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Multi-Agency Responses to Safeguarding Children: 

Where a child is an open case to NYCC Children & Families 

Service and in receipt of CAMHS 

NYSCB Multi-Agency Audit 
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1. Purpose 

1.1. The purpose of this report is to provide North Yorkshire Safeguarding Children Board 

(NYSCB) with assurance of the effectiveness of multi-agency safeguarding 

arrangements where mental health is a feature in cases involving children and young 

people in North Yorkshire. 

2. Background 

2.1. NYSCB as part of its function as set out under Section 11 of the Children Act (2004) 

is required to assess the effectiveness of multi-agency safeguarding arrangements 

in North Yorkshire. Therefore NYSCB undertook a multi-agency case file audit in 

March 2019 to carry out this requirement, this is the second such multi-agency audit 

carried out following on from the Domestic Abuse audit in September 2018. 

2.2. Mental health was identified in North Yorkshire as a multi-agency topic to audit for a 

number of factors, including: 

 Joined-up working and information sharing between services in North Yorkshire 

where a child has been in receipt of support for mental health has been identified 

as being not as effective or consistent as it should be across the county. This is 

also an emerging theme in a current Serious Case Review which is being 

undertaken by NYSCB.   

 North Yorkshire is due to see the  launch of a countywide Suicide Prevention and 

Self-Harm Pathway 

 North Yorkshire Youth Voice Executive also have identified that Mental Health is 

a priority for Children and Young People in the County and feel more needs to be 

done to identify local services for their peers. 
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 Nationally, it is recognised that the mental health support system for children and 

young people needs to improve (CQC, 2017).  

2.3. In January 2017, the Prime Minister set out a range of measures to improve mental 

health support, including a Care Quality Commission (CQC) review of quality and 

access across the system of mental health services for children and young people. 

2.4. The CQC published phase one of its review of children and young people’s mental 

health services1 in October 2017. The report drew upon evidence gathered from 

existing research, insights from children and young people, and the findings from 

inspections of specialist child and adolescent mental health services (CAMHS) in 

England. Phase one of the review concluded the support system in place for children 

and young people in relation to mental health, as a whole is complex and fragmented 

and that the quality and accessibility of support is marked by variation. 

2.5. Phase two of the review2 was published in March 2018 and after gathering evidence 

from fieldwork in 10 health and wellbeing board areas in England, the CQC found: 

 The system that supports children and young people is made up of a very 

wide range of different professionals, teams and services. It includes school 

nurses, teachers, GPs, health visitors, social workers, youth workers, 

paediatricians, voluntary and community organisations, speech and language 

therapists, counsellors, educational psychologists, services for children in 

care, services for children with learning disabilities and neurodevelopmental 

disorders, support for young people in the criminal justice system, and 

CAMHS 

 Those who work with children and young people do not always have the skills 

or capacity to identify mental ill-health or help to gain access the right support 

at the right time 

 Children and young people struggle to get access to and receive timely early 

intervention support for a mental health issue due to the varying availability of 

services provided by schools, local authorities and voluntary and community 

organisations. This accessibility becomes increasingly challenging for those 

children and young people who require intensive and specialist care 

                                                
1 Care Quality Commission (2017) Review of Children and Young People’s Mental Health Services: 

Phase One Report 

2 Care Quality Commission (2018) Review of Children and Young People’s Mental Health Services: 

Phase Two Report  

https://www.cqc.org.uk/sites/default/files/20171103_cypmhphase1_report.pdf
https://www.cqc.org.uk/sites/default/files/20171103_cypmhphase1_report.pdf
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 Many children and young people experiencing issues in relation to their 

mental health are not in receipt of adequate support and this is compounded 

by the complex and disjointed nature in providing support 

 Referral routes into mental health support services are confusing and unclear, 

making it harder for both professionals and people using children and young 

people’s services to find the most appropriate support 

2.6. The review identified a host of national, regional and local recommendations 

including:  

