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Introduction

This document sets out the arrangements and local processes by which both the
Cambridgeshire and Peterborough Safeguarding Children Partnerships will determine when
to trigger and undertake a Rapid Review where a serious safeguarding case is identified,
including the actions for cases that do not meet the criteria. The processes are informed by
the National Child Safeguarding Practice Review Panel’'s Guidance for Safeguarding
Partners, published June 2025.

The Children and Social Work Act 2017, and Statutory Guidance Working Together to
Safeguard Children, provides the legal framework for multi-agency safeguarding
arrangements and the requirement for local areas to undertake a Rapid Review where a
serious safeguarding case is identified, and such a review is considered appropriate to
identify improvements to practice.

This guidance provides professionals in Cambridgeshire and Peterborough with a step-by-
step guide to follow when undertaking or participating in a Local Child Safeguarding Practice
Review. It describes the approach, order of events and related timescales whilst also
highlighting the key statutory elements outlined in Working Together to Safeguard Children
2023. It also outlines responsibilities for key people at every stage of the process and includes
template documents and letters.

Strategic Leadership and Governance

The statutory partners are responsible for ensuring that when cases meet the criteria for
Rapid Reviews and Child Safeguarding Practice Reviews (CSPRs), they have robust
processes that meet the standards expected by the National Child Safeguarding Practice
Review Panel (hereafter referred to as the National Panel).

The Delegated Safeguarding partners take decisions on behalf of their organisations / agency
and have power to commit resourcing, change policy, and hold their organisation to account
in order to effect and implement local changes. They make the final decisions on
commissioning local CSPRs.

Governance for these arrangements sit with the Safeguarding Partnerships CSPR Subgroup,
which is made up of senior representatives from Children Services, Police, ICB with additional
members from Education, and Health trusts.

The chair of the subgroup is responsible for guiding the functions of the panel and ensuring
that decision making is exercised equally by the partners’ delegated representatives, taking
the lead on any issues that arise between the partners. The chair is also responsible for
ensuring that learning and key messages are reported to the Safeguarding Partnerships and
the partners are alert to thematic issues as well as examples of good practice.

Information Sharing

Information sharing is essential to safeguard and promote the welfare of children and young
people. Effective Child Safeguarding Practice Reviews are equally dependent on all relevant
partners sharing the information they hold about the case and associated professional
practice.

The Safeguarding Partners have the formal authority to request information to support both
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national and local Child Safeguarding Practice Reviews and the power to take legal action if
information is withheld without good reason.

All agencies will be expected to share relevant information within the timescales requested.
This may, when necessary, include sharing information without consent (such as where there
is an ongoing police investigation). This includes information about parents, guardians and
other family members as well as the child(ren) who are subject of the review.

Where a request is for health records this applies to all records of NHS commissioned care
whether provided under the NHS or in the independent or voluntary sector.

When making requests for information, the Safeguarding Partners will consider their
responsibilities under the relevant information law and have regard to guidance provided by
the Information Commissioner’s Office.

Good practice principles around information sharing will always be followed, particularly
around ‘how’ information is shared. For example, when responding to requests for
information, agencies should:

¢ |dentify how much information to share; distinguish fact from opinion;

e Ensure that they give the right information to the right individual;

e Ensure that they share information securely;

e Where possible, be transparent with the individual, informing them that that the
information has been shared (as long as doing so does not create or increase the risk
of harm);

e Record all information sharing decisions and reasons in line with organisational
procedures.

In the case of any disagreement or failure to comply with a formal information request, the
Independent Lead Reviewer or member of an Independent Review Team will refer the issue
to the Case Review Subgroup who will seek to resolve this with the strategic Safeguarding
Lead for the agency concerned. If a prompt resolution cannot be found, the issue will be
escalated to the Delegated Safeguarding Partner for formal resolution.

Decision Making around reviews

As outlined in Working Together to Safeguard Children 2023, and the National Panel’s
Guidance; There are three key stages in the process of learning from serious incidents:

e Serious incident notification to National Panel shared with Ofsted and the DfE.
* Rapid review which should be completed within 15 working days of notification.
e Consideration of an LCSPR or national review.
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Notification Rapid Review Local CSPR

()
K- Local Authority A *Gather facts (- Potential to identify h
knows or suspects sidentify immediate improvements to
that a child has learning or action practice
been abuse or *Determine whether Consider potential
neglected AND a Local CSPR is for national learning
*The child dies or is appropriate
seriously harmed

Exclude: Exclude:

e Not abuse or neglect e Learning already identified
e Not death or serious harm e No potential for further learning

Serious Child Safeguarding Incidents

What is a Serious Child Safeguarding Incident?

Working Together 2023 states that the safeguarding partners must identify, commission and
oversee the review of serious child safeguarding cases.

Serious child Safeguarding cases are those in which:

e Abuse or neglect of a child in known or suspected
e The child has died or been seriously harmed.

Is it serious harm?

Working Together 2023 describes serious harm as including (but not limited to) serious and/or
long-term impairment of a child’s mental health or intellectual, emotional, social, or behavioural
development as a result of neglect or abuse. It also states that when making decisions,
judgement should be exercised where impairment is likely to be long-term, even if this is not
immediately certain. Even if a child recovers, including from a one-off incident, serious harm
may have still occurred.

The threshold for notification to the National Panel is distinct from the threshold for children
suffering “significant harm” that may lead to, for example, time on a child protection plan or
children becoming subject to public care proceedings. Whilst it is likely that many children who
have suffered “significant harm” will live with the long-term physical and emotional
consequences of that, “serious harm” is a higher-level threshold for the exceptional incidents.

The judgement about whether the level of harm to a child is serious is often quite straight
forward. This may be because the child has a life-changing physical injury, or an injury that is
clearly life-threatening - for example, requiring resuscitation or intensive care treatment. It
might also be because what has happened to a child is quite exceptional and the harm suffered
will have severe long-term consequences for their health and well-being. However, the
judgement about some incidents may be less straightforward. It is important that safeguarding
partners use their professional judgement to determine whether the harm to a child should be
deemed serious.
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Notifications of Serious Incidents
16C (1) of the Children Act 2004 (as amended by the Children and Social Work Act 2017)
states:
Where a local authority in England knows or suspects that a child has been abused or
neglected, the local authority must notify the Child Safeguarding Practice Review Panel if —

a) the child dies or is seriously harmed in the local authorities area, or
b) while normally resident in the local authority's area, the child dies or is seriously
harmed outside England.

The local authority should notify any incident that meets the above criteria to the National
Panel via the Child Safeguarding Online Notification System, within five working days of
becoming aware it has happened. A copy of the notification will automatically be sent to the
DfE and Ofsted.

Although the responsibility to notify rests on the local authority, it is for the statutory
safeguarding partners to agree which incidents should be notified in their local area. (Working
Together 2023 — Chapter 5, para. 330).

