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1.0     Overview

Under the ILACS framework, the Local Authority’s self assessment is required to answer the following 
3 questions:

1) What do you know about the quality and impact of social work practice in your local authority? 
2) How do you know it?
3) What are your plans for the next 12 months to maintain or improve practice? 

Please note that traditionally the QA report has been formatted against these questions under the 
paraphrased headings of: 1) ‘How are we doing?’; 2) ‘How do we know this?’; 3) ‘What are we 
doing about it?’.  Due to recent alignment of reporting on QA, Performance, and the Accelerated 
Improvement Plan (AIP) the third section (‘What are we doing about it?’) is no longer presented in this 
report but is outlined in the comprehensive reporting of the AIP.

The QA report draws on findings from a range of QA sources such as audits (including those from 
Children’s Social Care, Early Help and Youth Support), dip samples, thematic and targeted audits, 
Ambassador reviews, and other forms of diagnostic activity.

2.0 Executive summary 

2.1 Quality of Practice

Improvements in practice that were noted pre-COVID have been sustained in recent months.  This is 
creditable given the considerable disruption to services, communities and families brought about by 
the pandemic. 

In July 34% of audits rated practice as good or outstanding, 49% as requiring improvement and 18% 
as inadequate.  This sustains a clear trajectory of increasing good work, and a steady reduction in the 
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rate of work rated as inadequate over the last 4 quarters.  Despite this positive trajectory, improvement 
in the quality of practice has yet to meet expectations.  

There is a continued high rate and spread of weaker practice (i.e. combined inadequate and practice 
which is on the cusp of inadequate) that suggests some deep-rooted issues and resistance to change 
in certain areas.  

As highlighted in previous reports, around a third of practice demonstrates good social work by 
practitioners and managers, sometimes with outstanding features.  Where practice is weaker it 
remains largely as a result of deficiencies in the fundamentals of practice and with the management 
oversight required to address these.  Failures to identify and conceptualise key information, over-
optimism, and drift and delay mean that the basic elements of risk, assessment, planning, direct work, 
and reviews are too often compromised.  

Based on findings outlined in this report, work is needed to improve the department’s attention to 
equality, diversity, inclusion and anti-oppressive, anti-discriminatory practice.  Practitioners need to 
be more curious about these elements in the lives of children and families and more assertive in their 
written and direct work.  This has been highlighted in the department’s leadership team with an action 
plan to address this having been agreed in August.  

The experiences and progress of children who need help and protection 

Children subject to assessment are as likely to receive a good service (20%) as an inadequate service 
(20%).  Children in Need are more likely to be receiving a good service (30%) than an inadequate 
service (18%), however, this reflects a 5% reduction in the level of good practice seen for Children in 
Need reflected in the June QAF report.  Levels of inadequate practice for Children in Need continue 
to be above the 10% AIP target.

Children subject to Child Protection Plans have seen the greatest increase in practice that is good, 
from 19% to 27% and this is the only area with practice rated as outstanding in the last 3 months.  
Levels of inadequate practice for children subject to CP plans, however, continues to be high at 27%. 
As these children are assessed as being at greatest risk of suffering significant harm and are most 
likely to enter care, this sustained level of weaker practice is of concern.

It would appear that decision-making at strategy discussions is generally sufficient, but this is 
somewhat undermined by some inconsistent involvement from police and health colleagues.  A key 
area for intervention relates to s47 enquiries.  This involves the format, joint enquiry practices, use of 
risk principles and analysis, management oversight, and interim safety planning.  Without an 
intervention in s47 practices there is a potential for children and families to be presented to initial child 
protection conferences unnecessarily, and with unclear descriptions of need.  This will hamper 
effective decision-making within ICPCs and makes unhelpfully disproportionate practice more likely.  
This finding was confirmed in the thematic audit of ICPCs that was reported on in the May QA report.  
For this reason a leadership task-finish group has been established to attend to the issues identified 
around s47 practices and processes.  

Children with Disabilities are least likely to be receiving a good service (20%) and now have the 
highest levels of inadequate practice (30%).  Given the underlying vulnerabilities for these children, 
this level of inadequate practice is also of concern.  A specific improvement plan for the children with 
disabilities service is in place.

Contacts to the MASH relating to mental health issues affecting children highlight a high proportion 
relating to the impact on children as a result of sibling and/or parental mental health needs.  Themes 
of overdose, suicidal ideation, self harm, and violent or aggressive behaviours predominated amongst 
these contacts.  Nearly all such contacts resulted in the MASH undertaking an enquiry.  A high number 
(35% for children’s needs and 40% of parent’s needs) resulted in no further action because of issues 
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such as accuracy, actual need of children, and supports already being in place.  The remainder all 
resulted in work being offered at levels 2, 3 and 4 of the levels of intervention. 

The experiences and progress of children in care and care leavers 

Care leavers continue to be the most likely to receive a better service, having the highest levels of 
good practice (45%) and being the only group to have no practice rated as inadequate in the last three 
months.

Children in Care are the next most likely to be receiving a good service, with 42% of audits rating 
practice as good, which builds on the 33% seen in June’s QAF report.  Children in Care also have the 
next lowest level of inadequate practice: 16% which is reduced from 24% in June. This supports a 
trend of improvement for our children and young people in care, although this needs to be built upon 
further to meet the 10% target within GCC’s AIP.