 Government, employers and schools must make sure that everyone who 

works, volunteers or carers for children and young people is trained in mental 

health awareness 

 Having joined up regional strategic arrangements in place across health 

(including mental health services), local authority, education, police, probation 

and the voluntary sector 

 Local agencies must work together to deliver a clear ‘local offer’ of the care 

and support available to children and young people 

3. Methodology 

3.1. NYSCB produced a revised audit tool (see appendix 1 in supplementary document), 

along with a chronology (see appendix 1.1 in supplementary document) to assist 

partners in carrying out a self-assessment of their practice in relation to mental health 

and to provide a platform for multi-agency discussion during the audit day. 

3.2. It was agreed that the revised audit tool and chronology would be completed by 

partners for this exercise and the response from Children Social Care (CSC), Early 

Help Service (EHS), Health (including GPs), CAMHS and North Yorkshire Police 

(NYP) was generally positive.  

3.3. Those in attendance on the day for the audit day were: 

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

audit chair) 

 Brigid Gough (Named Nurse, Harrogate & District NHS Foundation Trust) 

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

 Jemma Cormack (Safeguarding Manager, North Yorkshire Police) 

 Paul Carswell (West Divisional Manager, Prevention) 

 Sam Holmes (CAMHS Practitioner, CAMHS) 

 Emma Phillips (NYSCB Policy and Development Officer, VEMT) 
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 Jonathan Giordano (NYSCB Policy & Development Officer) 

4. Level of Response & Engagement 

4.1. Four cases where children and young people were an open case to either CSC (1 x 

Looked After Child, 1 x Child Protection Plan, 1 x Child In Need) or the EHS and in 

receipt of CAMHS were selected at random as part of this sample. The level of 

response from partners in submitting the self-assessment tool and chronology saw 

an improved return rate in comparison to the previous multi-agency audit in 

September 2018. In addition, there was representation at the audit day from all 

agencies who made a submission barring one agency. 

4.2. Despite the improved submission rate, it was noted that there was no contribution to 

the self-assessment tool and chronology from wider partners such as education 

providers, despite there being records of involvement evidenced within case files.  

5. Findings 

5.1. 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 presented 

alongside each section of the self-assessment tool to provide a clear analysis of 

examples of good practice and areas for development. 

6. Case File 1 

6.1. Documentation: Compliance within this section was mixed with regard to agencies 

having evidence of all expected documentation recorded. Evidence which was 

gathered identified the following: 

 CSC had all appropriate documents recorded, including a CIN plan and CIN 

minutes barring one set, along with an initial health assessment 

 CAMHS did not have evidence that multi-agency documents had been 

received. The case after initially being held by Generic CAMHS was referred 

to the Early Intervention in Psychosis (EIP) team for further support 

 There was no self-assessment tool returned by EIP, as a result there is no 

evidence to corroborate the EIP team had relevant documentation on record. 

In addition, the young person spent a period out of area in Kent and similarly 

there is no evidence to capture documentation was shared by the EIP team 

in North Yorkshire to transfer care to Kent 
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 NYP had a duplicate record where documentation had been recorded onto 

and on closer examination during the audit day, the Initial Child Protection 

Conference (ICPC) and strategy minutes were recorded 

 HDFT, did also have the ICPC recorded but were not aware that the young 

person was a Looked After Child (LAC). Historically, there was an issue with 

York Hospitals receiving notifications with regard to children who are looked 

after from NYCC Children & Families Service, this issue has now been 

rectified. The young person was in receipt of a LAC Health Passport 

6.2. Quality of the Recognition: Compliance across multi-agencies in recognising 

mental health as an initial need was inconsistent and there are several areas 

identified which should be considered for further action: 

