23		3/7/23

		South Tyneside Safeguarding Children and Adults Partnership		Business Manager 		Yes		Yes		Yes		Yes		Yes		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Safeguarding and Development Officer		Yes		Yes		Yes		Yes		Yes		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Learning and Development Advisor		Yes		Yes		N/A		N/A		N/A		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Strategic ICT Manager		Yes		Yes		Yes		Yes		Yes		Deputy

		South Tyneside Safeguarding Children and Adults Partnership		Employment and Skills Officer		No		Yes		Yes		Yes		Yes

		South Tyneside Youth Justice Service		Youth Justice Officer		N/A		N/A		N/A		N/A		N/A		Yes

		School		School Type

		Biddick Hall		Nursery/Infant		Yes		Yes		Yes		Yes		Yes		Yes

		Biddick Hall Infants		Infant		Yes		Yes				Yes

		Biddick Hall Primary		Primary				Yes				Yes		Yes

		Boldon Nursery		Nursery		Yes

		Boldon School		Secondary		Yes		Yes		Yes		Yes		Yes		Yes

		Cleadon Academy		Primary						Yes

		Dunn Street/Marine Park/Whitburn Primary Schools		Primary						Yes

		East Boldon Infants		Infant  		Yes		Yes		Yes		Lisa

		Epinay School		Special 		Yes		Yes		Yes				Yes		Yes

		Fellgate Primary		Primary		Yes				Yes		Yes				Yes

		Forest View		Primary		Yes		Yes		Yes		Yes		Yes		Yes

		Groundwork South and North  Tyneside		Training Provider								Yes		Yes

		Hebburn Comprehensive		Secondary		Yes		Yes		Yes		Yes

		Hebburn Lakes		Primary		Yes				Yes		Yes		Yes		Yes

		Hedworth Lane		Primary		Yes		Yes		Yes		Yes		Yes		Yes

		Hedworthfield		Primary		Yes				Yes				Yes		Yes

		Helen Gibson and Clervaux Nursery Schools		Nursery								Yes

		Jarrow Cross		Primary		Yes

		Keelman's Way 		Special 				Yes

		Key Subject Tuition		Training Provider								Yes

		Laygate School		Primary		Yes		Yes		Yes		Yes		Yes		Yes

		Lord Blyton		Primary				Yes				Yes		Yes		Yes

		Marine Park 		Infant/Primary		Yes						Yes		Yes		Yes

		Marsden Primary		Primary						Yes

		Mortimer Community College		Secondary		Yes		Yes		Yes		Yes		Yes		Yes

		Mortimer Primary 		Primary		Yes		Yes		Yes		Yes		Yes		Yes

		Ridgeway Primary		Primary		Yes		Yes		Yes				Yes

		Seaview Primary		Primary				Yes						Yes		Yes

		Simonside Primary		Primary		Yes						Yes		Yes

		South Tyneside College		Further Education								Yes		Yes		Yes

		St Bedes South Shields		Primary												Yes

		St Josephs		Secondary										Yes

		St Marys RC Primary		Primary										Yes		Yes

		St Oswalds CofE Primary / Bede Burn Primary		Primary		Yes				Yes		Yes

		St Oswalds RC Primary 		Primary		Yes				Yes						Yes

		St Wilfrids RC College		Secondary								Yes

		Stanhope Primary		Primary								Yes		Yes		Yes

		The Beacon Centre		Special 		Yes		Yes		Yes

		The Sue Hedley Nursery		Nursery		Yes

		Toner Avenue		Primary				Yes		Yes		Yes

		Valley View Primary		Primary		Yes		Yes		Yes						Yes

		West Boldon Primary		Primary						Yes						Yes

		Westoe Crown 		Primary		Yes				Yes		Yes		Yes		Yes

		Whitburn CofE Academy		Secondary		Yes				Yes		Yes		Yes		Yes

		Whitburn Village Primary		Primary				Yes





Pre-MSET

		Organisation		Designation 		4/8/22		5/13/22		6/17/22		7/15/22		8/12/22		9/16/22		10/7/22		11/11/22		12/9/22		1/13/23		2/17/23		3/31/23

		Northumbria Police		Sergeant (Co-Chair)		N/A		N/A		Yes		Yes		DNA		DNA		Yes		DNA		DNA		Yes		Yes		Yes