Further improvement is needed in the provision of legal, psychological, and physical permanence for 
children in care and care leavers.  There has been considerable intervention in this area including a 
pilot for gatekeeping of legal planning meetings, permanence workshops across the department, and 
reviews of children with a s20 status.  Continued intervention is needed in this area to lift practice to 
expected standards.  

2.2     The impact of leaders on social work practice with children and families 

The Children’s Services leadership is determined to achieve improvements for children and families.   
Taken together, our performance and quality assurance practices provide senior leadership with a 
good appreciation of the strengths and areas for development across  the system.  This self-evaluation 
is supporting recently accelerating performance improvements, but has yet to demonstrate the same 
rate of improvement on the overall quality of practice.  As a result, an unacceptable proportion of 
children, young people and families continue to receive a sub-standard service, leaving them with 
unmet need and in some cases unresolved risk.   

Work rated as good is more likely to be clustered in a fairly consistent group of 13 teams with a further 
4 being added this month making it now 17.  Work rated as inadequate is increasingly clustered in a 
smaller number of teams (9) but is more variable month on month.  Closer review of the weaker 
practice (i.e. work rated as inadequate and that which is on the on the cusp of being rated inadequate) 
indicates 15 teams with higher rates of  ‘weaker practice’ and it is from these teams that the 
inadequate practice is mostly arising.  This underlying ‘pool’ of teams may explain the variability in the 
presentation of inadequate practice month to month.  

It is recommended that these teams be targeted for individual improvement plans.  This could include 
the managers of these teams being prioritised for a coaching offer alongside work by their existing 
supervisors to make sense of, and intervene in, the factors underlying the lapses in quality that are 
seemingly arising here.  

To support the necessary improvements, it is imperative that social workers and team managers apply 
the Practice Fundamentals to their quality control activity in order secure the expected standards of 
work.

In terms of impact from audit, many audits demonstrate an impact for children and teams, and QA is 
evidently very influential in organisational improvement activity and the development of certain staff.  
There remain too many occasions though where, for individual children, a sustained improvement as 
a result of audit is not assured.   This is underscored where there are delays in the translation of audit 
findings into care planning and recorded practice.   

The Academy’s leadership and management programme for team managers was begun in July with 
6 cohorts supporting 56 managers.  This programme brings together the DfE’s NAAS (National 
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Assessment and Accreditation Scheme) pilot programme in Gloucestershire and our improvement 
planning.  The focus of the programme is on accountability-based leadership; quality of practice 
(Quality Improvement, Quality Control, Quality Assurance); shaping the system; power and authority; 
performance; resource management; and supervision. It further draws together learning from: 
restorative practice, the previous Oxford-Brookes leadership programme, the regional ADCS 
leadership programme, and systemic practice to offer a continuous and coherent experience.  

2.3      QA Methodology
  

There is a well-established system of core and thematic audits that supports a reasonable self-
evaluation for the department.  Completed (moderated) core audits continue to be largely accurate in 
evaluating children’s experiences and the quality of practice.  To support a forensic understanding of 
the development needs and progress of each social worker and team, we would ideally like each 
social worker to be in receipt of two core audits per year.  Audit completion rates have recently been 
improving and this trend needs to be maintained as it has neared, and has now met the 90% target 
for the second month running. 

The greater majority of audits are led by social worker and team manager and where these are 
completed in the intended fashion (well-planned, participative, strengths-based, and oriented to 
learning and improvement) they are well-received.  More work is needed to secure the contribution of 
children and families within audit activity.  This has been raised with moderators in August to reinforce 
with auditors but will need to be monitored in the coming months.  

A difficulty with the current core audit methodology is that it reviews practice over the last 6 months.  
For this reason, the core audit may not fully highlight benefits from the very recent introduction of the 
Practice Fundamentals quality control tool.  A more agile QA approach to track this is being introduced 
from late August and we will be able to report on this in the coming months.  This will include monthly 
dip sampling by theme of the Practice Fundamentals by Advanced Practitioners.  The findings from 
this will feed directly into the Quaity Improvement work undertaken within that team by the AP and 
team manager; and will further be aggregated and reported on by the Academy.   

The construction of impact statements within audits (and practice as a whole) remains an area for 
development.  These need to be better evidence-based and sufficiently analytical.  The areas of 
impact and analysis have been highlighted in the improvement planning and responded to with the 
creation of supportive guidance and tools for staff on these items.  

There remains a vulnerability within the GCC approach of auditors reviewing the practice from their 
own area of responsibility.  While the current intention is that this increases ownership in the oversight 
of work and in QA activity, there remains a risk of bias and editorialising practice. This currently 
appears to be mitigated by the moderator so that most completed audits are deemed to meet the 
expected standard.    

3.0      How are we doing?

3.1 Children’s Social Care core audit activity 

In looking at the quality of practice the audit methodology reviews the impact of that practice for the 
child/young person. Better ratings should therefore be directly correlated to better outcomes for 
children.  

Patterns of audit ratings are reflected below over the last three months (Figure 1 and Table 1) and 
by quarter over the last 15 months (Table 2 and Graph 2). 
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Figure 1
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firm this month.  One audit rated practice as outstanding (2%),  with 32% being rated as Good.  Work 
rated as inadequate has reduced marginally to  at 18%.  Work rated as Requires Improvement has 
also been stable at 49%.  

As per Figure 2 below, when compared with the quality of practice evidenced in audits 12 months 
ago, this reflects a 10% increase in good practice and a 5% reduction in inadequate and supports a 
trend of improving practice and better outcomes for children. The overall level of inadequate practice 
remains above the AIP target of 10%.

