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Glossary 

This table provides a definition for acronyms used in this report.  

Acronym Definition 

CAMHS Child and Adolescent Mental Health Service 

CSE Child Sexual Exploitation  

DAYS Drug and Alcohol Youth Service 

ESVG Effective Services for Vulnerable Groups 

MAPPA Multi-Agency Public Protection Arrangements 

MARF Multi-Agency Referral From 

MIRAF Missing Individual Risk Assessment Form 

NFA No Further Action 

NRM National Referral Mechanism  

SERAF Sexual Exploitation Risk Assessment Framework 

SMART Specific, Measurable, Achievable, Relevant, Timebound 

YOS Youth Offending Service 
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1. Executive summary 

Overview 

Introduction 

1.1 Cordis Bright were commissioned by the Welsh Government to conduct an independent 

evaluation of the Gwent Multi-Agency Missing Children Hub (“Hub”). The evaluation was 

delivered over three phases: inception, formative and summative. This is the final 

summative evaluation report which can be read in conjunction with the formative report, 

published in September 20151.  

Aims and objectives of the evaluation 

1.2 The overarching aims and objectives for the evaluation across all three phases, as 

established by the Welsh Government2, were: 

 To assess the impact that the project has had on outcomes for missing children in 

Gwent. 

 To examine the implementation of the Hub, to identify lessons for the future 

development. 

 To provide an estimate of the cost implications arising from the effect of the project on 

immediate outcomes relating to the project beneficiaries. 

Methodology 

1.3 At the inception phase of this evaluation we developed a logic model which set out the 

theory of change behind the Hub, detailing its intended inputs, activities, and outputs, and 

how theoretically these were to lead to its intended impacts and outcomes. This theory of 

change was developed through: a document review, a best practice literature review and 

consultation with the Hub. At the formative and summative phases of the evaluation we 

developed a mixed methods approach to test the extent to which the theory of change is 

working in practice3, and the extent to which it is being implemented in line with the theory 

of change and resulting in its intended impacts and outcomes.  

1.4 The consistency in methodology across the formative and summative phases and the 

inclusion of the same evaluation participants where possible enabled a qualitative 

longitudinal evaluation. Table 2 in section 4 provides a detailed summary of evaluation 

activity across the formative and summative phases. 

Overview of the Hub 

Aims of the Hub 

1.5 Staff and stakeholders reported that the primary aims of the Hub are to improve the lives 

and outcomes of children who go missing, safeguard children, and reduce the number of 

missing children episodes. This is in line with the Hub’s proposed theory of change and 

logic model (see Appendix 2 of the formative report).  

1.6 The following new aims were reported by stakeholders since the formative phase: 

 to increase the identification of and reduce the risk of child sexual exploitation (CSE) and   

trafficking to missing children; 

 to identify the reasons why children go missing enabling the recognition of any patterns.  

                                            
1
 The report can be accessed here: http://gov.wales/docs/caecd/research/2015/150903-gwent-

missing-children-hub-formative-evaluation-en.pdf  
2
 Specification for Evaluation of Gwent Missing Children Hub 090914 v5  

3
 Please see Appendix 2 of the formative evaluation report to see the logic model for the Hub. 

http://gov.wales/docs/caecd/research/2015/150903-gwent-missing-children-hub-formative-evaluation-en.pdf
http://gov.wales/docs/caecd/research/2015/150903-gwent-missing-children-hub-formative-evaluation-en.pdf
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1.7 Since the formative evaluation there has been no new documentation developed 

concerning intended aims and, as such, the above are not documented as aims of the Hub. 

However, further consultation with Hub staff suggests that the aims of identifying and 

reducing CSE and trafficking were included within the Hub’s remit for a 10 week pilot period 

only. 

The work of the Hub 

1.8 The design of the Hub is largely in line with good practice in multi-agency safeguarding 

arrangements, as identified by The Multi-Agency Safeguarding Hubs Emerging Learning 

report (ESVG, 2015) and the Multi-Agency Working and Information Sharing Project report 

(Home Office, 2014), particularly in terms of its providing a single point of access, research 

on each missing case, information sharing and triaging of referrals in line with shared risk 

ratings. 