 CSC recognised mental health at the point of the referral, which was 

submitted by school 

 There was missing information on the chronology and confusion as to when 

the initial CAMHS assessment took place. CSC had recorded initial CAMHS 

involvement but there is no record of this within the chronology submitted by 

CAMHS 

 HDFT had no record to evidence the young person being known to the service 

and this raises a question as to whether involvement should have been 

initiated an early stage before specialist mental health services were required 

 Across agencies it was unclear as to when the young person’s mental health 

needs were initially recognised and as such this made it difficult to ascertain 

if support could have been initiated at an earlier stage through preventative 

services 

6.3. Quality of the Assessment: In relation to this section, compliance across agencies 

in relation to assessment was unclear in instances: 

 Key agencies were involved in the Children & Families assessment 

undertaken by CSC, with the assessment being very detailed in capturing the 

young persons’ wishing and feelings 

 HDFT have recorded that discussions did take place between CSC and the 

Health Visiting Team 

 An assessment did take place with Generic CAMHS and EIP but there is no 

evidence provided by CAMHS or on record with CSC that this was shared 

 The young person’s initial health assessment was completed within statutory 

timescale and shared with CSC 
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 Detailed within CSC submission that the young person did not have contact 

with her biological father, who became aware that the young person was LAC 

and was unhappy that he had not been made aware of this   

6.4. Quality of the Planning and Intervention: There were a number of instances of 

good practice which evidenced planning and intervention taking place by agencies in 

this case file, however there were gaps identified: 

 CSC highlighted the intervention they put in place did not positively impact on 

the young person, a Family Group Conference referral was submitted but the 

young person became a Looked After Child soon after. However this is not a 

reflection on the support provided, as it is clearly demonstrated how persistent 

professionals were in providing ongoing support for a young person whose 

engagement appeared inconsistent and challenging 

 A joint plan took place between Generic CAMHS and the EIP team but no 

evidence was provided of the detail of the action plan 

 There was a clear safety plan in place to keep the young person safe in crisis 

through coping strategies. However, there was little evidence provided to 

demonstrate how the young person’s mental health needs would be met over 

a period of time. This need was identified by Part C (Initial Health 

Assessment) not detailing how the young person’s mental health needs would 

be supported and the type of intervention that would be delivered 

 It appears that since the young person has moved back into North Yorkshire 

there has been no support from CAMHS and furthermore, no evidence 

provided to suggest North Yorkshire CAMHS were notified that the young 

person is back in area. During the audit day discussion, North Yorkshire 

CAMHS agreed to ascertain if there was no notification received or this was 

a gap in the evidence submitted for this audit exercise  

6.5. Quality of Joint Working: Based on the evidence provided, joint working across 

agencies within this case is inconsistent: 

 CSC maintained the relationship and work with the young person when they 

relocated to Kent and there are records of the property and who they were 

staying with being assessed with the case remaining open 

 NYP and CSC held a joint meeting where the young person’s wishes and 

feelings were captured in detail 
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 CSC held a LAC review but this did not consist of key agencies, such as 

CAMHS who gave apologies but no report and college who did provide a 

report 

 There was no evidence provided which demonstrates information sharing 

between North Yorkshire CAMHS and Kent CAMHS took place 

 North Yorkshire CAMHS were notified that the young person had moved back 

into area but there are records that a new referral to CAMHS had to be made 

to access support. This was acknowledged during the audit discussion day 

this was the incorrect procedure, adding delay and creating a barrier on 

support being provided for a young person whose mental health needs were 

acute   

 There are records which document the challenge in reengaging the young 

person in CAMHS on their return to North Yorkshire once the referral had 

submitted. However, there is no record documenting how agencies worked 

jointly to explore how the young person’s mental health needs could be met 

or to support the young person to enable them to recognise the need to 

access support in relation to their mental health 

6.6. Quality of the Work Overall: Evidence was provided which highlighted good 

practice to the overall work on this case from a single agency perspective, particularly 

from CSC. However from a multi-agency perspective there are gaps in the evidence 

provided to seek overall assurance of the work carried out, this may be in part due to 

the limited information that was made available by partners. In summary: 