As per Figure 2 below, there is an evident trend of increasing good practice, and decreasing 
inadequate practice.  It is recognised that Quarter 1 of 2020/21 will only reflect one month’s auditing, 
due to audits not being completed in April and May, and as Quarter 2 reflects July only, this lessens 
the longitudinal measures currently.

Figure 2

Audit ratings by month
Actual Numbers Mar-20 Jun-20 Jul-20

Outstanding 0 0 1

Good 16 18 18

Requires Improvement 30 26 28

Inadequate 14 10 10

Total 60 54 57
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Table 2

Audit Rating by quarter

By percentage Q2 19/20 Q3 19/20 Q4 19/20 Q1 20/21 Q2 20/21
(thus far)

Outstanding % 0 1 1 0 2

Good % 23 25 28 33 32

RI % 53 47 51 48 49

Inadequate % 24 28 20 19 18

Previous activity by the regulator has identified practice that though rated as requires improvement at 
the time of audit is on the cusp of inadequate or has slipped into the lowest rating since the time of 
the audit.  For this reason, we review audits to identify similar practice.  Of the 57 audits completed in 
July, a further 18 (32%) highlighted practice that is on the cusp of inadequate. Taken together the 
audits rated as inadequate and those on the cusp thereof accounted for 49% of the work within the 
July sample.  Over the last 3 months ‘weak practice’ accounts for 45% of sampled work.  During the 
same period, 30% of the work has been rated as good, leaving a 25% remainder that is more firmly 
established as requires improvement.  

The principal challenge to the Authority therefore remains around the speed and extent of 
improvement in the quality of practice.  This particularly relates to reducing the proportion of weak 
practice that is most at risk of receiving an inadequate rating.    

3.2     Audit Ratings by legal status

Patterns of audit ratings by child’s legal status are reflected below in Figure 3 and Table 3. Due to 
variances in monthly figures, these are presented as 3 month averages to support representability.  
Due to audits not being completed in April and May, this reflects the period of March - July.

(Jun)
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Figure 3 
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Table 3

Ratings by Status March  2020 June  2020 July  2020 Totals
Numbers O G RI In O G RI In O G RI In O G RI In
Assessment 0 1 4 1 0 1 6 2 0 3 5 2 0 5 15 5
CIN 0 7 9 4 0 4 6 2 0 4 11 3 0 15 26 9
CP 0 3 8 5 0 4 7 4 1 5 4 3 1 12 19 12
CLA 0 3 5 2 0 5 4 2 0 5 4 1 0 13 13 5
Care Leaver 0 1 4 0 0 3 1 0 0 1 1 0 0 5 6 0
CWD 0 1 0 2 0 1 2 0 0 0 3 1 0 2 5 3

The profile in Figure 3 reflects that our care leavers continue to be the most likely to receive a better 
service, having the highest levels of good practice (45%) and the only group to have no practice rated 
as inadequate in the last three months.

Children in Care are the next most likely to be receiving a good service, with 42% of audits rating 
practice as good, which builds on the 33% seen in June’s QAF report.  Children in Care also have the 
next lowest level of inadequate practice: 16% which is reduced from 24% in June. This supports a 
trend of improvement for our children and young people in care, although this needs to be built upon 
further to meet the 10% target within GCC’s AIP.

Children subject to assessment are as likely to receive a good service (20%) as an inadequate service 
(20%).  Children in Need are more likely to be receiving a good service (30%) than an inadequate 
service (18%), however, this reflects a 5% reduction in the level of good practice seen for Children in 
Need reflected in the June QAF report and levels of inadequate practice continue to be above the 
10% AIP target.

Children subject to Child Protection Plans have seen the greatest increase in practice that is good, 
from 19% to 27% and the only area with practice rated as outstanding in the last 3 months.  Levels of 
inadequate practice for children subject to CP plans, however, continues to be high at 27%. As these 
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children are assessed as being at greatest risk of suffering significant harm and are most likely to 
enter Care, this sustained level of weaker practice is of concern.

Children with Disabilities are least likely to be receiving a good service (20%) and now have the 
highest levels of inadequate practice (30%).  Given the underlying vulnerabilities for these children, 
this level of inadequate practice is also of concern.

3.3     Audit Ratings by team

There are 17 teams with three or more audits rating practice as good or better in the last six auditing 
months.  Over the last six months, the number of these teams has increased from 9 teams in 
December 2019 to 17 teams in June 2020. This reflects the trend of increasing levels of stable good 
practice reflected above and that this improving practice is distributed across a broader range of 
teams.  

This month sees four new teams added to this list, suggesting rising good practice here.  No teams 
have been removed from this list, which suggests that practice improvements are being sustained.

Nine teams were identified as having had three or more audits rating practice as inadequate in the 
last six months.  Two teams are new to this list indicating rising concern and team is no longer on this 
list which might indicate.

In December 2019, there were 7 identified teams on this list, of which 5 remain on the list currently.  
This has fluctuated since this time with 16 teams moving on and off this list.  This suggests that in 
Children’s Social Care, good practice is beginning to consolidate in certain teams, while there are a 
wider range of teams with variable practice within which weak practice is a continuing feature.

