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GSCB Multi Agency Audit 19th February 2019 

This report provides a summary of findings from a Multi Agency Audit of practice with 

Unborn Babies. This audit is commissioned by the Multi Agency Quality Assurance sub-

group of the GSCB. A sample of six children’s files were reviewed by the multi agency audit 

team comprising Gloucestershire Care Services, Gloucestershire Constabulary, 

Gloucestershire Children’s Services and Prospects Youth Support Team.  

The focus of the multi agency audit was to review the services provided to unborn children, 

with three key themes: 

1) Whether risk is identified, responded to and reduced in a timely way 

2) How the voice of the unborn babies is reflected and how families are involved in 

assessment, planning and intervention 

3) Whether decision making for these unborn babies was timely and effective, 

considering both direct work by practitioners and management oversight  

These themes were analysed and judged on criteria of Outstanding, Good and Inadequate 

practice. It has been noted that audit responses from multi agency professionals included a 

number of ratings of outstanding practice, but upon further discussion at the MAQUA review 

day, the evidence available did not reflect this rating and, in some situations, reflected 

practice which was inadequate or required improvement. This was also a finding of the 

previous multi agency audit, which would suggest that learning for future multi agency audits 

can be drawn from this. 

Overall findings 

 Identification, response and reduction of risk was rated as good practice for two 

children and inadequate practice for four children. 

 

 The voice of the child and involvement of the family was rated as good practice for 

two children, inadequate practice for three children and for one child no rating was 

made. 

 

 The quality of decision making was rated as good practice for one child, inadequate 

practice for four children and for one child no rating was made. 

Good practice identified 

 During the audit, a child was identified as having had a recent injury which was 

explained by parents as having occurred when he was pulling himself to a standing 

position. The auditing team queried this explanation, given typical motor development 

for a child of his age, and arranged for the health visitor to observe this child’s 

development to understand the likelihood of this being a reasonable explanation for 

the injury. 

 

 Five out of the six unborn babies were referred by their midwife to children’s social 

care by 16 weeks gestation, following their initial booking appointment. This reflects 

good identification of vulnerability factors for these babies in a timely way by health 

services. 
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 For two children, where risk of significant harm was evidenced, a prompt legal 

planning meeting enabled pre proceedings to take place prior to birth and a clear 

plan to be in place before the baby was born. 

 

 For one child, a placement was identified shortly following his birth, where both of his 

parents could be assessed caring for him. This ensured his safety whilst allowing him 

to stay in the care of both of his parents. This good practice, of valuing the role of his 

father was not typical amongst the sample audited, but for this child has contributed 

to a good outcome, where he is now at home in the care of both of his parents  

 

 One unborn child’s mother is a Gloucestershire Young Person in Care and good joint 

working was identified between the 11-25 permanence team and the safeguarding 

children’s team to balance the need of both mother and unborn child. The good 

working relationship between this child’s mother and her permanence social worker 

was utilised well to engage her in decision making. For this child, a mother and baby 

placement was identified early, so that this young mother could settle into the 

placement prior to birth. 

 

 There were two children for whom reflective supervision was identified as driving the 

progression of assessment and planning during pregnancy. 

 

 For one unborn baby, where there was an incident of domestic abuse during 

pregnancy, the health visitor records a detailed conversation with mother (victim) 

about the incident and the impact of domestic abuse on her and her baby 

 

 For one baby, the strategy discussion which took place following referral, was well 

attended by a range of agencies and a clear interim safety plan was established 

whilst a legal planning meeting was arranged. This meant that when the mother went 

missing there were risk assessments in place, which had been shared with the 

police, allowing a more joined up response to understanding and managing these 

risks. 

Key learning themes 

 The role of father’s was consistently not as visible within pre-birth assessment and 

planning as the role of mothers, despite all six children having father’s who were 

involved in their unborn child’s life and for whom risk and vulnerability factors were 

identified. 

 

 There were frequent examples of parents’ self-reporting being accepted as fact, 

without this information being triangulated through observation or multi-agency 

discussion. Through the audit process there were examples of agencies holding 

information which would likely have changed the risk analysis and planning for some 

of these unborn babies, if triangulation of information had been used. 