1.9 The key elements of the Hub’s work, as explored further below in terms of success of 

implementation in Table 1, include: screening and triaging of incoming missing children 

reports; completion of a multi-agency missing individual risk assessment form (MIRAF); 

provision of debrief interviews to children who have been missing, including gathering 

information on risks, push and pull factors; training professionals who work with children 

who go missing; contribution to care planning; and referrals to other agencies and 

professionals, including mediation. 

Implementation of the Hub in comparison with the theory of change  

1.10 Table 1 below compares the Hub’s work with key aspects of how the Hub should be 

working, as established in the theory of change (please see formative evaluation report). It 

shows that overall the Hub is largely being delivered in line with the theory of change, albeit 

there are ways in which the Hub could develop its work to align more closely with aspects 

of the theory of change, as outlined below.  
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Table 1: Summary of the Hub’s progress in comparison with key aspects of the Hub’s work 

established in its theory of change 

Key aspect of Hub work, as 

established in the theory of 

change 

Progress identified 

Improving access for 

practitioners to multi-agency 

information and intelligence on 

children who go missing. With 

this in mind, the Hub aims to 

proactively monitor reports of 

missing children and to 

highlight incidents across all 

relevant stakeholders. The 

Hub has also established the 

MIRAF which aims to gather 

together relevant data and 

intelligence about a child or 

young person who goes 

missing and also ensure that 

there is a robust risk 

assessment in place. The aim 

is for the information in the 

MIRAF to be shared widely 

with relevant practitioners and 

schools. Hub practitioners are 

also expected to attend care 

planning and strategy 

meetings in order to support 

effective decision-making. 

Overall the Hub is effectively making multi-agency information and 

intelligence on children who go missing available for practitioners. 

In particular: 

 The Hub proactively monitors and reviews all reports of missing 

children which it receives. 

 The Hub conducts a multi-agency risk assessment of each eligible 

missing child case, which it makes available to multi-agency 

practitioners through the MIRAF. Since its inception, the Hub has 

completed over 1,304 MIRAFs, a process which is now supported by 

documented guidance. 

 The Hub updates the MIRAF after five missing episodes, or after a 

child’s risk level has increased. Staff and stakeholders reported that 

more frequent updating of the MIRAF would be preferable, if 

resources allowed for this. 

 The Hub makes the MIRAF accessible by providing training to 

practitioners about it and also by sending out email pings to social 

services to alert them to updated MIRAFs.  

 Overall, the evidence collected suggests that there are high levels of 

awareness and use of the MIRAF amongst relevant professionals in 

Gwent. 

 Documentation shows that Hub staff attend care planning and 

strategy meetings to support effective decision-making, although 

some stakeholders felt that Hub staff could attend more frequently, 

which is also dependent upon Hub staff being invited to meetings. 

Improving the quality and 

consistency of data gathered 

directly from children who go 

missing. With this in mind, 

Llamau aims to work with the 

Hub in order to ensure that 

every child who goes missing 

receives a debrief interview.  

Overall the Hub has improved the quality and consistency of data 

gathered directly from children who go missing. In particular, the 

Hub: 

 Provides Llamau debrief sessions to children who go missing, and 

repeat debrief sessions for children who go missing repeatedly. 

Since its inception, the Hub has delivered around 36 debrief 

sessions on average per month. 

 Children, young people, parents/carers and professionals reported 

that Llamau debrief workers achieve high levels of engagement with 

children and young people, particularly due to their independent 

status and ‘human’ approach. 

 Through these debrief sessions, the Hub is able to collect and collate 

intelligence about: push and pull factors affecting why children go 

missing; locations where children are likely to be when missing; 

people children are likely to be with when missing; and risks 

associated with particular children going missing.  