Deaths of a Looked-after children and Care Leavers

All deaths of looked after children, including deaths by suicide, accidents and medical causes,
must be notified to the DfE and Ofsted via the Child Safeguarding Online Notification System.
However, unless abuse or neglect was known or suspected to have contributed directly to
the death, these cases do not need a rapid review. (Working Together 2023 — Chapter 5,
para 331 and National Panel Guidance for Safeguarding Partners — Chapter 2, para 2.13 —
2.14))

Death of Care-leavers

The local authority should notify the DfE and Ofsted of the death of a care leaver up to and
including the age of 24 via the Child Safeguarding Online Notification System. The death of
a care leaver does not require a rapid review, however, safeguarding partners must consider
whether the criteria for a serious incident have been met. (Working Together 2023 — Chapter
5, para 332)

Non-recent abuse

If safeguarding partners identify young people over the age of 18 who have experienced
serious harm and neglect or abuse when they were a child, and information sharing suggests
that there are learning opportunities for the local system. When the primary harm for an over
18-year-old is related to the abuse and neglect they experienced as a child, safeguarding
partners should consider whether to follow Safeguarding Adults Review or Child
Safeguarding Practice Review process as most appropriate. Partners should take into
consideration the time that has elapsed since the harm occurred, the opportunities for
learning and whether the learning principally relates to adult or children services. As the
purpose of completing reviews is to generate learning, it is up to statutory partners to decide
if the learning is sufficiently relevant to justify the investment of resource these reviews would
entail. If partners decide to use the Child Safeguarding process, a notification should be
submitted with an approximate date of when the incident occurred to evidence that the harm
occurred during childhood, followed by a rapid review. (National Panel Guidance for
Safeguarding Partners — Chapter 2, para 2.8 — 2.12)
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Referring a case for consideration

Where an agency becomes aware of an incident that meets the above criteria, that agency
must complete a notification form (Appendix 1) immediately and send to their Safeguarding
Lead Officer (SLO) for authorisation. Once authorised by the SLO, the notification form should
be submitted to the Safeguarding Children’s Partnership via
safequardingboards@cambridgeshire.gov.uk, who will arrange a meeting with the statutory
partners and independent scrutineer to be held within two days to determine whether a Serious
Incident Notification should be made and agree the next steps.

In order to reach a decision, the statutory partners will:

e Review the referral

¢ Identify if their own agency holds further information to inform the decision making

e Consider whether or not the criteria for a Serious Incident Notification has been met
and so warrants a notification to the National Child Safeguarding Practice Review
Panel

e Consider whether a rapid review is required

Outcomes of case consideration

1. Notification made and progress to Rapid Review

2. No Notification made and No Further Action
In some cases, it may be appropriate to take no further action with a case referral.

3. No notification made and progress to a Single Agency Review
Where the issue relates to a single agency, then that agency may be tasked to take
forward an appropriate review and report back its findings to the CSPR subgroup.

4. No Notification made and progress to a Multi-Agency Review
If the threshold for a notification has not been met, but there is potential for multi-
agency learning, a non-statutory review may be undertaken where learning is limited
or less complex.
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Notification of Significant Child Safeguarding Incident Pathway

Incident occurs

Partner agency submits a CSPR notification form to the Safeguarding Partnership Board for consideration
safeguardingboards@cambridgeshire.gov.uk
It is expected that each Safeguarding Lead Officer (SLO) authorises its own individual agency notifications before
they are submitted to the Safeguarding Partnership Board. This is to ensure that all referrals have been
sufficiently considered by a senior manager before the learning review pathway is triggered.
NB. The Local Authority has the duty to notify the National Panel of Serious Child Safeguarding Incidents independent of this
process including the death of a child in care or care leaver.

l

Safeguarding Partnership Board to arrange a meeting with statutory partners (LA/ ICB/ Police/ Education/
Independent Scrutineer) to discuss notification and agree next steps within 2 working days of notification of
incident.

If insufficient information has been provided to enable the statutory partners to decide the notification will be
returned to the referrer and additional information requested.

v

Criteria to notify National Safeguarding Panel
is met

e If criteria is met the Local Authority
must notify National Safeguarding
Practice Review Panel

e Rapid review process to commence
and the Safeguarding Partnership
Rapid Review Pathway to be followed.

Rapid review
LA to notify
national panel
if not already
completed

v

Criteria not met
If criteria to notify the National Safeguarding
Practice Review Panel is not met statutory
partners to decide if another type of review/ audit
would be beneficial to support local learning.
Outcome is to be communicated to the referring
agency and shared at the next CSPR Sub-group

Multi-agency

Local Learning
review / Audit

Single agency
review.
Learning to be
shared at CSPR
Sub-group

No further

action
required

Where the statutory partners are unable to reach a unanimous agreement on whether a notification to
the National Panel should be made with support from the independent scrutineer, a rapid review should

be commenced unless one agency has significant opposition. In this case the rapid review/ national panel
notification will be paused and the case escalated to the DSP for decision
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Rapid Reviews

Following the safeguarding partners’ decision to notify the National Panel about a serious
incident, the safeguarding partners must complete a rapid review of the child’s experience
within 15 working days from the date the notification was sent as outlined in the National
Panel’s guidance.

A flow chart setting out the key stages and suggested timescales to meet the prescribed
submission target is included at the end of this section.

The purpose of the rapid review is to:

e Gather the facts about the case, as far as they can be readily established, including
details of agency involvement and an analysis of key practice episodes.

e Discuss whether any immediate action is needed to ensure children’s safeguarding
and share any learning appropriately

e Consider the potential for identifying improvements to safeguard and promote the
welfare of children

e Understand the context of children’s and families’ lives including how racism and other
inequalities related to other protected characteristics “including disability” may have
influenced children’s and families’ experiences and the quality of practice.

¢ Decide what steps they should take next, including whether to undertake an Local
Child Safeguarding Practice Review.

Cross Border

Where a case involves services delivered across more than one safeguarding partnership,
partners should liaise and agree which safeguarding partnership will lead the rapid review.
Normally this would be the safeguarding partnership in the area where the child usually
resides.

Where a child is/was placed out of area, the originating authority which placed the child
retains legal responsibility for the child and will take the lead on the review with input from the
receiving authority.

Initial Scoping, Information Sharing and the Securing of Records

All relevant agencies who currently have, or had recent, involvement with the child or family
will be required to contribute to the Rapid Review. The purpose of the initial scoping is to
gather the facts about the case, including determining the extent of agency involvement with
the child and their family. More detailed information may be sought if the Rapid Review
concludes the case has the potential to identify further learning and a decision is made to
recommend a national or local Child Safeguarding Practice Review.

The Safeguarding Partnerships’ Business Unit will send out an Initial Scoping template
(Appendix 2) to identified agency colleagues with a request for completion of the form and to
be returned to the Business Unit within 5 working days.

The time period to be considered would be determined based on the circumstances of the
case up to a maximum 24-month period. Agencies will only be expected to provide
information over 24-months if it is deemed relevant.

The completed templates must be quality assured by the individual agencies prior to being
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submitted. The individual templates will be collated in to a single composite document to be
circulated ahead of the Rapid Review meeting.

Where possible, agencies should also secure all records/files in relation to the case, ensuring
they are removed to a secure place, where they are not accessible to agency personnel other
than through a nominated representative. Where access to the records is required for ongoing
case work, a copy should be made and secured.

The lead agency working with the child/family may be asked to prepare a full and accurate
genogram to assist the clarification of family relationships and dynamics. This will be shared
with other agencies at Panel meetings and will be updated based on any additional
information on the family provided by these agencies.

Setting the date for the Rapid Review Meeting

The date of the Rapid Review meeting should be set as soon as possible before the Initial
Scoping has been sent out. The Rapid Review meeting should be scheduled between 8 and
12 working days of receiving the referral. This will allow for analysis of the Initial Scoping to
establish the key events in the child’s life and inform the Rapid Review whilst also allowing
sufficient time to prepare the necessary documents for the National Panel.

Wherever possible the Referral, collated Initial Scoping and Genogram will be shared with
participants in advance of the meeting. However, it is recognised that it may on occasion be
necessary to share documentation at the meeting.

Rapid Review Meeting

The Rapid Review meeting will include representatives from each of the Safeguarding
Partners (Local Authority Children’s Services, Police, ICB) and any other agencies who had
significant involvement with the family as well as the Independent Scrutineer. Education
services should be represented when children are of statutory school age. Childcare settings
should be represented if children are attending this provision.

