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1)How much did we do?

This briefing is about the learning from the  audits undertaken in May 2018. 

27 cases were identified for audit from across all age ranges, circumstances and teams both in 
Children’s Social Care and 11-25 Service. 26 were completed within timescale ; 1 was not.; and 1 
was inadmissible leaving the cases to be analysed as 25. Audits were done by a range of Heads of 
Service and Team Managers, then passed to a moderator group including external moderator 
Steve Hart. 

What were we looking for?

The rolling programme theme for May was Safeguarding and Risk Management.  In doing so the 
focus was on 

1. The IMPACT of our work with the child or young person, plus 
2. Questions testing the evidence of purposeful contact with the child, so as not to be left 

exposed to unassessed risk; assessments and plans attending specifically to 
risk/protection; risk analysis; and effective safety planning within which risks to the child 
are being managed, reduced or resolved.

2) How well are we doing? 

Following moderation, 2 children’s cases were found to be Good, 14 Requiring Improvement, 9 
Inadequate. This is compared to
  

 January audits: 0 Good, 27  Required Improvement, 5 Inadequate,
 February audits: 0 Good, 18 Requiring Improvement, 5 Inadequate. 
 March audits: 2 Good, 13 Requiring Improvement, 9 Inadequate 
 April audits: 1 Good, , 18 Requiring Improvement, 8  Inadequate  
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Analysis of May  Audits 

 1. What does ‘Good’ look like?  

5067991 Gloucester Team 3:  2 year old Maria (name changed) who is a child in care. The audit 
found evidence of some very good focussed practice with risks assessed in a timely manner and 
appropriate safeguarding actions taken. This was found to have contributed to a good impact for 
Maria. The standard of interventions has been good both in terms of day to day practice and planning 
ahead. This was supported by Team Manager oversight, driving case progression in a way that 
reflected our Practice Standards. The impact is that Maria has benefited from the relationship built 
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with those working with her and that she feels safe.  

5107551 Cotswolds Assessment Team: The audit considered risks to an unborn baby posed by 
substance misuse in utero and what will happen next if those risks are not resolved.  It found those 
risks were effectively being understood and addressed through concerted and purposeful Social 
Work. This included a good approach to coordinated multi agency involvement and as a 
consequence, encouraging parental engagement. 

In both ‘Good’ cases, audit suggested areas of development to maintain and sustain the good 
practice seen. For M, restorative practice was advised, in order to build a shared understanding of 
risk with her parents as well as providing challenge to them. For the baby, further development of the 
plan was advised, to ensure the baby’s experience of early childhood – and our services – is good. 

Further analysis of the ‘Good’ cases over the last three months shows a clear pattern in terms of 
what we are looking for:  

 Clear continuity from the assessment and analysis through to the child’s plan
 Evidence of purposeful engagement with the child and family
 Clear, child focused planning
 Rigorous management oversight, providing support and challenge in equal measure.  

2. Are we moving towards ‘Good’ more widely?

Within the children’s cases audited as ‘Requiring Improvement’, emerging good practice was 
characterised by examples of insightful assessment; clear plans; clear coordination of services 
including multi agency input; and evidence that for the child this meant the risks were being well 
managed, reduced or resolved. 

Features of ‘Good’ also included several examples where the child’s views and experiences were 
effectively captured, pulled through to the assessment and ensuing plan. 

However, these cases were held back from being ‘Good’ overall, where the audit found continued 
needs in relation to variable quality of risk analysis; making sure the child’s plan is very clear about 
the outcomes sought; and keeping a focus on what impact our input is having for the child, with the 
child’s views more strongly being drawn from when the plan is being reviewed.  

Over the past two months there have been a number of cases deemed RI which with attention to the 
above issue would have seen them rated as good.

3. Where do we urgently need to focus our attention?

This sections considers what we can learn from the  current children’s ‘Cases of Concern’ as a 
‘window’ into our safeguarding system and the quality of Management Oversight. 

Cases of concern are kept on a register until the actions required to remove them is taken.  The 
number of children’s cases on the register therefore varies from week to week.  33 Cases of 
Concern were raised between November 2017 and January 2018. From then the numbers on the 
register have been as follows:

February 17
March 17
April 16
May 16

Our ‘inadequate audits’ are classified using the Ofsted Annex H categories 1 and 2. 

From May’s audits, 

 0 children are now “Category 1” – where the audit has raised issues of concern suggesting a 
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child is at risk and the Head of Service needs to act immediately  

 13 are “Category 2” – where the audit has raised issues of concern suggesting the risk 
assessment/service offer for the child is not appropriate to their needs.   

Category One Cases of Concern:

Three children’s cases were raised as Category 1 during May audits. These were followed up by 
Head of Service review and closure as Cases of Concern by the Improvement Director. 

