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Multi-Agency Responses to safeguarding children 

Where domestic abuse is a feature 

Multi-agency audit 

Friday 28th September 2018 

 

1. Rationale 

1.1. In March, 2013, the cross government definition of domestic abuse was revised and 

now includes: 

“Any incident or pattern of incidents of controlling, coercive or threatening 

behaviour, violence or abuse between those aged 16 or over who are, or have 

been, intimate partners of family members regardless of gender or sexuality.”  

However, this should not be interpreted solely as physical violence. Domestic abuse 

can include emotional, physical, sexual, financial or psychological abuse.  It can be 

a feature of any relationship even after the relationship has ended. Both men and 

women can be victims or perpetrators of abuse, and abuse can also take place 

between children and their parents/carers.   

Working Together to Safeguard Children (2018)1 references the harm that can be 

experienced by children who live in households where domestic abuse is a feature in 

its definition of emotional abuse, which includes “…seeing or hearing the ill-treatment 

of another.” 

1.2. In 2013 the NSPCC reported that approximately 1 in 5 children in the UK have been 

exposed to domestic abuse and that domestic abuse is a factor in 60% of serious 

case reviews where children have been seriously harmed or have died2.   

                                                
1 HM Government (2018) Working Together to Safeguard Children: 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/729914/Worki

ng_Together_to_Safeguard_Children-2018.pdf  

2 Brandon et al (2013) Neglect and Serious Case Reviews; University of East Anglia/NSPCC 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/729914/Working_Together_to_Safeguard_Children-2018.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/729914/Working_Together_to_Safeguard_Children-2018.pdf
https://learning.nspcc.org.uk/media/1053/neglect-serious-case-reviews-report.pdf
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1.3. The North Yorkshire Domestic Abuse Strategy 2014/183 records that in 2013/14, 

there were 10,111 reported incidents of Domestic Abuse in North Yorkshire and 

York.  

1.4. Based on a small audit of sample cases, this multi-agency audit took place to consider 

how effectively agencies work together to safeguard children, identify good practice, 

and extrapolate learning and to recognise the challenges to effective multi-agency 

working across the County.   

1.5. The purpose of this report is to provide the North Yorkshire Safeguarding Children 

Board (NYSCB) with assurance regarding the effectiveness of multi-agency 

safeguarding arrangements where domestic abuse is a feature in cases involving 

children and young people in North Yorkshire. In addition, the audit provided an 

opportunity to rigorously assess the new audit tool as part of this exercise. 

2. Methodology 

2.1. NYSCB produced a template audit tool (see appendix 1) to assist partners in carrying 

out a self-assessment of their practice in relation to domestic abuse cases, and 

moreover provide partners with an evidence base for future inspections.   

2.2. It was agreed that the new audit tool would be completed by partners for this exercise 

and the response from Children Social Care (CSC), Prevention, Health (including 

GP’s), and North Yorkshire Police (NYP) was positive.  

2.3. Those in attendance on the day for the audit exercise were: 

 Elaine Wyllie (Designated Nurse Safeguarding Children and Children in Care and 

audit chair) 

 Wendy Atkinson (Named Nurse, Harrogate & District NHS Foundation Trust) 

 Danielle Johnson (Head of Safeguarding, Children’s Social Care) 

 Iain Pick (Senior Strategy & Performance Officer) 

 Lucy McNeill (Detective Inspector, Safeguarding, North Yorkshire Police) 

 Paul Carswell (West Divisional Manager, Prevention) 

 James Parkes (NYSCB Board Manager) 

 Emma Phillips (NYSCB Policy Officer, VEMT) 