  Safety plans on record were really robust from CSC, specifically around 

coping strategies for when the young person felt in crisis 

 There was evidence of good responses in changes to the young person’s 

situation, but was difficult to evidence the outcomes achieved in relation to the 

young person’s mental health needs. This is not a reflection on the work 

carried out by CSC however, more so a reflection on the intervention having 

to be reactive to the changes in circumstances the young person experienced 

 The Family Group Conference would have benefitted from being implemented 

at an earlier stage   

7. Case File 2 

7.1. Documentation: All partners who made submissions as part of the audit of this case 

reported that they had all appropriate documentation on record, including the GP who 
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received Child Protection Conference information. Of particular note was a timely 

assessment from the CAMHS LAC & Vulnerability Team who held an initial 

assessment with the young person which in turn formed a prompt assessment 

 

7.2. Quality of the Recognition: Overall, there was good compliance across agencies in 

identifying mental health as an initial need: 

 

 The case came through to CSC in relation to private law proceedings in 

relation to contact with the father, and as such the young person’s mental 

health and well-being was recognised as being impacted upon 

 The referral into Generic CAMHS, came via an initial consultation from the 

CAMHS LAC and Vulnerability Team which evidenced that the young 

person mental health needs were recognised at the initial point of contact 

 CSC had on record that the young person’s school carried out work at an 

early intervention stage to provide support for their mental health needs 

 The young person was not known to 0-19 Healthy Child Service previously 

 

7.3. Quality of Assessment: All agencies who submitted evidence as part of this case 

file demonstrated robust assessment: 

 The young person’s needs were captured within the Children & Families 

assessment carried out by CSC, which noted the complex nature of the 

private law proceedings and the impact this had on the young person 

engaging as part of the Child Protection Plan 

 During the audit day discussion, it was felt that the assessment would have 

benefitted further from articulating how cultural issues impacted on the 

father’s views 

 CSC had historical information on record that school expressed concerns 

regarding the young person’s behaviour in the initial referral, but there is no 

evidence within the assessment process that this been explored and 

assessed in 2016 

 A holistic health assessment took place as per requirements, and as part of 

this assessment the young person’s mental needs were recognised but it 

was unclear as to what the identified actions would be based on this 

assessment. There are records which evidence the family felt the School 

Nurse was not the most appropriate professional to take forward this piece 

of work with the young person which provides further context as to why 

there were no clear identified actions based on the assessment 
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 CAMHS undertook a comprehensive assessment which was completed 

within a timely manner, with a clear outcome stipulating the requirement to 

communicate to the family and wider services 

 

7.4. Quality of Planning & Intervention: Agencies generally demonstrated  good 

compliance within this section: 

 CSC recognised that the situation and behaviour within the family were 

impacting negatively on the young person and as such the planning and 

intervention focussed on work with parents through contact  

 The Child Protection Plan was clear regarding the outcomes sought and the 

young person’s views are reflected across the case file and in the Child 

Protection Conference report 

 The young person’s mother had a consultation through the Psychologically 

Informed Partnership Approach (PIPA) 

 During the audit day discussion it was felt that the core group meetings 

would have befitted further from using scaling more consistently within the 

Child Protection Plan 

 NYP attended the Initial Child Protection Conference (ICPC) and felt they 

had input within the planning and intervention 

 CAMHS recorded that the young person’s mental health was captured 

within the planning and intervention 

 

7.5. Quality of Joint Working: Overall, there was good evidence submitted to 

demonstrate agencies had worked in appropriate partnerships, however there were 

areas identify for development: 

 From CSC, it was highlighted during the audit day discussion that CAMHS 

were not included as part of the core group without clear evidence as to 

why they were not required as part of the core group 

 The case file would have benefitted from a clearer articulation of the 

outcomes of the holistic health assessment to evidence why CAMHS were 

not going to be involved in the core group process  

 Furthermore, there needs to be a requirement for the Independent Review 

Officer (IRO) to identify and monitor who needs to be present at core 

groups. There is a multi-agency requirement to be part of a core group. 

