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Dear Ms Williams 

Monitoring visit of Gloucestershire County Council children’s services 

This letter summarises the findings of the monitoring visit to Gloucestershire County 

Council’s children’s services on 20 and 21 September 2017. The visit was the first 

monitoring visit since the local authority was judged inadequate in February 2017. 

The inspectors were Shirley Bailey SHMI and Nicola Bennett HMI. 

The local authority is making very recent progress in improving services for its 

children and young people. 

Areas covered by the visit 

During the course of this visit, inspectors reviewed the progress made in the area of 

help and protection, including: 

 the quality and timeliness of information gathering and decision-making within 
the multi-agency safeguarding hub (MASH), and within the local authority 
triage team 

 the effectiveness of assessment and planning for children in need of help and 
protection 

 the quality of management oversight challenge and staff supervision in these 
services 

 the accuracy and quality of the performance management information that is 
used by senior leaders and managers to oversee practice and improve 
outcomes for children 

 the quality assurance of social work practice through auditing of casework and 
the contribution it makes to practice improvement. 
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The inspectors considered a range of evidence, including electronic case records, 

supervision files and notes, observation of social workers and senior practitioners 

undertaking referral and assessment duties and other information provided by staff 

and managers. In addition, we spoke to staff, including managers, social workers, 

other practitioners and administrative staff. 

Overview 

While inspectors saw some improvements, they are very recent. Children in need of 

help and protection in Gloucestershire continue to experience delay at every point of 

their involvement with children’s services. Some children remain in situations of 

unassessed risk for too long and others experience chronic neglect or continue to be 

exposed to risk without effective action being taken to protect them. 

Necessary changes to senior leadership within children’s services following the 

findings from the inspection have contributed to this delay. Significant challenges in 

recruiting and retaining suitably qualified and experienced staff mean that in some 

parts of the service social workers’ caseloads remain too high, or that children’s 

needs are too complex for the social workers’ levels of skill and experience. 

Management oversight of practice and staff supervision is regular, but it is rarely 

challenging and too often fails to address deficits in practice. 

The quality of performance management information is improving from the very 

poor-quality information seen during the inspection. However, it is not yet detailed 

enough to give senior leaders and managers the clear overview of practice that they 

need. 

The local authority has recently revised its quality assurance framework. It is 

comprehensive and focused on improving outcomes for children. It has a well-

established cycle of casework auditing and the local authority has recently included 

frontline managers as auditors. However, the quality of audits seen on this visit was 

far too variable and not all auditors accurately evaluated children’s experiences. 

Staff morale and confidence in the senior leadership team has improved since the 

inspection. However, some changes are too recent for staff to feel the benefit and a 

minority of workers still feel under too much pressure. 

Findings and evaluation of progress 

Delay in responding to children’s needs is widespread in every part of the service 

seen in this visit. While delays in decision-making within the MASH and the triage 

team are often no more than a few days, children experience further delay when 

they are referred to the receiving social work teams and, consequently, children 

often wait too long before they are visited by a social worker for their needs to be 

assessed. 



 

 

 

Recent improvements in the timeliness of decision-making in the MASH mean that, 

for most children, decisions are now made within 24 hours. The timeliness of 

decision-making for children within the triage team is more variable, with some 

children experiencing a short delay before decisions are made about next steps. The 

MASH and triage team do not yet benefit from co-location and the local authority 

recognises that this contributes to the delays in decision-making. In particular, 

children considered to be at medium risk of domestic abuse often experience 

significant delay. The practice within the local police force of sending notifications in 

batches to the local authority means that some children have already experienced 

considerable delay before the local authority is informed of the incident. These 

delays are then exacerbated by the local authority insufficiently prioritising decision-

making for these children. This poor practice risks children experiencing further 

incidents of domestic abuse while waiting for a service, and gives the wrong 

message to families about the serious detriment that domestic abuse can cause to 

children’s safety and well-being. 