                                                
3 North Yorkshire and City of York Domestic Abuse Overview Strategy 2014-2018: 

https://www.northyorks.gov.uk/sites/default/files/fileroot/Health%20and%20social%20care/Safeguarding/No

rth_yorkshire_and_city_of_york_domestic_abuse_overview_strategy_%28inc_appendices%29_2014-18.pdf   

https://www.northyorks.gov.uk/sites/default/files/fileroot/Health%20and%20social%20care/Safeguarding/North_yorkshire_and_city_of_york_domestic_abuse_overview_strategy_%28inc_appendices%29_2014-18.pdf
https://www.northyorks.gov.uk/sites/default/files/fileroot/Health%20and%20social%20care/Safeguarding/North_yorkshire_and_city_of_york_domestic_abuse_overview_strategy_%28inc_appendices%29_2014-18.pdf
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 Haydn Rees-Jones (NYSCB Policy & Development Officer) 

 Jonathan Giordano (NYSCB Policy & Development Officer) 

3. Level of Response & Engagement 

3.1. Four cases where children and young people were known to CSC or the Prevention 

Service were selected at random as part of this sample. The level of response from 

partners in completing and returning the audit tool was generally good, and the audit 

day was well represented from those partners who completed the tool.  

3.2. It was noted however that there was no contribution to the audit tool or attendance at 

the audit day from education providers, early years providers or CAMHS despite there 

being records of involvement from these partners in relation to the cases that were 

sampled for this exercise. Moving forward, NYSCB will create a reference list of those 

agencies that are required to contribute to future multi-agency audits.   

4. Findings 

4.1. In order to provide a meaningful understanding of the level of practice, multi-agency 

working and to illustrate thematic patterns, each of the four cases has been broken 

down alongside each section of the audit tool to provide a clear analysis of what 

worked well and what the concerns were to inform future recommendations. 

5. Case File 1 

5.1. Quality of the Recognition: NYP recognised domestic abuse during the initial 

contact, and when referred into the Multi Agency Screening Team (MAST), domestic 

abuse was recognised at the point of the referral. Health were not aware of the 

concerns until the referral was submitted. Prevention also had historical involvement 

with the case file in 2015, but this was a separate issue to domestic abuse. The case 

file was appropriately allocated to CSC. 

5.2. At the time of the incident, the new process whereby police notify key health 

professionals about all domestic incidents in families where there are children or 

unborn babies was not fully operational. 

5.3. CSC used Signs of Safety (SOS) screening and a strategy meeting was convened. 

NYP used all correct procedures from the initial contact and appropriately submitted 

a DASH risk assessment. 

5.4. Quality of the Assessment: Clear records of assessment were in place in relation 

to the concern of domestic abuse across partners.  
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5.5. There was evidence of good multi-agency attendance and information sharing at the 

strategy meeting. The GP shared information for all children and parent which was 

captured. Standard tools were used, including SOS. Good response to the Section 

47 investigation from multi-agency partners which led to thorough information 

gathering to inform Children and Families (C&F) assessment. Risks in relation to 

domestic abuse were clearly understood and evidenced, a decision for a strategy 

meeting was made promptly within timescale. 

5.6. Initial attempts to make contact with the father were made: he had previously had no 

involvement with the children for a period of time and lived out of area. Since this 

period, the father has established contact with the children. 

5.7. All family relationships in the health record were accurately recorded. 

5.8. This piece of joined up work across CSC, Health, and NYP has demonstrated good 

practice in terms of the quality of the assessment.  

5.9. Quality of the Planning and Intervention: Original Child Protection Plan (CPP) 

accurately recorded domestic abuse and neglect as key concerns. No further 

incidents took place in relation to domestic abuse since the initial referral. Evidence 

of a number of interventions to support the children regarding the trauma they 

experienced.   

5.10. NYP completed a DASH risk assessment in a timely manner and safeguarding 

measures were put in place from the initial contact and the whole family’s needs were 

taken into consideration.  

5.11. Health’s involvement focussed on school attendance, a health assessment and 

health appointments. Children’s voices were heard and captured through appropriate 

tools in relation to the trauma experienced. This had meaningful impact on the mother 

when this was fed back to her. Views from the wider family were sought, in the form 

of maternal Grandmother who attended the ICPC. 

