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REPORT: Update on Audit and QA Activity – 
operational copy

MONTH: March 2019

AUTHOR: Rob England (Head of Quality & Safeguarding, Children’s Services)

1) How much did we do?

This report provides an overview of audit activity and other relevant quality assurance activity for 
March 2019.  It includes a summary of findings from audit activity within Early Help and Youth 
Support, and feedback from the recently refreshed Essentials 2.0 training.

Every Senior Manager, Manager and Advanced Practitioner is expected to undertake 1 high quality 
core audit per month (unless they are otherwise moderating the audits of their colleagues).  In March 
there was a pool of 86 trained auditors and 19 moderators including two external (ex-Ofsted) 
moderators available for audit activity.  For business as usual, we are expecting an approximate pool 
of 85 auditors and 26 moderators to be available with a completion rate of 90%.  

Due to exemptions (see below), 67 children were allocated for audit from across all teams in 
Children’s Social Care and the 11-25 Service.  16 auditors did not return audits, which, alongside 3 
completed audits that did not meet required standards when moderated, resulted in 48 audits 
completed to expected standards – the findings of which follow.  

We have also undertaken 2 dip samples in this period.  One was of the 14 children on 4 or more CP 
plans, and the second was a review of work rated as inadequate in the January and February ’19 
audits.  The findings of these are reflected on in section 2 below.

2) How well are we doing? 

This section summarises progress in growing our auditor and moderator capacity, and learning from 
auditing, dip sample and Essentials 2.0 activity. This report includes the work of the 10 auditors and 
2 moderators that were trained in February; however as 5 auditors and 1 moderator left GCC in this 
same reporting period, growth in the auditor pool has been marginal.  

Figure 1 charts the monthly rate of audit completion which for March was at 71%.  There were 8 
exemptions granted that were not related to maternity, health, part-time working arrangements, or 
people leaving; and a further 16 nil-returns, 4 of which were as a result of people leaving GCC.  

This is below the expected completion levels of 90% and is largely influenced by the 16 nil returns, 
but also exemptions have risen.   This maintains a decreasing completion rate in the last 3 months.  
As these are authorised by directors it points potentially to competing demands on auditors.  

 
Fig 1. Audit completion rates: December 2018 – March 2019:

Dec 18 Jan 19 Feb 19 Mar 19
Completed audits 57 58 52 53

No. of auditors 82 82 78 86
Overall Completion 

rate
70% 71% 66% 62%

Completion rate less 
non-operational* 

exemptions 

57/67 
(85%)

58/70
(83%)

52/65
(80%)

53/75 
(71%)

          
Note: March completion figures includes 3 completed audits not meeting standard.
 * Non-operational exemptions include: extended leave, health reasons, p/t staff who audit bi-monthly, or  those leaving GCC. 



2

Figures 2 and 3 below summarise the audit ratings.  It is important to highlight that the audit 
methodology should not only measure the quality of practice, but the impact of that practice for the 
child/young person.  Better ratings should therefore be directly correlated to better outcomes for 
children as a result of our contribution, and vice-versa.  

According to Fig. 2a below, March demonstrated a 10% reduction in practice evaluated as Good.  
Audited work that is deemed of an Inadequate quality, is relatively static for a second month at 42%.  

Fig 2a.  Audit ratings by percentage, by month:      
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As per Fig. 2b below, the 38% inadequate for Q4 18/19 is markedly increased on Q3 18/19 but aligns 
with Q2 18/19.  Apart from the reduction in inadequate work seen in Q3 18/19, this describes an 
upwards trajectory in inadequate practice in the last 5 quarters.  

Fig 2b.  Audit ratings by percentage, by quarter:    
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Fig 3.  Audit ratings by quarter and recent months – actual numbers:

Month Q4: Jan - 
Mar 18

Q1: Apr - 
Jun 18

Q2: Jul - 
Sept 18

Q3: Oct-
Dec 18

Jan 19 Feb 19 Mar 19

Good 2 9 4 21 9 7 2
RI 58 59 45 84 32 20 26
Inadequate 19 26 29 31 17 22 20

                

Fig 4.  Audit ratings by legal status:

Mar ‘19 Children in Need Children subject 
to a CP Plan

CiC Care Leavers DCYPS

Good 1 1
RI 11 3 8 1 2
Inadequate 10 6 2 1 1

Fig 5.  Audit ratings for March ’19 by legal status, as percentages:
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Figure 5 above indicates that the highest concentration (60%) of ‘inadequate’ work was for children 
subject to a CP plan, followed by Children in Need (48%).  Both of these areas show an increase on 
February’s report which identified 53% and 33% inadequate work within CP and CiN respectively.  
Children with disabilities and Care Leavers have not been commented on as the samples are not 
large enough to be representative.  
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Fig 6. Profile of Practice identified through March audits as a percentage:
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Figure 6 identifies the following themes and areas of learning:

a) Living arrangements for children in care continues to be the area of greatest strength

b) There are some areas of strength in relation to the work of our IRO’s and CP chairs, but 
equally this is flagged as a concern.  The frequency of inadequate practice in CP cases (see 
Fig 5 above) indicates that the oversight of CP chairs is not as strong as needed.

c) Risk assessment, management supervision and oversight are flagged as the areas of 
greatest concern.

d) We have not seen an improvement in practice fundamentals (assessment, analysis, planning 
and direct work) from February.

e) We are not being as responsive as needed to identified concerns for children and families.

A further review of our audits rating practice as inadequate has highlighted the following: 

a) 57/90 (63%) of audits rating practice as inadequate from October ’18 to March ’19 were rated 
so by managers/AP’s within their own teams.

b) In March ’19, 40% (19) of all the audits were downgraded by moderators, 6% (3) were 
upgraded by the moderators, and 54% (26) remained unchanged by moderators.  Of those 
rated as inadequate, 50% (10) were downgraded to inadequate by the moderator and 50% 
remained as graded by the auditor. 

c) The following teams were identified as having had 3 or more audits rating practice as 
inadequate since October ’18:

- Cotswold Assessment (3)
- Cotswold Safeguarding (3)
- DCYPS (5)
- FoD Assessment 1 (3)
- FoD Safeguarding 1 (3)
- Gloucester North 11-25 Team 2 (3)

- Gloucester SG 1 (4)
- Gloucester SG 2 (5)
- Gloucester SG 4 (4)
- Gloucester SG 7 (3)
- Stroud SG 2 (4)
- Tewkesbury SG 1 (5)
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Feedback on the findings from file audits is shared with social workers and managers as a driver for 
development and learning.  Alongside this, a tracker has been established to track any necessary 
actions and ‘Children of Concern’ (those in receipt of an Inadequate service).  The latter fall into two 
categories:

Of those audits uploaded to children’s records in March, 20 were deemed to be Children of Concern.  
One of these children was deemed to be Category 1.  At the time of writing the Director of 
Safeguarding had signed this off as no longer at Category I.  
 
Including the Children of Concern from previous months, there are currently 36 Children of Concern 
on the tracker.  1 of these children has been on the tracker since December, and 3 from January.  
The delay in addressing the concerns for these children appears reduced, but their number is 
increasing in line with the increased number of audits describing inadequate practice.  

Early Help audit activity

6 audits for children were undertaken within the GCC Early Help delivery teams.  The Early Help 
auditors and moderators have been trained in the GCC audit methodology.  All of the allocated audits 
were completed (100%).  Of these 3 (50%) identified practice evaluated as Good, and 3 (50%) 
evaluated practice as Requires Improvement.  The identified themes included:

a) Strengths were identified in the capturing of the child’s voice, direct work, analysis, and 
evidence of impact through intervention.  

b) Areas for improvement included alignment of FSW work with CiN/CP plans, and risk 
assessment.  

Youth Support audit activity

Audits of 9 young people within Youth Support were allocated and again, the YST auditors and 
moderator have been trained in the GCC audit methodology.  All (100%) of the allocated audits were 
completed and 6 were submitted on time.  Of these, 3 (33%) identified Good practice, and 6 (67%) 
evaluated practice as Requires Improvement.  The identified themes included:

a) Signs of improving practice with Assessment which could be seen to be leading to improved 
planning and intervention.  

b) Areas for improvement included: drift and delay around reviewing assessments, identity and 
diversity, and partnership working.

c) There were indications of improving management oversight but concerns about ‘grip’ 
remained in the areas of weaker practice.  

d) A continued strength identified throughout the audits was around engagement and relational 
working to overcome barriers and foster authentic and effective working relationships. 

Category 1: there are widespread or serious failures meaning that the child / 
young person is at immediate risk of significant harm and needs an urgent (same 
day) response from the Head of Service; with Director oversight.  

Category 2: there are widespread or serious failures meaning that the service 
offer/risk assessment is not appropriate to the needs of that child/young person.  
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Dip sample on children subject to a 4th CP plan

As a result of discussion and direction from a strategic performance surgery, a dip sample was 
undertaken of the 14 children (8 families) that are subject to their 4th CP involvement.  This was to:

a) evaluate the effectiveness of previous interventions; and

b) identify if issues around threshold decision-making has contributed to responses being at 
inappropriate levels.  

