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1.  INTRODUCTION
1.1 The East Sussex Safeguarding Children Partnership (ESSCP) is committed to improving outcomes for children.  This Learning and Improvement Framework is intended to support and strengthen a culture of learning across all agencies in East Sussex who work with children and young people.  A culture which is open and able to challenge all partner agencies will be able to identify learning, improve, and then establish effectiveness, ultimately demonstrating impact on outcomes for children. 
1.2 One of the roles of the ESSCP is to ensure the effectiveness of safeguarding practice, with the most effective way of improving standards being evidence-based auditing, performance management, and self-analysis.  The ESSCP ensures that there is continual evaluation of the quality of services being provided, as well as effective communication and joint working between all ESSCP partner agencies.
1.3 Learning and improvement embraces all activity that contributes to service improvement through satisfying the organisation that agreed standards are being met and outcomes for safeguarding children are being achieved.  
1.4 This is a continual and dynamic process by which we set standards, monitor our achievements against those standards, use the information we have to improve services and undertake ongoing review. Importantly, it is also about reviewing and evaluating the impact of this process.   
1.5 Learning and improvement is more than meeting targets and counting activity; it is a coherent and qualitative approach which measures standards and identifies areas that need to be changed.  It should be both systematic and themed, cross-agency and single-agency.
1.6 The following principles are applied by the ESSCP:

· There should be a culture of continuous learning and improvement across the organisations that work together to safeguard and promote the welfare of children, identifying opportunities to draw on what works and promote good practice;

· The approach taken to learning activity should be proportionate according to the scale and level of complexity of the issues being examined;
· Agencies will support – through resource and staff – the undertaking of ESSCP learning and improvement activity; 
· Reviews of serious safeguarding incidents should be led by individuals who are independent of the case under review and of the organisations whose actions are being reviewed;

· Professionals must be involved fully in reviews and invited to contribute their perspectives without fear of being blamed for actions they took in good faith;

· Families, including surviving children, should be invited to contribute to reviews.  They should understand how they are going to be involved, and their expectations should be managed appropriately and sensitively.  This is important for ensuring that the child is at the centre of the process.

· Final reports of LCSPRs must be published, including the ESSCP’s response to the review findings, in order to achieve transparency.  The impact of LCSPRs on improving services to children and families, and on reducing the incidence of deaths or serious harm to children, must also be described in the ESSCP annual report; and
· Improvement must be sustained through regular monitoring and follow up so that the findings from these reviews make a real impact on improving outcomes for children.

1.7 This paper describes the learning and improvement processes that the East Sussex Safeguarding Children Partnership has put in place in order to identify the underlying issues that are influencing local practice in general, so that changes can be made to raise the standards of safeguarding children in East Sussex.

2.  Learning from Safeguarding Practice Reviews
A key statutory function of Safeguarding Children Partnerships is to conduct a Local Child Safeguarding Practice Review after a child has died or is seriously harmed
 as a result of abuse or neglect within the area.

A. LEARNING FOCUS 
The purpose of reviews of serious child safeguarding cases, at both local and national level, 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 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.

When determining whether to undertake a LCSPR, the ESSCP Case Review Group (CRG) and lead safeguarding partners must consider whether the case: 

· highlights or may highlight improvements needed to safeguard and promote the welfare of children, including where those improvements have been previously identified

· highlights or may highlight recurrent themes in the safeguarding and promotion of the welfare of children

· highlights or may highlight concerns regarding two or more organisations or agencies working together effectively to safeguard and promote the welfare of children

More details about the purpose of LCSPRs can be found in Working Together 2018. 

