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Introduction 
 
This multi-agency audit analyses how child neglect is identified and responded to across the 
Partnership in Gloucestershire.   Research and analysis of Serious Case Reviews1 evidence that 
neglect is a complex and serious form of harm to children.  Families and professionals can become 
overwhelmed and demoralised by issues of neglect and it remains the largest category nationally 
and locally for taking child protection action2.    
 
Features of neglect in children’s day to day lives show how: 
 

 It is persistent, cumulative and with long term effects 

 The types of neglect are wide ranging 

 It can involve acts of omission and commission 

 It often co-exists with other forms of abuse  

 The causal factors show the complexity with parents who may have multiple needs  

 A parental focus can dominate professional efforts and these may then be repeated 
over time, with little sustained change for the child 

 
What we Did 
 
This small scale Audit of 5 children was undertaken during COVID19.  The pilot audit methodology 
aims to  enable the Executive to understand better what works well across the partnership and what 
the barriers are when identifying and responding effectively to childhood neglect at all levels of 
need.  
 
It is noteworthy to acknowledge the Audit Reflective Event was held on the 1st day of Ofsted’s final 
monitoring visit to Gloucestershire and this impacted on Children’s Social Care attendance. 
 
The Audit process included all key statutory and 3rd sector agencies completing a single agency audit 
form on each child with pre-determined question devised by the Social Work Academy.  Following a 
consideration of the audits submitted, the independent reviewer agreed 3 key lines of enquiry with 
the Executive and these were: 
 

1. How are children and families appropriately involved ? 
- Evidence of understanding the child’s lived experience    
- Evidence of considering diversity  
- Consent and information sharing 

 
2. How well are children safeguarded ? 

- Thresholds being applied appropriately 
- Risk is identified & managed 
- Plans are outcome focused and make a difference to children’s lives 
- Policies & Procedures are adhered to with the partnership working together 

 
3. How are staff supported in their practice to improve life for children and their families? 

- Evidence of supervision & reflective discussion 
- Clear footprint of Management oversight  
- Escalation is used where it is needed 

                                                      
1
 Complexity & Challenge: Triennial Analysis of SCR’s 2014-2017 DoE March 2020 

2
 Characteristics of Children in Need October 2018 DfE 
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The multi-agency audit analysed 5 children with the following demographics: 

 Age range between 1 year old to 15 years old 

 4  girls,1 boy 

 4 children identified as white British & 1 as Black Caribbean 

 All levels of need and intervention from early help to children in need of support and 
protection 

 
A one day reflective discussion event was held with those professionals from agencies tasked with 
completing the audits to consider the 5 children and agree practice and system themes.  The Agency 
Audits Leads were also invited to the Pilot Event. 
 
This report summarises the key themes and recommends an action plan for the Neglect Sub-Group 
and Executive to consider from a small scale neglect audit.  Care should be taken in making 
assumptions and generalisations when undertaking such analysis with only a few children although 
those in attendance at the Learning Event agreed the themes identified were prevalent across the 
partnership and required further attention.   
 
Key Learning: The Analysis and Findings 
 
There are three key areas of multi-agency systems and practice learning identified in this Neglect 
Audit and these are considered in turn below.  Where good practice was seen, this is also 
commented on within this section with the hope that it will be built upon across the partnership. 
 
The GSCE Neglect Toolkit3 and its application when working with families and across the partnership 
to inform assessment, decision-making and outcomes for children at all levels of need for the 5 
children was considered as a golden thread throughout this Audit. 
 
1. How we work with Children & their Families 
 
Understanding the day to day impact on the child / child’s voice 
There was limited evidence to show how practitioners consistently considered the child’s experience 
or to understand the child’s world by enabling them to have a voice across the key statutory 
agencies.  Although it can sound straight forward, it is not always easy to enable children to have a 
voice when parents themselves are requiring support and help, when chaotic home conditions can 
distract practitioners, when resources are limited and when there are practice guidance and 
procedures to consider.  It is very easy for the child’s world and their voice within it to become lost 
within the complexities of day to day organisational pressures and this is clearly evident in this Audit.   
 