5.12. Engagement from the mother has not been maintained throughout the case. 

Evidence from the audit suggests that the core groups do not provide an 

understanding of the current needs of the family against the action plan.  

5.13. Quality of Joint Working: Multi-agency working evidenced throughout the case files 

across CSC, Health and NYP. This was demonstrated by comprehensive information 

sharing and attendance from partners at core group meetings.  
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5.14. Evidence of CAMHS involvement within the case file, but no contribution has been 

provided as part of this audit. Similarly, there is no contribution from education for the 

audit too, and as such the ability to triangulate information holistically for the case file 

is limited.  

5.15. Quality of the Impact: Improved outcomes for the children clearly identified and 

evidenced. No further domestic abuse incidents have taken place to date and the 

offender is no longer part of the family unit. Future work has been clearly identified 

as part of a plan. Children have stayed with their father in London after contact had 

been established with him. As a result, a Family Group Conference is being 

considered.  

5.16. Direct work with children undertaken, and evidence clearly recorded that they were 

involved in a safety plan. Children’s voices clear throughout the case file which 

evidenced the journey of each child and their wishes and feelings.   

5.17. NYP completed their role in relation to the investigation, and identified domestic 

abuse as a concern immediately. Clear recognition of the role of the police in the case 

file.  

5.18. After a period of positive engagement and progress made, the mother has started to 

disengage from the core group process.  

6. Case File 2  

6.1. Quality of the Recognition: NYP recognised domestic abuse during the initial 

contact, and when referred into the MAST, domestic abuse was recognised at the 

point of the referral.  

6.2. Within the MAST the referral was screened appropriately and allocated to CSC within 

an acceptable timescale. Health did receive a notification of domestic abuse from 

NYP and NYP liaised with 0-5 Healthy Child team. 

6.3. Quality of the Assessment: CSC sought information from partners, alongside SOS 

screening, this enabled a thorough assessment and decision making in terms of the 

case threshold. A joint visit took place with NYP, the GP and Health Visitor provided 

information within the assessment. As a whole, there was good evidence of 

information gathering and sharing across partners. Engagement from the wider family 

was also captured through a Family Group Conference.  

6.4. Although there was no information within the case file for the father of the child, there 

is a good rationale evidenced as to why there was no attempt to contact him.      
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6.5. There was a clear overview of the history of the case and this was reflected in the 

assessment. Although the child was too young to verbally state their wishes and 

feelings, observations for the child were recorded along with attachment between 

mother and child.    

6.6. Quality of Planning and Intervention: Evidence recorded of positive engagement 

with the family throughout the case file, alongside good risk management which is 

illustrated by there being no further incidents in relation to domestic abuse. The child 

presented as being happy and settled.   

6.7. A range of interventions to reduce risk including a joint visit between CSC and NYP 

where there was good use of Claire’s Law, a Family Group Conference being 

initiated, direct work with both parents was undertaken, and a referral to IDAS was 

submitted.   

6.8. NYP used all correct processes and procedures from the initial contact. Health’s 

action plan was comprehensive and SOS was evidenced throughout. There was a 

good understanding evidenced of partners roles in the planning and the delivery of 

interventions. 

6.9. Timescales within the CPP are all ‘ongoing’ and therefore difficult to measure 

progress against which has contributed to the case drifting.  

6.10. Some challenges were experienced in terms of understanding the timeline of the case 

from the point of view of multi-agency involvement. This could be addressed by the 

use of a composite agency chronology. 

6.11. Quality of Joint Working: Evidence documented of a joint visit taking place between 

CSC and NYP, the GP and Health Visitor provided information within the assessment. 

As a whole, there was good evidence of information gathering and sharing across 

partners. Engagement from the wider family was also captured through a Family 

Group Conference. 

6.12. Good sharing of information from the Community Midwife in relation to the unborn 

child. Midwife recognised the historical context of domestic abuse and recognised 

there had been previous MARAC involvement. This has been noted as being good 

practice in relation to joint working.  