B.  METHOD OF REVIEW AND ANALYSIS
In East Sussex, the ESSCP Case Review Group (CRG) is responsible for overseeing this process on behalf of the lead safeguarding partners including:

· Agreeing whether to initiate a rapid review, following a serious safeguarding incident or a referral to CRG; 
· recommending to the lead safeguarding partners, and inviting the Independent Chair for objective feedback, as to:
· whether a child safeguarding practice review should be carried out and the methodology/approach to be used, or

· whether a child safeguarding practice review should not be carried out but another type of action, such as a single agency review or audit should be undertaken, or 

· whether other action should be taken by the SCP

· Commissioning local child safeguarding practice review on behalf of the SCP. 
· Liaising with the National Safeguarding Panel on progress with reviews. 
· Promoting the sharing of learning from local and national child safeguarding practice reviews to inform policy, practice and the ESSCP’s learning and development programme. 

· Monitoring partner agency, and ESSCP‘s action plans following the publication of child safeguarding practice reviews.
More details about the methodology for conducting rapid reviews and LCSPRs is included in the Sussex ‘Serious Child Safeguarding Incidents and Safeguarding Practice Reviews: Pan-Sussex Guidance and Procedure’, 2022. 
C. CONSULTATION AND SIGN-OFF  
Statutory safeguarding partner leads delegate responsibility for decision making, with regards to Rapid Review outcomes, to their CRG representatives who hold the appropriate seniority, knowledge and experience to undertake this task.

The ESSCP Independent Chair is invited to provide objective feedback on CRG’s decision and endorse the approach if appropriate. 

Statutory safeguarding partner leads have oversight of recommendations and decision making via receiving a copy of Rapid Review when sent to the National Panel, and as a standing discussion item at the quarterly ESSCP Planning Meeting. CRG are able to escalate Rapid Review cases to the statutory safeguarding partner leads when a decision cannot be reached by the group. 
CRG act as the ‘LCSPR panel’ for decision making during the process of conducting a LCSPR, on behalf of the statutory lead safeguarding partners, including agreeing the scope and key issues of the review, drawing up clear terms of reference, and agreeing the time frame for completion.   
CRG will work with the Independent LCSPR report author to agree a final draft report which is then shared with the statutory lead safeguarding partners for sign-off and Independent Chair for oversight. Once agreed by the three lead partners this is then presented at the ESSCP Partnership Board meeting for discussion and endorsement, to ensure that all partner agencies own and are signed up to the recommendations identified in the report. Once the report has been presented at Board, the report will be published (pending on any parallel procedures). 
The action plan arising from LCSPRs (and rapid reviews) are signed-off and reviewed by the ESSCP Steering Group. 
D. DISSEMINATION OF LEARNING

The purpose of reviews of serious child safeguarding cases is to identify both individual and multi-agency improvements to be made to safeguard and promote the welfare of children. Therefore, it is imperative that learning is shared and cascaded and that learning becomes embedded in to practice.
The ESSCP disseminates learning from local reviews by:
· Publishing the reviews on the ESSCP website. 

· Producing learning briefings for rapid reviews (1 page summary) and LCSPRs, which are also published on the website and disseminated widely. These include links to further guidance and training and ‘learning for practice’ questions, to be used in team meetings and group supervision. Staff are encouraged to minute these discussions and share with their designated safeguarding leads. 

· Specifically presented LCSPR learning briefings to the Learning & Development Subgroup and Training Pool to ensure that relevant learning is incorporated into the delivery of local training. LCSPR Learning Briefings are also presented to the Local Safeguarding Liaison Group to reinforce key messaging and promote the disseminate/discussion amongst agencies. 

· Holding regular ‘learning from safeguarding practice review’ seminars which staff from all agencies are invited to. As well as sharing learning from local LCSPRs, the seminars include learning from reviews nationally. 
· Producing short presentations and podcasts, available on the ESSCP website and agency’s internal websites, which professionals can watch at any time on key themes and learning from LCSPRs. 

· Encouraging agencies to share with the ESSCP how they disseminate the learning from LCSPRs in their organisations. 

Learning from National Reviews is disseminated by:

· Incorporating learning into Sussex wide SCP events, such as the bi-annual SCP conference. 