3.4   Audit Ratings by Area of Practice

As per Figures 5 and 6 in this section:

a) In line with the overall increased levels of good practice, in July there has been an increase in the 
levels of good practice across all areas of practice, aside from Permanence (see section c below). 
This reinforces the view that effective social work practice requires consistency across the quality 
of assessment, planning, intervention and review, which is now being seen for an increasing 
group of children and young people.

b) Conversely, where inadequate practice was identified in July, nearly all of these audits reflected 
practice failures across all features of risk response, assessment and planning and most also 
identified weaker practice in interventions. This further reinforces the global nature of inadequate 
practice and highlights that improvement is required across a range of practice elements.

c) Previous QAF reports have highlighted the need to understand permanence more holistically 
(legal, physical and psychological). This is not yet reflected  in the quality of practice, with this 
being the only area where levels of good practice have reduced. This may reflect improved 
evaluations of permanence practice as a result of the increased emphasis on this topic.  If this is 
so, we expect to see this learning being applied to permanency practice and therefore an 
improvement in the quality of permanency planning being reflected within audits over the coming 
months.  This will need to be monitored.  

d) The data below does not highlight management oversight as a particular concern.  This is 
incongruent with the frequency of inadequate and weak practice identified overall.  The 
expectation of auditors and moderators is that where there is inadequate practice, the rating for 
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oversight is also deemed inadequate unless there is evidence of exceptional grip that is attending 
to the key issues.  Further evaluation by the QA team has since identified that this expectation is 
not being applied, resulting in over-optimistic ratings for management  oversight.  Were this data 
to be revised to reflect the findings of the QA team management oversight would be the weakest 
area of practice with an 18% inadequate rating as opposed to the 11% in Figure 5 below.   This 
over-optimism may be caused by auditors reviewing their own (or their manager’s) practice and 
so requires greater moderator invigilation.   

Figure 5

2 0 2 4 2 2

46
33 30

40 38 35

39
51 53

47 50 56

14 16 16 9 11 7

Risk 
Assessment & 

Response

Assessment Planning Relational 
Intervention & 

Review

Permanence Oversight
0

0

0

1

1

1

Outstanding Good RI Inadequate

July Ratings by Area of Practice

Figure 6

2 1 2 2 3 1

38
24 25

37
44

27

43
63 59

50
45

58

19 13 16 13 11 14

Risk 
Assessment & 

Response

Assessment Planning Relational 
Intervention & 

Review

Permanence Oversight
0

20

40

60

80

100

120

Outst Good

Ratings by Area of Practice previous 3 auditing months (%)



10

3.5      Findings from children, young people and families’ feedback

In the July audits, 12 (21%) children/young people and 31 (53%) parents were spoken to. This is 
similar to the 25% and 49% of views obtained in June.  67% of children/young people rated the service 
positively; 8% negatively; and 25% rated it with some positives and some areas for improvement. 
45% of parents rated the service positively; 3% negatively; and 52% with a mixed response.

Positives included social workers who explain plans to children and young people, so they are 
involved in decisions and understand why these are being made; a parent who felt that the focus on 
what her children needed helped her to understand why change was important without feeling 
criticised; children who feel safer because their safety plan was explained to them in a way they 
understood.

Areas for improvement included: parents not feeling part of plans being made and not being able to 
contactsocial workers to understand what is happening; a young person who had a new social worker 
didn’t ask about what has been tried before so the plan repeated itself and nothing changed; a child 
who said she would like to know if meetings were happening about her life so she could say what she 
thought about this. In September we are launching the Relatonal Practice module within the Essentials 
3.0 suite which should support a strengths-based response to these issues.  

3.6      Feedback from Social Workers whose practice was rated as Good

Where practice has been rated as Good in July, the QA team have contacted the allocated social 
worker to understand factors which have contributed to good outcomes being achieved for these 
children and young people. Within this feedback there were two key themes:

a) Developing effective, meaningful relationships with children, young people and their families so 
that assessments, plans and interventions were based on a comprehenseive understanding of 
their current situation and understanding the right way to work with this particular family to achieve 
change.

b) Regular opportunities for critical reflection, which asks what does this mean for this child and 
therefore what needs to happen now? Where this reflective analysis is promoted through tools 
and resources; peer-based reflection; and regular reflective space in supervision it is having 
positive effects.

3.7      Children of Concern

Child of Concern Notifications are generated for any child or young person audited as receiving an 
inadequate service. This involves a review of the concerns for the identified child or young person, 
created by the QA Team, with a response provided by the Operational Team regarding:

a) what we are doing to ensure the child / young person is safe?

b) assurance that our service offer is appropriate to their needs; 

c) and outlining the next steps to providing a good service to this child/young person. 

In July, ten Child of Concern Notifications were generated. At the time of writing this report, they are 
all subject to improvement activity under the leadership of the Director of Safeguarding. 
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Including Children of Concern from previous months, there are currently 26 children or young people 
that remain open and are being tracked by the QA team (including two from February, four from March 
and 10 from June), until the areas of concern have resolved. 

This list is growing against previous months.  However it is also evident that the leadership response 
to these notices is taking a more forensic approach towards more thorough resolution of concerns.  

3.8     Families First and Youth Support audit activity

Both Early Help and Youth Support have encountered difficulties in undertaking core audits due to 
the impact of COVID-19 and a distinct shortage in moderator capacity.  Further moderation training 
for both service areas is being provided by the Academy in August.  