 CSC records that education managed the transition between primary and 

secondary school, but due to the absence of school within this exercise it 

makes it difficult to triangulate this information 
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 Good practice in relation to joint working was captured by the social worker 

using the CAMHS LAC and Vulnerability Team. This resulted in the young 

person being assessed by CAMHS, and advice and guidance provided to 

support CSC intervention 

 

7.6. Quality of Overall Work: The audit group felt this case audit provided assurance 

around the quality of work undertaken:  

 The evidence submitted illustrated that the assessment was clear and 

identified strengths, needs and appropriate actions  

 Positive multi-agency work is reflected throughout the case file and this has 

contributed in the family making progress towards the actions identified 

within the Child Protection Plan and overall outcomes 

 The Social Worker has been support through PIPA via consultation which 

has in turn provided support for the young person’s mental health needs 

 The case would have benefitted from an exploration into the historical 

nature of the young person’s behaviour in which school described in the 

initial referral. There appears to be a gap in the evidence within the 

timeframe as to how the risk was understood and mitigated 

 During the audit day discussion, it was identified a wider piece of work on 

improving professionals understanding and awareness around early 

intervention and of the stepped approach of mental health provision in North 

Yorkshire would be beneficial, specifically the thresholds of support from 

the Health Child Team, to Compass Reach, to CAMHS 

 

8. Case File 3 

 

8.1. This case file had evidence submitted from Disabled Children Services (DCS), 

CAMHS and GP. It is important to acknowledge however that during the audit day 

discussion, there was only representation at the audit meeting from CAMHS. This 

made it difficult to assess the level of compliance and posed a challenge in seeking 

further assurances given the limited attendance, particularly where there appeared 

to be gaps in the evidence provided.  

 

8.2. Documentation: Generally, agencies reported that they had the appropriate 

documentation recorded. DCS had a Child & Family Assessment, Child in Need plan 

and reviews on file. CAMHS recorded they were in receipt of a specialist report. GP 
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reported that they had all relevant documentation on file. NYP did not have any 

information on file in relation to this young person. 

 

8.3. Quality of the Recognition: DCS and CAMHS reported the following: 

 The initial referral was submitted by the paediatrician to DCS, but it is 

unclear as to whether assessment tools were used to ascertain the young 

person’s mental health need 

 CAMHS completed an initial comprehensive assessment and behavioural 

assessment tools aided this assessment. The young person is non-verbal 

and as such the assessment tools were adapted to meet the young person’s 

needs 

 

8.4. Quality of Assessment: Based on the information provided, it appears there were 

inconsistencies and gaps within the evidence within this section: 

 The Children & Families assessment in 2017 does recognise the young 

person’s needs, but it is unclear as to whether this an accurate reflection in 

the present day 

 The Child in Need Plan is in place for the young person’s disability and the 

plans are reviewed six monthly. The last review took place in November 

2018 but it appears there is no evidence of CAMHS being a part of this 

review and what the identified next steps are 

 The young person has an Educational Health Care Plan (EHCP) in place 

since 2015 and is placed within a Specialist Education Needs School 

 CAMHS assessment eliminated Attention Deficit Hyperactivity Disorder 

(ADHD) but are assessing the young person for Autism. The case has been 

referred by CAMHS to the Child Development Centre (CDC), but based on 

the evidence submitted within the chronology the DCS seem unaware of 

this  

 

8.5. Quality of Planning & Intervention: Across the case file there is good planning and 

intervention taking place, but this appears to be being carried out in silo and not 

being co-ordinated or joined up within the Child in Need process: 

 The planning and intervention would benefit from the Healthy Child Team, 

education and CAMHS to be part of the Child in Need meetings 

 