· Highlighted in the monthly ESSCP digest. 

· Shared with the ESSCP Planning Group, Board, Steering and CRG as appropriate for action or decision. 

E. REVIEW AND EVALUATION OF IMPACT 
As a key statutory function of the ESSCP, which takes a considerable amount of time and resource to complete, it is imperative that the partnership is able to evidence the impact that the reviews are having on safeguarding practice and outcomes for children. The Partnership is on a learning curve with regards to this and is always looking to improve how it can evidence it’s impact. Currently, to review and evaluate the impact, the partnership:
· Uses the annual audit programme to evidence improvements in practice, with a specific focus on themes arising from case review learning. 
· Uses the ESSCP Performance Dashboard to monitor improvements in practice. 

· Completes a two year review of the action plan for each LCSPR (and previous Serious Case Reviews). As part of this review, agencies are asked to submit an example of where learning has impacted on practice and how this can be evidenced. 

· Will explore the option of ‘evidencing impact’ LCSPR events with front-line practitioners and managers, some of who were involved in the original case. These events will be used to consider how the review has impacted on practice and outcomes for children and families. It may be appropriate that the evidencing impact event considers multiple reviews with the same safeguarding theme. 
3.  MULTI-AGENCY CASE FILE AUDITS

A. LEARNING FOCUS 
Multi-agency case file audits form a part of the SCP’s wider role of monitoring and evaluating the effectiveness of the work done by safeguarding partners, both individually and collectively, to safeguard and promote the welfare of children.  

In contrast to Reviews which concentrate on a single significant case each time, case file audits enable regular scrutiny of day-to-day frontline practice across several agencies in relation to randomly-selected cases, or cases with a particular theme.

Case file audits are conducted by members of the ESSCP Quality Assurance (QA) Sub-group. 
B. METHOD OF REVIEW AND ANALYSIS
The QA Sub-group is responsible for multi-agency case file audits.  It undertakes up to five such audits annually – these can be ‘regular case file audits’ scrutinising a particular part of the child protection process (such as strategy discussions), or based on a theme, for example an audit of cases referred for sexual abuse or neglect, or cases relating to electively home educated children.  

The Audit Forward Plan comprehensively sets out the rationale for conducting each audit (for e.g. is it because it is a new area of concern, a priority area of the ESSCP, a particular vulnerable group, or testing partnership working in a particular area); the themes to test in the audit; key learning from case review work and any previous audits on this area; and where learning from this audit should be disseminated. This helps evidence the ‘golden thread’ of audit in the SCP’s learning and improvement framework.  
The QA Sub-group conduct up to two ‘deep dive’ audits a year, which involve front line workers and managers from a particular case, in discussion with the QA Sub-group, which gives a greater insight into current practice – highlighting the barriers and challenges to good practice. As part of the deep dive audit, children and parents are also invited to contribute their views.
The audit group assign a grade to every case audited. The gradings are aligned with the Ousted gradings of cases and is dependent on the contributions of all relevant agencies.  While there may be good, or even exceptionally good, interventions by individual agencies and the children have been kept safe, a case may be given an ‘inadequate’ grading because of specific management or process concerns relating to a particular agency.
C. CONSULTATION AND SIGN-OFF  
The ESSCP audit officer produced a draft audit report on behalf of the QA subgroup and QA Chair. This is then signed-off by the QA subgroup before being presented to the ESSCP Steering Group. 
D. DISSEMINATION OF LEARNING

Despite the small number of cases selected, each audit is invariably able to identify areas for further development and makes recommendations for practice improvement for single agencies and the ESSCP. 
When inadequate practice is identified for a particular agency, the relevant QA Subgroup member communicates audit recommendations immediately to managers and officers asking appropriate action to be taken to improve agency practice.  In some cases, QA Sub-group members may take the lead in identifying and initiating actions to improve the effectiveness of multi-disciplinary practice, for example putting in place appropriate multi-agency processes. 
Post the audit, the ESSCP’s Audit Officer compiles a report detailing actions for individual agencies and, where identified, recommendations for the ESSCP to take forward. These reports are presented to the ESSCP’s Steering Group and leads identified for taking forward particular actions. 