Within Youth Support, core audits have been undertaken in July, but these have not been moderated.  
The findings from these audits therefore need to be reviewed with caution as these do not conform to 
the definition of completed audits.  These audits are reported on separately from the social care core 
audits outlined in the sections above so do not affect these findings.  The findings from these were:

a) All three core audits undertaken were rated as ‘Good’ (100%).

b) Partnership work was diminished due to the impact on each agency of COVID-19.

c) The good relationships between practitioners and young people were once again evident in the 
recording, even when the only way of engaging with them was via telephone or virtual means. 

d) Lockdown restrictions impacted on the ability to complete assessments in an interactive manner.

3.9     Dip sample on Equality and Diversity

The global phenomena of ‘Me Too’ and ‘Black Live Matter’ have initiated a range of discussions 
across children’s services leadership meetings.  Through these it was agreed that a dip sample of 
equalities, inclusion, diversity, anti-oppressive and anti-discriminatory practice should be undertaken 
by the Principal Social Worker (PSW).  

In undertaking this exercise, the PSW also reflected on a similar internal audit from 2015, and a 
second in 2017 undertaken by SARI (Stand Against Racism and Inequality).  Both of these highlighted 
similar findings, these being:

a) Some culture and diversity issues were noted but where present these were at a superficial level.  
Analyses lacked expected engagement at depth with the impact of culture, identity or religion, or 
whether the child/family were impacted on by forms of discrimination.

b) Case recording s did not indicate that this subject was being addressed within case or 
professional supervision.

The headline findings of the July 2020 dip sample were:

a) “The key findings from 2015 are still relevant and prevalent today:  superficial cultural references 
or insight, limited depth and analysis linked to ethnicity in assessments and a linear approach to 
the identification of individual  needs.  A key feature was the lack of curiosity about how a child’s 
history and experiences and identity may impact on their opportunities and access to support.”
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b) There is no apparent use of direct work to name and explore this subject or experiences of 
discrimination.  Even when Honour Based Violence and County Lines were referenced there was 
a lack of further exploration. 

c) These findings  may be additionally corroborated through consideration of data from the IRO  / 
CP  service and the QA process: Black and Minority  Ethnic  Children are disproportionally more 
likely to be on CP plans than  other children in Gloucestershire  and are also more likely  to 
become children in care  within 12 months of a CP or CiN plan ending. 

3.10     Dip sample on Strategy Discussions and s47 enquiries 

The emphasis within this sampling was on the quality of practice and oversight in relation to Strategy 
Discussions (SDs) and s47 enquiries (S47s) where concerns are raised about a child suffering, or at 
risk of suffering, significant harm.  This was undertaken in response to findings about the quality of 
practice and oversight around initial child protection conferences (described in the May QA report).  
This is a second phase of ongoing improvement work on child protection within the department.  

Based on the findings of the previous QA, the sample for this audit included those that did not progress 
through initial child protection conferences onto CP plans.    As such  this dip sample was therefore 
of practice already suspected to be weak.  A broader sample would be needed for generally 
representative findings across all SDs and s47s.  

The headline findings in this sampling were:

 The strategy meetings/discussions for the children in the sample were proportionate with most 
decisions within these (83%) being upheld.  The commitment to detail the factors of risk, 
impact and likelihood (as per the Essentials 2.0 risk principles) is leading to better-qualified 
decision-making in strategy discussions.  

 It is regrettable though that 29% of these did not include minimum representation (health and 
police) as described under WT 2018.  Nevertheless, the decisions to progress to s47 enquiries 
are mostly supported within the dip sample.   

 All of the enquiries in this sample were single agency. This included cases where children had 
suffered non accidental injury and where there should be an expectation for joint enquiries.  A 
broader sample of s47 enquiries would provide a more accurate reading of the extent of joint 
enquiries but the absence of joint enquiries in this sample was of concern.

 A high proportion of s47 enquiries (38%) in this sample were not explicitly employing the 
Essentials 2.0 risk principles (risk, impact and likelihood).  This significantly undermined the 
credibility of decision-making to proceed to ICPC as the threshold concerns were not well-
described. 

There is a lack of evidence that the above 38% were challenged by the team manager in their 
authorisation of the s47 and decision to progress to ICPC.  

 The format of the ‘Record of Outcome of Section 47 Enquiries’ in LL provides a framework for 
recording summary information and decision making.  The form is being used but does not 
seem to be promoting the essential elements of the enquiry, or an analysis of risk as described 
in WT 2018.  As few assessments of children are likely to be completed within the 10 day 
target required to complete the s47, the interrelationship between assessment and the s47 
enquiry that is described in WT 2018 is furthermore not apparent.  

 An initial plan to protect the child prior to ICPC was in place in 59% of cases.
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3.11 Dip sample on mental health of children and adults presenting to MASH

A review was undertaken of the children and adults presented to MASH where there were concerns 
about the impact on them of their, or others’ mental health difficulties. 

The key findings from this were that:  
 Slightly more than half (60%) of concerns about children’ mental health related to their siblings.  
 The main areas of need related to overdose, suicidal ideation and self-harm.  
 Nearly all referrals (94%) for children’s mental health resulted in a MASH enquiry.
 Approximately a third (35%) led to no further action as a consequence of inaccurate contact 

information, supports already being in place, an Early Help offer being implemented for the 
sibling, or unavailability of the family.  29% led to a single assessment, 24% to Early help 
support, 6% to a level 2 intervention and 6% to a strategy discussion.

 Dominant themes in relation to adult mental health related to suicidal ideation or threats of 
suicide, violent or aggressive behaviour, overdose and self-harm.  