 In line with our recommendations below, the development of 

monitoring and performance management mechanisms in relation to 

the debrief service, would help to further demonstrate the extent to 
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Key aspect of Hub work, as 

established in the theory of 

change 

Progress identified 

which the debrief service is being delivered consistently to children 

who go missing, and therefore the extent to which intelligence is 

being gathered consistently from them. 

 A 10 week pilot dedicated missing children police officer based at the 

Hub was also reported as supporting the collection of intelligence 

from missing children. 

Improving the input that 

children and young people 

who go missing have on 

decisions that affect them and 

the support that they and/or 

their family receive. With this 

in mind, Llamau aims to work 

with children who go missing 

to provide mediation, 

advocacy and mentoring. 

Overall, there is evidence to suggest that the Hub is providing 

children and young people with the opportunity to input on 

decisions that affect them and the support that they and/or their 

family receive. In particular: 

 The debrief and mediation service provides children and young 

people with an opportunity to share their wishes regarding decisions 

that affect them and the support they and/or their families receive. 

 Evidence collected through consultation case studies suggests that 

in some cases children’s wishes are being fed into multi-agency 

planning around, for example, decision making regarding care 

placements.  

 The Hub highlighted factors outside of their sphere of influence 

which limit their capacity to improve the input that children and young 

people have. For example, the extent to which they are invited to 

strategy meetings or the extent to which appropriate external support 

services are available, determines the degree to which the Hub can 

influence decisions and support in line with the views of children and 

young people.  

 Mentoring provision outside of the debrief and mediation service is 

not being provided by the Hub. The Hub has decided not to develop 

a peer mentoring service aimed at prevention due to associated 

risks. It should consider if the original goals of this prevention 

initiative need alternative provision in order to be achieved.  

Improving the knowledge and 

skills of practitioners working 

with children who go, or are at 

risk of going, missing. With 

this in mind, the Hub provides 

training, support and 

awareness raising for 

practitioners.  

Overall, the Hub has improved the knowledge and skills of 

practitioners working with children who go, or are at risk of going, 

missing. In particular:  

 The Hub has provided training to over 1,912 practitioners since its 

inception, including police, social services, education, health and 

care staff, although the Hub’s engagement of different agencies has 

been variable. 

 The Hub has also trained over 527 taxi drivers in Newport. 

 Training covers missing children, categories of missing, reporting 

missing, MIRAF use, CSE and trafficking risk. 

 Overall professionals have found the Hub’s training useful. In 

particular, there is evidence to suggest that the Hub’s training has 

helped professionals to: 

o Become more aware of the types and levels of risk facing 

children who go missing. 

o Be less likely to view missing children as ‘problem children’ or 

‘willing participants’ and more likely to see them as victims who 
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Key aspect of Hub work, as 

established in the theory of 

change 

Progress identified 

are ‘coerced’. 

o To know how to respond more appropriately to children who go 

missing.  

 There is some evidence to suggest that the response of 

professionals to children who go missing has not always improved 

following their participation in Hub training. In the future, analysis of 

feedback from training participants may help to identify reasons why 

training may not always be resulting in its intended impacts and 

outcomes. 

 There is some evidence that not all professionals have the level of 

knowledge and skills necessary to improve outcomes for children 

who go missing. The Hub should therefore continue to ensure that 

they train all relevant professionals, possibly as part of induction 

processes.  

Improving the knowledge and 

understanding of children, 

families and carers. With this 

in mind, the Hub aims to offer 

training, workshops and 

support to these groups. 

The Hub has started to improve the knowledge and understanding 

of children, families and carers, but this remains an area of 

development for the Hub. 

 Through the debrief and mediation service, the Hub has improved 

the knowledge and understanding of children, families and carers, 

especially in relation to the risks related to going missing and 

appropriate responses. The residential carer forum, and forthcoming 

foster carer forum, will likely contribute to this. 