This Audit finds some limited good practice of education colleagues in their effective relationship 
building.   For example, Child C and Child D’s story show 1:1 sessions where school staff advocated 
for the child, listened to their views and fed back to the Partnership.   Apart from this education 
practice, in general this Audit finds professionals did not prioritise hearing the child’s voice and/or 
understand their range of behaviours to piece together their lived experience.  This resulted in not 
being able to fully understand the impact of the neglect experienced for the children audited.    
 

                                                      
3
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwiTx

MKD49fsAhUEh1wKHScBAXMQFjABegQIAxAC&url=https%3A%2F%2Fwww.gscb.org.uk%2Fmedia%2F15291%2
Fgloucestershire-child-neglect-toolkit-270417-final-vs.pdf&usg=AOvVaw0NwRQIjC7xueZueG2XxJ6c 
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Professionals attending the Workshop also highlighted the need for individualised assessment work 
with children where neglect is highlighted and understanding each child’s lived experience in the 
family when there is more than one child.  This can be seen when analysing  Child D with younger 
children in the family group where we can see Child D provided care to the younger siblings but the 
impact of the home environment was not evident on files for the younger children.   
 
Professional Curiosity 
It is vital to understand and respond to needs beyond a child’s perspective or voice alone and to 
think about what else may lie behind the range of behaviours seen.  As we know some children will 
never tell a professional their worries and some do not know how to say or ask for help when 
thinking about their home life.  Being trauma informed in practice and understanding the emotional 
world of a child requires a more rounded, professional curious stance rather than an incident-led 
approach as can be evidenced in each of the 5 children’s stories audited.   
 
This audit finds a system wide lack of professional attunement and curiosity to think and 
hypothesise what else might be happening in the child’s world and this is seen within single agencies 
approaches and when working together across the partnership.  The Auditors in attendance all made 
comments on the 5 children’s stories of practitioners and managers taking information at “face 
value” and without an enquiring mind as to what else might have been happening and to think 
beyond a parents’ perspective to further analysis and “dig deeper” into the impact on the child.   
Having a reflective space during supervision is particularly helpful when developing such 
professional behaviours of critical thinking to strengthen professional practice. 
 
Over optimism and a parental focus 
It is likely the reason for not keeping a relentless focus on the child was largely due to work across 
the partnership centering on the parents who had complex needs around their own mental health, 
drug and alcohol misuse and some domestic abuse.  The Audit considered the majority of the work 
with all 5 families which clearly focused upon parental needs as opposed to understanding the 
impact of the causal factors and addressing these within a lens of improving life for the child.  
Indeed, the audit templates completed echoed this parent centred approach and at times it was 
difficult to see and understand the child’s needs within the story’s presented.  This might suggest a 
systemic adult focused approach in work with families across the partnership and would need a 
further deep dive to check this.  Of course, is it important to understand and assess a parent’s 
resistance, ambivalence and motivation to change but the impact on the 5 children audited was 
often lost as the parental focus remained the paramount consideration and focus by lead agencies in 
the partnership. 
 
Professionals at the Audit Workshop also shared a united perspective in that all 5 children’s stories 
showed many examples of a practitioner/manager over optimism in terms of the parental 
motivation and capacity to change.  This would support the adult focused work and not seeing life 
through the child’s day to day experience. 

 
Naming neglect – a shared language 
The Audit considered how professionals can be reluctant to name neglect, especially if this could be 
a barrier to family engagement or concerns are seen at a lower level on the thresholds of need.  
Professionals shared examples within the partnership of professional confidence, skill and 
experience being key to naming the worries and risks.  Those in attendance at the Workshop shared 
(via anecdotal examples) a tendency for practitioners across the partnership to be reluctant to hold 
difficult conversations with parents and carers for fear of damaging the relationship or not knowing 
how to phrase things.    The need for a stronger multi-agency approach to identify and assess neglect 
through which differing views and perspectives can be robustly discussed and triangulated with 
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family’s needs to be further embedded across the partnership.  The Neglect Toolkit if applied in 
practice would support a common language approach across the partnership.   

