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Introduction 
 
All LSCBs should promote a culture of continuous learning and improvement across 
organisations that work together to safeguard and promote the welfare of children. 
The statutory guidance Working Together to Safeguard Children 2015 (HM 
Government) requires professionals and organisations who work to protect children 
to reflect on the quality of their services and to learn from their own practice and that 
of others by undertaking case reviews. The aim of these reviews is to: 
 

 look at what happened in cases and to try and understand why; and 

 to identify action to drive improvements in the prevention of death, serious 
injury or harm to children. 

 
Working Together 2015 requires all LSCBs to maintain a local learning and 
improvement framework to collate the findings and lessons from the full range of 
case reviews (from statutory serious case reviews and child death reviews, to case 
reviews below the threshold of a serious case review).  
 
The framework should enable the LSCBs, their partner organisations and local 
partnership bodies to be clear about what needs to be learned, where services and 
practice require improvement and how any programme of action will lead to 
sustainable improvements. Reviews of individual cases, or an audit on a number of 
cases using the principles set out in the Joint LSCB Performance Framework can 
also be selected to help identify and disseminate the learning and embed this into 
practice the characteristics of practice to promote good outcomes for children and 
their families. 
 
Staffordshire and Stoke-on-Trent LSCBs will implement the framework together to 
ensure local synergy and clarity of process. Whilst accountability for learning and 
resulting action will remain local to specific LSCBs, a consistent framework will help 
partner agencies and lead reviewers in the area be more familiar with learning 
processes, case review thresholds, methodologies and learning dissemination/action 
programmes. Over time, a consistent approach should lead to both professional and 
public confidence in the rigour of the learning. 
 
This document provides both Staffordshire and Stoke-on-Trent LSCBs with guidance 
on: 

 the principles to be applied in any methodology used to identify learning and 
improvement; 

 the principle outcomes that any learning and improvement process should 
achieve;  

 the framework which outlines the different types of case reviews; 

 the thresholds for conducting different types of reviews;  

 the methodology recommended by both Staffordshire and Stoke-on-Trent 
LSCBs to conduct case reviews1; and 

 how each LSCB will share and collate learning to ensure local practice is fully 
informed by experience gained across both areas. 

 
 

                                                 
1
 In line with Chapter 4 of Working Together to Safeguard Children (2015), LSCBs retain their right to 

choose any learning methodology to conduct case reviews  

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/419595/Working_Together_to_Safeguard_Children.pdf
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Principles for Learning and Improvement 
 
The following principles outline the statutory requirements that LSCBs should adhere 
when undertaking formal serious case reviews, learning reviews and audit activity.  
These principles should be pivotal in shaping the design and development of 
arrangements in Staffordshire and Stoke-on-Trent. 
 

 There should be learning and improvement across organisations, which 
should identify opportunities to draw on “what works” (to understand why); 
and to promote good and effective multi-agency practice;  

 Learning reviews and audits should provide regular opportunities to facilitate 
multi-agency collaboration and improve practice through reflection, learning, 
development and evaluation; 

 Learning and reviewing methods should recognise the complex 
circumstances in which professionals often work together to safeguard 
children. Within the reviewing process, as much effort should go into 
identifying and analysing areas of good practice as well as those areas of 
practice that require improvement; 

 Learning and reviewing methods are transparent in the way they collate and 
analyse information and makes use of research and evidence to inform 
findings;  

 Learning reviews and audits must seek to understand precisely who did 
what and the underlying reasons that led individuals, teams and 
organisations to act as they did/do;  

 The approach taken on learning and reviewing should be proportionate to 
the scale and complexity of the issues being explored;   

 Professionals must be actively involved in learning processes and be 
provided with assistance by their managers in engaging with learning and 
reviewing opportunities. They should be able to contribute their perspectives 
without a fear of being blamed; 

 Families, including children (where possible) should be invited to contribute 
in learning and reviewing opportunities; there should be clarity of how they 
will be involved and their expectations should be managed appropriately and 
sensitively; 

 Formal serious case reviews (SCR) should be led by one or more persons 
who are independent of the case being reviewed and the organisations 
whose actions are being reviewed; 

 There is transparency with professionals, family and the public in 
disseminating the learning from formal serious case review reports. Formal 
serious case review reports will be published2 in accordance with Working 
Together 2015, and findings from all other learning reviews and audits will 
be summarised in LSCB annual reports.    