 However, the provision of training and workshops for children, young 

people and families, remains an area of development for the Hub. In 

particular, the development of primary prevention work to improve 

the knowledge and understanding of children who are at risk of going 

missing for the first time remains an area of development for the 

Hub. 

 

1.11 To enhance the replicability of the Hub model and to improve its delivery, it is 

recommended that the Hub develop a SMART strategic plan with updated ‘Terms of 

Reference’ in order to ensure that all staff and stakeholders, working in relation to the Hub, 

understand what it is trying to achieve and can therefore work towards the same goals (see 

the recommendations below).  

Success at improving impact and outcomes 

Impact on stakeholders working with children 

1.12 Overall, the Hub is having a positive impact on professionals working with children by 

improving their:  

 access to accurate and timely information in relation to children who go missing; 

 ability to identify missing episodes and risks in relation to the young person early;  

 ability to work together more effectively, share information and avoid duplication;  

 knowledge and understanding of the young person’s circumstances and associated 

risks; 

 attitudes to children who go missing, particularly in terms of recognising their 

vulnerabilities and the risks facing them. 
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1.13 In a minority of consultation case studies and stakeholder interviews, there is evidence that 

the Hub could have a greater impact on stakeholders because, for example: 

 There is evidence that a minority of professionals do not have as much awareness of the 

MIRAF as they could have, and therefore do not make as much use of it as they could 

do. 

 There is evidence that professionals are not always effectively sharing information with 

each other in relation to the missing children. 

 There is evidence that a minority of professionals are not always responding 

appropriately to missing children. 

1.14 Further development of monitoring and performance management processes through a 

more systematic approach to collecting and analysing feedback from stakeholders, as 

identified in the formative evaluation, remains an area for improvement which would enable 

the Hub to more robustly demonstrate its impact on and improve its work with 

professionals. 

Impact on children and young people who go missing 

1.15 Due to the evaluation methodology, we are unable to draw firm conclusions about the 

impact and outcomes of the Hub, and in particular the extent to which it is reducing the 

likelihood of children going missing in Gwent. However, as the Hub is largely delivering its 

key areas of work in line with its theory of change, as shown in Table 1, it is likely that the 

Hub is resulting in its intended impacts and outcomes for children and young people. 

Evidence collected as part of this evaluation to assess the Hub’s impact and outcomes on 

missing children is discussed further below, and in section 11. 

1.16 The majority of staff and stakeholders have reported that the Hub is helping to reduce 

missing episodes for young people. However, only a minority could provide evidence or 

examples to explain this. Stakeholders and staff reported that they would require access to 

relevant monitoring data in order to make a confident judgement.  

1.17 The consultation and outcomes focused case studies provide emerging evidence of the 

impact on the level of missing for children that repeatedly go missing. For example, of the 

12 outcomes focused case studies4 (where the child had gone missing repeatedly and 

where a reduction in missing episodes was an intended impact of the Hub’s involvement), 

there is evidence that in five of these cases, the Hub’s intervention helped to reduce the 

likelihood that the young people would be reported missing again. For instance, in 

outcomes focused case study 2 (summative), following completion of the MIRAF the Hub 

recommended that the young person be reported absent rather than missing, which 

resulted in reduced reported missing episodes.  

1.18 A reduction in missing episodes for the young person is recorded in eight of the twelve 

consultation case studies5, in which there was evidence that the child or young person was 

going missing repeatedly. There is evidence in five of these cases that the reduction in 

repeat missing is at least partly attributable to the Hub. For example, in case study seven 

(summative), the reduction in missing episodes was directly attributed by the young person 

and her foster carer to the intervention of the Hub, particularly the advocacy by the debrief 

worker which resulted in a change in care placement for the young person.  

1.19 It is important to note that the case studies present the experiences of a small proportion of 

children whom the Hub has intervened with and reflect the contrasting views of those who 

participated.  As discussed in the formative report, rather than revealing the extent to which 

                                            
4
 These were each collected once at either the formative or summative phase. 

5
 This includes the two consultation case studies which were conducted at both the formative and 

summative phases of the evaluation. 
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the Hub is effective in achieving intended outcomes and impacts, the case studies show 

that the Hub’s mechanisms can, and in cases have, resulted in intended changes. 