 
Culture and Identity 
There was debate in the Workshop about how the partnership understands and identifies cultural 
needs and family diversity.  There was no evidence in any of the 5 children audited that a 
consideration had been given to family identity and professionals in attendance shared views about 
how this area requires much focus across the partnership.  Interesting debates were held upon 
ethnicity, a child’s age (adolescent neglect) and gender difference when working with families.   
Alongside this was a lack of consideration in terms of parenting styles and the use of chastisement 
within family norms when undertaking assessment work. 
 
 
2. How we Safeguard Children 
 
Early identification & thresholds of need 
Gathering evidence of neglect is difficult as indicators can be many and varied.  One of the key issues 
discussed at the Workshop centred on defining, assessing and intervening in child neglect situations 
as it can often be subjective in nature with  differing parental and worker values and differing 
professional perceptions of what constitutes this type of abuse.  The Neglect Toolkit’s purpose is to 
support professional practice at all levels and particularly focuses on early identification of needs for 
individual children.    Research4 also clearly highlights the importance of intervening early in the lives 
of vulnerable children and their families and in deciding upon a threshold of need the Children Act 
1989 provides a legal framework for authorities to provide services.    The Gloucestershire Threshold 
of Need Document5 provides a clear criterion for practitioners and managers across the partnership 
for taking action at the 4 different levels identified.  It was agreed through audit analysis that all 5 
children were assessed at the most appropriate level of presenting need and this provides assurance 
to the Executive that might suggest children in Gloucestershire initially  “get the right help at the 
right time in the right way”.  Analysis through auditing however then seems to suggest that the 
children’s situation do not then progress in a timely manner and life remains the same for too long 
with limited improvements in the child’s day to day life.  This is considered in the next section. 
 
As an aside to the 5 children’s stories those children in need of statutory support arrangements 
(CHIN) in Gloucestershire and the families consent to share information between agencies was a 
practice area which Auditors highlighted as needing further systemic work.  It was reported that  if a 
family declines support at this level it is taken at face value by Children’s Social Care and not 
unpicked further across the partnership as to the barriers to working with families at this statutory 
and voluntary level of intervention.   
 
Timely Action (drift and delay) 
In each of the 5 children’s stories there is clear evidence of drift and delay in making a difference to 
children’s day to day lives.    Events seem to have be seen within agencies and when working 
together as stand-alone occurrences  and although it is evident that information was shared 
between agencies (via emails and phone discussions) very little changed for the 5 individual children 
within an appropriate timescale.  This meant that an unsatisfactory level of worry and risk of neglect 
remained in the 5 children’s lives for far too long.  For example, in Child B’s story which shows 
progression from Early Help to Child in Need arrangements there is a 6 month delay in statutory 

                                                      
4
 Munro 2011 Review of Child Protection 

5
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwikjd

uf49fsAhVNasAKHZPvATEQFjAAegQIAhAC&url=https%3A%2F%2Fgloucestershirechildcare.proceduresonline.c
om%2Fp_threshold.html&usg=AOvVaw0Mp_H2lzf_TrIsKHYT6qtt 
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services (Children’s Social Care) undertaking an assessment of need and referring to the Families 
First Team for direct work to support the family and child.   The CHIN Meetings were not multi-
agency in approach and therefore the plan was limited in effecting change for the child. 
 