The Rapid Review meeting will:

¢ Review the facts about the case as they are known;

e Discuss whether any immediate action is needed to ensure children’s safety;

¢ |dentify immediate learning that can be acted upon and agree how this will be shared.

e Consider if the case raises any issues that are complex or of national importance such
that a national review may be appropriate, and if so, inform the panel.

e Consider the child’s true lived experience and how can their voice be heard in the
review.

e Consider how race, culture, faith, and ethnicity of the child and/or family was
considered by practitioners and did cultural considerations impact on practice.

¢ Consider how any disability, physical or mental health issues, and any identity issues
in the child and/or family impact on the child’s lived experience and on practice

e Consider whether there were any risk factors present or absent and the impact

¢ Highlight good practice

e Decide whether or not to undertake a local Child Safeguarding Practice Review and
record a clear rationale behind the decision. Where it is agreed to proceed with a local
CSPR, the meeting should agree the Key Lines of Enquiry (KLoE)
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e Record actions to take forward with appropriate agencies.

Deciding whether to conduct an Local CSPR

Following discussion about the case, each of the three statutory partners (Police, ICB and
relevant LA) will get a single vote, to decide whether or not to undertake a Child Safeguarding
Practice Review. Where there is disagreement, this should be recorded and shared with the
Delegated Safeguarding Partners.

A thorough Rapid Review may mean that there is no need for a separate Local Child
Safeguarding Practice Review and areas can move quickly to implement learning across the
system.

Safeguarding partners need to be clear what the benefit would be of conducting an Local
CSPR for example, is there new learning that has not yet been identified already through
local safeguarding systems. The National Panel makes it clear that following a rapid review
“any further review of a case should be referred to as an LCSPR’

Rapid Review Report
Following the Rapid Review meeting, the author will write up the Rapid Review report which
should include:

e Date of Birth, sex, ethnicity of family members, whether the child has any known
disability

e Immediate safeguarding arrangements for any of the children involved

e The child’s voice including a summary of their identity and characteristics and how
these impacted upon their experiences

¢ How children’s vulnerabilities and risk of harm were recognised and responded to

e Family structure and relevant history and background information, including details of
all the children in the family, genogram, information about the parents and any
significant adults, including ages and any known physical or mental health problems
or disabilities.

¢ Information about the alleged perpetrator of the harm, including involvement with
relevant agencies

e A concise summary of the facts about the serious harm and relevant context.

e The agencies involved in the rapid review, explaining any gaps in agency involvement

Rapid review reports should identify learning and recommendations, include:

¢ Information about the learning that has already been capture, and good practice and
how this is being shared across the system.

¢ If any published national or local reviews or relevant research can be referenced and
used to support local learning.

e If there are issues of national significance for the Panel to consider, including the
rationale for any recommendations.

e Recommendations for creating the right conditions for good practice to flourish which
are the responsibility of strategic leaders alongside managers and practitioners

e An action plan with clear agency and partnership actions to take forward including
timescales.

e Aclear decision and rationale as to whether the criteria for an LCSPR have been met

Page 11 of 41



Cambridgeshire and Peterborough Child Safeguarding Practice Review form

and on what grounds, and if not, why not.
e Key lines of enquiry for any LCSPR.

On completion of the Rapid Review, the three representatives for the statutory partners
should agree the Rapid Review Report. Once agreed, the Report will be shared with the
Delegated Safeguarding Partners for sign off and provide their observations of the review
together with their decision and rationale for any decision.

Sharing the Outcome of the Rapid Review

On day 15 of the Rapid Review process, the rapid review and outcome along with a concise
action plan with clear timescales will be sent to the National Panel, DfE and Ofsted
(Mailbox.NationalReviewPanel@education.gov.uk)

Individual agencies should notify their own inspectorate bodies as required.

All information shared as part of the rapid review process should be treated as confidential
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Rapid Reviews Flowchart

Local Authority submit a notification including key lines of enquiry for

the review to the National Panel

NOtIflcatlon DSPs and other safeguarding partners via the Business Unit to be

informed of notification to the National Panel

Rapid Review commissioning email sent to CSPR subgroup by
Safeguarding Partnership Business Unit

Agreed ToR and chronology template sent to CSPR partners, co-
opted others for call for agency information

Safeguarding Partnership Business Unit to arrange rapid review
meeting within 8 - 12 working days with relevant representatives for
key strategic partners and independent scrutineer

Partners to return completed Part B of Notification Form for collation
by the Safeguarding Partnership Business Unit

Collarted Part B information distributed to review panel members

Rapid Review meeting held (may be over more than 1 session)

Rapid Review report to be written by Safeguarding Partnership
Business Unit

Outcome from Rapid Review is

Days 8 - 13

Agree and deliver Rapid Review Action Plan
Recommendation for a Local or National CSPR

Agreement by statutory partners by panel members on the
final report

Final Copy of Rapid Review to be submitted to DSP for sign-off

Rapid Review and action plan to be submitted to the National Panel

Safeguarding Partnership Business Unti to circulate response from
Nation Panel to DSP, CSPR subgroup and Rapid Review Panel
members

Post Su bmission CSPR subgroup to progress and monitor action plan to point of
conclusion

7 minute briefing to be shared with partner agencies

if decision to progress to a CSPR follow CSPR process
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Local Child Safeguarding Practice Reviews

Purpose of Child Safeguarding Practice Reviews

The purpose of child safeguarding practice reviews is to identify improvements to be made
to safeguard and promote the welfare of children. Understanding whether there are systemic
issues, and whether and how policy and practice need to change, is critical to the system
being dynamic and self-improving. Reviews should also seek to identify areas of good
practice.

Reviews should seek to prevent or reduce the risk of recurrence of similar incidents. They
are not conducted to hold individuals, organisations or agencies to account, as there are
other processes for that purpose, including through employment law and disciplinary
procedures, professional regulation and, in exceptional cases, criminal proceedings. These
processes may be carried out alongside reviews or at a later stage. Employers should
consider whether any disciplinary action should be taken against practitioners whose conduct
and/or practice falls below acceptable standards and should refer to their regulatory body as
appropriate.

Criteria for a local safeguarding practice review

Safeguarding Partners are required to consider the criteria and guidance when determining
whether to carry out a Local Child Safeguarding Practice Review. They must take into
account whether the case highlights':

e improvements needed to safeguard and promote the welfare of children, including
where those improvements have been previously identified;

e recurrent themes in the safeguarding and promotion of the welfare of children which
may require legislation or changes to guidance;

e concerns regarding two or more organisations or agencies working together
effectively to safeguard and promote the welfare of children;

They should also have regard to the following circumstances where:

o the National Panel has considered the rapid review and has concluded a local review
may be more appropriate;

¢ they have cause for concern about the actions of a single agency or lack of agency
involvement;

¢ more than one local authority, police area or ICB is involved, including the examples
where a family has moved around and there is evidence that this increases the
family’s vulnerability;

¢ the experience may raise issues related to safeguarding or promoting the welfare of
children in institutional settings, including secure children’s homes, young offenders’
institutions and secure training centres, and all settings where children may be
detained under the Mental Health Act 1983 or Mental Capacity Act 2005.

1 by the Child Safeguarding Practice Review and Relevant Agency (England) Regulations 2018.
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Approach and Principles

Each Child Safeguarding Practice Review will be proportionate to the circumstances of the
case and focus on the potential learning. Each review will be undertaken using the most
appropriate methodology to identify and maximise learning to improve both frontline
safeguarding practice and organisational structures.