 All contacts with concerns for adult mental health resulted in a MASH enquiry.
 40% of these resulted in no further action because, for example children were distant or 

protected from this behaviour and parents were engaging with support.  35% resulted in a 
single assessment, 20% were referred to Early Help, and 5% to a level 2 intervention.  

4.0     How do we know this?

4.1 Children’s’ Social Care Audit methodology

There is a basic expectation that every Advanced Practitioner, Team Manager and Senior Manager 
undertakes an audit each month; one director electively audits each month.  ‘Standing exemptions’ to 
audit apply to those that are moderating the audits of their colleagues, those working 0.5fte or less 
(who audit alternate months), those on extended absences, and those in the MASH, who undertake 
MASH QA activity on alternate months.  All exemptions require sign-off from the respective Operations 
Director.  

4.1.1 Audit Accuracy

As the most fundamental element of QA, the accuracy of audits requires ongoing monitoring within a 
QA framework.  Within the GCC audit methodology, accuracy should be arrived at through discourse, 
debate, negotiation, and collaboration which run throughout good social work.    The contributions of 
each participant (including the child/young person, family, and IRO/CP chair) are all valued and 
shaped into a completed audit by the collective activity.  In this, the moderator acts on behalf of the 
DCS as arbiter of the overall evaluation.

With this in mind, Table 4 indicates a continuing moderator effect on the ratings of audit. In systems 
where auditors undertake work outside of their team, the role of the moderator is expected to have a 
10-15% effect on ratings. Where auditors are working more subjectively in their own teams this effect 
is expected to be greater.  

This is not necessarily an indication that auditors do not recognise good or inadequate practice.  Whilst 
this may be the case for a small proportion of auditors; this is more likely to indicate a bias to 
editorialise or be overly-optimistic about practice and practitioners ‘closer to home’.  This holds 
relevance for quality control in day-to-day practice, and for this reason the Academy is tracking those 
auditors most likely to demonstrate subjectivity as indicated by continuous moderator effect over time.  
We will offer them support in this and where needed alert their line managers.  
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In July, there was a decrease in the downgrading of audits (from 22% to 14%), and for practice rated 
as inadequate by moderators (from 40% to 30%), which could suggest greater auditor accuracy. This 
reduced moderator effect would need to be seen over subsequent months, to confirm this.

Table 4

Percentage upgraded 
by moderators

Percentage downgraded 
by moderators

Percentage of 
Inadequate downgraded 

by moderator
December 19 0 19 31
January 20 2 24 43
February 20 3 35 79
March 20 2 28 71
June 20 2 22 40
July 20 2 14 30

4.1.2 Representation

A sufficient and regular volume of audit activity is required in all teams and service elements otherwise 
this limits the Authority’s understanding and oversight of the quality of practice and service provision 
in these areas. The target to achieve this in Gloucestershire is 86 audits per month (i.e. 2 audits per 
team per month).  

Against stabilising workforce turnover, this target of 2 per team per month allows for nearly every 
social worker to have their practice reviewed through audit each year.  This will support key review 
and developmental opportunities for them with their managers and supports the tracking of individual 
progress by the Academy.  Figure 4 (above) highlights the representability of audit activity by team; 
where over 6 months, the target would result in 12 audits per team.   

In July, there was a pool of 105 staff, trained in the audit methodology. 79 of these function as auditors, 
and 26 as moderators. Two moderators are currently involved in supporting new moderators, rather 
than providing moderation. Four moderators either moderator bi-monthly or at a reduced level each 
month, because of alternative quality assurance activity they are involved in. On this basis, there is 
current capacity to moderate 64 audits each month.

As it takes more time to identify and develop moderators, the current auditor-moderator ratio means 
that there are more auditors than available moderator capacity.  To address this we have been 
purchasing additional external moderator capacity and this will continue to be the case as the 
completion rate and auditor numbers grow.

Of the 79 auditors, there are eleven who are currently exempt from audit due to their absence from 
work or being involved in other improvement activity. This means that there are 68 auditors available 
for monthly auditing.  Of the 68 available trained auditors, three did not audit in July, due to being bi-
monthly auditors and two auditors chose to complete and additional audit. This meant that 67 children 
were allocated for audit, from across all teams in Children’s Social Care.

Following allocation of audit, a further seven single month exemptions were given by the Director of 
Children’s Safeguarding. This resulted in 60 audits being completed. Of these audits, 18 were 
submitted late (28%), which is a considerable increase on the 8% late in June. Late submissions are 
causing considerable disruption in moderator availability, responding to children and reporting activity.  

Taking account of those auditors who fall under the ‘standing exemption or bi-monthly exemption’ 
rule, in July, we had a completion rate of 90%, which means we have maintained our 90% target. 



15

Three audits in July did not meet the standard for uploading, resulting in 57 completed audits (1 
Outstanding; 18 Good; 28 RI; 10 Inadequate). This means that 85% of the assigned audits contributed 
towards a representative profile.  The 57 audits completed to expected standards remains 29 below 
the target of 86 audits per month to ensure whole service representation.

Exemptions require authorisation from their respective director, and nil returns are expected to be 
followed up by Heads of Service.  The intention to improve buy-in to audit and completion rates by 
allowing auditors to self-regulate with two discretionary exemptions per year does not appear to have 
been realised (see table 5) as fewer audits than before are now being completed.  This diminishes 
the representation of audit findings. This optional exemptions scheme has now been revoked by the 
Director of Childrens Service.  