8.6. Quality of Joint Working: Joint working appears to be limited between agencies: 
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 At the last Child in Need review in attendance were the parents, social 

worker and support worker. There is no evidence that CAMHS were present 

or invited to the meeting 

 Within the case file there appears to be positive joined up working on a one-

to-one basis but this has not translated into wider multi-agency working 

 

8.7. Quality of Overall Work: The work carried out by the family support worker has 

received extremely positive feedback and it is evidenced how valued this has been 

for the young person and the family as a whole. The challenge however in seeking 

wider assurance to the quality of the overall work carried out from a multi-agency 

perspective has posed difficulties. The information deficiency within the evidence 

submitted, particularly with no participation from education in this audit process, 

coupled with limited attendance from those agencies involved in the case file on the 

audit day, has resulted in being only able to make a conclusion on the information 

which has been presented.    

 

9. Case File 4 

 

9.1. Documentation: All appropriate agencies who either submitted evidence or attended 

the audit day discussion, generally reported having all documentation recorded on 

file: 

  CSC reported that the referral for the young person was screened 

appropriately by MAST and allocated to EHS 

 EHS had all documentation on file and the Healthy Child Team were in 

receipt of a referral 

 However CAMHS had no record of any partners documentation such as 

assessment which was carried out 

 NYP reported that they did not have any documentation on file for the young 

person but that this was appropriate 

 

9.2. Quality of Recognition: Agencies reported a good level of compliance in 

recognising the young person’s mental health needs during initial contact:  

 EHS evidenced school and the young person recognising the need to 

access support for their mental health needs 

 The young person’s mental health needs were recognised by CAMHS and 

had evidence of a range of tools being used 
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 NYP had two contacts recorded in late 2018, but there is no evidence of a 

safeguarding referral being triggered as part of these contacts, despite 

positively liaising with the CAMHS crisis team 

 Healthy Child Team have recorded that the young person identified mental 

health worries in primary school in 2016, but there is no evidence that this 

was followed up with an intervention  

 

9.3. Quality of Assessment: There is an abundance of evidence illustrating robust 

assessment taking place throughout the case file by the agencies involved: 

 EHS completed a Common Assessment Framework (CAF) and clearly 

identified the concerns and next steps required. Clear evidence of 

consultation when completing the assessment with school, the Healthy 

Child Team, Generic CAMHS, CAMHS Crisis Team and the LGBT Group 

the young person was attending. The detail within the CAF helped inform a 

clear and focussed safety and actin plan. Additionally, EHS used Signs of 

Safety (SoS) throughout gathering information for the assessment 

 Similarly, the young person’s mental needs were assessed in a timely 

manner CAMHS records had appropriate up to date assessment in place 

which identified the young person’s needs and next steps required, which 

outlined the young person to engage in four sessions of Cognitive 

Behavioural Therapy (CBT) 

 The GP recorded that the young person’s health needs were assessed in 

timely manner in consultation with them 

 No standalone assessment was undertaken by the Healthy Child Team, this 

was due to the services input into the CAF lead by EHS 

 There is evidence of Deaf CAMHS being involved within the case file, 

however this service was not requested to complete an audit or chronology 

as part of this exercise 

 There is evidence of capturing the young person’s physical needs across 

the assessments carried out, however it is unclear as to which service is 

taking a lead on this work 

 

9.4. Quality of Planning & Intervention: Agencies provided a good range of evidence 

in demonstrating clear planning and intervention. However there were a couple of 

instances that pose areas for further development: 



14 
 

 EHS had a clear action plan in place and provided evidence of good use of 

planning to focus on making a positive change through the LGBT group and 

Bee-able & Bee-Buzz which the young person was engaging with 

 Young person accessed CBT provision which was identified through an 

action plan informed by the assessment CAMHS carried out. In addition, 

CAMHS supported the young person in putting place a crisis plan to 

mitigate risk should the young person’s behaviour become periodically 

extreme in the context of their identified mental health needs 

 No direct work was undertaken by the Healthy Child Team, despite there 

being two opportunities to carry out work. Firstly, on the completion of a 

health questionnaire, and latterly, when the young person was referred 

back to the service via the GP 

 There appears to be conflicting information in relation to why the young 

person is not attending school 

 EHS have recorded the young person is expecting to be permanently 

excluded from school and they are currently not attending due to requiring 

medication. However CAMHS are not aware of any requests being made 

for medication 

 Albeit there appears to be good communication between EHS and CAMHS 

in relation to this case, this illustrates the need for services to uphold 

professional curiosity and ensure steps are taken to validate information 

 

