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Practice Review Process Self-Assessment Questions

Serious Child Safeguarding Cases
Workforce Awareness and Understanding:
· How assured are we that our multi-agency workforce understands the criteria for initiating a practice review?
· How well do practitioners understand the process for referring concerns to the LSCP?
Referral and Initial Response Process:
· Does our MASA have clearly defined, accessible processes for receiving and managing referrals relating to potential serious child safeguarding incidents?
· How confident are we that these processes are applied consistently across partner agencies?
· Are there any barriers that may prevent timely or appropriate referrals?
Screening, Decision- Making and Timeliness:
· Do we have a robust screening process or panel in place to review referrals and SINs?
· Are delegated leads clearly identified, appropriately trained, and empowered to make timely and proportionate decisions?
· How do we assure ourselves that decision-making is transparent, consistent, and defensible?
Communication and Information Sharing:
· Where decision-making around reviews is delegated locally, how are DSPs/LSPs kept informed about Serious Incident Notifications and ongoing review activity?
· How do we ensure information sharing supports learning and early safeguarding improvement?
Partnership Working and Collective Responsibility:
· To what extent do safeguarding partners operate as a unified team rather than representing individual agency perspectives?
· How do we actively promote shared ownership and accountability for safeguarding outcomes?
· What opportunities exist to strengthen collaborative decision-making and challenge?
Governance and Oversight:
· How effective are current governance arrangements in providing oversight, scrutiny, and assurance of SIN responses?
· Where could governance structures be strengthened to improve clarity, accountability, or escalation processes?
· How does the Independent Scrutineer review and challenge decision-making, and how is this feedback used to improve practice?
Infrastructure and Business Unit Support:
· Is the Business Unit infrastructure sufficient to effectively support SIN processes, including coordination, recording, and tracking actions?
· Are staffing, systems, and resources proportionate to the demands of the process?
Learning, Culture, Language and Recording:
· Do our discussions, reports, and documentation demonstrate a clear focus on learning and improvement rather than blame?
· How do we ensure that language used across MASA activity supports openness and professional curiosity?
· Are decisions, rationales, and next steps clearly recorded, stored, and accessible through Business Unit systems?
· How effectively is learning from incidents shared across the partnership and translated into practice improvement?

NW Practice Review Framework & Approach
Strengthening Multi Agency Practice and Collaboration:
· Do your rapid reviews focus on why things happened, not just what happened, to improve future responses and identify systematic issues?
· Do you reflect on how agencies worked together?
· Do you ensure that all partners are engaged promptly in the Rapid Review process to gain a full picture?
Ensuring a Child Centred Focus:
· Reflect on whether reviews truly capture the child’s lived experience rather than focussing solely on adult behaviours and professional actions.
· Analyse lived experience and consider how the child’s day to day life was impacted and whether their voice was sought and heard.
· Focus on family context and background- including the role of fathers and partners who are often neglected in safeguarding assessments. 
Maximising Learning from the Process:
· Are Rapid Reviews identifying immediate safety actions or merely summarising events?
· Identify Good Practice- don’t just focus on failures. Replicate successful, strengths-based practice across the system.
· Use local and national evidence to check for recurrent themes
Local Child Safeguarding Practice Review (LCSPR)
Proportionality and Scope of the Review:
· Decision making: Are the criteria in Working Together (2023) consistently applied when deciding which cases progress to LCSPR or are you defaulting to full reviews, where a less resource- intensive option, like a learning event, might be more effective?
· Focus: Does the scope of the review remain focussed on systemic learning and improvement (the why) rather than drifting to individual blame?
Commissioning a Reviewer:
· Expertise: are you prioritising their ability to analyse complex systems and human factors over their availability or cost?
· Independence: Is there a clear separation of roles between the Independent  Reviewer and Independent Scrutineer, as stipulated in guidance to ensure robust challenge and accountability?
· Competence: does the commissioning process ensure that the reviewer has the necessary skills to facilitate a non punitive, reflective environment for all agencies involved?
Key Lines of Enquiry:
· From the Rapid Review: are the KLOE a direct, logical development of the findings and questions raised during the initial Rapid Review?
· Voice of the Child: Do our enquiries ensure that the child’s perspective and lived experience is at the heart of the consideration?
· Multi Agency Focus: Do the KLOE genuinely test multi agency effectiveness or focus on single agency process?
Family Engagement:
· Involvement: Have we clearly articulated who in the family will be involved and why, ensuring we have considered reasonable adjustments or advocacy support to facilitate meaningful engagement?
· Influence: Are families given a genuine opportunity to influence the focus of the review and provide feedback on the final report before its completion?
· Support: Are the family's needs and vulnerabilities (e.g., mental health, trauma) properly considered and managed during communication, ensuring a sensitive and supportive process?
Legal Advice:
· Process Integrity: Is legal advice sought early to ensure the LCSPR process is robust and fair, particularly regarding the interface with any parallel criminal investigations?
· Disclosure: Are we clear on the legal requirements for information sharing and disclosure of material to relevant parties (including the family or during potential future legal proceedings)?
Publication:
· Impact Management: Have safeguarding partners carefully considered how the publication will affect the children involved, their family members, and practitioners, ensuring the report is written in a way that avoids causing further harm?
· Accessibility & Transparency: Is the final published report accessible, jargon-free, and available for at least one year to ensure transparency and wide dissemination of learning?
· Dissemination Strategy: Do we have a clear, multi-layered communication strategy (e.g., briefings, workshops, audits) to ensure the learning is embedded across all agencies and understood by frontline staff, not just senior leaders?
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