Where there are multiple incidents occurring with similar themes, the safeguarding partners
may decide to undertake thematic CSPRs. When these are undertaken, the voice,
experiences and individual characteristics of each child and family are to be reflected within
the review

Specifically all reviews will be conducted in a way which:

o reflects the child’s perspective and family context;

e considers and analyses frontline practice as well as organisational structures and
learning;

e establishes the reasons why events occurred as they did;

e identifies clear learning that will improve outcomes for children

Practitioners will be fully involved in reviews and invited to contribute their perspectives
without fear of being blamed for actions they took in good faith.

CSPR Panel

Once the decision has been made that a local Child Safeguarding Practice Review will be
undertaken, a Panel will be established a time limited activity operating as a group to support
the completion of the Child Safeguarding Practice Review.

The statutory safeguarding partners and all involved agencies will be required to identify
relevant representatives for the CSPR panel, which may be the same colleague who sat on
the Rapid Review meeting. Subject matter experts may also be invited to become members
of the panel.

Panel meetings will be organised throughout the process, as required.
The role of panel members are to:

e ensure the terms of reference for the CSPR clearly identifies the key lines of enquiry
for the review, based on the learning from the Rapid Review, and National Panel’s
feedback

e work in collaboration with the Business Unit to identify a reviewer who is independent
of the case

¢ Identify gaps in panel membership and agency information

e Ensure the review is progressed at pace to identify learning as quickly as possible,
and within the timescales expected in Working Together to Safeguard Children

e Ensure all required, requested and appropriate information is provided to the reviewer

e support the reviewer to contact family members (as appropriate)

e identify appropriate practitioners to be involved in any information gathering event /
workshop

e be a conduit back to their organisation for any specific requests from the reviewer or
review process.
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provide feedback to the reviewer when a draft report is produced, to ensure accuracy
of the content.
Agree the recommendations arising from the review

In addition to the above, Panel members will be required to

Actively participate in the panel's discussions sharing all relevant information. This
enables the panel as a whole and the reviewer to develop a comprehensive set of
information to identify learning

Ensure that agency recommendations are specific, measurable, achievable, relevant
and time-bound (SMART)

Act as a ‘critical friend’ to other panel members and help encourage reflection of the
issues being discussed.

Value the learning from different inputs and stay open to new ways of doing things.
Be present in the meeting, and don’t attend to non-meeting business. Listen
attentively to others and don’t interrupt or have side conversations.

Communicate with their chief officer/s and / or senior management team on progress
of the review, in order to cultivate ownership of the conclusions, and avoid any
surprises about the learning being identified

Supporting members of staff from their organisation attending review events (i.e.
information gathering events). This includes providing suitable support and briefing
before, during and after the event.

Provide feedback to staff at all levels within their organisation on the progress and
findings from the review

Panel members will support the reviewer to scrutinise the information provided by agencies.
Panel members will also provide local context and challenge to the analysis of professional
practice and the identification of learning. Where an agency report is not of the quality
expected, the reviewer will make contact with the relevant agency via the panel
representative and ask for the report to be revised and resubmitted in a timely manner.

The police representative on the panel will be responsible for liaising with the Senior
Investigating Officer, Crown Prosecution Service, and for co-ordination of family liaison.
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Appointing the Reviewer
An independent reviewer will usually be appointed to manage the review process, chair
meetings of the panel, facilitate workshops and author the final report.

Where reviewers are internal to the safeguarding partnership, assurance should be sought
that they meet the following requirements set out in Working Together to Safeguard Children.

The reviewer should have:

o professional knowledge, understanding and practice relevant to local child
safeguarding practice reviews, including the ability to engage with practitioners,
children and families

e knowledge and understanding of research relevant to children’s safeguarding
issues

o the ability to recognise the complex circumstances in which practitioners work
together to safeguard children

¢ the ability to understand practice from the viewpoint of the individuals, organisations
or agencies involved at the time rather than using hindsight

¢ the ability to communicate findings effectively

¢ not have any real or perceived conflict of interest

The Safeguarding Partners will inform the National Panel, Ofsted and the Department for
Education of the name of any reviewer commissioned via email to:

Mailbox.NationalReviewPanel@education.gov.uk
SCR.SIN@ofsted.gov.uk

Mailbox.CPOD@education.gov.uk

Timescale for Completion of the Review

Reviews will vary in their breadth and complexity but in all cases learning should be identified
and acted upon as quickly as possible. This includes learning identified before the review has
formally commenced and while it is in progress.

All statutory local Child Safeguarding Practice Reviews are expected to be completed within
six months from the date of the decision to initiate a review.

Sometimes the complexity of a case does not become apparent until the review is in progress.
For example, the police undertaking a criminal investigation may request a delay to the review
due to involving specific key individuals. Any delays need to be considered by the relevant
Case Review Subgroup as soon as they arise. If the delay will prevent the publication of the
final report within six months, the National Panel and Secretary of State should be informed
and provided with the reason for the delay.
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The interface with other statutory processes and parallel investigations including
criminal proceedings

There may be a criminal investigation, a coroner’s investigation and / or professional body
disciplinary procedures, and/or another type of formal review? running alongside a local or
national CSPR. It is anticipated that a local Child Safeguarding Practice Review will go ahead
unless there are clear reasons not to.

The CSPR panel and safeguarding partners will agree how they will work alongside other
processes to reduce potential duplication for families and staff.

Where a Coroners Court requests sight of a case review report or information relating to the
review this will be shared in line with Worcestershire County Council and Worcestershire
Safequarding Children Board v HM Coroner for the County of Worcestershire [2013]

Agencies should be aware that a request may be made by the Police or Court for
chronologies/ reports to be disclosed when information is being gathered for a criminal case.
If requested, the Safeguarding Children’s Partnership will not provide a copy of these
documents but will forward contact details of safeguarding partners to the Officer seeking
disclosure so that direct contact can be made.

The Crown Prosecution Service has issued guidance about how any risks to criminal
proceedings can best be managed and mitigated. Protocol for Liaison and Information
Exchange when criminal proceedings coincide with Child Safeguarding Practice Reviews in
England | The Crown Prosecution Service

Legal Advice
Consideration will be given to whether legal advice should be sought at the outset, during the
review or prior to publication.

Engaging Children and Family Members

Family members, siblings and surviving children, will be informed of the review, and invited
to contribute unless there is a strong reason not to do so. The initial panel meeting will discuss
family involvement and agree an approach that will sensitively manage their expectations and
ensure they understand the process.

Personal contact should be made whenever possible by the most appropriate professional
and the family provided with a letter and / or leaflet to explain and introduce the review
process and reviewer.

Family engagement will normally be led by the reviewer and conversations should take place
early in the process, preferably prior to information gathering events. However, engagement
may not be possible until the outcome of any criminal proceedings. This will be judged on a
case-by-case basis and involve liaison with the Senior Investigating Officer.

Family members may decide not to take part in the review. All reasons for non-involvement
of family members (for example, parallel proceedings or the choice of the individual) will be
documented in the final report.

2 For example, Domestic Homicide Reviews, multi-agency public protection arrangement reviews, Safeguarding
Adult Reviews or health ‘serious untoward incident’ processes.
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Agreeing Terms of Reference and Key Lines of Enquiry
The Case Review Panel and reviewer will develop and formally agree the terms of reference
at an early stage which will set out the scope and key lines of enquiry for the review.

The time period / scope covered by the review should reflect the potential learning likely to
be achieved. Where possible, it should be short and as recent as possible whilst balancing
against the need to understand the patter of child abuse or neglect and whether early
interventions could have been beneficial.