9.5. Quality of Joint Working: There have been good examples of joint working between 

agencies within this case file, however there are instances where joint working could 

have been more effective: 

 EHS documented frustrations they have experienced through the perceived 

interplay between the GP, Deaf CAMHS, and Generic CAMHS in relation 

to the young person’s medication and the impact this has had upon their 

education. Furthermore, it appears it is unclear from a school perspective 

as to what the young person’s education package will be 

 During the audit day discussion, it was unclear as to whether the young 

person required medication in order to attend school, but it is was 

acknowledged that this needs to be followed up by Generic CAMHS 

 NYP had a contact in late 2018 in relation to the young person contacting 

101 to report a physical altercation taking place between them and their 

father. The mother provide NYP with further information and it was decided 

the contact would remain with the control room and an officer was not 
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dispatched. There is no evidence on record to illustrate how NYP took into 

account the young person’s view and no safeguarding referral was 

submitted as a result of this incident 

 In addition, NYP reported that they did not have a mental health marker 

flagged against the young person’s record 

 EHS felt the planning and intervention would have benefitted from the 

young person attending the Multi-Agency Meeting (MAM). Furthermore, the 

MAM should look to identify what the young person’s education package 

needs to be and seek consensus as to the young person’s needs in relation 

to medication 

 

9.6. Quality of Overall Work: The evidence provided highlighted the quality of both single 

and multi-agency work as being of generally of high standard: 

 In summary, the case was very well worked, with appropriate services and 

agencies being involved and the engagement of the young person and 

parents has remained strong 

 Barring the conflicting information regarding the young person’s medication 

need, there was good information sharing between the EHS, CAMHS and 

school. In light of a recent Serious Case Review (SCR) in North Yorkshire, 

this is refreshing to document as information sharing between those 

organisations in the SCR was deemed as ineffective and requiring attention  

 

10. Post Case File Discussion 

 

10.1. After concluding the audit day discussion on the four cases, the audit day attendees 

discussed the elements of the auditing process in terms of what worked well and 

areas to improve for future auditing exercises: 

 There were issues encountered in terms of timeliness in partners submitting 

their respective audit tools and chronologies to NYSCB. This had an impact 

as to how promptly NYSCB were able to send out the papers detailing each 

service’s completed audit tool and composite chronology to partners in a 

timely manner 

 Allowing time for a pre-discussion would be beneficial to the audit day, it 

was proposed to start the first case discussion at 10am to cater for this 

 Where appropriate, provide all names a young person has historically been 

known by, including any alias. An issue faced by services during this round 



16 
 

of multi-agency audit was that a young person was known by a historical 

surname and as such initially struggled to locate any records for them 

 The use of a composite chronology was received positively by attendees 

and it aided each case file discussion 

 Attendance at the audit day discussion was limited and particularly the lack 

of school involvement in the process was highlighted as a barrier in 

triangulating information provided by agencies. To mitigate this, it was 

proposed to identify a lead service for a case selected, to provide a list of 

organisations and contacts for NYSCB to request wider service’s 

involvement 

 In terms of the audit tool (see appendix 1 in supplementary document), 

partners suggested the following: 

o Provide a section at the beginning of the audit tool for agencies to 

complete a pen picture of the case 

o Ensure scaling is under each section 

o The section headings would benefit being in bold 

 

11. Conclusions 

 

11.1. The level of compliance within this round of multi-agency audit, looking at young 

people who are an open case to NYCC Children & Families Service and in receipt of 

CAMHS, has extrapolated considerable good practice and areas for development. 