These had in common a lack of good risk assessment, clear safety plans and focussed intervention 
that evidences reduced risk, compounded by lack of management oversight and clear direction. The 
quality of records also let these cases down, and sufficient assurance was not gained through the 
audit discussion with the Social Worker and Team Manager.  

1. 5046478 Tewkesbury C&F: Audit raised concern about a 4yr old boy subject to a CP Plan due to 
Domestic Abuse, that safety planning appeared to be drifting leaving Lee (name changed) at 
significant risk of harm, without risk assessment or focussed intervention. There was concern about 
his current living arrangements being unsafe and no direct work. In response the Head of Service 
reviewed Lee’s case and provided assurance that Lee was now being seen regularly and that the 
plan is progressing.  The Review Child Protection Conference and subsequent comments from the 
CP Conference Chair note that good progress is being made.  There are two focused pieces of work 
now, with engagement of children and direct work with the mother around her relationships. The 
Head of Service reviewed the child’s case, provided an  update to the Improvement Director and this 
was closed as a Case of Concern. 

2. 5072317 Gloucester Team 6: Audit raised concern about Ada (name changed), a young girl 
subject of a Child Protection Plan due to domestic abuse. There was significant lack of evidence to 
suggest recognised risks have been sufficiently addressed and the audit questioned whether Ada is 
safe.  It did not appear that management oversight had influenced any progress to secure an 
effective safety plan for Ada, Urgent action was requested to assure Ada’s current and future safety. 
The Head of Service reviewed and provided oversight, with assurance that Ada is not at imminent 
risk and there is a clear plan in place. Ada and her mother are in a refuge and her mother is following 
the safety plan that has been put in place. This has been closed as a Case of Concern with sign off 
by the Improvement Director. 

3. 194424 Cheltenham Safeguarding Team: Claire (name changed) is currently subject of a CP 
plan due to longstanding neglect.  The audit raised considerable concern about her current safety, 
with risk factors (substance misuse and exploitation) that continue and lack of assurance in terms of 
how we are addressing the likelihood of immediate and significant harm. The Head of Service 
reviewed the child’s case, providing oversight and assurance that the risks have been reduced 
significantly. They provided further assurance of Core Group activity, legal advice taken, and actions 
resulting in C engaging with professionals, being back in school and a foster placement being sought 
should the current improvements not be sustained. The Improvement Director has reviewed and is 
satisfied this is no longer a case of concern. 

The Category Two case of concern examples show us common aspects of our practice requiring 
attention, across the experience for 13 children whose cases were audited. 

These are from Tewkesbury Safeguarding Team (4 children), Tewkesbury Assessment Team (1 
child), Forest of Dean Safeguarding Team (2), Cotswolds Safeguarding Team (2), Stroud 
Safeguarding Team (1) and Gloucester teams 1, 2 and 3 (3).

Aspects in common include concerns that the risk assessment and ensuing service do not appear 
appropriate to the child’s need, compounded by lack of evidenced management oversight and clear 
case direction. In all cases, there was a need for critical reflection in supervision to secure a robust 
link between risk assessment, plan and clear service through purposeful intervention and direct work. 
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Category One and Two cases have two key things in common:

a) Auditor discussion with Social Worker’s frequently evidences that they know the child well – 
however this is significantly let down by the quality of written work in assessment, planning 
and case notes. 

b) Managers are not consistently providing staff with sufficient challenge or direction. To be 
good, supervision needs to move beyond setting out actions, to providing critical analysis, 
challenge and case direction that drives forward and improves practice. 

Analysis of Cases of Concern over time

Reviewing Cases of Concern (Categories 1 and 2) for patterns, of those that were raised between 
January and May 2018, this shows 

 Reoccurrence of  Cases of Concern has been tested and found to be broadly spread across 
teams, as follows: Chelt Assess (6);  Tewkes Assess (4);  FoD Assess (3);  Stroud Assess 
(3);  Glos Safeg Tm 5 (3);  Glos S 11-25 (2); Glos Safeg Tm 1(2); Glos Safeg Tm 2 (2);  
Tewkes Safeg (2).

 Our review of the Cases of Concern has not established any patterns in relation to specific 
workers. Only one worker who has to date had more than one. An agency Social Worker in 
Gloucester Team 7 has had two cases of concern (both Category 2) and this has been raised 
with the Service Manager/Head of Service.   

3) What action have we taken as a result of May audits?

Actions for individual children: challenge and support
 The Team Manager is required to update the child’s record on receipt of the audit with 

reflections/directions to the practitioner; and then to see these directions closed off in 
supervision notes on the system.  We expect learning from the audit to be discussed in 
supervision relative to that child/yp and extended across a practitioner’s workload, and shared 
within teams.