Seeing the bigger picture (using Multi Agency Chronologies / Single Agency Chronologies/ How 
Information is Recorded and analysed) 
 
The Audit considered the cumulative effects of neglect in the 5 children’s lives and how this was 
seen and understood by individual agencies and when working together.  It would appear that the 
safeguarding system in Gloucestershire was fragmented in understanding the bigger picture for each 
of the children audited and the use of assessment tools such as single and multi-agency chronologies 
or the Toolkit were not considered or used.  Had these assessment tools been used it is likely that 
the impact on the 5 children would have been better understood and plans adjusted to ensure they 
remained child focused.  The “so what” factor was seen through an agency silo-ed lens of parental 
mental health / drug or alcohol abuse and not considered in terms of the impact of these casual 
factors on the child.  This supports the evidence seen in this Neglect Audit of a parental centred 
approach across the partnership.  It was also noted in Child C’s story that older siblings had also 
been on protection plans for similar risks and worries of neglect and this information had not been 
considered in terms of current harms and parental capacity.  The “start again syndrome” and repeat 
protection planning require careful analysis and it would appear this was not considered in this 
child’s situation. 
 
The quality of multi-agency information recorded was also variable and seemed to be descriptive in 
nature across the 5 Audits with an adult focus as afore mentioned.  In particular and of concern the 
Audit found that the Designated Safeguarding Leads in Child E’s situation had not recorded weekly 
safeguarding meetings with the Schools Head of Safeguarding.  There was debate in the Workshop 
about this and the CPOM system in place to support schools but it would appear that a wider system 
wide issue needs checking to ensure all information is recorded accurately across education 
provisions in Gloucestershire.  The outcome would mean key pieces of the child abuse jigsaw might 
be missing if such crucial parts of the system are not accurately recording concerns and worries 
about individual children and sharing these as appropriate.   
 
Effective assessments & plans that make a difference to children’s lives 
 
The Audit considered assessments and plans at all levels of intervention and in summary found them 
to not be SMART or outcome focused in making a difference to the child’s day to day life.  The child 
protection plan for Child A showed unclear risk assessment when undertaking the pre-birth 
protocols and multi-agency working was not as joined up as it needed to be between Children’s 
Social Care and Health colleagues.  Auditors noted that work has been strengthened in the area of 
pre-birth risk since Child A’s situation but this may require a further audit to check this further. 
 
There was clear evidence in the 5 Audits which showed a consistent lack of timely minutes and plans 
being distributed by Children’s Social care to partner agencies  This included Child Protection 
conferences and Core Group Minutes.  For example in Child A the file showed that 10 core groups 
were reported as taking place but no minutes were available for any of these multi-agency 
discussions.  It is vital when at a statutory level of intervention that minutes are sent to the family 
and all key professionals so that progress or the lack of it can be seen and worked with.  If minutes 
are not available it could prove difficult to know what was needed, by who and by when and drift 
and delay in progressing plans for children may be seen.   
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There was also evidence of key partner agencies not being invited or included in meetings and 
Children’s Social Care meetings also cancelled with on-going delay in progressing matters for the 
child.  As one example seen in Child C’s situation there is evidence of a 6 week delay in holding a 
Strategy Discussion following reported concerns of significant harm with on-going delay in then 
convening an Initial Child Protection Conference within timescale.  Core Groups were then not held 
monthly as per statutory guidance and minutes from Conferences were not received by multi-
agency partners.    There was a delay in requesting and holding a Legal Planning Meeting despite an 
Interim Care Order being made some years previous for similar issues of neglect in the family.    

 
Use of the Toolkit 
Much work has been undertaken to embed the Neglect toolkit in Gloucestershire.  However, this 
Audit would suggest that this focused partnership work has had very limited impact as the Toolkit 
was not used to identify, assess and inform decision-making effectively in any of the 5 children 
considered.  Only in one of the children’s story (Child D) was the toolkit requested to be completed 
to inform decision-making about thresholds of need.  However, this was not achieved and the 
reason given being COVID19.   
 
There was a consideration at the Workshop as to the barriers for effective use of this tool and it 
would seem this may be due to:- 

- Confidence in working with neglect and naming the issues across agencies 
- Fear of harming relationship building when saying the word neglect 
- It is too theoretical in approach 
- It is too long and takes too much time to complete – “it is seen as a chore as opposed to 

helpful to practice” 
 
There was also debate about the typology of neglect that is cited in the Toolkit by Professor Ray 
Jones (2016) which names 3 types of passive, chaotic and active neglect.  This approach, although 
extremely useful, may also lead practitioners to an adult focused approach as the reference in the 
Toolkit details the casual factors of each type in terms of what parents may or may not be doing.  
Other typologies of neglect, such as Jan Horwath’s6  may support practitioners further in analysing 
the impact on the child more clearly as it defines 5 types of neglect on the child of medical, 
nutritional, emotional, educational, physical and degree of supervision/guidance.   
 