Improving other outcomes for children and young people who go missing 

1.20 There is promising evidence that the Hub, in combination with its partners, is helping to 

achieve other positive outcomes, beyond likelihood or occurrence of going missing, for 

children who go missing. For example, evidence from staff and stakeholder interviews, 

consultation and outcomes focused case studies, suggests that the Hub is helping to result 

in the following positive other outcomes for children who go missing: 

 Reduced criminal offending 

 Reduction in CSE 

 Reduced experience of harm, such as substance misuse and self-harm 

 Increased educational attendance 

 Improved family relationships 

 Reduced risk of homelessness 

 

1.21 However, there is also evidence from stakeholder and staff interviews, consultation and 

outcomes focused case studies that in some cases children and young people have 

continued to face risks and experience harm when missing, such as trafficking (outcomes 

focused case study 6, summative phase).  

1.22 This emerging evidence based on a small sample suggests that the Hub is having mixed 

success in terms of improving other outcomes for children who go missing. The 

development of a strategic planning process and more robust monitoring and performance 

management mechanisms would enable the Hub to more effectively measure the extent to 

which its intended outcomes for children and young people are being achieved. 

Variation in Hub’s impact 

1.23 The majority of staff and a minority of stakeholders reported that the impact of the Hub 

varies by local authority, at least in part because the Hub is dependent on the variable 

provision of services in local areas to refer children and young people to, such as the 

provision of Keep Safe CSE support. In addition, a minority of staff and stakeholders 

reported that the impact of the Hub varies by level of need. The majority of these reported 

that the Hub is currently more effective as a form of early intervention for children who have 

only gone missing once or twice and for younger children, rather than with older children 

who are likely to have more entrenched missing and other risk behaviours.  

Value for money 

1.24 On the basis of the most relevant data reviewed in April 2015, an estimate of the cost of 

delivering the Hub for one year is £406,367. 

1.25 As no aggregate quantitative data has been collected relating to the outcomes achieved by 

the Hub, it is not possible to conduct a robust cost-benefit analysis of the Hub. Instead, we 

have conducted cost benefit analyses of the costs and benefits of the Hub’s intervention in 

relation to two of the outcomes focused case studies. For example, in outcomes focused 

case study four (summative), the Hub’s interventions are estimated to have cost around 

£1,572, through the provision or facilitation of debrief, mediation, social worker, substance 

misuse or school counselling support. It is estimated in this case that the Hub’s involvement 

may have helped to avoid expenditure in the region of £6,378 – suggesting a saving to the 

tax-payer in this case of around £4,608, particularly due to avoidance of missing episodes 

and improved school attendance. 
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1.26 The majority of stakeholders and all staff reported that the Hub offers good value for 

money. 

1.27 The Hub may be able to better demonstrate value for money in the future if it collects and 

analyses quantitative outcome data, ideally in relation to all cases and in a format which 

can be aggregated. 

Conclusion  

1.28 The Hub is an innovative project providing a unique service in relation to children who go, 

or are at risk of going, missing in the Gwent region. There is evidence that key areas of the 

Hub’s work are being implemented appropriately and largely in line with the theory of 

change and good practice for multi-agency working. There is also emerging evidence that 

in some cases the Hub is resulting in its intended impacts and outcomes for children and 

young people who go missing. 

1.29 However, as highlighted throughout this report and in the formative report, strategic 

planning, monitoring and performance management remain key ways in which the Hub’s 

work could be further developed. This will enable the Hub to consistently demonstrate its 

value and the extent to which it is realising its intended outcomes.  

Recommendations  

The recommendations below build on those outlined in the formative evaluation, many of 

which remain key areas of development for the Hub. It is important to recognise that in 

order to implement and achieve some of these objectives, the Hub may require additional 

resources and support from partners, such as the Hub board, local authorities and other 

agencies. In these cases the Hub should seek additional funding and engage partners to 

provide support where appropriate. 