A combination of 3 factors appeared to drive a cycle of poor outcomes, drift and delay and re-
referrals to service.  These factors were: i) a legacy of poor practice; ii) families with compound 
difficulties with higher likelihoods of relapse; and iii) marked resistance by these families towards 
services.  Importantly, this combined effect does not appear to have been well-identified, understood 
or responded to.  Recent escalations for these children and families to legal proceedings seems a 
necessary outcome, but arguably there have been missed opportunities in our offer to them.  

Weaknesses in practice that were identified related to: low responsiveness from children’s social 
care; questionable threshold decisions; lack of challenge from partners; over-optimism; low 
expectations of these families; tolerance of limited parental capacity to change; over-reliance on 
parental self-reporting; ‘start-again’ practice; marginalisation of the child; weak assessments, 
analyses and planning; insufficient oversight and reflection; and poorly maintained records.   

The families in scope shared a profile of domestic abuse, substance misuse, neglect, mental ill 
health and, in some families, sexual abuse.  There was frequent relapse and resistance to service 
involvement (including persistent non-engagement, denial of risks, hostility, and/or superficial 
compliance).  

Rather than becoming more focussed in the face of such complexity and challenge, practice 
appeared to become more diffuse and in cases complicit with the families’ resistances.  Social work 
churn with this group of children over the years has been high and undoubtedly these families have 
been challenging to work with.  

The dip sample has found some evidence of recently improved practice, especially in terms of the 
understanding of the risks that these children are subject to that has led to an improved focus and 
response.  However, the consequences for this group of children of such a sustained and long 
standing weakness of intervention and experience of family harms is that they have all suffered 
chronic significant harm.    

In relation to threshold decision-making, the sample found that threshold decisions by children’s 
social care teams were weak.  There was no evidence of weakness in the competence and 
confidence of partners around threshold decisions so this did not appear to be a factor in driving 
repeat referrals inappropriately.  Rather, the legitimate concerns of partners led to numerous 
contacts that did not receive the responses these children were due.  There was no evidence on 
record though of partners challenging this through the escalation processes.

Dip sample on children in receipt of an inadequate service

We undertook a dip sample of all records where practice had been deemed inadequate in the 
January and February audits.  This was to:

a) understand whether children audited as receiving an inadequate service had experienced an 



7

upturn in the quality of practice in the last two months of the audited period; and

b) understand the impact of audit on children assessed as receiving an insufficient service

In response to the aim of identifying improving practice in the most recent 2 months of the audit 
period, 11% of the audits rated as inadequate demonstrated such improvement.  This indicates that 
recent practice improvements for the children in the scope of this dip sample were not as widespread 
or embedded as expected.

Regarding the impact of audits rated as inadequate, this dip sample found that 73% continued to be 
inadequate with the situation of the child largely unchanged. It was also evident that some children 
have been removed from the child of concern tracker with continuing concerns for the quality of 
provision for these children.  

Themes of this continuing inadequate practice included:

a) Weaknesses in safety planning and risk assessment in response to new safeguarding 
concerns leaving children at continuing risk of harm.

b) Weaknesses in undertaking and recording visits and direct work meaning that the safety and 
wellbeing of children could not always be assessed or improved.

c) Recommended updates to single assessments or risk assessments not having been 
completed maintaining a limited understanding in respect of the child and/or their context.

d) Children’s plans not having been updated, or where an update appears to have been 
completed, this reflecting minimal change from the previous plan (which is likely to have been 
implicated in the inadequate practice).

e) Where it was identified that a child’s needs have been overshadowed by the needs of a 
sibling this has not improved meaning they continue to be marginalised.

f) Weaknesses in CP chair or IRO recorded oversight. 

g) Supervision not fulfilling expected standards and informing improvements for the child and 
family.

h) A lack of management grip to address the identified, and continuing, quality concerns.

Essentials 2.0 feedback

The Essentials 2.0 programme has been relaunched under the Accelerated Improvement Plan 
towards driving improvements in: Analysis and Planning, Purposeful Visiting; and Risk.  Local 
feedback is positive about this intervention which was reinforced in the recent Ofsted monitoring visit.  
It is, however, too early to yet demonstrate impact.  

A component within this programme allows for us to capture workers’ and managers’ views of the 
perceived barriers to their implementing the practice fundamentals outlined in the programme.  In 
summary, an outline of these stated barriers includes: competing capacity demands; issues of 
change management; limitations within current ‘paperwork’; clarification and utilisation of the AP role 
in practice improvement; staff turnover; and additional practice development needs.