6.13. There appeared to be a lack of understanding from Health as to why there was a 6 

week delay from the initial NYP contact to a strategy meeting being initiated. Although 

there is evidence from CSC as to why there was a delay, this does not appear to 
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have been shared with partners by CSC. In addition there appeared to be a lack of 

inter-agency challenge, as there is no record of Health following up with the MAST to 

question the delay of a strategy meeting being initiated. 

6.14. NYP do not have a record of the strategy meeting minutes. Furthermore, not all 

documentation is on record in relation to information sharing at the core group 

meetings. 

6.15. Case file recording suggests that the attendance at a core group meeting was poor 

from agencies in August, despite mother attending every meeting. This core group 

meeting did, however, coincide with the summer holidays. 

6.16. Unclear from a NYP perspective as to why the incident went to MARAC.  

6.17. Evidence of nursery involvement within the case file for the child, but no contribution 

has been provided from them as part of this audit. Therefore there is no evidence to 

demonstrate their understanding in relation to the CPP and multi-agency process. In 

addition the ability to triangulate information for the case file is not as encompassing 

as it could be. 

6.18. Furthermore, there has been no information provided by probation in relation to the 

work being carried out with the father of the unborn child, who mother remains in a 

relationship with. 

6.19. Quality of the Impact: The safety plan in place for the family was robust and the 

Family Group Conference process was initiated quickly. There have been no further 

incidents that have taken place in relation to domestic abuse and the family section 

of the action plan is reviewed regularly to illustrate an accurate representation of their 

current situation. 

6.20. Mother is still in a relationship with the offender who is the father of the unborn child. 

Work has been carried out with both mother and father to reduce the risk of domestic 

abuse and records suggest that they have both engaged with the support positively. 

7. Case File 3 

7.1. Quality of Recognition: Incident that initiated referral was at the beginning of July 

2018, and was attended to by West Yorkshire Police (WYP), as it took place at a 

hotel in Leeds. The referral recognised domestic abuse as an issue. 

7.2. The MAST also recognised domestic abuse in the referral and it was appropriately 

allocated to Prevention.  
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7.3. On record there are 2 MARACs, one at the end of April 2018 and another on 31st July 

2018. However there is no MARAC on record in relation to the incident that initiated 

the referral.  

7.4. Due to cross boundary nature of the incident being in Leeds and attended to by WYP, 

the pathway as to how the referral came in was disjointed. NYP were not directly 

aware of the incident and it appears WYP contacted the Domestic Abuse Officer at 

NYP who then submitted a referral into the MAST, which resulted in the incident 

coming to MARAC being circumvented. 

7.5. Adding to the cross boundary issue, school would not have been aware of the incident 

via Operation Encompass because the incident was dealt with by WYP and not NYP.    

7.6. Quality of the Assessment: Common Assessment Framework (CAF) has not been 

completed, albeit it is recognised that there have been a number of attempts to 

contact and engage the mother. Recorded clearly that the mother has cancelled 

appointments at short notice due to work commitments. It appears that there is a 

reluctance from mother to engage with Prevention, but there is no evidence that 

states this has been explored with her. 

7.7. NYP’s assessment was centred on the mother and not included the children. The 

father is now in prison after being initially on licence. 

7.8. Wishes and feelings have now been captured with youngest child at school, this was 

after the audit tool was completed. Prevention has established that there are no 

concerns that the children have been exposed to domestic abuse.  

7.9. Quality of Planning and Intervention: Non-engagement from the mother has made 

accurately auditing the quality of planning and intervention difficult. There are no 

records on file which explains why she does not want to engage. 

7.10. The case was opened to Prevention at the start of July 2018, and the family had not 

been seen until after tool was completed in mid-September 2018.  

7.11. Since then, the children have been seen at school and their wishes and feelings 

recorded. A danger statement and safety goals have been recorded but without the 

family’s input. 