The ESSCP disseminates learning from multi-agency audits by:

· Sharing the audit report with senior managers at the ESSCP Steering Group. 

· Producing a 1 page learning briefing on the audit, highlighting key learning, recommendations for improvement, and  ‘learning for practice’ questions, to be used in team meetings and group supervision. These are published on the ESSCP website and shared via the ESSCP monthly digest. 

· The 1 page briefing is specifically shared with the ESSCP Learning & Development Subgroup to ensure that relevant learning is incorporated into the delivery of local training.
· The Audit Officer and ESSCP Manager meet with the Principle Social Worker to discuss the findings of the audit and implications for local social care practice. 
· Where excellent practice is identified, the Chair of the QA subgroup writes a ‘letter of recognition’ to individual practitioners recognising their efforts to improve outcomes for children and families.  

· In deep-dive audits, the draft audit report is shared directly with the front-line practitioners involved in the process. 
E. REVIEW AND EVALUATION OF IMPACT 
The QA Sub-group maintains a rolling action log and monitors progress of actions in relation to audit recommendations, on a six-monthly basis at the QA Subgroup meetings. 
As part of the ESSCP Annual Report process the QA subgroup provides examples of the impact of learning and recommendations arising from audits undertaken in that year. 
4.
SECTION 11 SELF-EVALUATION

A. LEARNING FOCUS
Section 11 of the Children Act 2004 places a duty on key agencies to ensure that they pay due regard to safeguarding and promoting the wellbeing of children when discharging their functions.  This duty also applies to any organisation providing services on behalf of these key agencies.

For these purposes the ESSCP asks agencies to undertake a self-evaluation audit every two years to assess the implementation of their section 11 obligations, and the effectiveness of their systems to safeguarding and promote the wellbeing of children. 
B. METHOD OF REVIEW AND ANALYSIS
The evaluation involves agencies completing a self-evaluation tool.  The self-evaluation tool considers key standards relating to agencies’ statutory obligations under section 11.  Each key standard usually includes a number of measures for which agencies are required to provide evidence of compliance.  Key standards considered include:

· Senior management commitment to the importance of safeguarding and promoting children’s welfare.
· A clear line of accountability within the organisation for work on safeguarding and promoting the welfare of children.
· Service development takes account of the need to safeguard and promote the welfare of children and is informed, where appropriate, by the views of children and families.
· Staff training on safeguarding and promoting the welfare of children for all staff working with or, depending on the agency’s primary functions, in contact with children and families.
· Safer recruitment and allegations management.
· Effective inter-agency working to safeguard and promote the welfare of children.
· Information sharing & Data Management.
· Recognition and response to risk.
In addition to the self-evaluation tool, guidance is produced as part of the toolkit to assist participants in completing the assessment and to provide a multi-agency benchmark through the use of a common language, with the intention that it will create a more consistent approach to considering safeguarding arrangements at a strategic level when addressing expectations across the three SCP areas.  The guidance provides examples of evidence that may be relevant when considering safeguarding arrangements.

From 2022, the section 11 process has been amended to reduce the administrative burden on agencies to complete, but also to ensure that the process provides the appropriate level of assurance to the ESSCP and lead safeguarding partners. 