The Key Lines of Enquiry (KLoE) identified during the Rapid Review will be considered and
agreed however these may be revised during the review if more information becomes
available.

Methodology

Working Together to Safeguard Children does not specify the methodology that should be
used in Reviews, but there is an explicit expectation that ‘principles of the systems
methodology recommended by the Munro Report will be ‘taken into account by the
Safeguarding Partners when agreeing the method by which the review will be conducted

Each case will be examined individually, and the methodology will be adapted to meet the
specific needs of the case, to ensure a proportionate response, and to maximise learning to
improve both frontline safeguarding practice and organisational structures.

Agency Action and Expectations

All agencies which provided services to the family during the time period specified in the
Terms of Reference will be formally requested to participate in the review process. The extent
of agency engagement will be dependent on the type of review commissioned, the specific
Terms of Reference and methodology chosen.

Each organisation should have an identified Safeguarding Lead to act as a single point of
contact for the co-ordination and support of the review process.

Agencies should ensure that all requests for information are acted upon in a timely fashion,
and practitioners are released to participate in the review. Agencies should also provide
support to their staff who are affected by the case where required.

Information Collection and Collation

The terms of reference will specify the methods of information collection that will be used in
the review. This may include chronologies (of key events and/or organisational changes),
Agency Reports, source materials, or a combination of these.

Chronologies

Where chronologies are used, all relevant agencies will be asked to complete a chronology
of their agency’s involvement. They may also be asked to produce a chronology of any
organisational changes which may have impacted on frontline practice during the review
period.

Individual agency chronologies are likely to be collated to produce an Integrated Key Events
Chronology, which may be colour coded to facilitate an ‘at a glance’ overview of agency
involvement.

Chronologies will be used as a tool to support analysis of events and to identify key Practice
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Learning Events.

Agency Reports

Agency reports can be used to analyse an agency’s involvement with the child and family
and any themes that have emerged. These should outline any potential learning for the
agency or for multi-agency arrangements and should include information about actions
already undertaken.

Reviews may wish to draw on wider evidence related to the case. For example, the context
of the local area, data and analysis related to agencies and services, national and
international evidence, and learning from other local CSPRs and / or national reviews.

Information Gathering Events / Reflective Learning Workshops

Information Gathering Events / Reflective Learning Workshops provide a forum for frontline
professionals and their line managers to come together in a respectful, positive and
supportive environment to consider the circumstances surrounding the case and the reasons
why actions were taken. This enables the reviewer to identify important multi-agency learning.

Panel members will ensure a list of appropriate professionals that should be invited to attend
the workshop is sent to the Business Unit to allow participants are given plenty of notice.
Invites will be accompanied by a short briefing document which explains the purpose of the
event and the importance of attending.

Panel members should inform the frontline professionals and their line managers of the
workshop and ensure staff receives support before, during and after the event.

To maximise the learning, all agencies involved in the review will be expected to ensure that
appropriate staff attend the workshop, however, it is preferable that only those who have had
some form of direct involvement with the child and family attends.

Capturing Improvements and Taking Corrective Action while the Review is in Progress

The Panel will consider at every meeting whether any immediate single or multi-agency action
is required to respond to emerging issues identified through the review process®. They may
wish to deliver swift messages to the workforce in specific agencies or disseminate multi-
agency learning to a wider workforce. In so doing, the Panel will consider what information is
shared and whether this will have an impact on family members or any parallel investigations.

The CSPR Report
Safeguarding Partners are required to publish the learning from all CSPRs. The reviewer will
normally draft a report with publication in mined.

Reports should be focused and succinct. They should contain enough information to provide
a clear context for the learning and should reflect the perspective of the child and family as
well as the views of practitioners. The report should focus on analysis of both practice and
system issues and should clearly identify any learning from the review.

Reports should meet any requirements specified in the agreed Terms of Reference for the
review and, as a minimum, must include:

3 This ensures compliance with Working Together 2018 which requires that ‘every effort should be made, both
before the review and while it is in progress to (i) capture points from the case about improvements needed,
and (ii) take correction action and disseminate learning.’
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a brief overview of what happened and the key circumstances, background and

context of the case. This should be concise but sufficient to understand the context

for the learning and recommendations;

e an analysis of any systemic or underlying reasons why actions were taken or not in
respect of matters covered by the report

e asummary of why relevant decisions by professionals were taken;

e acritique of how agencies worked together and any shortcomings in this; whether any
shortcomings identified are features of practice in general;

e what would need to be done differently to prevent harm occurring to a child in similar
circumstances;

e examples of good practice; and,

e asummary of any recommended improvements to be made by persons in the area to
safeguard and promote the welfare of children

e what needs to happen to ensure that agencies learn from this case.

Reports should be written in a way that avoids harming the welfare of any children or adults
in the case. Information should be appropriately anonymised and very intimate and personal
detail of the family’s life should be kept to a minimum to reduce the sensitivity of publication.

The Case Review Panel will be responsible for ensuring the quality of the draft report has
met the agreed terms of reference, is succinct and focused on improving local safeguarding
arrangements and any proposed recommendations are SMART. The Case Review panel will
also pull together a draft action plan

The final report should be formally approved by the Case Review Subgroup followed by the
relevant Safeguarding Children Partnership Board.

Publication
The Safeguarding Partners are required to publish the reports of local Child Safeguarding
Practice Reviews, unless they consider it inappropriate to do so.*

Publication and media planning will commence once the final report (including the agreed
recommendations) has been formally endorsed by the Safeguarding Children Partnerships.
Publication planning will include strategic leads from the agencies involved in the review and
their media/communication leads.

Consideration will be given to how best to manage the impact of the publication on children,
family members, practitioners and others closely affected by the case.

The arrangements for informing practitioners will also be considered. The senior managers
from each agency will take responsibility for informing frontline staff of the date of publication
and ensuring they have appropriate support.

A central point of contact for media enquiries should be identified. This individual can co-
ordinate media enquiries during the publication phase and ensure effective liaison is
maintained with each organisation’s strategic and press leads.

The Safeguarding Partners must send a copy of the full report to the National Panel, Ofsted

4 If they consider it inappropriate to publish the report, they must publish any information about the
improvements that could be made following the review.
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and to the Secretary of State no later than seven working days before the date of
publication. Reports should be submitted electronically to:

Mailbox.NationalReviewPanel@education.gov.uk
SCR.SIN@ofsted.gov.uk
Mailbox.CPOD@education.gov.uk

Published reports will always include the name of the reviewer(s) and will be made available
to read and download from the Cambridgeshire and Peterborough Safeguarding Partnership
Board website. Reports will be publicly available for at least one year and archived reports
will be available on request from the Safeguarding Partners.

Published reports will also be submitted for inclusion in the NSPCC National Repository of
safeguarding case reviews. Reports will be submitted by email to: information@nspcc.org.uk
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CSPR Referral Process Flowchart

Decision made to undertake a CSPR following concluson of Rapid Review
Scope potential reviewer/author
Identify panel members for the review

Notification _ o _
consider parallel processes e.g. criminal proceedings, corooner and

impact on review

consider any potential media interest

First panel to confirm Terms of Reference including KLoE, Scope of review,
methodology, membership of panel and key dates for the CSPR

Agreed ToR and Chronology/IMR template sent to agencies involved for

Month 1 -3 completion

Partners to return completed chronologies / IMRs
Author to liaise with family

Information Gathering events held (if required)
Month 2 -5 Panel meeting held to revuew reports

Regular updates to be provided to the National Panel on progress

Final copy of CSPR and recommendations agreed by CSPR panel
Draft action plan formulated

Draft learning materials developed e.g. powerpoint, 7 minute briefing

Final report, recommendations, action plan and learning briefings to be
shared at CSPR for agreement

Month 5-6 Report shared with DSPs for review prior to Partnership Board

Final report to be formally signed off at the relevant Safeguarding Children
Partnership Board

Publication meeting held with relevant agencies
Publication Report shared with family prior to publication

M eeti ng Report to be shared with National Panel at least 7 working days prior to
publication

CSPR subgroup to progress and monitor action plan to point of conclusion
Post Publication 7 minute briefing to be shared with partner agencies
Any identified learning to be developed by the learning and development group
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Embedding the Learning

The purpose of Rapid Reviews and Local Child Safeguarding Practice Reviews is to identify
improvements that can be made to safeguard and promote the welfare of children.
Disseminating and embedding the learning is, therefore, crucial.

