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Introduction:  
The East Sussex Safeguarding Children Partnership 

(ESSCP) agreed to undertake a local Child 

Safeguarding Practice Review (LCSPR) in 2024 

following the death of a 14-year-old child from 

suspected suicide. For the purposes of the review 

this child is named ‘Child E’.  

 

It was recognised that there would be learning in 

respect of working with families where there is 

serious acrimony following parent’s separation and 

following allegations of child sexual abuse.  

 

Key learning: 
The following learning points were identified in the 

Partnership Review process. 

 

1) Response to the child’s mental health 

Child E was supported with her mental health by a private 

counsellor. The review identified that there were missed 

opportunities to engage the private counsellor to 

advocate for the child’s voice and lived experience. This 

reflects a larger issue for those who work with a child 

privately, and public services feeling unsure how to 

include them in assessments and plans for a child. 

 

Learning point: Consideration must be given to including 

those who are working privately with a child in 

assessments, decision making and planning. 

 

2) Hearing the child’s voice separately 

from the dominant voice of the 

parents 

Hearing the voices of the children and understanding 

their lived experience was difficult, as the views and 

reported experiences of both parents, and their 

allegations in respect of the other’s parenting, made it 

difficult for professionals to focus on the children. Both 
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What is a Local Child Safeguarding 
Practice Review? 

 
A Local Child Safeguarding Practice Review (LCSPR) 
is a locally conducted multi-agency review in 
circumstances where a child has been abused or 
neglected, resulting in serious harm or death, and/or 
there is cause for concern as to the way in which 
agencies have worked together to safeguard the 
child.  
 
The purpose of a review is to establish whether there 
are lessons to be learned about the way in which 
local professionals and agencies work together to 
safeguard children; identify what needs to be 
changed and, as a consequence, improve inter-
agency working to better safeguard and promote the 
welfare of children. 
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parents are articulate and forceful; while they were 

clearly advocating for what they believed was best for 

their children, it made it harder for the children 

themselves to be seen and heard.   

Learning Points:  

• A child’s behaviour is communication. Hearing what 

a child says and listening to what their behaviour says 

about how they are feeling, must be prioritised and 

heard alongside, and as forcefully, as the parent’s 

narrative.  

• Focusing on and hearing the voices of the children, 

and understanding their lived experience, is difficult 

when the parents persistently share their own 

allegations and experiences, and their views of the 

other’s parenting. 

• Considering the views of those professionals who 

know a child well and who have worked with them 

over time to further establish the child’s voice.   

• Professionals need confidence in considering, 

responding to and challenging themselves and others 

when there are concerns about emotional abuse, 

particularly when there is serious parental acrimony. 

 

3) Understanding impact of parental 

mental health  

It is important to recognise the effect on children of living 

with a parent who has problems with their mental health, 

including when the parent shares their insight into their 

own struggles with their children 

Learning Points:  

• Children need to be given the opportunity to 

understand a parent’s mental health issues, and 

recognition and support in respect of the impact on 

them.  

• Professionals need support to consider the emotional 

impact on a child living with a parent with their own 

vulnerabilities.  

• Children may have concerns about their sibling’s 

mental health that requires consideration and 

support. 

 

 

4) Response to allegations of sexual 

abuse  

There are known difficulties for agencies in decision 

making and planning when there are allegations of sexual 

abuse that are under investigation and/or has not met 

the evidential threshold for criminal proceedings. It is 

often the case that there is no evidence of such abuse 

beyond what a child has said, which means professionals 

need to plan around this uncertainty. As sexual abuse is 

not always reported and is believed to be more prevalent 

than professionals are ever aware of, when a child does 

disclose it must be taken seriously.  Professionals need to 

be aware that sexual abuse does happen, that it can 

happen to very young children, and that it can be 

perpetrated by close family members. 

Learning Points:  

• Professionals need to be clear about what procedures 

state about the expected response to child sexual 

abuse. They need to be followed with appropriate 

professional challenge within and between agencies. 

• Multi-agency consideration needs to be given to how 

and when a family and a child is informed about a 

police decision to take no further action after 

investigating allegations of sexual abuse. This should 

include a developmentally appropriate explanation of 

the standard of proof required in criminal cases, and 

that the decision does not mean the child is not 

believed. 

5) Children in private law proceedings  

Private law proceedings are usually concerning who a 

child should live with, and who they should spend time 

with, when this is disputed by the parents. In the case of 

Child E there were several times that the decisions to take 

no further action following concerns being shared with 

children’s social care were recorded as ‘no further action 

– case in private law’.  
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Learning Point:  

• There is a need for professionals to recognise the 

limitations of the private law processes to support 

and protect a child who meets the threshold for 

assessments and interventions more generally  

• Emotional harm could and should be considered at a 

multi-agency strategy meeting more often than is 

current practice. This includes children being 

considered in lengthy and particularly acrimonious 

private law proceedings.  

