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SCIE support for high quality 
learning from SARs



Phase 1.

✓

✓

Beginning with 
regional SAR 
Subgroup sessions



Phase 2.
Open training sessions to support 
use of the SAR Quality Markers

Register to attend

https://www.scie.org.uk/safeguarding/adults/reviews/quality-markers/training2022

SAR QMs targeted training 

sessions - open to all

SAR QM Agreed date

1. Decision making whether a 

SAR is needed

SAR Quality 

Marker 2

Thursday 26th May 9.30-12.00

2. Flexible and bespoke

commissioning -

SAR Quality 

Marker 5

Friday 17th June, 9.30-12.00

3. “Safety science” SAR Quality 

Marker 12

Tuesday 28th June, 9.30-12.00

4. Different audiences for 

publication and dissemination

SAR Quality 

Marker 14

Wednesday 20th July, 9.30-12.00

5. Logic Model / theory of change SAR Quality 

Marker 15

Thursday 15th September 9.30-

12.00

https://www.scie.org.uk/safeguarding/adults/reviews/quality-markers/training2022


Today – options for different 
types of SAR 

• What is a SAR?

• What counts as a SAR?

• Do SARs always need to look the same?

• What size or shape can it be? 

Distinct from Session 3; 

‘safety science’ focus on 

clarity of purpose and 

theoretical framework 

that underpins 

methodology



Learning Outcomes

By the end of the session participants will have:

• Appreciation the lack of prescription in the statutory 

guidance

• Increased confidence to use the discretion that is in 

your gift 

• Increased awareness of the range of options 

beyond a standard SAR process =

Next steps from here: 

developing worked 

examples 



A flexible session

Stay with us for as many sessions as are useful to you

We’ll share a link to an evaluation form at the end of each session

1 9.30-10.30 Welcome and main input

10.30-10.45 Short break

2 10.45- 11.15 Break-out rooms. Share 
reflections from your 
different areas, helpful 
approaches and ways of 
working; what would you 
like more input on

3 11.15- 11.45 Quality Marker 5

4 11.45-12.00 Wrap up and close 



Outline of part 1

1. Background and why this is necessary and 

important

2. Care Act statutory guidance 

3. What we know about current practice

4. Developments in other sectors

5. Key features of QM 5 

6. A local SAB example



1. Background & recap of 
Session 1



All SARs are statutory

mandatory discretionary

SARs



An emerging tension 

Renewed focus on compliance 
with statutory requirements to 

conduct mandatory SARs in 
certain circumstances linked to 

death or serious injury

Evidence base indicating need for a 
proactive approach; selecting 

incidents on basis of opportunities 
for learning not severity of outcome

- Safety-I to Safetly-II
- From ‘swiss cheese’ to Lilypond model 
- New NHS Patient Safety Incident 

Response Framework (PSIRF)
- Child Safeguarding Practice Reviews –

from criteria led, to consideration 
about learning potential

National analysis of SARs highlighted:
- Non-compliance – 22% no SARs April 2017-19
- Lack of precision about the legal basis
- Blatant lack of understanding
- National Rec 5: SABs & partners review 

understanding of legislation;
- National Rec 6: Regional & national networks 

review approaches to interpretation and 
application of s.44

SAR QM2 attempts to recognise both aspects, and encourages a strategic 

approach  using details of both case & local context 



SAR QM2 attempts to recognise 
both aspects, and encourages a 
strategic approach 

Case
Local 

context



SAR QM 5
• 5.2.4 Have discussions about the precise form and focus of 

the SAR built on initial information gathering about case and 

local context (QM 2), drawing on the right range of information 

including: 

• Evidence of impact on adults with care and support needs 

and their families, including of any serious public concern 

and/or potential media interest • 

• Other quality assurance and feedback sources e.g. 

audits/complaints 

• Relevance to SAB strategic, current and/or future priorities

• Previous SARs locally, regionally and nationally (as 

relevant). 

Being strategic about identifying areas/themes where we know there are practice 
problems and we need to understand how organisational and social dynamics are 

influencing peoples work; Also where we need to understand what is allowing 
safeguarding to happen well in our complex multi-agency system



Increasing volume of SARs

• Heightens the need to be proportionate

• To be flexible, creative, bespoke, strategic 

in commissioning 

• In order to get the most practical value from 

our SARs to inform and drive improvements



Very limited consideration of how 
to be proportionate

• E.g. Commissioning a SAR involving a type of 
abuse/neglect that had been the focus of one or 
more earlier reviews

• Response generally: to commission a further 
individual SAR

• Rather than consider a proportionate response e.g. 
start with the learning and recommendations from 
earier reviews and then question what has (not) 
changed, what has facilitated or obstructed change 
and what further work is required. 



2. What the statutory guidance 
prescribes



Very little

• Gives SABs discretion as to what type of review 

process is most likely to promote effective learning 

and improvement action;

• Advises that reviews should be proportionate to the 

scale and complexity of the case.

• Requirements: 
• Inform and involve the person and relevant family

• Engage operational staff



The detail

• ‘The SAB should primarily be concerned with weighing up 

what type of “review” process will promote effective learning 

and improvement action to prevent future deaths or serious 

harm occurring again’. (14.164) 

• SARs should reflect the 6 safeguarding principles (14.166)

• 5 additional principles should be applied to all reviews:
• A culture of continuous learing and improvement across the 

organisations … identifying opportunities to draw on what works and 

promote good practice

• The approach taken to reviews should be proportionate according to 

the scale and level of complexity of the issues being examined

• Led by individuals independent of the case under review

• Professionals should be involved fully and invited to contribute their 

perspectives without fear of being blamed for actions they took in 

good faith

• Families should be invited to reviews, understand how they are 

going to be involved and their expectations managed appropriately 

and sensitively (14.167



The detail

• The process for undertaking SARs should be determined 

locally according to the specific circumstances of 

individual circumstances. No one model will be 

applicable in all cases (14.170). 