Capturing improvement and taking corrective action while the review is in progress
Every effort should also be made, both before the review and while it is in progress, to:

e capture points from the case about improvements needed
e take corrective action and disseminate learning

Working Together to Safeguard Children (2023, Page 141 Paragraph 366)

The CSPR panel will consider at every panel meeting during the review whether any
immediate single or multi-agency action is required to respond to emerging issues identified
through the review process. They may wish to deliver swift messages to the workforce within
specific agencies or disseminate multi-agency learning to a wider workforce. In so doing, the
Panel will consider what information is shared and whether this will have an impact on family
members or any parallel investigations.

Disseminating and Sharing Learning from the Review

Upon conclusion of the review, a clear plan for disseminating and sharing the learning from
with all relevant agencies will be developed. This may include organising single or multi-
agency workshops, producing a 7-minute briefing or a set of standard PowerPoint slides on
the lessons learned for use within team meetings and/or supervision sessions will be
circulated across the partnership.

It is the responsibility of both the CSPR panel and CSPR subgroup members to ensure these
are shared internally within their agency as appropriate.

It is the responsibility of agencies who have participated in the review to ensure their agency
recommendations are fully implemented and used to make improvements to their
safeguarding children arrangements.

The findings from Rapid Reviews and CSPRs including actions taken, progress made, and
assurance gained that improvements have positively impacted upon outcomes for children
will be included within the Safeguarding Children Partnership’s Annual Report.

Monitoring Progress

The Case Review subgroup will regularly monitor progress on the implementation of
recommended improvements, and will follow up actions to ensure improvement is sustained.
The impact of the improvement will reported to the Safeguarding Children Partnership

Taking into Account Learning from National Reviews

The relevant Child Safeguarding Practice Review Group will also review the learning from all
national reviews and consider how the recommendations can be implemented locally.
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Appendix 1 —Referral Form
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Criteria for Child Safeguarding Practice Reviews

Serious child safeguarding cases are those in which:
o abuse or neglect of a child is known or suspected and
o the child has died or been seriously harmed

Serious harm includes (but is not limited to) serious and/or long-term impairment of a
child’s mental health or intellectual, emotional, social or behavioural development. It
should also cover impairment of physical health®.

Any individual or organisation working with children should inform the relevant
Safeguarding Partners'® of any incident they think should be considered for a Child
Safeguarding Practice Review, or other type of learning review, using this form.

Professionals should discuss the case with their agency’s designated safeguarding
lead/officer to help formulate the rationale. If you need advice completing this form please
contact us: our phone and email address are included at the end of this form.

A referral should be made as soon as possible after the serious incident occurs.

All information shared as part of the rapid review process
should be treated as confidential

REFERRER’S DETAILS

Agency name:

Your name: Your role:

Email address:

Telephone: Referral date:

Ofsted / National Panel Notification Details

Date of Notification Notification Number

5 Child perpetrators may also be the subject of a review, if the definition of ‘serious child safeguarding case’ is
met.
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PART A - Referral for a Rapid Review

To be completed by the referring officer

1.1 CHILD DETAILS

Child’s Last Name/s:

Child’s Date of Birth:

Child’s Forename/s:

Age: [If DOB not
known]

Other Names Used:

Date of Death [if
applicable] or Sl date

Child’s Home Address:

Gender: [Please
delete]

Ethnicity

Faith:

Disability

Name of GP (if known)

Housing provider (if
applicable/known)

School or Early Years
Provider

Is the child/young person
open to Children’s Social
Care? (if so, who is the
lead practitioner?)

Is the child currently on a
CP Plan

Was the child previously
on a CP plan

Is the child currently a
Child in Need?

Was the child previously a
Child in Need

Is the child/young person
looked after?

Should the entire sibling
group be considered in
the scope of this review?

Are there any Criminal /
Parallel Proceedings?

Incident location and
Carer at time

Are there any Adult
Safeguarding concerns
and have these been
shared via an Adult
Safeguarding Referral
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1.2 Details of family members and any significant others

Name

Address Date of Birth

Relationship to
child / legal status

Ethnicity and Faith

1.3 Other agencies known to be involved

Reason for involvement
Agency Contact details: Address, Telephone and Email (include whether current
or not)
Category of Abuse

The Categories listed below are used to support the National Panel collate data. Please select any that
are relevant.

Abuse

Domestic Abuse Physical HSB: extra-familial
Alcohol Physical: Self-Harm HSB: intra-familial
Drugs/Solvents Physical: FGM Faith-Based
Neglect: Long standing Sexual: inter-familial Online

Neglect: Recent Peer on Peer Bullying
Exploitation

Countylines Trafficking Sexual Exploitation
Modern Slavery Extremism Forced Marriage
Criminal acts/Potentially Criminal

Filicide (parent kills child) Risk-taking behaviour by child Road traffic accident
Gang violence Child perpetrator Other (see below)
Knife crime

Health/Medical Issues

Injury

‘ ‘ Self-harm

‘ ‘ Shaken baby syndrome
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Life-limiting illness (natural - Sudden infant death
Suicide

causes) syndrome

Learning Disabilities Child Mental Health Parental Mental Health

Serious illness Fabricated illness Teenage Pregnancy

Other (see below)

Other: if you have responded other to any areas abovelif the issue is not categorised, provide details

Summary of what happened

Provide a brief summary of what happened — the events and circumstances that led to this referral; include
when and where the event happened, and in what context.

Please do use plain language that can be understood by those with no prior knowledge of your
A agency; give the meaning of any acronyms you use.

Please do not copy and paste extensive information from your agency’s records or case
management systems.

What action if any has been taken to safeguard the child or other children and adults affected? Do
you have concerns about the current safety of this child or other family members?

Have you taken any steps to escalate these concerns outside of the Safeguarding Practice Review
Group? Have any other investigations into the incident been triggered? If so, please provide details
and outcomes.

Please use the chronology table below to outline any key events around the
time of the incident.

PLEASE NOTE: This should only include key significant events and DOES NOT
need to be a detailed chronology at this stage. Do not cut and paste case notes/
chronologies straight from records into the box.

2.5 Date and Time Event
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Please add any additional information you think may be relevant and may assist decision
making, including any possible learning arising from the case:

Once completed please email the completed form to:
safeguardingboards@cambridgeshire.gov.uk
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Referral Form PART B - Agency Information and
Involvement

to be completed by agencies other than the referring agency

Guidance note before proceeding to Analysis below: we will use your analysis to report
back to the National Panel on:
e decision-making in terms of whether the criteria for a CSPR has been met and on
what grounds, and if not, why not. Clear reasons are required;
e a recommendation on whether or not a national review would be considered
necessary, and if so, why. Clear reasons are required;
o ifthe decision is taken not to proceed with a CSPR, a summary of why it is thought
there is no further learning to be gained;

Provide a brief analysis of your agency’s involvement with children and adults
listed above. The National Panel requires a concise summary of the facts, so far as
they can be ascertained, about the serious incident and relevant context; this should
give sufficient detail to underpin the analysis against the Working Together criteria,
but does not require lengthy detailed chronologies of agency involvement that
can obscure the pertinent facts;

Do not cut and paste case records/ notes or chronologies

YOUR DETAILS

Agency name:

Name and job title of person
completing the summary

Date of submission

Declaration of contact

Has the agency named above had contact with | Yes / No
the child (or family) listed in section 1 of this
form?

