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1) How much did we do?

This report summarises findings from 21 admissible case audits in November and 25 admissible case audits in 
December.   (An inadmissible audit is one that does not meet the audit standards set against our competency 
framework).  

The sample was taken from across all age ranges and teams in Children’s Social Care.  
This sample formed our ‘Core Audits’.  
Our development activity includes additional ‘learning audits’ for managers working to join the core audit group. 

Under guidance from critical friend Steve Hart, we have defined three grade descriptors for our judgements on 
the quality of practice: Outstanding, Good, and Doesn’t yet meet Good.  We do not specifically describe practice 
as Requires Improvement or Inadequate,  these are drawn together under Doesn’t yet meet Good.  Where ‘Cases 
of Concern’ are identified (which would relate to Inadequate practice under Ofsted’s Framework and Evaluation 
Schedule for the Inspection of Services February 2017) these are escalated to Heads of Service, logged onto the 
cases of concern register and tracked to ensure progress. 

The focus of the November audit was Assessment and in December Planning. 
These themes were identified as part of a rolling programme, informed by: 
a) Performance data on timeliness and intervention and 
b) Findings from previous audits July – September 17 about continued drift and delay for some children.

In each case, auditors sent required actions to the Team Manager to address with the SW in supervision. 
Completion of these actions is the responsibility of the Team Manager. 
Completion of actions is overseen by Heads of Service.
These are tracked (with reminders) by the Practice Learning Team. 

What are we looking for?
The  audits focussed on IMPACT of our work on the child; the experience of the child and family; and three 
important aspects of (the theme): 
        Assessment

 Evidence of multi agency responsibility, actions and impact in the assessment
 Evidence that the assessment triangulated information – testing the hypotheses, avoiding optimism 

bias, revisiting assumptions)
 Evidence of a clear analysis, based upon professional judgement and research.

Planning 
 Is the plan clearly related to the analysis & outcome of the assessment? (i.e. the plan addresses 

unmet need in the assessment, reduces its effects and improve things)
 Is there evidence that the plan is co-produced with the child/family?  (drawing up the plan together 

following discussion of agreed identified needs & actions)
 Are the action in the plan SMART (Specific, measurable, achievable realistic, timely)?

2a) November 
How well are we doing?

2b) November 
Is anybody better off?

Quality of Practice
 20 were ‘not yet good’ (score of 

1) i.e. 95% ..

Outcomes for children
Evidence of impact for children included 

http://dera.ioe.ac.uk/28367/1/Framework_and_evaluation_schedule_-_Inspection_of_local_authority_children_s_services.pdf
http://dera.ioe.ac.uk/28367/1/Framework_and_evaluation_schedule_-_Inspection_of_local_authority_children_s_services.pdf
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 10 had ‘good’ features across 
several areas (score of 2)  but not 
yet ‘good’ overall’ i.e. 48%

 1  was ‘good’ (score of 2) i.e. 5%

Quality of Auditing
In November, we adjusted our approach 
to using a ‘Core Audit Group’ rather than 
all managers.  24 cases were audited. 
Audits were moderated by Steve Hart (ex 
Ofsted Inspector), Cathy Griffiths and Rob 
England.  

 12 were immediately admissible 
i.e. 50%

 9 were admissible but 
demonstrating development 
needs i.e. 38%

 3 were inadmissible i.e.  13%

 Isobel (203175)’s needs were carefully considered with a 
group of professionals who know her, to make important 
decisions quickly after she tried to take her own life. Initial 
safety plans have been implemented and have reduced risk. 

 Keriha (5090148) was safeguarded as an unborn baby 
through progression to pre-proceedings, after which she 
was placed in care, with a good impact on her immediate 
care and safety. 

 Relationship based practice with Dani (53512), who has 
been really motivated to achieve. The good relationship 
between her, her leaving care worker and foster carers have 
helped this.

Overall however, the variability of quality of assessments (and 
pursuit of the ensuing plan) suggests the needs of children families 
are not being consistently or sufficiently understood and acted on. 
The experience of 95% of children (20 cases) did not yet evidence 
good impact and 4 ‘Cases of concern’ were identified.  The Team 
Manager and Head of Service were alerted in each case. 

3a) December
How well are we doing?

3b) December
Is anybody better off?

Quantitative Findings

Quality of Practice
 22 were ‘not yet good’ (score of 

1) i.e. 88%
 1 had ‘good’ features across 

several areas (score of 2)  but not 
yet ‘good’ overall’‘ i.e. 4%

 2 were ‘good’ (score of 2) i.e. 8%
 
Quality of Auditing

 19 were immediately admissible 
i.e. 70%

 6 were admissible but 
demonstrating development 
needs i.e. 22%

 2 were inadmissible i.e. 7%

Outcomes for children

In the case of George (5083692) there was notably positive practice 
in relation to family engagement, co-production and feedback.  It is 
good to see the progress that the family and George are making.

In the case of Riley (290048) the swift and decisive action taken by 
the social worker and manager resulted in a significant change of 
family circumstance and notable improvement outcomes for Riley.

Lily (235699) is in receipt of creative and proactive social work with 
an emphasis on engagement and improving assessment and 
planning.  The benefits of this are starting to show in her life.

Overall though, auditors were not assured that children and families 
are being sufficiently understood, supported and protected, and a 
disproportionately high number of cases of concern continue to be 
identified through audit.  