For each standard, agencies are asked to provide a ‘RAG’ rating assessment for how they achieve the standard. In this model of self-evaluation, a score of ‘green’ means that the agency can demonstrate they fully meet the standard and is embedded in front-line practice, an ‘amber’ rating is given if the agency meets the standard but there is further action to achieve best practice, and a ‘red’ rating is given if urgent action is required to meet the standard. Where the agency assesses itself as ‘amber’ or ‘red’, it is expected to provide an action plan identifying areas for development and timescales for completion.  
In addition, a sample of individual East Sussex agency responses are audited by an ESSCP Challenge Panel in order to provide greater scrutiny through peer review.  For agencies that work across Sussex, agencies are also asked to discuss their S11 audit returns at a Pan Sussex Challenge event. Both events involve ESSCP Lay Members and young people engaged with local participation forums. 
At the end of the self-assessment, action plans from all participants are combined to produce an SCP action plan which is subject to regular monitoring until the Board is satisfied that all actions have been completed.  

C. CONSULTATION AND SIGN-OFF
The design of the tool is a collaborative effort between East Sussex, West Sussex, and Brighton & Hove SCPs, which is updated by joint agreement with current Safeguarding expectations, prior to each audit.
The ESSCP QA subgroup has overall responsibility for the section 11 process. 

Agency returns are audited by the ESSCP Business Manager/s and a report is compiled highlighting single and multi-agency areas of best practice, areas for improvement, and learning. This report is presented at the ESSCP Board, with any agreed action taken forward by the Quality Assurance and Learning & Development subgroups. 
D. DISSEMINATION OF LEARNING

The section 11 self-evaluation is a useful quality assurance mechanism for recognising strengths and identifying areas for improvement in the way key people and agencies safeguard and promote the wellbeing of children.  

· The section 11 self-evaluation is a practical way for the ESSCP to gauge whether partners are able to discharge their statutory functions at least to the required minimum standards; it can assist in identifying targets for improvement and strategic goals for the ESSCP as a whole.   

· Given that the self-evaluation is repeated every two years, it enables agencies to build on recognised strengths and to monitor performance in relation to recognised weaknesses.  

· It identifies learning and common training needs that can feed into the ESSCP training programme to enable staff to build and strengthen their skills to safeguard and promote children’s wellbeing.

· The self-evaluation exercise is part of a quality assurance circle, providing stimulus for a way to improve methodology.

A one-page learning briefing is also produced to share the findings with front-line staff and managers. 
E. REVIEW AND EVALUATION OF IMPACT 
The section 11 audit process is reviewed on a bi-annual basis by the Sussex SCP Business Managers and representatives of the three lead safeguarding partners and members of the three quality assurance subgroups. This is to ensure that the standards are meeting current safeguarding obligations and incorporate learning from recent case review and audit activity. 
Examples of how the section 11 has impacted on practice are included in the ESSCP Annual Report.
5.
Voice of the Child 
A. LEARING FOCUS
The ESSCP strongly believes that children and young people should have a say when decisions are made which may affect them. The ESSCP also believe that children and young people should have the means and opportunities to be able to raise issues which are important to them, and ensure they are listened to. By doing so, the ESSCP believe that this will create a stronger child protection system that is more responsive to the needs of East Sussex’s most vulnerable children.

B. METHOD OF REVIEW AND ANALYSIS 
The ESSCP endeavours to ensure that children and young people are appropriately involved in the governance and decision making of the partnership. The ESSCP also challenges and holds partnership members to account on their engagement and involvement of children and young people within their own agencies, including through the section 11 audit process. 

The ESSCP has continued to request that all reports presented at the Steering Group or main Board meetings contain a section on the ‘voice of the child’. Agencies are required to consider how the voice of the child has impacted on the area of work. These contributions have provided a rich evidence base of how services are responding to children’s voices in the day to day delivery of services and in longer term strategic work. 

In 2020 the Partnership commissioned Priority 1-54 to work with young people from the Children in Care Council and Care Leavers to develop a Pledge, for how the ESSCP would work with and support children at risk. The wording and ideas were then presented to the East Sussex Youth Cabinet for further feedback and discussion on the potential legacy of the Pledge. The pledge artworks provide a written manifesto directed at all staff engaged with at-risk young people, the statements read as a series of requests and recommendations on how they would like to be treated when at risk and supported. 
The ESSCP reviewed its approach to the involvement of children and families in its work in 2021, using the University of Bedfordshire’s ‘Six steps for independent scrutiny: safeguarding children partnership arrangements’. In 2022/23 the ESSCP will strengthen its current engagement with children by:

· Publishing a children’s version of the ESSCP, with opportunities for activity and feedback from children, which can be shared with children’s engagement forums and school councils and published on the ESSCP website. 