If you have answered No, you do not need to complete further sections and should return the form to
safeguardingboards@cambridgeshire.gov.uk

If you have answered Yes, please complete the remainder of this form on the next page

Agency information for the time period under review (narrative summary)

Please summarise your agency involvement with the child(ren) and their family or significant others subject of
this review during the time period under review. Give a brief description of the nature and frequency of your
involvement.

Review Period —
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(Enter text here)

Historical context of agency information (narrative summary)

If your agency had involvement with the child(ren) and/or their family or signficant others before the
beginning of the period under review, please summarise it here

(Enter text here)

Summary of reflections on your agency

Has the analysis undertaken considered how race, culture, ethnicity and other protected characteristics, (as
codified by the Equality Act 2010), may have impacted on case management, including recognition of
unconscious bias? Please give details

(Enter text here)

Please provide a view on any good practice, in the agency activity reviewed

(Enter text here)

Please provide an overall view on where there were problems, in the agency activity reviewed, highlighting
any key issues

(Enter text here)

Please identify any areas for concern as to the way in which partners have worked together to safeguard
the subject/s. and contributory factors.

(Enter text here)

What are the main wider systems issues that were at play in this case? What are the underlying causes
that need to be tackled to enable improved practice in the future?

(Enter text here)

Any other issues, factors or information to note?

(Enter text here)

Anything else you would like to include?

(Enter text here)

If you have identified any initial learning for your agency while completing this analysis, please
complete the table below. This will help inform the decision of the Rapid Review panel and any

subsequent LCSPR should this be necessary.

Learning identified Action taken (including timescales) Outcome / /impact
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Once completed please email the completed form to:
safeguardingboards@cambridgeshire.gov.uk
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Appendix 3 - Overview of Parallel Reviews

Effective local liaison is required between Multi-Agency Safeguarding Arrangements, Adult
Safeguarding Partnership Boards, Community Safety Partnerships and Multi-Agency Public
Protection Arrangements to determine the most appropriate review process to maximise

learning and minimise duplication of effort and reduce anxiety for families involved.

Reviews Following the Death of an Adult or Child in England

The following summarises statutory and discretionary reviews that may be undertaken in
England following the death of an adult or child. It includes the review name, legal basis,

criteria for when the review should be undertaken, who it applies to, and its purpose.

Statutory Reviews

care and
support needs
due to abuse

Review Name | Legal Basis Criteria for | Applies To Purpose
Review
Child Death Children Act All deaths of Children under | Understand
Review (CDR) | 2004 children under | 18 circumstances,
18, excluding identify
stillbirths modifiable
factors,
improve child
health and
safety
Domestic Domestic Death of a Adults (16+) Learn lessons
Abuse Related | Violence, person aged to prevent
Death Reviews | Crime and 16+ due to future
(DARDR) Victims Act violence, domestic
previously known | 2004 abuse or abuse-related
as Domestic - neglect by a deaths
Homicide Reviews
(DHR) person to
whom they
were related,
with or was in
an intimate
personal
relationship or
a member of
the same
household
Safeguarding Care Act 2014 | Death or Adults with Identify
Adult Review serious harm needs for care | lessons to
(SAR) of an adult with | and support improve

safeguarding
practice and
inter-agency
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or neglect working
Child Children Act Death or Children Identify
Safeguarding 2004 serious harm lessons to
Practice of a child due improve
Review to abuse or safeguarding
neglect, or practice and
where learning inter-agency
can improve working
safeguarding
Coroner’s Coroners and Deaths that All individuals | Determine
Inquest Justice Act are violent, cause of death
2009 unnatural, and
sudden with circumstances
unknown
cause, orin
state detention
Offensive Police, Crime, | Homicide Adults (18+) Prevent future
Weapons Sentencing involving serious
Homicide and Courts Act | offensive violence and
Review* 2022 weapons homicide
*Currently in pilot where the
stage victim is aged
18+
Discretionary or Policy-Driven Reviews
Review Name | Legal Basis Criteria for | Applies To Purpose
Review
LeDeR NHS England Death of a Adults and Identify care
(Learning policy person with a children improvements
Disabilities learning and reduce
Mortality disability inequalities
Review)
Mental Health | NHS England Homicide All individuals Improve
Homicide policy committed by mental health
Review someone care and risk
known to management
mental health
services
Death of a Local Death of a Adults Identify
Homeless safeguarding person who systemic
Person Review | guidance was homeless failings and
or rough improve multi-
sleeping agency
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responses

Drug and Local Death due to All individuals | Improve
Alcohol- authority/public | substance prevention and
Related Death | health misuse, treatment
Review especially if strategies

known to

services
Death in IOPC / PPO Death in All individuals Ensure
Custody police, prison, accountability
Review or immigration and improve

detention custodial care
NHS Serious NHS England Death in NHS | Allindividuals | Ensure
Incident Serious care where transparency,
Review / Incident there are learning, and
Independent Framework concerns accountability
Investigation about service

delivery
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Appendix 3 — Methodology Options

The process for undertaking Case Reviews should be determined locally according to the
specific circumstances of individual cases. The most appropriate methodology will normally
be that which provides the best opportunity to learn; however, it will be determined by, and
be proportionate to, the specific circumstances and the scale of the situation.

Examples of different types of methodologies include:

Traditional Review Model

This model is traditionally used where there are demonstrably serious concerns about the
conduct of several agencies or inter-agency working and the case is likely to highlight national
lessons about safeguarding practice. This model includes

¢ The appointment of review group, or panel, including a Chair (who must be independent of
the case) and core members who determine the terms of reference and oversee the
process.

¢ Appointment of an Independent Report Author to write the overview report and summary
report.

¢ Involved agencies undertaking an Individual Management Review outlining their
involvement, key issues and learning.

e Chronologies of events.

¢ Formal reporting and monitoring across partnership.

The benefits of this model are: The drawbacks of this model are:
o |tis likely to be familiar to partners. e |tis resource intensive.
* There is possible greater confidence e |tis costly.
politically and publicly as it is seen as a e |t can sometimes be perceived as
tried and tested methodology. punitive.

* |t provides a robust process for multiple,

_ _ ) o It does not always facilitate frontline
or high profile/serious incidents.

practitioner input.

Appreciative Inquiry

Case reviews conducted as an appreciative inquiry seek to create a safe, respectful and
comfortable environment in which people look together at the interventions that have
successfully safeguarded a child; and share honestly about the things they got wrong and/or
did not have the desired outcome.

They get to look at where, how and why events took place and use their collective hindsight
wisdom to design practice improvements.

To undertake a case review using the Appreciative Inquiry principles, the facilitator should be
familiar with Al and confident in putting this into practice. Appreciative Inquiry is facilitated
through the use of strengthen based, solution focused language.