 Inadequate cases are  escalated to the Heads of Service and are tracked
 The Action Tracker includes concerted checks with Team Managers on action taken.

Shared learning across the system: challenge and support 
 The  “Essentials” training programme, which includes tools for risk assessment, is being 

repeated. All materials will be provided to Advanced Practitioners to deliver to further 
 Learning from the range of QA activity continues to inform the Improvement Plan
 Findings are shared with the Practitioners Forum and monthly Managers Meeting 
 Guidance to Social Workers about what to do before, during and after Statutory Visits is 

being issued
 Additional sessions for Managers on Purposeful Visits are being delivered
 Further guidance to Team Managers on good practice in S47 investigations
 Summer workshops for Managers will be delivered to ensure high challenge and support
 Leaders need to reinforce a culture of prompt action where weak practice is found. 

4) How well are we doing our Audits? 

During May’s Ofsted Monitoring Visit, they found that the quality and range of audit activity and case 
tracking had improved. They found that audits are more accurately focussed on children’s 
experiences. They saw how this is providing managers with insight into the quality of practice. Ofsted 
also made clear we need to improve how audit actions are set out and how they are responded to. 
This is further referred to overleaf.
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How well are we engaging Social Workers and Team Managers in audits?

Out of the 26 audits  

 16 Team Managers were engaged  and  18 Social Workers were engaged 

 Attempts were made to engage with 10 other Team Managers and 8 additional SWs but the 
auditor reported they were not available during the auditing period. 

The majority of feedback included that the discussion with the auditor provided a positive, thought 
provoking experience of SW engagement and is an improvement on previous months, but that Social 
Workers and Team Managers still need to be included in all cases. Auditors also gave feedback 
about the challenge of engaging the allocated worker and line manager; due to annual leave, 
sickness or staff availability due to competing capacity priorities such as Court work. New and 
existing auditors have been reminded that booking feedback sessions as soon as the audit is chosen 
helps increase the likelihood of successful engagement or time to rebook if the unexpected happens.
 
How well are we engaging children, young people and parents in audits?

The audit standards require that the child and parents/carers are contacted, with support tools 
provided. intervention. Including children and young people in audits showed continued challenge:

 No child was engaged in the audit. For 17 it was thought by the auditor to be inappropriate 
due to the child’s age or circumstances. For 9, attempts were made but the child/young 
person did not respond. 

 12 parents took part in the audits, with 10 attempts and 2 not stated by the auditor as to why 
the parents were not invited to give feedback. 

This is better than in April for parental engagement in audits but not compared to 7 children and 
young people in April. Whereas children’s views and experiences are increasingly being captured 
and informing plans in our casework, this is not yet showing in the practice of audit. We need to 
include more young people and parents so as to learn from feedback. This is being discussed with 
Ambassadors for Vulnerable Children and Young People and will be discussed with Essex (our 
improvement partners) during June diagnostics workshops.

In May we recognised the need to include IROs more in audit and dip sampling. This is now being 
addressed, reinforcing the IRO role and bringing appropriate challenge to the IRO service. This was 
discussed further with the IRO Manager and Service Lead for Children in Care at the beginning of 
June. Additional measures will be included when the QA framework is reviewed July – September. 

How well is the system responding to audit?

The 3 cornerstones of the QA framework are audit; performance surgeries; and dip samples. Ofsted 
noted performance surgeries have led to improvements in some areas of practice, for example visits 
to children. However they also noted that increasingly accurate audits are not yet having a systemic 
impact on practice improvement. This points to the need to keep addressing our culture as well as 
our processes. The   completion of audit actions is being considered for inclusion in team level 
performance surgeries, as the current Action tracking Log (Practice Learning Team) shows there is 
not enough pace yet in completing actions:  

 January: out of total of 155 actions, all are completed

 February: total 127 actions - 116 were completed and 11 actions were still outstanding after 
the due date in May;  this is now 4 outstanding actions from one Gloucester child’s case. This 
has been escalated for the attention of the Head of Service. 

 March: total 125 actions  - 24 were still outstanding in May, now 9 actions outstanding from 6 
cases from Forest, Stroud, Cotswold, Tewkesbury and 2 Gloucester children’s cases. This 
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has been escalated for the attention of the Heads of Service.

 April: total 134 actions - 48 outstanding across teams in May, now 23 actions and 1 due date 
not reached, across 13 cases from the Forest, 5 Gloucester cases, Stroud, Chelt, Glos North 
11-25, 2 Chelt 11-25 cases and Stroud 11-25

 May: 132 actions – with 28 completed,  62 actions outstanding and  42 actions not yet due. 