11.2. NYSCB should be assured that children and young people whose case files were 

selected as part of this sample were safeguarded appropriately. 

11.3. Joint working between partners was generally positive, but there were gaps in 

evidence across the cohort of cases to able to conclude overall assurance that 

information sharing, multi-agency attendance at meetings, and the co-ordination of 

support through plans between partners is effective as it could be. 

11.4. The level of commitment from frontline staff in the planning and direct delivery of 

intervention was generally excellent and should be commended.  

11.5. There were several examples whereby a young person’s engagement was sporadic 

and challenging in terms of delivering support. Nonetheless, the professional tenacity 

demonstrated mitigated these periods of transient behaviour to ensure young people 

were in receipt of support in a time of need when they were ready to engage.        
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11.6. There were examples throughout the cohort of cases which demonstrated a wide 

range of tools being utilised in assessment, which were adapted to meet the young 

person’s and family’s needs in order to capture their wishes and feelings. 

11.7. Evidence in agencies utilising and embedding safety plans with young people in the 

event of a crisis was strong. However, in terms of the outcomes achieved in improving 

a young person’s overall mental health needs through an action plan was deficient 

on occasions and unclear.     

11.8. There were instances where there were opportunities for intervention to have been 

delivered at an earlier stage to address a young person’s mental health needs, but 

these opportunities were missed.  

11.9. Professional awareness and understanding of the stepped approach in mental health 

provision (universal through to acute specialist support) in North Yorkshire seems 

limited. 

12. Recommendations 

12.1. It is recommended that the Learning & Improvement Subgroup accepts this report 

and agencies consider the following recommendations based on the cohort of cases 

presented, and include this in the work plan for the subgroup to ensure accountability 

and monitoring of identified actions: 

1. The 0-19 Healthy Child Service, Local Authority and NYP should consider how 

they can develop proportionate and consistent information sharing with CAMHS 

2. CAMHS should ensure the most appropriate team for a case file (for example 

Generic, Deaf, EIP) complete future NYSCB Multi-Agency audit tools and 

chronologies to enrich the evidence submitted   

3. CAMHS should ensure in the event of a young person reengaging with support 

or locating back into North Yorkshire, how efficiently support can respond; as 

opposed to a young person having to be re-referred into the service 

4. Where challenge is identified in engaging a young person with specific mental 

health provision, agencies should consider how they can explore alternative 

measures in meeting a young person’s mental health needs 

5. NYP should consider when a young person reports an incident, how they can 

ensure the young person’s wishes and feelings are recorded in any future 

decision making  

6. NYP should ensure decisions are validated should an incident remain within the 

control room where an officer is not dispatched to a reported incident 
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7. NYP should ensure where a young person has an identified mental health need, 

this is recorded appropriately on Niche 

8. NYP should ensure safeguarding referrals are submitted when a contact has 

been initiated in relation to a young person’s safety and well-being  

9. NYSCB should ensure how the education sector and wider partners involved in a 

case file are engaged in future multi-agency audit  

10. The Healthy Child Team should consider how they can act upon the information 

gathered within health questionnaires with young people in providing early 

intervention 

11. All agencies should consider how they can demonstrate how a young person’s 

mental health needs can be met over a period of time 

12. IRO should consider how core group representation can be identified and 

monitored more effectively 

13. All agencies should consider when multi-agency work within a case file is evident, 

how intervention can be best co-ordinated to ensure the most appropriate service 

is delivering the support to mitigate interplay between agencies 

14. All agencies should ensure professional curiosity is upheld in order to validate 

information, particularly when there are multiple agencies involved within a case 

and the nature of the needs and work being delivered is complex    

15.  NYSCB should feedback the findings of this report to North Yorkshire Youth 

Voice Executive via one page audit summary  
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