Appreciative Inquiry can be used within any methodology of case review.
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Benefits of this model are: Drawbacks of this model are:
e Keeps the child at the center e Potential to ignores or even deny
* Promotes reflective discussion and problems
enhances critical thinking and analysis e May lead to over optimistic outcomes
e Enhances the use of structure * Potential to not intuitively dig deep
professional judgement enough

* |tis all about relationships- making a
difference through a strength based
approach

¢ Encourages professional curiosity

« Embraces and facilitates a learning
culture

¢ Aims to progress timely and meaningful
outcomes for children and families

Reflective Learning Session or Multi- Agency Practitioner Events

Where an independent review is not required, information is gathered from agencies to
contribute to a reflective learning session, attended by the relevant professionals to critically
appraise the case and learning recommendations agreed.

Benefits of this model are: Drawbacks of this model are:

* Wide range of professionals involved, ¢ Relies on having a robust amount of
including those involved in the case and information prior to, or during discussion
those not involved in the case. to enable the right conclusions to be

e Proportionate and timely drawn.

* Allows the referrer to be actively involved e Requires a strong facilitator
in discussion

Individual Agency Review

This model would be relevant when a serious incident identifies single agency involvement or
where potential one agency learning has been identified.

There are no implications or concerns regarding involvement of other agencies and it is
appropriate that lessons are learnt regarding the conduct of an agency.

Such reviews could be requested by the Safeguarding Partnership. If undertaken individually
by an agency, the agency concerned should inform the Partnership they are undertaking an
Individual Agency Review with a safeguarding element, in order for the Partnership to consider
any transferable learning across the partnership.
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The benefits of this model are: The drawbacks of this model are:

e Provides an opportunity for learning from e Can be seen as outside the purpose of
an individual agency. multi-agency learning.

e Enables individual agency scrutiny into a e Requires individual agency full buy in and
specific area. ownership. Risks individual agency

¢ Assists a ‘Duty of Candour’. opposition.

e Supports the sharing of learning to further
strengthen a whole system approach to
safeguarding

Multi-Agency Audits

Multi-agency audits of case files that relate to a specific theme is an effective mechanism of
understanding practice at child level and practitioners and their managers are involved in
identifying what they are doing well and where improvements need to be made.

A rolling programme of multi-agency audits themes is identified through local priorities, local
reviews, inspection findings, performance data and national research.

Benefits of this model are: Drawbacks of this model are:

e Proportionate e Conclusions from the view point of one or
e Can utilise multi agency auditors two auditors rather than wholly multi-

* General thematic learning which can agency.

¢ be consider system wide

Peer Review Approach

A peer review approach encompasses a review by one or more people who know the area of
business and accords with self-regulation and sector led improvement programme.

Peer review methods are used to maintain standards of quality, improve performance and
provide credibility. They provide an opportunity for an objective overview of practice, with
potential for alternative approaches and/or recommendations for improved practice.

There are two main models for peer review:

e Peers can be identified from within the Safeguarding Partnership.

e Or peers could be sourced from another area/SCP which could be developed as part of
regional reciprocal arrangements, which identify and utilise skills and can enhance
reflective practice.

The benefits of this model are: The drawbacks of this model are:

¢ Increased learning and ownership if peers ¢ Capacity issues within partner agencies

are from within the Safeguarding may restrict availability and
Partnership. responsiveness.
¢ Objective, independent perspective. » Skills and experience issues if reviews
e Can be part of reciprocal arrangements are infrequent.

across/between partnerships. Potential to perceive peer reviews from
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e Cost effective. members of the partnership as not sufficiently
independent, especially when they concern
political or high-profile cases.

Root Cause Analysis (RCA)

Root Cause Analysis (RCA) is an investigation methodology used to understand why an
incident has occurred. RCA provides a way of looking at incidents to understand the causes of
why things go wrong. If the contributory factors and causal factors - the root causes - of an
incident or outcome are understood, corrective measures can be put in place.

By directing corrective measures at the root cause of a problem (and not just at the symptom of
the problem) it is believed that the likelihood of the problem reoccurring will be reduced. This
approach can help to prevent unwanted incidents and outcomes, and also improve the quality
and safety of services that are provided. The RCA investigation process can help an
organisation, or organisations, to develop and open culture where staff can feel supported to
report mistakes and problems in the knowledge this will lead to positive change, not blame.

General principles of Root Cause Analysis:

» RCA is based on the belief that problems are best solved by attempting to correct or
eliminate root causes.

* To be effective, RCA must be performed systematically, with conclusions and causes
backed up by evidence.

¢ There is usually more than one potential root cause of a problem.

To be effective, the root cause analysis & investigation must establish ALL causal relationships
between the root cause(s) and the incident, not just the obvious.

The benefits of this model are: The drawbacks of this model are:

¢ The methodology is well known and e Requires skills and knowledge of RCA
frequently used in the NHS. tools;

e Focus is on the root cause and not on e Resource intensive

apportioning blame or fault.
+ Effective for single agency issues
especially those related to NHS services.
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Appendix 4 - Media strategy for response to serious incidents led by
Safeguarding Board

In the event of a serious incident or publication of a Child Safeguarding Practice Review or
Safeguarding Adults Review; the Safeguarding Partnership Board will have a single initial
point of contact for the media which will be the Communications Team at the Local Authority.

Members of the Board should only talk to the media after having first cleared this with the
local authority’s Communications Team.

Anyone speaking on behalf of the Safeguarding Partnership Board must ensure that the
media knows who they are representing.

Public and media interest

It is the responsibility of designated senior managers in each agency, alongside the Chair of
the Safeguarding Partnership Board, to anticipate public and media interest in the death or
serious injury of a child or adult at risk, or in the investigation of organised abuse under the
umbrella of the Safeguarding Partnership’s safeguarding procedures.

The chair, together with the designated senior managers in liaison with their press offices,
must consult to formulate and agree a strategy for managing public information and make the
necessary and timely arrangements for any media activity. When agreeing a strategy for
managing public information consideration must be given to the following:

e The need to maintain confidentiality in respect of personal information contained
within reports on the child, family members and others;

e The accountability of public services and the importance of maintaining public
confidence in the process of internal review;

e The need to secure full and open participation from the different agencies and
professionals involved;

e The responsibility to provide relevant information to those with a legitimate interest;

e The constraints on sharing information when criminal proceedings are outstanding, in
that access to the contents of information may not be within the control of
Safeguarding Partnership Board.

e It is the duty of senior managers to ensure that all staff undertaking enquiries are
aware of the agreed strategy and response to approaches by the public and media
representatives, and are enabled to proceed with their work without excessive public
pressure and exposure.

Specific media enquiries

A dialogue with key contacts will be established to determine which organisation will take
lead responsibility for responding to media enquiries relating to any specific event. This initial
dialogue will establish which matters, if any, will be handled collectively by the safeguarding
partners and which will be handled by individual board partners. A decision will also be made
whether to publish a proactive statement or reactive statement on behalf of the safeguarding
partnership.

Ongoing responsibility for co-ordinating this activity will remain with the local authority
Communications Team, except where the key contacts agree that the press office of another
board partner will take the lead in a particular case. The Head of Service for the
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Cambridgeshire and Safeguarding Partnership Board will be kept informed of all actions
undertaken and will be sent a copy of all communication with the media for inclusion in the
audit trail.

Appendix 5 - Media Alert In Relation To a Serious Incident Involving a

Child or Young Person

In the event of a media alert in relation to a serious incident involving a child or young person,
the media lead of the partner organisation receiving the information should alert the Local
Authority’s Communications Team

The local authority’s Communications Team will then alert the Chair of the Safeguarding
Board and communications leads for all relevant partner agencies.

All communications leads to inform operation lead in their own agency.

A meeting of the key media leads will be convened as soon as possible. If this is not possible,
media responses will be approved with the Safeguarding Board Chair and the media leads
of the key organisations.
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