Table 5

 Jun. 
19

Jul. 
19

Aug. 
19

Sep. 
19

Oct. 
19

Nov. 
19

Dec. 
19

Jan. 
20

Feb. 
20

Mar. 
20

Jun. 
20

Jul. 
20 Ave

Audits 
completed 40 50 45 44 39 35 47 59 55 60 54 57 49

In the 12 months to July 2020 we have completed an average of 49 audits per month.  As a proportion 
of the 4100 children open to Children’s Social Care in July 2020 this 12-month total (571) represents 
14% of the service’s activity.  Were we following Hampshire CC’s (Ofsted rated as Outstanding) 
formula of 2 audits per team per month this would result in 86 audits per month which would offer 
representation of 21%.  

Although an audit is allocated to every team, the single month exemptions, nil returns and audits not 
yet ready for submission means that two teams (5%) have not been audited in July. For reference to 
those teams with the fewest audits over 6 months please refer to Figure 4 above. Table 6 below 
reflects those teams that have two audits completed in the last 3 months.

Table 6

Team Team

11-25 Stroud Team 1 Forest Assessment Team 2
Forest Safeguarding Team 2

4.1.3 Participative Auditing

The audit methodology is intended to be delivered as a collaborative, exercise with social workers. 
Without this collaboration, the accuracy of audits is diminished, as is the opportunity for learning and 
ownership of any subsequent recommendations. 

Of the 57 audits completed, all included the social worker and 54 included the manager (95%). It is 
noted that recording a social worker or manager’s views does not necessarily equate to the 
relational/participative auditing approach expected.  Informal feedback from social workers continues 
to reflect that some do not feel that audits are completed in collaboration with them.  This is unlikely 
to promote a shared understanding of the learning from audit or the change which needs to be seen 
for the child, and leaves some feeling ’done to’. 

For children who have an IRO or CP Chair, 83% of audits included the views of their IRO or CP Chair, 
however this is an increase on the 63% in June. Where these views are not obtained, this makes it 
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more difficult for IRO’s and CP Chairs to support learning and improvement from audit and to reflect 
on the improvements needed in their own practice. Where CP Chairs and IRO’s are completing audits, 
they are now allocated children or young people who are allocated to them. For these children, this 
will provide a greater opportunity for learning discussions to take place between the operational team 
and the reviewing service.

21% of children/young people were contacted and 54% of parents.  This leaves a significant number 
whose views have not been gathered which limits their voice in support arrangements and reduces 
opportunities to inform our learning. It is accepted that some circumstances will prohibit the gaining 
of feedback (age of the child, availability of the parent, etc.) but more rigour is required to make best 
use of all possible contributions.  This could be strengthened by improved planning at the point of 
audit allocation.

4.1.4 Impact from Audit

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.  

From January 2020, audit actions have been separated into Care Planning and Non-Care Planning 
actions, with the expectation that Care Planning actions are transferred directly into the child’s plan 
and reviewed at each plan update, until the identified outcomes are achieved for the child. The 
following collaborative process has been agreed:

 Children in Need/ DCYPS Early Help: audit actions will be discussed at the next Child in 
Need review/ TAF meeting and transposed into the care plan.  This should allow for the 
child/young person and family to be included.  If they are not attending the review then this 
needs to be discussed with them beforehand.

 Child Protection: the actions will be discussed at the next core group or child protection 
conference – whichever comes first – and transposed into the CP plan.  This should allow for 
the child/young person and family to be included.  If they are not at the core group/conference 
then this needs to be discussed with them beforehand. If the core group precedes the 
conference, then the CP chair needs to be made aware of the audit actions relative to care 
planning, so that their oversight is maintained.

 Children in Care: the actions will be discussed with the child/young person by the social 
worker and then with the IRO.  As outcome focussed actions are likely to constitute a change 
to the care plan, a Child in Care review should be held to consider the proposed action and 
then included in an updated CLA plan

 Care Leavers: the actions from the audit will be discussed with the young person by the social 
worker and their Pathway Plan updated with them at this point.

Team managers are expected to record on the child’s file when care plan actions have been 
transferred to the child’s plan and whether the child, family and IRO/CP Chair have been appropriately 
involved. They are also expected to maintain oversight of non-care planning actions to ensure timely 
completion. The QA team maintains an action tracker, which notes updates from Team Managers 
regarding their oversight of both Care Planning and Non-Care Planning Actions.

Over the last three auditing months (March – July), there have been 171 audits completed, of which 
143 have contained Care Planning Actions.  Of these 143 Care Planning Actions:

 34 (24%) have been transferred to the child’s plan on time; 
 22 (15%) have been transferred to the child’s plan late;
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 35 (24%) are overdue being transferred to the child’s plan
 for 42 (29%) an update has not been provided by the Team Manager to confirm whether these 

actions have been transferred to the child’s plan.

In addition to this, there are 9 audits completed prior to March, where the actions have not yet been 
transferred to the child’s plan.  Where actions have not been transferred to the child’s plan in a timely 
way, this could reflect a missed opportunity for learning from the audit to make a meaningful difference 
to the child.

Over the last three months there have been 383 non-care planning actions agreed from audit, of 
which:

 22 (6%) are not yet due; 
 138 (36%) have been completed on time; 
 85 (22%) have been completed late; 
 41 (11%) are overdue; 
 5 (1%) were not completed before the child’s social work service ended
 for 92 (24%) an update has not been provided by the Team Manager to confirm whether these 

actions have been completed in a timely manner.

In addition to this, there are 40 non-care planning actions prior to March, which are overdue being 
completed and 1 non-care planning actions where an update has not been provided by the Team 
Manager to confirm whether these actions have been completed. 