• The focus needs to be on what needs to happen to 

achieve understanding, remedial action and, very often, 

answers for families and friends of adults who have died 

or been seriously abused or neglected. (14.170). 

• SAR reports should provide a sound analysis of what 

happened, why and what action needs to be taken to 

prevent a reoccurrence, if possible … contain findings of 

practical value to organisations and professionals 

(14.178)



3. What do we know about 
current practice?



Very limited range of types of 
review process

• Vast majority used ‘standard’ SAR approach

• Others only thematic review or ‘learning review’ or jointly 

commissioned SAR/DHR or SCR/SAR

• Most gave no indication of why a particular approach taken

• Terminology frequently obscured rather than clarified the 

approach being adopted e.g. “learning review” “concise 

review” or “internal focused review”



Methods used for gathering 
information 

• Limited range of approaches to gather information

• Chronologies, internal agency management reviews 

and manager learning events most commonly used 

• Often not specified



Occasional acknowledgement of 
proportionality

• Local learning review; a thematic review; joint reviews 

explained as a proportionate response

• “Some SABs have been in the position of commissioning a 

SAR involving a type of abuse and/or neglect that has been 

the focus of one or more earlier reviews. The response 

generally has been to commission a further individual SAR 

rather than to consider a proportionate response that 

begins with the learning and recommendations from earlier 

reviews and then questions what has (not) changed, what 

has facilitated or obstructed change, and what further work 

is required”



4. Developments in other 
sectors



Current ‘safety science’ evidence base

From Safety-1 ….       to Safety-11

From ‘swiss cheese’ ….

….   to ‘lily pond’ model 



Reflected in changes in the NHS
• The Patient Safety Incident Response Framework (PSIRF) 

replacing the Serious Incident Framework 2015

• Supported with the first systemwide patient safety syllabus, 
training, and education framework for the NHS.



Patient Safety Incident Response 
Framework (PSIRF) 

https://www.england.nhs.uk/patient-safety/patient-safety-investigation/





Child Safeguarding Practice 
Reviews similarly -

• Key change to Working Together to 
Safeguarding Children 2018 was a move from 
criteria led decisions about conducting LCSPRs, 
to a requirement to consider whether a review is 
needed

“Still too many rapid reviews focus on whether the 
criteria have been met, rather than on the 
subsequent considerations about whether there is 
any further learning to be gained beyond the rapid 
review” (Mark Gurrey, National Panel) 



Beyond IMRs, combined 
chronologies, and long 
overview reports 

“LSCPRs are not SCRs by another 
name. … There’s a real need for us to 
put behind us the SCR method of 
thinking and get into a different, more 
creative way of conducting reviews into 
serious incidents. … Chose the best 
design of method to surface the 
learning” (Mark Gurrey, National Panel) 



Recap

1. Background and why this is necessary and 

important

2. Care Act statutory guidance 

3. What we know about current practice

4. Developments in other sectors

Make a good case for grasping the 

opportunity for a more flexible, 

bespoke, creative, strategic, 

proportionate approach to 

commissioning SARs



5. SAR QM 5 





SAR QM 5 Commissioning, 
includes



6. Local example



Background

• History of using very traditional model for SARs

• Recommendations proved difficult to work with

• Volume of SARs increasing especially since Covid

• Knock-on on the amount of recommendations

• Duplication of recommendations across different 

SARs

• Frustrating - inefficient & ineffective



Taking a grip of commissioning 
process; focusing on the ToR

• Developed a new process

• Terms of Reference more flexible, more varied

• Capture result of sub-group considerations of what 

issues the particular case lends itself well to helping 

us understand

• Always mindful to avoid going over same areas 

again, where we already have learning

• Using the ToR to keep the reviewer tightly to that 

focus
e.g. one case, focusing only on issues of support to unpaid carer

e.g. Had previously done a thematic self-neglect SAR. Since then had two more cases. 
Commissioned a very small review to check no additional practice issues: “gap 
analysis”. Record review; meet family; survey with practitioners 



From the chat – reflections, 

comments, questions, 

concerns?



Phase 2.
Open training sessions to support 
use of the SAR Quality Markers

Register to attend

https://www.scie.org.uk/safeguarding/adults/reviews/quality-markers/training2022

SAR QMs targeted training 

sessions - open to all

SAR QM Agreed date

1. Decision making whether a 

SAR is needed

SAR Quality 

Marker 2

Thursday 26th May 9.30-12.00

1. Flexible and bespoke

commissioning 

SAR Quality 

Marker 5

Friday 17th June, 9.30-12.00

1. “Safety science” SAR Quality 

Marker 12

Tuesday 28th June, 9.30-12.00

1. Different audiences for 

publication and dissemination

SAR Quality 

Marker 14

Wednesday 20th July, 9.30-12.00

1. Logic Model / theory of change SAR Quality 

Marker 15

Thursday 15th September 9.30-

12.00

https://www.scie.org.uk/safeguarding/adults/reviews/quality-markers/training2022


Coffee break 



SESSION 2. Break-out rooms

• Sharing reflections on input this morning
• Any local practice / developments that are 

useful to share?
• Examples of flexible, creative, bespoke ‘types’ 

of review?

• What more would you like clarity or support 
about? 



SESSION 3. SAR QM5 
encourages a strategic approach 



Thank you!

• SCIE team

Sheila Fish, Suzanne Cottrell, Anna Muller 
and Yvonne Watkins-Knight

Sheila.fish@scie.org.uk
Reviews@scie.org.uk

mailto:Sheila.fish@scie.org.uk
mailto:Reviews@scie.org.uk
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