· Making arrangements to ensure the child’s voice is heard in the setting of the ESSCP’s 2023-26 priorities. 

· Strengthening the voice of the child in the 2022 section 11 process. 

· Scheduling an annual presentation of  the ‘child’s voice’ at the ESSCP Board. 

· Explore the potential of working with participation groups and young person community groups to undertake scrutiny project work alongside the Independent Chair. 

6.
Independent Scrutiny 

A. LEARNING FOCUS 

The role of independent scrutiny is to provide assurance in judging the effectiveness of multi-agency arrangements to safeguard and promote the welfare of all children in a local area, including arrangements to identify and review serious child safeguarding cases. 

B. METHOD OF REVIEW AND ANALYSIS 

In January 2022 the ESSCP recruited a new Independent Chair, who is also the Independent Chair/Scrutineer of West Sussex and Brighton & Hove Safeguarding Children Partnerships. The approach of both Chairs throughout year has been to act as a constructive critical friend to promote reflection and drive continuous improvement, and to provide support to that improvement.

The Independent Scrutineer should consider how effectively the arrangements are working for children and families as well as for practitioners, and how well the safeguarding partners are providing strong leadership. 
To achieve this, the Independent Chair will: 
· In agreement with the lead safeguarding partners, set the agenda for board and steering meetings, to ensure agencies are sighted on the most relevant safeguarding issues. 

· Chair the ESSCP Planning, Board and Steering meetings, on behalf of the lead safeguarding partners, acting as a critical friend to promote reflection and drive improvement. 

· In consultation with the ESSCP Case Review Group Chair, endorse the need to conduct Local Child Safeguarding Practice Reviews (LCSPR) to identify areas of learning for local agencies. 
· Champion local issues at a national and ministerial level – for example liaising with the National Safeguarding Panel or raising areas for national action following a LCSPR.

· Provide a bi-annual report to the Chief Executives of the three lead safeguarding partners on current key risks and issues to safeguarding children. 

· Provide independent scrutiny of the ESSCP Annual Report.

· Provide an assessment, for inclusion in the ESSCP Annual Report, on the effectiveness of the leadership of the three lead safeguarding partners to promote the safeguarding and welfare of children within the area. 

· Present the ESSCP Annual Report, on behalf of the lead safeguarding partners, to the Local Police and Crime Commissioner, the East Sussex People’s Scrutiny Committee, and the East Sussex Health and Wellbeing Board. 
In addition to the Independent Chair, three Lay Members play a critical role in the partnership. The Lay Members act as further independent insight, on behalf of the public, into the work of agencies and of the partnership. As well as acting as critical friends at Board meetings, providing additional challenge and scrutiny, the Lay Members have undertaken a number of key tasks including: taking a lead role in engagement activity with children; undertaking specific pieces of work regarding a safeguarding theme; participating in multi-agency audits and section 11 peer review events; and being a standing member of the ESSCP Case Review Group. Their role has been critical at CRG – via the rapid review process and subsequent LCSPR process - in advocating the voice of the child. 
9. 
Other learning  

9.1 ESSCP Performance Dashboard

The QA Subgroup reviews the ‘ESSCP Performance Dashboard’ on a quarterly basis. The dashboard includes 60 performance indicators which are presented by: impact of multi-agency practice; children supported by statutory services; children with family related vulnerabilities; children with health-related vulnerabilities; and children whose actions place them at risk. 
The Dashboard is reviewed by the QA subgroup and indicators escalated to the Steering Group for action if required. 
9.2 Sussex Child Death Overview Panel 