3.How we Support to staff 
 
Management Oversight & Supervision 
It was difficult to comment with any assurance on levels of management oversight and supervision 
in the Children’s Social Care audit templates as the quality of recorded information was not specific 
or analytical in nature, with significant gaps in information.  There is an identified learning need from 
this Neglect Audit in supporting professionals to have sufficient time and training so as to complete 
templates which clearly analysis themes and provide factual information.  
 
From dip sampling the 5 children during the Workshop it would appear that children’s social care 
supervision was not as reflective as it needed to be in considering impact on the child and parental 
capacity to change – this is likely to have contributed to drift and delay in assessment and planning 
work and also with statutory functions not being achieved within timescale such as with minutes 
from Statutory Meetings being circulated.   
 
Escalation Policy 

                                                      
6
 Jan Horwath 2017 Typology of Neglect 
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The escalation policy was not used by any partner agency for any of the 5 children considered.  
There are comments (Child A & Child B) noted from education / CGL agencies / School Nurse of 
concerns around drift and delay in Children’s Social Care assessment work / progressing plans / 
receiving minutes however there was no consideration of raising the matter formally seen by 
Auditors.  This might suggest further work is required in embedding a culture where professionals 
feel able to make transparent comment to each other about standards and expectations of practice 
and to raise things when there is delay in achieving change for children.      
 
Action Plan 
This Audit recommends that focused and timely action is now taken and overseen by the Executive 
to improve how single and multi-agency partners work together to identify, assess and intervene 
where child neglect is highlighted. The current situation as identified in this Audit in Gloucestershire 
seems to suggest that some children might be falling through the gaps in that they remain in 
situations of concern and harm for too long as support to families is not consistently focused, 
collaborative or timely across the partnership.  Some systemic issues which require careful analysis 
to ensure compliance are highlighted in this Audit and the action plan below is devised to improve 
system and practice in this complex area of work with children and their families. 
 

1. The Key Learning from this Audit is considered by the Neglect Sub-Group and the learning 
summary / action plan is included in their focused work.  Progress on embedding the 
Neglect Strategy across the Partnership will then be evidenced to the Executive in the 1st 
quarter of 2021. 

 
2. The Executive considers revising the Neglect Toolkit to include a child focused definition of 

neglect (such as Jan Howarth’s 2017); and  a section on identifying adolescent neglect and 
children with disabilities.  A task and finish group of practitioners might aid the Executive in 
further understanding the barriers to completing the Toolkit and how this can be remedied 
with a Smart Action Plan. 
 

3. The Executive asks Children’s Social Care to further audit a selection of 20 children in the 
next 3 months who have been subject to child protection planning where neglect is the 
category to see whether mandatory procedures are adhered to.  This must include 
timeliness of strategy discussion and Conferences / SMART plans that evidence a difference 
to the child’s lived experience / Minutes are distributed in a timely manner and Core Groups 
and Conferences are quorate and continue to be held in timescale during protection 
planning.  A Report should be submitted to the Executive by the end of 2020. 

 
4. GSCE Neglect Training includes key learning from this Audit to strengthen practice across the 

Partnership when identifying and working with families where neglect is a key concern.  This 
must include understanding the child’s world / consideration of diversity / over optimism 
and how to avoid a parental focus/ monitoring so that a difference is made to children’s lives 
(assessment and planning) 

 
5. The Executive asks for assurance from each Partner Agency, paying particular focus to 

Education that information is recorded appropriately on individual systems so that single 
agency chronologies are used in conjunction with the Toolkit to inform decision-making and 
planning 

 
Sarah Holtom 
October 2020 