Ofsted feedback confirmed the need to keep equipping all Managers with ‘Ofsted Standard’ auditing 
skills  We need to ensure the actions generated from audit focus on outcomes for children. As a 
result, our accelerated audit training emphasises that for audits to have maximum impact, the 
actions need to explicitly address what needs to happen next to ensure the child’s experiences of 
services are improved to good or better. This transition from ‘process’ focussed to ‘impact’ focussed 
actions is being overseen by moderators. 

5) Triangulation  

Triangulating the findings of May audits with the focus of Performance Surgeries 
and 4 dip samples (CSE, Section 47, Re-referrals and Inadequate Audits):

Themes found within this audit period strongly correlate with findings identified  from dip samples 
May/June of a total of 100 children’s cases, as follows: 

Good practice means relationship based practice: the interesting feature of the two good CSE 
cases was that the social worker had clearly been able to build up a trusting relationship with the 
young person, and that this was leading to improved outcomes. This was reflected in the other dip 
samples and May audits. Where there was inconsistency of social worker, this left young people not 
having opportunity to build trusting relationships with professionals, meaning that multi-agency 
groups do not have a clear understanding of what is going on in young people’s lives. This means 
that it is harder to plan to reduce risk as risks are not fully understood.

Variable quality in assessing risk: Decisions from referrals are made swiftly where there is a clear 
risk of significant harm. There are clear signs of assessments improving in quality, but with 
significant variability. BASE assessments, where completed, enable a greater understanding of risk. 
These are generally of a good quality, particularly in analysis. More broadly, risks are not always 
well-understood or identified in assessments, meaning that thresholds are not consistently applied. 
This means that some children receive a disproportionate response whereas others do not 
experience improvement swiftly enough and consequently, resources and services diverted away 
from the young people who need them the most. 

Improvement needed in Plans, to effect change for children: Variable quality of plans means that 
they are not systematically informing ongoing monitoring of progress. The planning proforma is good, 
lending itself to SMART, outcome focused planning. Despite this, the quality of planning has not yet 
improved in line with assessments and is generally poor. Where plans are of a reasonable standard, 
they are not often used to good effect to monitor progress and risk reduction. Plans, for the most 
part, are not SMART, outcome focused or concentrating on impact.  Cases that are stepped-down to 
early help are not accompanied by a robust plan detailing the needs of the children, and what needs 
to happen to promote long-term change. This means that families are re-referred within a short space 
of time with similar issues which have not been addressed.

Prioritising the focus on purposeful visits: Although young people at risk are being seen, there is 
insufficient evidence that this is purposeful and being used to inform or to progress issues identified 
in the plan. Poor planning in turn means that visiting is not purposeful – leading to drift, and a lack of 
a proactive reduction of risk. This means that, although risk may be contained on a day to day basis, 
the work is reactive and can result in risks escalating. There are, on several cases, allusions to other 
professionals undertaking direct work, but the impact of this on young people’s understanding of their 
situation is not evidenced in ongoing assessments and planning. 



7

Driving up the quality of recording: The quality of recording on many cases dip sampled makes it 
hard to understand why decisions are made. This means that young people will struggle to 
understand their story, making it harder to effect change. Events are not analysed in recording, which  
facilitates a continued reactive approach. 

Strengthening management oversight: Effective management oversight was evident in 10 CSE 
cases, and in other dip samples there was some evidence of using supervision to move things 
forward but this was inconsistent. Management oversight was consistently lacking in the inadequate 
cases. Management oversight and supervision is not being used consistently to drive forward cases, 
and in many cases is reactive to change meaning that drift and risk is not reduced.

In June, 2 further dip samples are being undertaken:  1) whether children referred are being seen 
before NFA decision and 2) the quality of Children in Care Reviews. 

6) Recommendations

Recommendations from the CSE dip sample were taken to Youth Services and the Operational 
Leadership Team and agreed, with oversight from the Improvement Director and used to inform the 
CSE strategy currently being reviewed. All dip sample findings have been reported to the Operational 
Leadership Team.  

Recommendations from May’s audits:

In line with previous audits, the overview of May’s audit findings confirms the need to make sure 
Management oversight demonstrates the expectation set out in our Practice Standards: ‘’Systematic, 
regular and high quality management oversight drives child-centred plans and actions, within 
timescales appropriate for the child. Where areas for improvement have been identified, managers 
have a ‘grip’ on the issue. There is evidence of effective and reflective supervision in the child’s 
record’.

The above standard is drawn through to our audit tool. It is not yet consistently seen, therefore our 
improvement journey needs to provide high challenge and high support in equal measure to those in 
managerial roles. 

The single recommendation from May audits is therefore that the focus on improving 
Management oversight must be sustained, to secure  case direction, better quality children’s 
plans and timeliness of actions.  