 
 
 
 
 
 
 

                                                 
2
 In line with the directions from the Minister for Children and Families, 24.06.2013 
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Intended outcomes of learning reviews 
 

 Transparency is created to help share and disseminate lessons learnt on a 
multi-agency basis locally, regionally and nationally; 

 The processes used for learning, the findings from reviews and action taken 
should provide accountability and reassurance to children, families, the 
public and government/inspectorates; and 

 The impact of case reviews, practitioner forums and audits should be to 
improve services for children and families and on reducing the incidence of 
harm; the impact of serious case reviews should be to reduce the incidence 
of serious harm and death in children. 

 
Initiation of Case Reviews 
 
Each LSCB will determine the most suitable process to use in deciding if a case 
meets the criteria for a case review, or nominating areas/safeguarding themes for 
practitioner forums/case file audits. Some LSCBs will use formal mechanisms 
requiring referral forms to be completed and scheduled panel meetings that regularly 
meet to decide on all types of case reviews; other LSCBs may only use a formal 
panel process for serious case reviews and decide on other types of case reviews, 
practitioner forums or audits through a performance management or quality 
assurance’ sub-group of their Board. 
 
For cases that are considered for serious case reviews, the final decision if a case 
meets the serious case review criteria will rest with the LSCBs Independent Chair. 
Decisions on whether to initiate a serious case review should be normally made 
within one month of the LSCB being notified of the incident triggering the threshold.  
 
In line with the directions issued by the Children and Families Minister3, the national 
panel of independent experts on serious case reviews will be notified within 14 days 
of the LSCB Chair’s decision on whether a serious case review is to be initiated. 
Where a case is considered for a serious case review and the LSCB Chair decides 
the threshold is not met, additional information to justify the decision will be required 
to be provided to the national panel of independent experts on serious case reviews. 
Where the notification to the national panel of independent experts on serious case 
reviews is to initiate a serious case review, the notification information should also 
contain the name(s) of the independent Lead Reviewer(s) appointed by the LSCB 
Chair.  
 

Agency requirement to contribute to LSCB requests 
 
All agencies and organisations are required by Part 2, Chapter 31 (Section 14B) of 
the Children Act 2004 to enable or assist the LSCB in performing their functions and 
this request must be complied with in accordance with statute. Working Together to 
Safeguard Children, 2013 also reinforces this requirement on agencies. For further 
information please go to: http://www.legislation.gov.uk/ukpga/2004/31. Please note 
that this is a legal requirement and the Board is not responsible for any financial 
implications this engagement may incur on individual agencies. 

                                                 
3
 Letter from the Children and Families Minister, Edward Timpson to LSCB  Chairs, Directors of 

Children’s Services, Local Authority Chief Executives and Lead Member, DfE, 24.06.2013 

http://www.legislation.gov.uk/ukpga/2004/31
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Learning and Improvement Framework Diagram  
 
The following diagram represents Staffordshire and Stoke-on-Trent LSCBs the 
Learning and Improvement Framework: 
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Formal Serious Case Review (SCRs) 
 
All LSCBs must conduct formal SCRs in accordance with Regulation 5 of the Local 
Safeguarding Children Boards Regulations, 2006 and in line with the requirements 
set out in Chapter 4, of Working Together to Safeguard Children (2015). Details on 
how to manage the SCR and learning review process along with the associated 
appendices are set out on the Joint LSCB Serious Case Review Toolkit that can be 
accessed from the LSCB websites:  Joint LSCB Serious Case Review Toolkit 
    

A formal serious case review should therefore be undertaken in all cases when the 
following statutory criteria has been met:  
 

 (a) abuse or neglect of a child is known or suspected; and 
     (b) either — (i) the child has died; or (ii) the child has been seriously harmed 

and there is cause for concern as to the way in which the authority, their 
Board partners or other relevant persons have worked together to safeguard 
the child. 

 
Serious case reviews should always be undertaken when a child dies in custody, 
including where the child was detained under the Mental Health Act 1983 and in 
cases where a child died by suspected suicide. 
 
LSCBs may use any learning model to undertake a formal serious case review as 
long as it is consistent with systems methodology and the principals set out in 
Working Together 2015 (such as SCIE, SILP, Child Practice Review Model and Root 
Cause Analysis). The guidance for undertaking a formal serious case review is set 
out in Chapter 4: Working Together 2015 and the DfE Circular outlining the role of 
the National Panel of Independent Experts: National panel of independent experts on 
serious case reviews (PDF). The LSCB should aim to complete a SCR within 6 
months from the point at which the LSCB Independent Chair has agreed with the 
scoping panel’s recommendation to commence an SCR. 
 