The Children’s Act 2004 established the child death review which began in 2008 and has been evolving ever since. In 2019 further statutory changes were embedded, following newly published guidance to develop the process. The Sussex Child Death Review (CDR) Partners are East Sussex County Council, Brighton and Hove City Council, West Sussex County Council, and the Sussex Clinical Commissioning Group. They hold the responsibility to work together across Sussex to fulfil the statutory Child Death Review functions. The Child Death Overview Panel work on behalf of the partners to oversee their arrangements and carry out child death reviews.

The Sussex Child Death Overview Panel (CDOP) was operational from October 2019 following statutory requirements to combine local authority areas, previously there were 3 CDOPs across Sussex. A CDOP is a multi-agency panel set up on behalf of the CDR partners to fulfil the statutory review for all children normally resident in their area, and, if appropriate (and agreed between CDR partners) the deaths in their area of non-resident children. The panel comprise of senior representatives from key partner agencies who together have expertise in a wide range of services regarding children’s health and wellbeing. Information will be gathered throughout the process through standardised templates. This will enable the panel to identify any contributory or modifiable factors to prevent future deaths. One of the responsibilities of the panel is to make recommendations where actions have been identified to promote the health, safety and wellbeing of children. 
The Chair of the Sussex Child Death Overview Panel (CDOP) attends the ESSCP Board on an annual basis to present the key learning and recommendations for ESSCP action, via its CDOP Annual Report. Actions arising for the ESSCP are tracked using the Board Action Tracker and followed up at each Board meeting, or other subgroup as appropriate. 

The Sussex CDOP also produces a quarterly newsletter highlighting learning arising from the review of child deaths locally that is included in the ESSCP Monthly Digest bulletins and ESSCP website. 
9.3 ESSCP Learning Strategy 

The ESSCP Learning Strategy was published in December 2020. The Strategy aims to: 

· Ensure that safeguarding training/learning activities are based on local necessity and enable practitioners to recognise and respond to need and risk.

· Measure the impact of safeguarding training on practice and improving outcomes for children and young people.

· Ensure that learning from Local Child Safeguarding Practice Reviews, Audits, the Child Death Overview Process (CDOP) and the Voice of the Child is embedded into practice and ensures continuous learning and improvement.

· Ensure key safeguarding messages (local, pan-Sussex and national) are communicated. 

These requirements are delegated to the ESSCP Learning & Development Subgroup which produces quarterly training reports, which form the basis of the Annual Learning & Development Report to the ESSCP Steering Group.

9.4 Lead Safeguarding Partners self-assessment 

On a bi-annual basis the ESSCP lead safeguarding partners undertake a self-assessment as part of the activity to review the effectiveness of partnership arrangements. The self-assessment tool used is based on the University of Bedfordshire research ‘six steps for independent scrutiny of safeguarding children partnership arrangements. 
Lead safeguarding partners separately self-assessed the partnership, followed by a collective discussion at the Planning Group to agree a red, amber, or green rating against specific questions linked to the six statements.
Areas rated amber or red are included in the ESSCP Partnership Development Plan, which is taken forward by the ESSCP Business Managers, and monitored by the ESSCP Planning Group on a regular basis. 
9.5 ESSCP Board evaluation 

On a bi-annual basis the ESSCP Independent Chair, Business Managers and Lay Members conduct a survey with board members to consider the effectiveness of current partnership arrangements. Specifically, board members are asked about their role and the support to fulfil the expectations of that role, and the functioning of partnership board meetings. 

Areas for improvement are included in the ESSCP Partnership Development Plan, which is taken forward by the ESSCP Business Managers, and monitored by the ESSCP Planning Group on a regular basis. [image: image1.png]
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�  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. This is not an exhaustive list. When making decisions, judgment should be exercised in cases 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 still have occurred. Working Together 2018
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