From the above it is evident that there remains a delay in the translation of audit findings into care 
planning and recorded practice.  This will diminish the impact on service improvement for these 
children.   

In addition to the above, it is important to reflect on the areas where audit has indeed impacted on 
practice and outcomes for children, young people and families:

 Core audits are consistently employed in the evaluation and support offered in the GCC ASYE 
programme.  These can be linked to learning opportunities and practice improvements.

 Audits are being used by individual practitioners and teams to reflect and learn about practice 
improvement.

 There are clear changes in direction for practice and improved outcomes for some children as a 
result of audit; and this is most markedly the case for Children of Concern immediately following 
audit.

 The findings from audit and other forms of QA activity continue to shape the organisation’s learning 
and improvement activity.  A key example of this is the development and implementation of the 
Essentials 2.0 programme which came about as a direct result of audit findings, and from which 
there is increasing evidence of its impact on practice.

4.2      Families First and Youth Support methodology

Audits were not undertaken in Early Help, with reportable QA activity expected to return in next 
month’s QA report.

The number of audits undertaken within Youth Support was notably reduced by instances of ill health 
(including an instance of COVID-19) amongst auditors, and a hold was placed on core audits in the 
Youth Justice and Community teams with attention being paid to the Youth Justice Board’s Self 
Assessment.    Also, as noted above, the moderator capacity within Youth Support has significantly 
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reduced through staff turnover, and this led to unmoderated audits which would not traditionally be 
deemed complete.  

4.3 Equality and Diversity thematic audit methodology

23 children’s records were reviewed by the PSW drawing a sample across CiN, CP, and Children in 
Care.  The thematic audit used the same headings as those used in the 2017 SARI audit on this 
subject.  These headings covered the areas of Assessments, Plans, Risk, and Management 
Oversight.  

4.4 Strategy Discussions and s47 Enquiries audit methodology

24 children’s records were reviewed from a sample that was drawn from those who presented at ICPC 
but did not progress onto a CP plan between October 2019 and March 2020.  This linked to the 
thematic audit on decision-making at ICPC that called for further enquiry into practice upstream 
through SDs and s47s.  

Three decision-making points were examined:
 Decision to hold a strategy discussion/meeting 
 Strategy discussion/meeting threshold for Section 47
 Outcome of Section 47 and decision to proceed to ICPC

The measures used drew on the definitions derived from Working Together (2018) and the South 
West Child Protection procedures.  

4.5 MASH contacts regarding mental health methodology

Of the 55 children in contact with the MASH where there were concerns about theirs, or their sibling’s, 
mental health 17 (31%) were selected for sampling.  Of the contacts relating to the mental health of 
66 adults 20 (30%) were selected for sampling.

4.6 QA governance

The Children’s Services Improvement Executive chaired by the DCS brings together senior leaders 
and improvement advisors to review performance, QA and improvement activity in more detail.  The 
interim Director of Safeguarding and Care has further initiated a monthly AIP group that allows QA 
findings to be cross-referenced against improvement activity.

An additional element of QA governance is the contribution by external critical friend Steve Hart to 
reviewing the quality of auditing.  Steve’s review of 7 completed audits from July (a sample of 12%) 
found:

 The overall ratings were broadly upheld by Steve.  One audit raised particular concerns for 
him as what would have been described as a Category 1 case under Ofsted’s previous SIF 
methodology.  The reservations raised by Steve about this child have been flagged through 
the Child of Concern notification process.

 Whilst some sub-ratings were challenged overall these were basically supportable. 
 The construction of impact statements continues to be an area for development.  This is an 

area that has been raised with moderators in August and appears largely related to 3 aspects 
of practice that are generally noted in Gloucestershire:

- Conceptualisation and consequential thinking (e.g. if A, B, and C… then D)
- Difficulty drawing close to the lived experience of the child and confirming this with the 

child, or through available evidence and practice wisdom
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- Difficulty reflecting on the effectiveness of practice (e.g. “how has this work helped the 
child?”)

5.0 Conclusions & Recommendations

The direction of travel for the department is positive and steady over recent months but needs 
greater penetration into the areas where weaker practice continues to be most prevalent.  The 
emphasis on the Practice Fundamentals and quality control by managers and practitioners is 
logical, simple and receiving a great deal of energy in order to generate the necessary change.  

Governance arrangements are establishing direct lines of sight through to the relevant points of 
improvement planning and there is a sense of growing momentum that builds on the good 
operational practice formed within the COVID-19 response.  The obvious urgency for change needs 
to be balanced against the risk of fatigue following the demand that the system has been under for a 
considerable time, further compounded by the more recent challenges of the global pandemic.  

This highlights the need for careful selection of the organisational priorities and clarity of purpose to 
see these through in an ordered fashion.  There remains much to accomplish and without astute 
and disciplined leadership there is a risk of allowing priorities to flourish, compete and overload; 
which in turn could result in operational confusion, diffusion and burnout.     

This report therefore recommends that:

 The refreshed improvement arrangements be sustained and allowed time to demonstrate 
impact.

 A clear intervention plan is formulated for the 15 teams where weak practice seems most 
evident.  This should include a coaching and supervision strategy for the managers of these 
teams. 

 CSEIG and the AIP monthly meeting to maintain close oversight of the implementation of the 
quality improvement and assurance initiatives to land and demonstrate impact of the Practice 
Fundamentals. 