		South Tyneside Council, Children and Families Social Care		Service Manager (Co-Chair)		Apols		Yes		Yes		Yes		Apols		Yes		Apols		Apols		Apols		Apols		Apols		Apols

		NHS North East and North Cumbria Integrated Care Board (formerly CCG)		Designated Nurse Looked After Children and Transitional Safeguarding 		Apols		Yes		Apols		Yes		Apols		Apols		Apols		Yes		Yes		Yes		DNA		DNA

		Northumbria Police		Missing from Home Coordinator		Yes		Yes		Yes		Yes		Yes		Yes		Yes		Apols		Apols		Yes		Yes		Yes

		Northumbria Police		Sergeant Harm Reduction		Apols		Yes		Apols		Yes		Yes		Apols		Yes		Yes		Yes		Yes		Yes		DNA

		Northumbria Police		Exploitation Hub		N/A		N/A		N/A		N/A		Yes		Yes		Yes		Yes 		Yes		Yes		Yes		Yes

		South Tyneside Council, Children and Families Social Care		Senior Practitioner		Yes		Yes		Yes		Yes		Yes		Apols		Yes		Yes		Yes		Yes		Yes		Yes

		South Tyneside Council, Services for Young People		Missing from Home Coordinator		Yes		Yes		Yes		Yes		Yes		Apols		Yes		Yes		Yes		Yes		Yes		Yes





MSET

		Organisation		Designation 		9/29/22

		Northumbria Police		Detective Inspector (Chair)		Yes

		Northumbria Police		Detective Sergeant		DNA

		South Tyneside Youth Justice Service 		Youth Justice Officer		Yes

		South Tyneside Clinical Commissioning Group		Primary Care Nurse		Apols

		Cumbria, Northumberland, Tyne and Wear NHS Trust				DNA

		Tyne Coast College		Safeguarding Manager		Yes

		Bright Futures		Project Worker		Yes

		Northumbria Police		Missing From Home Coordinator		Yes

		South Tyneside Council, Children and Families Social Care		Senior Practitioner		Yes

		South Tyneside Council, Services for Young People		Missing From Home Coordinator		Yes

		South Tyneside Council, Children and Families Social Care		Team Manager		Deputy

		South Tyneside Council, Adult Social Care		Principal Social Worker		DNA

		South Tyneside Council, Children and Families Social Care		Service Manager		DNA

		South Tyneside and Sunderland NHS Foundation Trust		Sexual Health Nurse		Yes

		South Tyneside Council, Services for Young People		Attendance Monitoring Team and EMTRAS Lead		Apols

		The Beacon Centre		Pastoral, Safeguarding and Attendance Lead		Yes

		South Tyneside Homes		Safeguarding Coordinator		Yes

		Northumbria Police		Sergeant Harm Reduction		Yes

		Matrix Young People's Drug and Alcohol Service		Substance Misuse Practitioner		Yes

		South Tyneside Council, Children's Standards Unit		Independent Reviewing Officer		Deputy

		South Tyneside and Sunderland NHS Foundation Trust		Looked After Children Nurse		Yes

		South Tyneside and Sunderland NHS Foundation Trust		Designated Nurse Looked After Children and Transitional Safeguarding 		Yes





PME (C)

		Organisation		Designation		5/17/22		8/2/22		11/1/22		2/7/23

		South Tyneside Council, Children and Families Social Care		Service Manager (Chair)		Apols		Yes		Yes		DNA

		Cumbria, Northumberland, Tyne and Wear NHS Trust		Safeguarding and Public Protection Team Manager		Yes		Apols		Apols		Apols

		Independent		STSCAP Independent Scrutineer		Apols		Yes		Apols		Yes

		NHS North East and North Cumbria Integrated Care Board (formerly CCG)		Designated Nurse Looked After Children and Transitional Safeguarding 		Yes		Apols		Apols		Yes

		Northumbria Police		Detective Inspector		DNA		DNA		DNA		Yes

		South Tyneside and Sunderland NHS Foundation Trust		Named Nurse Safeguarding Children		Yes		Yes		Yes		Yes

		South Tyneside Clinical Commissioning Group		Designated Nurse Safeguarding Children		DNA		Yes		Yes		Apols

		South Tyneside College		Safeguarding Manager		DNA		DNA		DNA		Apols

		South Tyneside Council, Children and Families Social Care		Service Manager 		Deputy		DNA		DNA		Yes