3) What action have we taken as a result of March QA activity?
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A key element within our quality assurance programme is to ensure that there is an effective and 
timely response to address issues impacting on children and young people and drive organisational 
learning.  The Quality Assurance Team maintains an action tracking log for all actions from audit, 
which is shared with managers and Heads of Service on a regular basis.  

At the time of writing, there are 428 ongoing actions from audit activity.  252 (59%) are within 
timescales, with 176 (41%) overdue (see Appendix 2).  The QA team will continue to follow up 
directly with team mangers each month on all incomplete actions; and this will remain a standing item 
at the monthly Leadership Team meeting.  The expectation from this is that Heads of Service 
continue to drive resolution of outstanding actions.   
 
Under continued direction from the DCS, all exemptions from completing audits will be authorised by 
the respective operations directors to ensure we maintain audit completions.  Heads of Service are 
updated on all auditors submitting a nil return which it is expected they follow up on stringently.

As mentioned above, the Essentials 2.0 training continues to be rolled out to schedule with a 
completion date set for July 2019.  

The marked increase in inadequate practice identified in the February round of audits prompted an 
urgent review of the accuracy of audits by 3 of our most forensic moderators, including one of the 
external moderators.  This exercise confirmed the accuracy of these findings.  Similarly this month all 
audits identifying inadequate delivery have been scrutinised by an independent member of the QA 
team, and subsequently reviewed by the Head of Quality.  This identified a small number of these on 
the cusp of inadequate/requires improvement and the original count of 21 audits identified as 
inadequate was revised to 20.  This indicates a reasonably high degree of accuracy of these findings.  
What has arisen through this proof-checking activity is the importance of refining the language used 
for audit gradings to ensure these are aligned with Ofsted.

We have introduced a revised dispute resolution process for IRO’s and CP chairs which has seen an 
increase from approximately 2 escalations a month (that were not well-tracked) to 22 escalations in 
March.  These teams are clear in the expectation that this should grow in line with increased 
leadership demand for grip from these QA roles; which at time of writing is happening with 55 
escalations in April (22 from IRO’s and 33 from CP chairs).  This activity will be formally reported on 
in future QAF reports alongside providing an insight from IRO’s and CP Chairs to improving 
outcomes for children.

Early Help

Service managers will be undertaking a session with the managers to understand the barrier to 
ensuring all FSW-related actions are included within CIN/CP plans.  There is also a training session 
on risk assessment planned with managers and senior FSW’s on the 16th April with a view to 
cascading this across the workforce.

Youth Support

There is evidence of supportive learning discussions with practitioners to attend to actions and 
improve practice as a result of audit.  Furthermore, the service is undertaking a monthly review of 
audit completion and findings at the senior management meeting, which is repeated at management 
meetings.  Additional training and development for auditors is being offered to emphasise restorative 
auditing as a learning opportunity; and the improvement needs identified through audit are being 
included in the YST Practice and Development programme.  
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4) How well are we engaging Social Workers, Managers and Families in 
audits?

Of the 51 audits completed for March, 46 (91%) included the social worker and, 37 managers (73%) 
reported their participation in the audit.  12 children/young people were contacted, and 25 parents 
chose to give their views during the audits.  From the April report, the themes from this family 
feedback will be included in the report.  10 IRO’s/CP Chairs gave their views in the audit.  

5) What is the impact of our audit actions on outcomes for children and 
young people?

The timely closure and oversight of audit actions promotes improved outcomes for children.  That 
41% of actions remained overdue at the time of writing indicates that this is still not as impactful as 
needed.  We have received 7 responses from practitioners as a result of launching our survey tool to 
follow up on the impact from audit.  The findings from these are:

1) Inclusion & participation in the audit: the feedback to this is largely positive and describes 
opportunities for collaborative and constructive conversations with auditors.  

2) Learning from audit: these included the importance to improve on the quality of recorded 
work; remaining child-focused in the face of competing demands; the importance of reflective 
versus reactive practice; ‘SMARTer’ care planning; addressing drift and delay; and 
reinforcement of the GCC practice standards.

3) Benefits for children/young people as a result of audit: noticeably improved outcomes for 
the child; parents appreciating the opportunity to give feedback on the quality of the service; 
the audit encouraged more relational practice which is leading to a growing trust for the child 
in their SW; the child’s voice being better heard; increased urgency in CP planning; a child 
being moved to suitably live with grandparents; child receiving more hours in nursery; mum 
and dad have been encouraged to, and have learnt to play with their twin children.  