Multi-Agency Learning Reviews 
 
Multi-agency learning reviews should be held on all cases that fall below the formal 
serious case review threshold to identify learning and areas for development. Such a 
learning review would be recommended when the following criteria have been met: 
 

Where the criteria for a formal serious case review as stated above has not been met 
but through information sharing at the scoping panel the following has been 
identified: 
 
1. Areas of operational practice, systems or strategic arrangements that have had a 
known or suspected negative impact on how agencies worked together to promote of 
the welfare and safety of the child who is the subject of the scoping meeting;  
2. Areas of single agency practice which have not had a negative impact of decisions 
and actions made to promote the welfare and safety of a child, but where 
improvements would help to strengthen local safeguarding children arrangements. 

 

 
 

http://www.staffsscb.org.uk/Professionals/Procedures/Section-Eight/Section-8-Serious-Case-Reviews.aspx
http://media.education.gov.uk/assets/files/pdf/n/national%20panel%20of%20independent%20experts%20on%20serious%20case%20reviews%20-%20instructions%20for%20lscbs.pdf
http://media.education.gov.uk/assets/files/pdf/n/national%20panel%20of%20independent%20experts%20on%20serious%20case%20reviews%20-%20instructions%20for%20lscbs.pdf
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The management of a multi-agency learning review will depend on the individual 
circumstances of the incident leading to the scoping meeting, the information shared 
at this meeting and the subsequent recommendation(s) made to the LSCB 
Independent Chair about further action required. The LSCB Independent Chair will 
always make the final decision about next steps.  
 

Commissioned Multi-agency Learning Reviews 
  
Where the criteria for a formal serious case review has not been met but there is 
evidence from the scoping meeting to suggest that there are lessons to be learned in 
respect of inter-agency arrangements that were relevant to the effective management 
of a the subject child’s welfare and safety, there are a number of nationally 
recognised agencies who can be commissioned to assist the LSCB with the learning 
and development process. Such agencies include the Social Care Institute for 
Excellence (known as SCIE); the Serious Incident Learning Process (known as 
SILP); as well as respected agencies that advocate a systems methodology through 
the use of a root cause analysis approach.  

 
Internal LSCB Multi-agency Learning Reviews  
 
Where the scoping meeting identifies that inter-agency working did not have a 
negative impact on decisions and actions taken to promote the welfare and safety of 
the child (who is the subject of the scoping process), members engaged in the 
scoping process may still identify that there are areas that could be strengthened to 
help address identified potential areas of weakness in local multi-agency 
arrangements. In these circumstances and with the explicit consent of the LSCB 
Independent Chair, the LSCB could coordinate an internal multi-agency learning 
process.  
 
This process would be appropriate where there are a number of single agencies that 
need to address specific issues identified as a result of the scoping meeting. Whilst 
these are single agency learning and development issues, it is recognised that these 
single agency actions would help to improve the overall effectiveness of local multi-
agency safeguarding children arrangements. This LSCB multi-agency learning 
process should be managed through the LSCB Serious Case Review Subgroup / 
Committee function.  

 
Single Agency Learning Reviews 
 
A scoping meeting may conclude that  the threshold for a formal serious case review 
has not been met and there is no evidence to suggest that  improvements in multi-
agency partnership working is required; however improvements are required within a 
particular organisation to help strengthen their internal arrangements. In these 
circumstances a single agency learning review should be recommended.  
 
Guidance on completing a single agency learning review and the template for 
providing the LSCB with evidence of how the recommendations have been acted 
upon and embedded can be found in the Staffordshire and Stoke-on-Trent LSCB 
SCR Toolkit. 
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Performance management & quality assurance activity 

 
It may be identified as a result of any of the above review processes, that further 
single agency or multi-agency audit and quality assurance activity is required. How 
this is progressed will depend on the individual circumstances of each review. If 
multi-agency audit activity is required, the SCR Committee / Subgroup may make a 
request to the Joint LSCB Performance Subgroup to lead on this piece of work in 
accordance with the Joint LSCB Performance Framework. 