7.12. Quality of Joint Working: School and Probation have been contacted, but there is 

no evidence recorded that highlights the contact has been meaningful. NYP have 

received an email from Probation, but this only highlights the issues and does not 

suggest ways to tackle those issues jointly.  
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7.13. To date, Health have not been contacted for information to contribute to the CAF and 

the case is currently not active with the Healthy Child Team. 

7.14. Healthy Child Team was not been tasked to follow up a query at July’s MARAC, which 

was to raise a step-up conversation with CSC.   

7.15. Overall, work appears to be disjointed and it is difficult to evidence that meaningful 

work has been carried out across partners. 

7.16. Quality of the Impact: Case standards have not been met from a Prevention 

perspective, leading to drift and no clear actions being addressed. There is no 

evidence of any impact due to the absence of the CAF and an action plan being in 

place to measure progress against. However, contact with school and probation has 

now been established. 

7.17. NYP tasked a PCSO to carry out a safety plan, but this has not been followed through 

to date. 

7.18. Health attended MARAC but there were no additional needs identified, and there has 

been no contribution to the CAF as this has not been initiated to date.   

8. Case File 4 

8.1. Quality of Recognition: NYP recognised domestic abuse during the initial contact, 

completing a DASH Risk Assessment. When referred into the MAST by NYP, 

domestic abuse was recognised at the point of the referral, which was appropriately 

allocated to Prevention.   

8.2. Health have evidence on record of a notification of domestic abuse from NYP. In 

addition, there are records evidencing the GP has shared information in relation to 

the mother acknowledging she has not discussed domestic abuse with professionals 

historically. 

8.3. Appropriate tools were used by Prevention in the form of SOS and 3 houses to 

capture wishes and feelings. 

8.4. Quality of the Assessment: Evidence of the CAF being thorough and completed 

within timescale.  

8.5. Screening information and additional information was provided by Health, which was 

captured within the CAF. The CAF evidenced contributions of both the mother and 

father who are separated. Additionally, the wishes and feelings of the children were 

used to inform the CAF. 
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8.6. NYP have on record subsequent incidents after the initial referral, one of which was 

a call the mother made into NYP. NYP carried out investigations in relation to these 

incidents. 

8.7. GP coded the record of domestic abuse in the mother’s health record. Evidence that 

the GP was aware of Prevention support and multi-agency meeting. However this is 

only recorded on the mother’s records and not the children’s.  

8.8. Quality of Planning and Intervention: Evidence of a thoroughly detailed action plan 

with appropriate timescales to measure progress against and clear outcomes 

identified. Wishes and feelings captured with the children and direct work undertaken 

subsequently alongside school. Both parents are engaged in mediation work also. 

8.9. Quality of Joint Working: Evidence of good multi-agency working illustrated by 

information sharing by Health (including input from GP) and NYP, with a multi-agency 

meeting being held.  

8.10. Records show that partners were clear with service roles and the work being 

undertaken as part of an action plan. Further support was put in place for both parents 

through mediation, legal framework and IDAS.  

8.11. Evidence of school involvement within the case file, but no contribution has been 

provided as part of this audit. Therefore there is no evidence available to triangulate 

information for the case file. 

8.12. Quality of the Impact: The case is fairly recent, but already there is evidence of 

meaningful engagement. Both parents acknowledged the need for mediation and an 

intermediary for when the children are living / staying between them. CAF and the 

action plan was family centred and involved a multi-agency approach. 

8.13. NYP and Health supported multi-agency working in the form of the screening 

information on the referral form and alongside Prevention and evidence clear in each 

service knowing their role in the case file.  

8.14. Case summary would benefit from being updated due to the progress being made.  

8.15. Due to no contribution being received on this audit from school, the ability to assess 

the impact holistically is limited. 

9. Good Practice 

9.1. There was considerable good practice identified within this multi-agency audit and 

the NYSCB should be assured that children and young people experiencing domestic 
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abuse as part of this sample were safeguarded appropriately. Joint working between 

partners is generally excellent and the level of commitment from frontline staff should 

be commended. There were examples of direct work being undertaken with children 

and families in particular in capturing their wishes and feelings and in respect of safety 

planning. Evidence that these strategies had been utilised was also present. Where 

perpetrators remained part of the family unit, there was a good understanding in 

assessing the risk of this and positive levels of engagement illustrated to enhance the 

safety of others.   