6) Conclusions

1. The high and static level of inadequate practice (at the rate of 42%) identified through audit 
activity represents a considerable concern for the quality of services offered to children and 
families.  This inadequate work continues to be concentrated around children in need of help 
and protection (i.e. CiN and CP), and is therefore located within the safeguarding teams.    
56% of this inadequate practice over the last 6 months seems fairly widespread, but 44% is 
identified in certain teams.  

Importantly, the balance between measuring and improving quality has not yet been 
satisfactorily established.  So, while the accuracy and volume of our auditing is now well-
established it is delivering similar findings month-on-month.  This suggests there may be a 
more effective way to deploy some of this resource in the immediate term to further 
accelerate and embed improvement activity.

2. The weaknesses in practice remain largely linked to the fundamentals of assessment, 
analysis, planning, direct work, risk, and oversight; and children and families continue to 
experience drift and delay.  The dip sample of work previously judged as inadequate 
furthermore did not identify the hoped-for recent improvements in practice.  (It is important to 
recognise though that where there is inadequate work with children, this is the area least 
likely to be responsive to improvement efforts.)  

3. The prevalence rates of inadequate practice, combined with the delayed closure of audit 
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actions, and the low rate of practice improvement for children in receipt of an inadequate 
service suggest that current Quality Control (QC) measures – which are the responsibility of 
operational managers – are not as effective as needed.   That is, audits are highlighting 
issues that have arisen initially from lapses in QC that although identified through QA, are not 
then resolved as expected by managers follow-up (QC).  This phenomenon continues to 
underlie the consistent feedback about there being an insufficient impact for children and 
families as a result of audit.

The data presented in this report indicates that a sizeable proportion of work in audits is 
downgraded by moderators (40%).  Therefore, whilst overall audit ratings and findings are 
reliable, this calls into question some of the applications of expected standards amongst 
managers and AP’s in the audit activity.  Continued monitoring of this over a further 3-6 
month period will help to identify if there are particular trends.

4. Continued scrutiny of the accuracy of our QA, and feedback from regulators has upheld the 
quality and accuracy of the QA work.  Where Ofsted tracked audited work further, their 
concern was not with the accuracy of the audit, but rather the failure to progress actions that 
the audit had identified as needed to serve the safety and welfare of children.  Ongoing 
learning from review of audit accuracy has, however, pointed to a need to further refine the 
core audit tool to better align with the regulatory framework (ILACS), and make actions more 
incisive. 

5. There are some promising signs of quality delivery in Early Help and Youth Support.  As it 
has been some time since these services were inducted to the GCC audit approach it would 
be helpful to review some of this work to ensure it’s alignment with the continued 
development of the social care audit approach.

 

7) Recommendations

The role of QA is to provide an accurate reference point for the organisation that operational 
leaders use to drive continuous improvement.  In light of the above conclusions, this report urges 
operational leaders to consider the following in addition to the steps they would ordinarily take:

1. The Essentials 2.0 programme should continue, but further practice improvement initiatives 
are needed to reinforce this.  It is proposed that:

a) The Senior Leadership Team review the Accelerated Improvement Plan to identify how 
best this can deliver the improvement needed.  This will need to include quality control by 
managers at key decision / sign-off points, and those teams where concerns appear 
localised.

b) The audit programme is revised over the next 3-6 months in order to redirect a third of our 
auditing capacity each month to improvement activity.  This re-deployed capacity will 
firstly undergo audit refresher training (including an introduction to the new tool and re-
familiarisation with the standards).  Thereafter, they will use their protected QA time to 
ensure actions from previous audits are completed in a way that leads to improved 
services for children and drive learning.  This will include a particular emphasis on 
inadequate practice.  They will also deploy learning from QA to their teams to align with 
the Essentials Programme.

c) There are approximately 37 Advanced Practitioners across children’s social care that are 
designated to drive practice improvement in teams.  At present, the feedback indicates 
that this significant resource are not consistently able to fulfil this role.  A resolution to this 
appears urgently required. 
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2. Establish a panel led by the Head of Quality and/or Director of Safeguarding to track all 
inadequate practice identified through audit and ensure management grip leads to the 
necessary improvements for these children and families.  

3. The Director of Partnerships and Head of Quality to revise the audit tool for relaunch in June 
2019.   

4. The Head of Quality to meet with operational directors for Early Help and Youth Support to 
agree timescales for a review of the respective QA systems that are informing this report.  
This should include consideration of any changes that arise from ‘1b’ and ‘3’ above.


