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Briefing Note to Children’s Board – 22 April 2015

Subject:  Ofsted Thematic Inspection Report – Early Help, whose responsibility ?

1.
Introduction
1.1
Alongside its regular annual social care report, Ofsted has produced a thematic inspection report which evaluates the effectiveness of the early help services for children and families provided by local authorities and their partners.

2.
What was the scope of the thematic inspection ?

2.1
The report draws on evidence from inspections, from examination of cases in 12 local authorities (LAs) and from the views of children and young people, parents, carers, practitioners and managers.
3.
Overall Findings

3.1
What was good?
The report recognises that LAs and their partners are focusing increasingly on early help and prevention services for families, with many “now establishing a more coordinated and structured approach to this crucial role”.
3.2
What needs to improve ?
Opportunities to provider earlier help had been missed in one third of cases; assessments were of poor quality in more than half of cases; planning was effective in one third of cases; management oversight was often weak, and was not being monitored by LSCBs; and LAs and their partners were not fully evaluating the impact of their early help work.
4.
Whose responsibility ?  The policy context

4.1
The report summarises the policy context (including Munro Review, Tickell Review of Early Years/ Foundation Stage, Graham Allen Early Intervention Report and Frank Field Poverty Review).  The Munro Review recommended that a new duty should be placed on local authorities and statutory partners to provide an ‘early offer of help’, but this was not accepted by the government, which considered the existing duty to co-operate set out in the Children Act 2004 to be sufficient. The 2013 revision of the statutory guidance Working together to safeguard children (a new revision of which was published on 26 March 2015) re-emphasised the crucial role of early help, and placed a duty on LSCBs to ensure that an agreed threshold document was in place so that all professionals are clear when it is their responsibility to help children and families as difficulties emerge. 
5.
Key issues for CYP
5.1
Research evidence and Ofsted’s inspection findings summarised in the report suggest:
· Neglect and emotional abuse are associated with the most damaging long-term consequences for children;

· Professionals find it difficult to identify these types of abuse and to decide when a threshold for action has been reached – they often had higher thresholds for recognising them and these forms of harm are rarely acted upon without a trigger incident;

· Interventions are not shared across partnerships;

· Thresholds for access to children’s social care are high, which may defer referrals;

· Individual skills and knowledge varies, and this is pivotal to identifying early help needs.

5.2
During 2013–14, there were 657,800 concerns about children referred to children’s social care services – an increase of 10.8% compared with the previous year.  Research cited by Ofsted also suggests:
· 6 million living with parents who drink hazardously, 705,000 of whom are dependent on alcohol;
· 110,000 adults who were parents or lived with children were treated by the National Agency for Substance Misuse in 2013–14; 

· 130,000 children are living in families with past or present domestic abuse; 

· 17,000 children are living with parents with a severe and enduring mental illness.

6.
.Findings from Practice

6.1
Opportunities to intervene earlier had been missed in over 40% of cases.  Factors included:

· Delays in information sharing between agencies;

· Delays in providing services following assessment, and parents not being given support when they first ask for help;

· A tendency to respond only in a crisis to families with long-standing identified needs;
· The quality of early help assessments was too variable, with fewer than half judged good.

7.
Assessments

7.1
Good assessments were characterised by:  seeking the child’s views and experiences; consideration of siblings’ needs individually;, the participation and consent of both parents; the family’s history informing findings and decisions; all professionals known to the family contributing; comprehensive information; needs, risks and strengths clearly identified; and sound conclusions based on good analysis of information.
7.2
Poor Assessments failed to analyse information; were over-descriptive and unclear about strengths and concerns; relied on one parent’s self-reporting, with little input from professionals; did not consider the family’s history nor the significance of current issues; focused too much on the parent rather than the impact of the parent’s difficulties on the child; and contained limited information about the father or other partners.

8.
Referrals to the LA
8.1
Inspectors examined referrals to the local authority, including cases that did not progress beyond referral and those that progressed to a formal assessment followed by statutory intervention then ceasing. They spoke to 62 referring professionals and the social work staff making decisions on the referrals, over a quarter of whom said they struggled to understand and apply local thresholds. Other findings included:
· in just over three quarters of the cases closed at the point of referral, this decision was considered appropriate, but - though statutory intervention was not required - children and families would have benefited from an early help offer and this opportunity was missed for some;

· almost a quarter of cases were closed inappropriately at the point of referral. In these: 

· risk was not well considered and action not taken when it should have been; 

· a re-referral for the same issue was made in the subsequent three months that could have been addressed with the information known originally; 

· the referral quality was poor and the referral was closed without children’s social care speaking to the referrer to establish the reason for their decision; 

· the case was closed without completion of identified tasks.
8.2
Good quality referrals were timely and contained the following features: concerns about the child and a rationale for referral; reference to the local threshold document; clarity about how the concerns affected each child in the family; evidence that concerns had been discussed with parents and consent sought and obtained; context and historical information; a balance between positive factors and risk; a summary of views of other professionals; identification of any language barriers or the need for an interpreter.

8.3
Almost half of the referring professionals took no further action when children’s social care closed the case, and did not seek to secure early help for the child.  In too many cases, children’s social care also failed to secure appropriate support – demonstrating continued confusion about partnership roles and responsibilities.  Despite guidance in Working together requiring children’s social care to give feedback to the referrer on the decisions taken, this was not done in one third of cases examined – and many referrers had no expectation of feedback and did not seek it .  The report finds that in 30% of cases examined, not all children and families with additional needs were given help when they did not meet the threshold for statutory intervention, and the report acknowledges that it is not clear who is responsible in this scenario.