10.  Lessons Learned 

10.1. The quality in recognising domestic abuse was good. Across the sample of the case 

files, NYP followed the appropriate procedures in relation to completing a DASH risk 

assessment and submitting a referral into the MAST. 

10.2. Generally, Health were aware when a DASH risk assessment was submitted and 

were notified of domestic abuse which was recorded. 

10.3. Across the sample, in relation to the assessment and multi-agency meetings (CPC, 

strategy groups, team around a child) the concern of domestic abuse was captured.  

10.4. Information sharing amongst partners is well embedded within practice and 

demonstrated across various examples – within an assessment, through joint visits, 

and via multi-agency meetings.  

10.5. Where there were examples of information sharing from a GP and a Community 

Midwife, the assessment and multi-agency meetings were significantly enhanced as 

a result of this and action plans more detailed. 

10.6. Signposting and referring into additional services was generally good.  

10.7. Voice of the child and family was regularly captured throughout the assessment 

process and any multi-agency meetings that were held.  

10.8. Where relevant, historical information regarding any previous domestic abuse was 

captured. 

10.9. Signs of Safety (SOS) was demonstrated throughout the sample of case files as 

being well embedded in practice. 

10.10. Where engagement had previously been consistent, it then became more sporadic 

from families when services focussed on additional issues such as neglect, once the 

issue of domestic abuse had been resolved. Multi-agency meetings and action plans 
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were not dynamic in capturing families’ current needs and identify the actions needed 

to establish reengagement.  

10.11. Audit exercise did not always include partners who were evidenced in the case file 

as having involvement. Partners such as school and early years providers were not 

asked to contribute to the audit. Likewise, there was no CAMHS input within those 

audits where there was evidence of their involvement in the case file. Access to 

additional services was inconsistent.  

10.12. Referrals were appropriately submitted to services but the length of time it took for 

those families to receive support was too long in instances, meaning engagement 

was lost or circumstances had changed at the point of the work commencing. 

10.13. There were examples of timescales in action plans where there were no deadlines 

alongside them, as such the actions were immeasurable to progress and this led to 

cases drifting.  

11.  Recommendations 

11.1. NYSCB to create a reference list of those agencies that are required to contribute to 

future multi-agency audits. 

11.2. Audit tool to be amended to reflect the feedback provided by partners who completed 

the exercise (amended audit tool is now enclosed, please see appendix 1). 

11.3. Specific examples of good practice to be fed back to those practitioners involved in 

the case file. 

11.4. Where long pieces of work are carried out, action plans need to be dynamic and 

reflect the progress families make throughout the cycle of agency involvement to 

maintain engagement.  

11.5. Actions need to have appropriate timescales in order to be able to measure against 

progress and outcomes achieved. 

11.6. Where there are isolated issues highlighted within case files that were not thematic 

across the sample, individual services to pick those issues up appropriately within 

their locality teams. 

11.7. Future audits to consider the use of a composite agency chronology. 
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Appendix 1      Multi-agency Audit Pro-forma  
 
 

Case no (UIN)  

Agency completing the audit:  

Audit completed by: (name and title):  

Title of person auditing the case:  

Date case audited:  
 

Child known to service?: Yes                                   No   
 

Multi-agency documentation checklist 
Do your records contain relevant documents that you would have expected to see: 

Referral Yes      No      Not Applicable 
 

Children and Families Assessment Yes      No      Not Applicable 
 

Strategy Record Yes      No      Not Applicable 
 

Initial Child Protection Report and Minutes Yes      No      Not Applicable 
 

Child’s Plan Yes      No      Not Applicable 
 

Core Group Minutes Yes      No      Not Applicable 
 

Review Conference Report & Minutes Yes      No      Not Applicable 
 

LAC Reports Yes      No      Not Applicable 
 

Specialist Reports Yes      No      Not Applicable 
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1. Quality of the Recognition: 

No. Question 
Response 

(Yes/No) 
Comments  

 

R1 Was domestic abuse recognised by 
your agency? (If yes, how was this 
recognised?) 

