
Assuring the quality of safeguarding practice  
 
Under Working Together to Safeguard Children (2015) LSCBs must quality assure practice, including through joint audits of case files involving 
practitioners, 
to identify lessons to be learned. This year we have undertaken the following two audits. 
 
Children with Disabilities Multi-Agency Audit 
Research has found that disabled children are three to four times more likely to be abused and neglected than non-disabled children (Jones et 
al 2012; Sullivan & Knutson 2000). The LSCB completed a multi-agency audit in October 2017 to examine whether a robust and timely service 
is provided to disabled children who are in need of protection and whether we are making a difference. 
 
 
 
 

Examples of what is working well: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Examples of what is working well 

There is a good awareness and understanding 
of safeguarding by staff working with children 
with disabilities in their identification and 
response to child protection concerns. It is 
also clear that thresholds for child protection 
are understood. 

Child protection concerns are identified early 
and there is a prompt response by the 
professional network. 

Assessments take into account the impact of 
the child’s disability on their siblings and 
overall family functioning. There is good 
analysis of the family situation and appropriate 
consideration is given to historical information 
and previous concerns. 

Five out of six parents rated the help that they 
have received as ‘good’ and felt that things 
had improved for them and their children. 

 

Examples of what needs to be improved 
 
In 3 cases not all of the appropriate 
agencies contributed to the strategy 
discussion. 

 
In 3 cases Core Group/Network meetings 
were not held within prescribed timescales  

 
In one case where there were 31 
professionals listed in the Initial Child 
Protection Conference as being involved 
with the child and their family leading to 
some confusion about who is attending the 
Core Group, with professionals assuming 
that someone else from their agency was 
working the case.   

 
Wide variation in how well the voice of the 
child is heard.  

 

 

Recommendations  
 
In cases where numerous health professionals 
are involved with the child and family, a lead 
paediatrician is required to provide an 
oversight of all of the medical conditions, 
interventions and outcomes and to prepare a 
robust health report for the CP Conference. 

 
Staff to be reminded that the social worker and 
their manager, health professionals and a 
police representative should, as a minimum, 
be involved in the strategy discussion. 

 
All agencies to ensure that the voice of the 
child is heard (as evidenced through direct 
work, communication and/or observation, or 
through discussion with those that know the 
child well). 

 

 
Read more about this audit here Children with Disabilities Audit: Staff Briefing 

 

http://brightonandhovelscb.org.uk/wp-content/uploads/CDIS-AUDIT-BRIEFING.pdf


Intra Familial Child Sexual Abuse Audit 
 
This multi-agency audit was undertaken to evaluate how effectively current multi-agency practice protects children where concerns have been 
raised that sexual abuse may be occurring within a family.    

 
 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

       

        

 

Examples of what is working well 

 Where referrals were made to MASH/Front Door for Families and 

the Police, concerns were clearly recognised and dealt with early 

enough. 

 Where a safeguarding investigation was required, they were 

completed in a timely way, and the outcome was appropriate and 

demonstrated sound decision making in all but one case.  

 In all but one case, there was evidence of the child being engaged 

in the process at all stages, with some very good examples of the 

individual needs and circumstances of the child being taken into 

account 

 The therapeutic needs of the child and family were fully addressed 

in all cases. 

 
 
 
 
 
 
 
 

 

Examples of what needs to be improved 

 Whenever a referral is received by Front Door for Families 
regarding CSA, the Children’s SARC needs to be automatically 
involved in the strategy discussion 
 

 Awareness needs to be raised with all professionals about the 
children’s CSA/ SARC pathway. 

 
 
 
 
 
 
 
 

 

Recommendations 
 All agencies to ensure that the Strategy discussion involves the 

relevant agencies in particular health and including the SARC.   
 A reminder to staff that once strategy discussions are recorded it is 

important that all agencies have a copy for their own records 
 It is important that safeguarding processes involving children in 

care are properly followed and recorded even though the children 
are safe.   

 
 
 

Si  

 

 Single  Agency Audits / Other Multi Agency Audits 

 

This year all agencies have shared their safeguarding children 
audit schedules. This helps to assure the LSCB that partners are 
quality assuring their own safeguarding practice.   
 
To support agencies with this the LSCB developed ‘good practice 
for agencies when conducting single agency audits’ document.  
 
Throughout the year we have considered audit information from 
the National Probation Service, Kent Surrey & Sussex Community 
Rehabilitation Company (CRC), the CSARC, and CAFCASS. 
 
We expressed concern that no safeguarding specific audits were 
undertaken by Sussex Police.  
 
During the year, the Children’s Social Work Service has shared 
several single agency audits with the subcommittee on re-
referrals, Child Sexual Abuse, pod workloads, and pathway plans 
for care leavers.  
 
Following the Child E SCR (published September, 2016) Families, 
Children and Learning were asked to provide an update on the 
systems in place to ensure that life story work is maintained for all 
children in care. This will be addressed in summer 2018. 