4) Summary Analysis
Quality of Practice

The majority of cases audited have had multiple preceding contacts with children’s social care – and there is 
evidently a legacy of inappropriate threshold decisions and ineffective interventions prior to transfer out of the 
service.  Recently, the threshold decisions appear to be improving but there remains an inconsistent approach to 
these referrals by failing to take account in assessment, analysis and planning of their history of need and 
experience of service response.  Moreover, we are not reflecting well on what these missed opportunities might 
mean in relation to increasing difficulty to effectively support and protect them, and to engage with them and 
their families.
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Despite evidence of good practice in some children’s cases, with some examples highlighted above, the rigour of 
management oversight and quality of reflective supervision is not yet consistently evident. This is particularly in 
relation to the key aspects of decision making about allocation, assessment, planning and progress. 

Where good practice was seen, this correlated with clear management oversight. Where the child’s case was 
delayed, drifting or showing no signs of progress, this correlated in most cases with a) the need for clearer 
management case direction upon allocation, or b) direction was clear but actions were not completed and 
appeared unchallenged. 

Auditors identified a high number of cases with drift and delay, and/or a lack of progress.  In response to this 
there is insufficient urgency and grip from practitioners and managers.  Included in this is the ability to 
constructively challenge families where there is a lack of expected movement.  In light of previous dip-sampling 
around the limited impact of our involvement this appears to be an ongoing challenge for the service.

Assessments generally continue to have insufficient curiosity, depth or holistic exploration, and there is an 
ongoing developmental need around analyses.  This is transmitted through to planning where the links between 
assessment, analysis and planning are ill-defined.   

Plans are consistently reported to lack application of the SMART principles which again mirrors findings in 
previous sampling and auditing.

The fact that the above correlate with findings from audits in July and August 2017, dip sampling findings, and 
Ofsted reporting, suggests attention to these continue to be pertinent to our Improvement Plan. 

Quality of Audit

The quality of audits is less variable since changing our approach to a ‘Core Audit Group’, a limited number of 
moderators and use of our auditor competency framework. Strengths in the admissible audits included: 

 strong evidence statements
 clarity of conceptual thinking, about evidence and impact on the child
 succinct, analytical and constructively presented feedback in a manner that can support and inspire 

workers and managers to improve. 

The quality of auditing by 1 auditor in particular has been consistently Good and as a result; one of these 
(243999) has been anonymised and circulated for training purposes as a good practice exemplar.  

Weaknesses in the 5 audits that were not admissible included: 

 the ability to verbalise impact statements for the child but not having recorded this in the audit
 weakness in triangulating the judgement, evidence and impact statements
 a case of concern not sufficiently captured in the audit or in follow up actions
 too brief or confusingly dense and complicated

Further support was provided to auditors with individual feedback prior to the December round of audits with 
continued improvement noted in December. Future training will continue to focus on the skill of triangulating 
audit judgement, evidence and impact for the child, by considering the consequences of the impacts the auditor 
is identifying – and thinking about the readership of an audit as the child, family, SW, manager and moderator.

Key findings (including from audits deemed inadmissible) were sent through to team managers to be actioned 
towards improved delivery for children and families.
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5) How does this correlate with findings from the 11-25 service?
The 11-25 service’s core audits are now being included in the service-wide core auditing.  Moreover, the findings 
above correlate with the findings from 11+ service ‘learning audits’ and in the 11+ October dip sampling on 
Management oversight.

6) Recommendations for Team Managers and Service Leads
It is recommended that  

1. Management oversight ensures tighter grip on timeliness of completion of actions.  
This includes actions arising from assessment and from audit. New measures to support managers in 
doing so include Data Web Reports and the audit action tracker provided by the Practice Learning Team. 

2. Management oversight ensures practice improvement in assessments.
Building on Essex diagnostics and 3 Consultant Social Workers working in teams to support better quality 
assessments, it is recommended that Managers work with their Head of Service to review the impact of 
their team action plan with regard to consistent improvement in assessments of need.   This is in order to 
secure an effective understanding of ‘Good’ assessment, analysis and planning, and the links between 
these stages of case management.  Similarly work is needed to better understand review as the marker 
by which we measure and effect progress.

3. Management oversight ensures critically reflective supervision.
Securing the two actions above is inextricably linked to provision and evidence of critical reflection in 
supervision in keeping with the High Support and Challenge advocated in the Restorative Approach.  This 
will need to be in line with the re-launch of the service’s supervision policy.

7) Next Steps

Improving the quality of audits  

We need to begin drawing more managers through to the core Audit Group by developing their audit 
competence. Plans are in place from February 2018 to support ‘Learners’ joining the audit group when 
competence is confirmed.  

Improving impact of our intervention for children

 Audits findings to be circulated to teams to support relevant discussions. 
 All audit actions have been sent to the relevant Managers to address in supervision and oversee
 The action tracking system has been further tightened by the Practice Learning Team 
 Drift in actions completed will be escalated to Heads of Service
 Build on the feedback from Social Workers and Managers engaging in audits that this is a good process, 

and use this in the development of the next line of core auditors.
 Continue to use the audit competency framework in the moderation process to further address audit 

skill development 
 Results from audit will be triangulated against performance data, dip samples, customer feedback, Essex 

diagnostics work at team level and learning from Serious Case Reviews
 We will need to agree a strategic-level response to the quality of basic practice, mapping this into an 

annual plan of practice improvement for the service. 
 We need to continue to reinforce the immediate escalation and tracking process when audits identify 

cases of concern.