8.4
A wide range of professionals working in universal services are identifying additional needs for children and families, and inspectors considered 56 early help cases across a wide range. Findings included:

· opportunities to intervene earlier had been missed in over 40% of cases;
· delays in information sharing between agencies;
· delays in providing services following assessment, and parents not being given support when they first ask for help;
· a tendency to respond only in a crisis to families with long-standing identified needs;
· the quality of early help assessments was too variable, with fewer than half judged good;
· assessments were generally better where a  standardised assessment tool was used;
· A common, significant failing was not engaging fathers or male partners living in the household.
9.
Effective Planning
9.1
Effective planning contributing to improved outcomes was found in only just over a third of cases - such planning included regular reviews of plans focused on outcomes and good use of progress tools that attempted to measure and evaluate desired outcomes. Although practitioners could normally articulate verbally that outcomes had improved, this was often absent from written records.  Some plans did not feature the needs identified in assessments, and a majority were not sufficiently specific or measurable.  Plans were too often a list of actions that did not identify the outcome to be achieved or how to assess whether it did.

10.
Monitoring and evaluating the effectiveness of early help

10.1
Management oversight

Overall, the report found that there were significant weaknesses in the quality and focus of supervision and management oversight of early help cases, finding that inspectors only saw written records of management oversight in just over half of the early help cases.  In addition:
· Of those that had a written account of management oversight, fewer than half considered the effectiveness of the child’s plan;
· Even fewer considered whether the plan was improving the child’s circumstances and experiences; 
· Managers also missed opportunities to challenge poor professional practice;
· None of the local areas had developed a multi-agency process for the standard of management oversight that should be offered to professionals who contribute early help;

· LSCBs were often unaware of the level and consistency of management oversight 

However the report found that practitioners regularly used their peers and professional networks for support  and where early help coordinators existed, they were highly valued.
10.2
Quality assurance

The report finds that the current approach to quality assuring and monitoring the effectiveness of early help is disparate, disjointed and significantly underdeveloped.  Local authorities and their partners have limited information on how early help is improving children’s circumstances. The local authority and/or partners have not developed systems to identify whether success is sustained in the long term for children and their families. Furthermore, analysis by the local authority and/or partners does not yet sufficiently focus on whether the ‘right’ children are receiving early help and whether early help is reducing the numbers of children that require a statutory response… there is no way of knowing whether early help services are targeting the most vulnerable children in the area.  Impact for children who receive early help and those who receive a statutory service are often seen separately and in isolation. Improved analysis that encompasses both early help and statutory services is needed to ensure that the ‘right’ children are receiving help when they need it and that the responsibility for help does not fall unfairly on the local authority..
11.
Roles and responsibilities of partners
11.1
The evidence on this inspection indicated that current statutory powers do not provide a sufficient focus for any one agency or partners collectively to give early help the priority that it requires.  Evidence further showed that children’s needs were sometimes left unmet and no agency had overall responsibility to provide help.  The thematic inspection demonstrated significant variability in the effectiveness of local shared accountability and coordination of early help services and found in many areas that a disconnect remains between statutory service provision and an early help offer for children. Other points include:

· not all partnerships had yet developed a shared early help strategy, and none had scrutinised the effectiveness of the delivery of their strategy and its impact on improving outcomes for children at the earliest point or reducing the need for higher cost more coercive help; 

· many JSNAs fail to focus sufficiently on and prioritise potential child protection issues (eg. the prevalence of parental mental ill health, drug and alcohol misuse or domestic violence), and few routinely identify the number of children affected by such issues; 

· whilst Working together requires LSCBs to publish a threshold document that includes an outline of early help assessment and the type and level of services to be provided, there is no requirement to evaluate the effectiveness of the application of the threshold document; 

· Working together identifies specific groups of children who would benefit from early help (eg. children who are disabled or have specific additional needs or special educational needs, young carers, those showing signs of engaging in anti-social or criminal behaviour, those in a family situation presenting challenges to the child, and those showing early signs of abuse and/or neglect), but professional awareness of and about such vulnerable groups was very low – possibly preventing them from identifying and providing early help to families; 

· LSCBs indicated that specific focus on early help training was underdeveloped; no LSCBs could confirm whether all those who needed to be trained on early help had received appropriate training, and only a quarter had developed processes for monitoring and evaluating the impact of training (thus failing to take sufficient account of their statutory duty to do so set out in Working together).

12.
Conclusion

12.1
Evidence from Ofsted’s ‘SIF’ inspections of LAs and from this thematic inspection shows clearly that the offer of help to families when concerns first arise is increasingly prioritised by LAs and their partners, so more children are benefiting from better focused and coordinated support earlier. However, the quality and effectiveness of early help services remains too variable between areas and within the same services. Planning is not informed by robust needs assessments, and evaluation of impact is not well developed.
12.2
There is a lack of clarity about statutory roles and responsibilities for the provision of early help, and Ofsted urges that the recommendations from this thematic inspection be urgently considered by government so that the costs and poorer outcomes of later intervention can be avoided.
13.
Recommendations

13.1
The report makes the following recommendations to government regarding the roles of LAs, partner agencies and LSCBs (those for LAs and LSCBs would be based on the findings on practice within the report). The two recommendations for government are that it should:

· strengthen and specify the roles and responsibilities of local authorities and statutory partners, setting out that they must secure sufficient provision of local early help services for children, young people and families and require that an annual plan is published by the partnership and aligned with the local joint strategic needs assessment;
· require LSCBs to evaluate the quality and effectiveness of early help services and to publish their findings in the annual LSCB report.

******************

JW
Children & Families Directorate

Link to Full Report:

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/410378/Early_help_whose_responsibility.pdf 
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