
 

 

 

 

Background  
 
In 2018 the LSCB undertook a review of the impact and outcome of its learning 
and improvement activity, including Serious Case Reviews (SCRs), Independent 
Management Reviews (IMRs), and Quality Assurance (QA) case file audits. The 
aims of the review were to: provide an 
evidence base for the LSCB’s impact on 
frontline practice and outcomes for 
children and families; identify common 
learning, issues, or areas for 
development; and identify any 
organisational improvements that 
would strengthen the LSCB’s learning 
and development capacity.  
 
Method 
 
The review included: compiling the 
learning, recommendations and 
actions arising from the range of 
learning and improvement activity in 
the past three years; a desktop analysis of key themes arising from this activity; 
and a call for evidence with key LSCB members and other professionals to 
understand if recommendations for action were now embedded, did it achieve 
the desired impact on practice and ultimately has this made children safer? 
 
Analysis of recommendations  
 
Recommendations and actions from all SCRs, IMRs and QA audits were compiled 
to allow for analysis by agency, area of learning identified, and analysis of any 
themes. In total, the LSCB had made 147 recommendations arising from four 
SCRs, two IMRs and 15 QA audits.  
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The majority of 
recommendations  (75 of 147, 
51%) made were arising from 
the four serious case reviews 
published during this period 
(Child S, Child M, Child P, and 
Child K – see ‘Resources’ for 
link to reports)  
 
The 147 recommendations 
were categorised by area of 
learning identified for future 
improvement. The largest area 

of learning identified were recommendations regarding strengthening of policy 
and procedure (35% of all recommendations), followed by training and skills 
(25%) and then assessment (11%).  
 
The agency with the highest number of recommendations was ‘East Sussex 
Children’s Services – Education’ (26, 18%). More than half of recommendations 
made for Education (14 of 26) were regarding ‘training and skills’. This reflects 
the LSCB focus on ‘safeguarding in education’ over the past three years.  
 
East Sussex Healthcare NHS Trust (ESHT) was the agency with the second largest 
number of recommendations (24, 16%), however there are many individual 
teams within this. East Sussex Children’s Social Care had 23 recommendations 
(16%) and there were 21 (14%) recommendations for the LSCB.  
 
Learning Identified 
 
Where possible, themes in recommendations were identified, these included: 
child’s lived experience; domestic abuse; hidden children; safeguarding practice 
improvement in schools; and working with large families. 
 
Examples of impact of LSCB learning and improvement activity includes: 
Child Q & N IMRs 
• Pivotal in highlighting need for improved Local Authority capacity to 

support schools safeguarding and view as part of school improvement 
approach.  

• Offer to schools was significant increased, including introduction of 
Safeguarding Reviews (which has had significant impact on recognition 



and response to risk in individual schools) and DSL Networks (leads are 
supported, improved practice), and improved DSL training (which has 
improved confidence and knowledge of DSLs and Head Teachers) 

Sexual Abuse QA Case Audit 
• Reminders on timely consideration of paediatric assessments – 

improved practice as evidenced in subsequent CSA and MACE audits  
• Ensuring robust assessment of teenage pregnancy where concerns of 

exploitative relationship – MACE & CSE practice has strengthened this  
• Reminders on professional curiosity – increased awareness by PMs when 

signing off assessments 
Child K SCR 
• Led to better information sharing between midwife and Health visitors 

where risks identified via Additional Support forms – communication via 
Team Around the Family meetings; sharing of early help plans; 
Additional Support Forms now more detailed.  

Child P 
• Learning provided opportunities for judiciary to reflect on lessons from 

this case history and findings of SCR. Report also highlighted difficulties 
by MA professionals to understand the role of the court and of Cafcass. 

• SCR Report considered at Local Family Justice Board and annual training 
conference - training developed on completion of Section 7 reports, 
demystifying private law proceedings, and assessment of domestic 
abuse. 

• Training rolled out in 2017, with approximately 80 social workers (SW) 
attending. Evidence that the training and guidance is of benefit in 
informing SW's of the process and tools to enhance their assessment 
and recommendations. 

• Training, template and guidance will be presented at the National Justice 
Board in September and considered for National roll out  

 
Recommendations for improvement 
 Amend guidance for local Serious Case Reviews to ensure that 

recommendations are consistent between reports and proportionate to 
desired impact. Consideration should also be given to prioritising 
recommendations for immediate or longer term action.  

 Consistently challenge itself to be clear on the desired impact when 
making recommendations and agreeing actions.  

 Action planning should be more robustly tested with agencies and the 
Board.  



 There should be more frequent, yet proportionate, review of the impact 
of Serious Case Review work.  

 Develop clear and closer links with the Training Subgroup to ensure that 
action and learning arising from case review and audit work informs 
training plans.  

 Strengthen ways to disseminate learning to frontline staff.  
 Update the Learning and Development Framework so that it is clear how 

the LSCB are strengthening its focus on impact.  
 

Resources  

If you think a child is being harmed or may be at risk of harm, please contact 
SPoA Mon-Friday 8.30am-5pm  
Phone: 01323 464222 
Email: 0-19.SPOA@eastsussex.gov.uk   
 
If you urgently need help outside of office 
hours you can contact the Emergency 
Duty Service on 01273 335905 or 01273 
335906. 
 
LSCB Multi-Agency Training:  
The LSCB Training Programme 2019-20 provides a wide range of courses to 
ensure professionals who work with children and families stay up-to-date with 
current local and national safeguarding practice.  
A quick guide to our training offer can be found in the East Sussex LSCB: 
Training Programme 2019-20 Leaflet.  
To apply for a course go to the East Sussex Learning Portal. 
 
Pan Sussex Safeguarding and Child Protection Procedures 
Local child protection and safeguarding procedures can be found at the 
following link: Pan Sussex Child Protection and Procedures Manual 
 
Serious Case Reviews and Audits  
Copies of all the LSCB’s serious case review reports, and learning briefings, can 
be found on the LSCB’s website here: Serious Case Reviews | East Sussex 
Safeguarding Children Board 
 
Learning briefings from all recent LSCB audits can be found here:  
Quality Assurance Group | East Sussex Safeguarding Children Board 

 

https://services.escc.gov.uk/sites/CSCOMSAFE/LSCB/0-19.SPOA@eastsussex.gov.uk 
http://eastsussexlscb.org.uk/wp-content/uploads/ESx-LSCB-Training-Programme-2019-20-v2.pdf
http://eastsussexlscb.org.uk/wp-content/uploads/ESx-LSCB-Training-Programme-2019-20-v2.pdf
https://www.eastsussexlearning.org.uk/cpd/portal.asp
https://sussexchildprotection.procedures.org.uk/
http://eastsussexlscb.org.uk/professionals/serious-case-reviews-2/
http://eastsussexlscb.org.uk/professionals/serious-case-reviews-2/
http://eastsussexlscb.org.uk/about-us/home-working-groups/sub-quality/