 
 

R2 Were any standardised risk 
assessment tools used? (If so, whom 
by and what was the outcome identified 
for the child at this stage?) 

 

 

 

What went well? What are we worried about? 
 

What needs to happen? Scaling 

 
 
 
 

   

 

2. Quality of the Assessment: 

No. Question 
Response 

(Yes/No) 

Comments  

 

A1 Has the problem been clearly identified 
in the records? 
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A2 Is there evidence of multi-agency risk 
assessment and analysis? 

 

 
 
 

A3 Was history used to inform the 
assessment? 

 

 
 
 

A4 Did the assessment identify what was 
working well in the family? (strengths 
and resilience)  

 

A5 Were the children consulted/ involved in 
the assessment and were their views 
and wishes clear?  

 

A6 Was the impact of the child’s lived 
experience reflected in the 
assessment? 
 

 

 

A7 Was information appropriately shared?  

 

 
 
 

A8 Was decision making clear? 
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A9 Were the risks clearly understood? 

 

 
 
 

 

What went well? What are we worried about? 
 

What needs to happen? Scaling 

 
 
 
 

   

 

3. Quality of the Planning and Intervention: 

No. Question 
Response 

(Yes/No) 
Comments  

 

P1 Once domestic abuse was identified 
was the response appropriate and 
timely? 

  

P2 Did planning focus on making positive 
change for the child? 

  
 
 

P3 Is there evidence of clear objectives 
having been set and do those 
objectives relate to those factors 
underpinning the problem? 

  

P4 Was the child consulted/involved in 
the plan? Are the child’s views and 
wishes clear and was the plan explicit 
about what would be better in terms 
of outcomes for the child by the 
actions agreed? 
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P5 Is there evidence of objectives having 
been shared with/understood 
by/agreed with parents and/or the 
child?  

  

P6 Is there evidence of dissent by any 
agencies? If so how was this 
resolved? 

  
 
 
 

P7 Were there clear and appropriate 
timescales for achieving the changes 
and were contingency plans set out in 
the plan? 

  

P8 How was planning measured to 
ensure making positive changes for 
the child?  Identify use of specific tool 
and evidence of voice of the child and 
changes to lived experience. 

  

P9 Were the family’s needs taken into 
consideration alongside agencies 
expectations? 

  

P10 Were the family clear about what the 
concerns were, what needed to 
happen next and how support would 
be given? 

  

P11 Was there evidence of disguised 
compliance? 

  
 
 

 

What went well? What are we worried about? 
 

What needs to happen? Scaling 
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4. Quality of Joint Working: 

No. Question 
Response 

(Yes/No) 
Comments  

 

C1 What evidence is there of good multi-
agency attendance at meetings? 

  
 
 

C2 What evidence was there of good and 
timely communication and information 
sharing between agencies? 

  

C3 What evidence is there that multi-
agency working effective? 

  
 
 

C4 Was there evidence that the family 
were meaningfully involved in joint 
working? 

  

C5 Was there evidence of organisation 
drift? 

  
 
 

C5 Was there any disputes between 
agencies and how were these 
addressed? 

  

 
What went well? What are we worried about? 

 
What needs to happen? Scaling 
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Scaling on the Quality of the Work Overall for your Agency 
 

On a scale of 0 to 10, where 10 means that the quality of the multi-agency work overall is outstanding and 0 means that the quality of the multi-
agency-work overall is inadequate, where would you rate the quality of the casework? 

0                                                                                                                                                                                                                               10 
 

Please comment on your reasoning for this scoring: 
 
 

 

What went well? What are you worried about? What needed to change 

   

 