 
 
Learning Review Methodologies 

Working Together 2015 places the responsibilities on LSCBs to utilise a range of 
reviews and audit activity which is aimed at driving improvements to safeguard and 
promote the welfare of children. There are a number of nationally recognised 
methodologies for reviews of cases that do not meet the criteria for a formal serious 
case review that are consistent with the principals for learning and improvement as 
set out above; this includes the systems methodology advocated by Professor Eileen 
Munro. Whilst not required by statute, these reviews are paramount for highlighting 
good practice as well as areas which need improvement to help strengthen local 
safeguarding children arrangements.  

There are a number of different models which are being considered and advocated 
by different Local Safeguarding Children Boards (LSCBs) in England. These include: 

 Social Care Institute for Excellence's (SCIE's) Learning Together systems model 

 Root Cause Analysis Investigation 

 Significant Incident Learning Process (SILP) 

 Child Practice Reviews. 

SCIE's Learning Together systems model: 

The Social Care Institute for Excellence (SCIE) is an independent charity working 
with adults, families and children's social care, social work services, healthcare and 
housing services across the UK. SCIE’s Learning Together is a programme of 
support that aims to help organisations to learn systems thinking and improve how 
they safeguard adults and children. It is based on a rigorous evidence base and is 
one of the most tried and tested systems approaches to case reviews and audits; 
drawing on principles applied in other high-risk fields such as patient safety, aviation 
and engineering. Learning Together can be used to underpin all learning and 
improvement work including routine auditing, case reviews and serious case reviews. 

For further information about the SCIE process please go to the SCIE website at: 
http://www.scie.org.uk/children/learningtogether/model.asp 

 

 

http://www.scie.org.uk/children/learningtogether/index.asp
http://www.scie.org.uk/children/learningtogether/model.asp
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Significant Incident Learning Process (SILP): 
 
SILP is a learning model which engages frontline staff and their managers in 
reviewing cases, focussing on why those involved acted in a certain way. It follows a 
systems methodology, highlighting what worked well and patterns of good practice.  
For further information please go to: http://www.reviewconsulting.co.uk/. 

Root Cause Analysis Investigation (RCA): 

RCA practice tries to solve problems by attempting to identify and correct the root 
causes of events, as opposed to simply addressing their symptoms. Focusing 
correction on root causes has the goal of preventing problem recurrence. RCFA 
(Root Cause Failure Analysis) recognises that complete prevention of recurrence by 
one corrective action is not always possible.  

For further information please go to: http://www.institute.nhs.uk/quality&service 
improvement tools/root cause analysis 

 
Child Practice Review – Welsh Model: 
 
Child practice reviews take place after a child dies or is seriously injured and abuse 
or neglect is known or suspected and are the equivalent process in Wales to serious 
case reviews in England. The purpose is to review what has happened and to learn 
from the experience so that current inter-agency child protection practice and 
arrangements can be improved. For further information please go to: 
 
http://wales.gov.uk/topics/childrenyoungpeople/publications/safeguard12 
 

 
Guidance on the Publication of SCRs 
 
Serious case review reports should be written in such a way that publication will not 
be likely to harm the welfare of any children or vulnerable adults involved in the case. 
The final report should: 
 

 provide a sound analysis of what happened in the case, and why, and what 
needs to happen in order to reduce the risk of recurrence 

 be written using plain language and in a way that can be easily understood by 
professionals and the public; and 

 be suitable for publication without needing to be amended or redacted. 
 

The final reports of serious case reviews, including the LSCB's response to the 
findings, must be published on the LSCB's website for a minimum of 12 months and 
should be available on request thereafter. The LSCB should send a copy of the final 
SCR to the national panel of independent experts at least one week before 
publication. 
 

 
 
 

http://www.reviewconsulting.co.uk/index.php
http://www.reviewconsulting.co.uk/
http://www.institute.nhs.uk/quality_and_service_improvement_tools/quality_and_service_improvement_tools/identifying_problems_-_root_cause_analysis_using5_whys.html
http://www.institute.nhs.uk/quality_and_service_improvement_tools/quality_and_service_improvement_tools/identifying_problems_-_root_cause_analysis_using5_whys.html
http://wales.gov.uk/topics/childrenyoungpeople/publications/safeguard12/?lang=en
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Sharing Learning 
 
Integral to the success of this framework will be the sharing of learning across the 
wider partnership to help ensure transparency, accountability and consistent 
improvement to local safeguarding children practice.   
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