		South Tyneside Council, Children's Standards Unit		Safeguarding Manager		Yes		Apols		Yes		Yes

		South Tyneside Council, Community Safety		Community Safety Officer/Domestic Violence Coordinator		Yes		Yes		Yes		Yes

		South Tyneside Council, Learning and Early Help		Service Manager Family Help and Adolescent Services		Yes		Apols		Yes		Yes

		South Tyneside Council, Performance and Information		Performance and Information Coordinator		Yes		Deputy		Deputy		Yes

		South Tyneside Council, Public Health		Service Lead		DNA		DNA		DNA		DNA

		South Tyneside Homes		Safeguarding Coordinator		DNA		Yes		Apols		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Business Manager		Yes		Apols		Yes		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Safeguarding Development Officer		Yes		Yes		Yes		Apols

		Tyne and Wear Fire and Rescue Service		Safeguarding Manager		Apols		Apols		Yes		Yes





PME (A)

		Organisation		Designation		5/10/22		8/9/22		11/8/22		2/21/23

		Tyne and Wear Fire and Rescue Service		Safeguarding Manager		Yes		Yes		Yes		Yes

		Joint Commissioning Unit		Quality Manager		Yes		DNA		DNA		Apols

		South Tyneside College		Safeguarding Manager		Deputy		DNA		DNA		DNA

		South Tyneside Homes, Housing Solutions		Housing Options and Homelessness Manager		Yes		DNA		DNA		DNA

		South Tyneside Safeguarding Children and Adults Partnership		Business Manager		Yes		Apols		Yes		Yes

		South Tyneside Council, Adult Social Care		Principal Social Worker		Yes		Apols		Yes		Deputy

		Northumbria Police		Detective Inspector		Yes		Yes		Apols		DNA

		South Tyneside Homes		Safeguarding Coordinator		DNA		Yes		Yes		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Safeguarding Development Officer		Apols 		Yes		Yes		Apols

		Cumbria, Northumberland, Tyne and Wear NHS Trust		Associate Nurse Director		Apols 		DNA		Yes		Apols

		South Tyneside Council, Performance and Information		Performance and Information Coordinator		Yes		Yes		Yes		Yes

		South Tyneside Safeguarding Children and Adults Partnership		Independent Scrutineer		Apols 		Yes		DNA		Yes

		South Tyneside Clinical Commissioning Group		Designated Nurse Safeguarding Adults (Chair)		Yes		Yes		Apols		Yes

		South Tyneside and Sunderland NHS Foundation Trust		Named Nurse Safeguarding Adults		Yes		Yes		Yes		Yes
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SAFEGUARDING CHILDREN & ADULTS PARTNERSHIP 2022-23

		Contributions

		



		Council 

		

		151,220.00

		



		Integrated Care Board 

		Partner Contribution

(Inclusive of 30% of ICB contribution to Partnership for Child Death Co-ordinator = £900) 



		60,000.00

		



		Northumbria Police

		Partner Contribution

		10,000.00

		



		School Service Level Agreement 

		Safeguarding services – training / advice 

		27,281.00

		



		Training Income

		E-Learning charges re-introduced July 2021

Face to Face charges reintroduced April 2022




		3360.00



		



		TOTAL INCOME

		251,861.00

		





		Expenditure 

		



		

		

		FORECAST

		Actual Spend



		Staffing Costs

		Staffing

		182,664

		182,664.00



		Consultancy

		Independent Scrutineer 


SARS

· Adult AS / AT 


· Adult AP 


CSPRs




		15,000


9000


9000.00

		10,192.31


4,800.00

3,000.00

0.00



		Training 

		E-learning Offer Children and Adults 

Specialist training input 

(Sue Woolmore x4 2991.26


NWG 12th Oct £350) 

		6,450

3,000.00



		6,450

3,341.26





		Sub Regional Safeguarding Children Procedures

Online Safeguarding Adult procedures

		Online regional 

		2000.00

8,160.00

		2000.00

8160.00



		Letting of Other Premises

		Room Hire

		6,500.00

		3545.00



		Printing and Stationary

		

		1,500.00

		30.00



		Travel/Conferences

		

		2,000.00

		0.00



		Subscriptions

		National Working Group

		50.00

		50.00



		TOTAL EXPENDITURE (Forecast Spend)

		242,099.00

		224,232.57
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