 

 There was not a consistent approach to establishing the threshold for section 17 

(child in need) and section 47 (child protection) intervention and for some children 

this led to a longer process of assessment, before a clear plan of intervention was 
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established. For one child, this meant that a strategy discussion (based on concerns 

identified at referral) did not take place until after the baby was born.  

 

 An area of confusion was identified in the current unborn baby protocol relating to 

ICPC’s not taking place before 26 weeks gestation. For one child, the need for a 

strategy discussion was identified at 10 weeks gestation, but delayed on the basis of 

interpreting this policy.  

 

 There was variability in the approach to risk assessment for these unborn babies, 

particularly in considering in the likelihood of harm and how direct work with parents 

during pregnancy could reduce these risks before the baby was born. 

 

 Where direct work with parents was evidenced in pre-birth interventions, plans did 

not reflect these actions being measurable and reviews of these interventions did not 

scrutinise the extent to which risk had been reduced through this work; typically the 

focus was on parents having completed this work. 

 

 For some children, decisions about where they would live were influenced by 

resource availability. This included using bed and breakfast accommodation due to 

parental homelessness, which was likely a more stressful environment for first time 

parents; and an out of county mother and baby placement, where there was no local 

placement available, which reduced opportunity for assessing his father. 

 

 For some children key risks and vulnerabilities identified within assessments had not 

been transferred through into their current plan and there was not evidence on any 

agency file which indicated that these risks had been mitigated through intervention. 

 

 All of the children audited have been subject to a strategy discussion, but there was 

not a consistent approach to multi agency safety planning, undertaken with the 

family, during the section 47 investigation and through to Initial Child Protection 

Conference. For these children, this makes it difficult to understand how risk was 

managed during this period. 

 

 Some of the children subject to a strategy discussion, during pregnancy, were 

receiving a child in need service by the time they were born. Where health visitors 

were not included in these pre-birth strategy discussions, this information was not 

easily identifiable of health visiting records and for one child they are now receiving a 

universal health visiting service, where the auditors reflected that a more frequent 

visiting pattern would be proportionate. 

 

 Although the primary focus of the audit was on the period before these children were 

born, it was noted for a number of children that frequency of visiting and reviewing 

their plan, in the months after their birth, was not compliant with practice standards or 

proportionate to the level of identified risk. 
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Recommendations 

1. Learning from this multi agency audit process to be shared with the practitioners 

updating the Unborn Baby Protocol, so that this can be incorporated in their review. It 

is suggested that any timeframes for convening ICPC’s for unborn babies considers 

the impact of delay on these children, in terms of pre-birth interventions and, for 

some children, pre-birth pre-proceedings. 

 

2. Learning from this audit around the impact of consistent risk assessment and 

threshold decision making to be fed into training packages being delivered by both 

the GSCB and Children’s Social Care around Essential Practice Principles. 

 

3. The role of father’s to be more explicitly considered within pre-birth assessment, 

planning and intervention. 

 

4. Pre birth plans to consider how direct work can be completed with parents to promote 

protective factors and reduce risk, prior to the baby being born and change to this 

context being measured in multi agency review meetings, where information can be 

triangulated. 

 

5. Where relevant, the period between Strategy Discussion and ICPC would benefit 

from improved focus on safety planning, informed by multi agency professionals input 

and proportionate to the level of risk identified for the child. This should not only 

consider imminent safeguarding measures required, but also how multi agency 

safety planning will be progressed throughout the s47 investigation.  

Learning for future multi agency audits 

1. Where unborn or new born babies are identified within the sample of children being 

audited, it would be helpful for a representative from midwifery services to attend the 

multi agency audit day 

 

2. Feedback from the social work teams and from the families would be helpful 

information for the multi agency audit day, as this could inform discussions around 

impact on the child 

 

3. The responses from individual services, prior to the audit day, was variable, both in 

terms of some children having no response from some agencies and for other 

children the detail was not presented in a way which led to an analysis of practice 

quality. The ratings on these responses were also, in places, overly optimistic, with 

some practice which requires improvement being rated as outstanding. This led to 

more time being spent on the audit day gathering further information from files, where 

this could have been used for analysing the impact on the child and overall learning 

themes. Consideration could be given to how this preparation information is gathered 

and whether practitioners would benefit from further guidance in completing this. 

 

4. To promote discussion on the multi agency audit day, a meeting room rather than an 

ICT suite would be helpful. Practitioners have identified that they could bring laptops 

to access records, which would support this. 