The quality of social work practice is too variable. Inspectors saw some children 

whose needs and risks were clearly identified. Outcomes for these children were 

improving as a result of more effective recent practice. However, some children live 

in circumstances where they continue to be exposed to risks because of parental 

substance misuse, neglect or parental mental health problems, with little or no 

evidence of sustained positive change or effective action being taken to reduce risk. 

The local authority has taken effective action to reduce caseloads through the 

creation of an additional team of agency social workers. A large proportion of a 

backlog of unallocated cases has now been allocated and all those children have 

been seen. However, the challenge of recruiting suitably qualified and experienced 

staff means that the stability of the workforce remains fragile in some areas of the 

county. 

Delay is a major contributory factor in the reduced effectiveness of care planning for 

children, and contingency planning is not always clear or rigorous. This is sometimes 

due to social workers’ caseloads, which in some localities remain excessive, and 

sometimes due to the complex nature of the children’s needs. Other delays are due 

to partner agencies being unavailable to attend key decision-making meetings such 

as strategy meetings. Consequently, too many children are not visited soon enough 

to ascertain their circumstances and remain in situations of unassessed or continuing 

risk for too long. 

Timeliness of assessments, although improving from a low baseline, requires further 

improvement to ensure that children’s needs are assessed, and that they receive 

effective services within a timescale that is right for them. The quality of 

assessments is too variable. Inspectors saw some assessments which contained 

detailed analysis that led to effective planning. However, weaker assessments were 

over-reliant on parental self-reporting, did not include information about the 



 

 

 

significant figures in children’s lives and lacked a consideration of history to inform 

future planning. 

The formats of some plans, templates and means of recording do not assist effective 

care planning and decision-making. Although some more recent plans contain 

timescales, this practice is not yet consistent, making it difficult to hold workers, 

agencies and, sometimes, parents to account. Recording of significant events to 

inform planning is not consistent and in some cases the rationales behind decision-

making and for the actions taken are unclear. 

There has been a clear and concerted drive to ensure that the voice of children is 

heard, and that it informs planning. While social workers demonstrate that they 

know children well, this is not always reflected in written records. Nevertheless, 

inspectors saw some sensitive direct work that led to child-centred planning. 

Some frontline managers continue to have cases allocated to them and, although 

workers report that they value the support that they receive from their managers, 

this reduces managers’ capacity to provide staff with the guidance that they need. 

Managerial oversight of practice, while regular, is not sufficiently challenging and 

does not lead to practice improvement. 

The quality and range of performance management information used by the senior 

leadership team to understand and monitor children’s experiences has improved 

from its very low baseline at the point of the inspection. This is leading to some 

practice improvements in relation to compliance, such as the timeliness of statutory 

visits to children. However, the local authority recognises that it is not yet able to 

easily measure timeliness from the first point of contact with children to them 

receiving appropriate interventions and services. This is a significant deficit. The 

quality of performance management information and its use by frontline managers 

are too variable. While the MASH benefits from good performance information that is 

used well to improve practice, frontline managers in the triage team receive no 

performance management information. In other parts of the service, while some 

performance management information is available to frontline managers, it is not 

systematically used to monitor or improve practice. 

While the use of auditing of casework is well established, it has only recently been 

extended to include frontline managers. The quality of the audits seen on this visit 

reflected a range of skills and experience, but overall the level of analysis was 

insufficiently rigorous. While some auditors accurately identified deficits in practice, 

including delay for children, others were overly optimistic in their evaluation of some 

of the work undertaken and the difference it had made to children. Consequently, 

the contribution that auditing of casework makes to practice improvement is not yet 

strong enough. 

Staff morale is improving from the very low baseline seen during the inspection, and 

most staff spoken to by inspectors expressed growing confidence in the actions 



 

 

 

taken by the senior leadership team to improve working conditions and support 

social work practice. 

The local authority has prioritised urgently addressing the widespread and systemic 

delay that many children experience in receiving the help that they need. Until very 

recently, the pace of change was too slow and the local authority must now embed 

and build upon recent improvements. 

I am copying this letter to the Department for Education. 

Yours sincerely 

 

Shirley Bailey 

Her Majesty’s Inspector 

 