6) Consideration of specific needs of 

electively home educated children 

Increasing numbers of children are, like Child E was, being 

electively home educated (EHE). While Child E was not 

kept out of sight of any agency, evidence from other 

national reviews indicates that ‘the protective factor that 

school can offer was missing from the lives of the 

children’ and that ‘this had serious, and sometimes fatal, 

consequences for their safety and welfare.’ Hearing and 

promoting the voice of the child should be a high priority 

for professionals working with families where a child is 

home schooled.  

Learning Points: 

• The EHE team should be invited to multi-agency 

meetings about the children known to be EHE, 

including child in need meetings.  

• The existing professional network around the child 

and family need to ensure that they communicate 

with the EHE team, as they may not always be aware 

of every child who is EHE.  

7) Working with middle 

class/professional families  

It is acknowledged that most children who come to the 

attention of agencies due to safeguarding concerns are 

from socio-economically disadvantaged families. This 

was not the case with Child E.  

 

In 2019 Barnard and Greenwood published a study that 

considered social workers’ perspectives of intervening in 

affluent families when there are concerns about child 

neglect. It outlines ‘the intricate and complex relational 

dynamics and power relations that social workers have to 

navigate to maintain a child-centred approach.’ and 

suggests the need for authoritative practice. The same is 

likely to be the case for concerns about emotional abuse 

and sexual abuse in such families.   

Learning Points: 

• Professionals can find it more difficult to work with 

middle class families. They require supervision and 

support to ensure authoritative and efficient 

practice. 

• Professionals need to explore their own unconscious 

bias within supervision processes, complex case 

discussions and reflective practice.  

• Parents report that their frustration about the 

timescales of processes and feeling that they are not 

being heard, can lead to them being labelled as 

difficult or problematic.  

 

Recommendations: 
The LCSPR identified five recommendations to 

strengthen safeguarding practice: 

Recommendation 1: 
 

That the opportunity is taken to ensure that: 

- The agencies represented in the MASH receive a 

briefing in respect of the Pan Sussex CSA pathway 

and the requirement to have a strategy meeting 

and a review strategy meeting after parts of an 

investigation are completed (e.g. the ABE 

interview/s). This should be evidenced through 

quality assurance work to ensure there is 

compliance.  

- That all professionals are briefed about the Pan 

Sussex CSA pathway in order to clarify 

responsibilities if an allegation is made to them, 

and to enable professional challenge if the 

pathway is not followed. 

http://www.esscp.org.uk/
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Recommendation 2: 

The ESSCP to publish a statement, that is circulated to 

all professionals who make decisions about 

thresholds for services and attend multi-agency 

meetings such as child in need, strategy meetings and 

child protection conferences. It will outline the 

expectation that professionals are aware of the need 

to challenge themselves and each other when there 

is a reliance on private law but a concern that a child 

may be suffering significant harm.  

Recommendation 3: 

That the ESSCP voices it commitment to ensuring 

that emotional harm is responded to in a timely and 

decisive way. This should include: 

- Asking all agencies to ensure that their staff are 

trained and supported to equip them to work with 

all types of families where there is extreme 

parental acrimony, in order to recognise 

emotional harm.  

- Requesting that the Pan Sussex Procedures Group 

consider the learning from this LCSPR and to 

specifically include the emotional impact on 

children of acrimonious separation as an indicator 

of emotional harm in local procedures.  

Recommendation 4: 

That the ESSCP undertakes a task and finish exercise 

to consider the learning and recommendations in the 

national review 'I wanted them all to notice' 

considering sexual abuse in the family environment to 

see whether any changes in procedures or practice 

are indicated.    

Recommendation 5: 

That the ESSCP writes to the National Child 

Safeguarding Practice Review Panel and the 

Department of Health advocating the need for 

guidance on governance and clinical responsibility for 

risk management and shared care between NHS 

mental health providers and private providers 

delivering mental health interventions.  

 

Learning for practice: 
The ESSCP invite you to discuss the issues raised in 

this LCSPR in your team meetings or during group 

supervision. We encourage your responses to be 

included in your team minutes and forwarded to the 

safeguarding lead within your organisation. 

 

Points for discussion: 

• Are you confident in identifying the signs 

and indicators of child sexual abuse? Have 

you undertaken recent training and/or have 

you used the 

www.sussexsafeguardingchildrenprocedures

.co.uk/Child-Sexual-Abuse-Pathway  

• What are your experiences working with 

affluent and articulate parents? What has 

helped your practice?  

• What challenges have you found when 

working with families where there are 

ongoing private law proceedings, or 

significant parental acrimony.  

• How do you involve professionals in 

safeguarding processes who are involved in 

supporting a child privately?  

• When was the last time you used the Pan 

Sussex Child Protection and Procedures 

Manual?  

 

http://www.esscp.org.uk/
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