Strategic planning 

Recommendation 1. The Hub should develop a SMART strategic plan. In particular, we 

recommend that: 

 The Hub should develop its ‘Terms of Reference’ to produce detailed and consistent 

aims and objectives in order to ensure that all Hub staff and stakeholders understand 

what it is trying to achieve and can work towards the same goals. These should include 

any new aims established such as reducing trafficking and CSE, if they are deemed to 

be aims of the Hub following the recent pilot. 

 The above should inform the SMART strategic plan, which should be based on the logic 

model (outlined in the formative report) for the project. The plan should include SMART 

aims and objectives for the activities, outputs, impacts and outcomes that the Hub is 

aiming to achieve along with measures that will be used to gauge progress and success. 

 Evidence of variation in the Hub’s impact by level of need (for example, staff reported 

that the Hub is more effective in working with lower risk children) should be taken into 

account when designing the plan and when using it as part of a systematic performance 

management approach. This will help the Hub to assess how far this variation will, or will 

not, enable the Hub to achieve its broader aims and objectives, i.e. if the Hub is not 

currently as impactful with high risk children this may impact on planning.  
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Service delivery  

Recommendation 2: The Hub should produce basic protocols in the following areas in 

order to ensure consistent and transparent practice: debrief process and decision-making, 

including being explicit about any eligibility criteria; mediation process; child sexual 

exploitation work; and other interventions provided by the Hub/on behalf of the Hub – 

ideally with timescales and quality assurance processes built in. 

Recommendation 3: The Hub should continue to develop the MIRAF by ensuring that: (a) 

all professionals who may benefit from or contribute to it, know about it, and how to use it; 

(b) MIRAF records are kept as up-to-date as possible; (c) there is availability of a review 

and re-assessment form; (d) technical issues are reviewed and resolved; (e) ping alerts 

relating to MIRAF updates are extended to other agencies as well as social services; (f) 
data analysis of aggregate data and searches, such as to ascertain the number of high risk 

children or the number of LAC, are possible.  

Recommendation 4: Evidence provided by the Hub suggests the temporary dedicated 

missing children police officer role was effective and resulted in positive outcomes in terms 

of improving intelligence and responses to missing episodes, and possibly also in terms of 

reducing missing episodes. Therefore, if it is established that similar outcomes cannot be 

achieved without this role in the Hub, funders may wish to consider funding this role 

permanently.  

Recommendation 5: The Hub should develop its work as a source of primary prevention. 

This will help the Hub to bring its work more closely in line with its intended activities 

outlined in the theory of change, and may help it to prevent children from going missing. 

The Hub should consider if alternative provision will need to be made available to fulfil the 

role of the peer mentoring service which it initially planned to implement but which it has 

decided not to. 

Recommendation 6: In order to continue to extend the training provision for practitioners 

and to prevent gaps in training for new multi-agency staff, the Hub should include a training 

or awareness session as part of the induction process for new staff with relevant 

responsibilities in key services, such as the police, social services, health and education. 

 

Monitoring and performance management 

Recommendation 7: The Hub should develop a robust and formal monitoring and 

performance management system linked to the SMART strategic plan across all areas of its 

work, in order to assess the extent to which the Hub is achieving its intended outcomes and 

impact. 

For example, Llamau and the Hub should continue to develop their monitoring and 

performance management through the following: 

 

 collecting and analysing data consistently across time and locality; 

 providing methodological information alongside monitoring data; 

 collecting and analysing the data in relation to intended outcomes, such as, analysing 

missing children numbers in terms of those who are subject to a child protection plan or 

collecting feedback from debrief service users which relate to what the service is trying 

to achieve6; 

                                            
6
 We understand that the Hub has trialled several different approaches to collecting feedback from 

children and young people with limited successes and that they are currently in the process of rolling 
out a survey to all year 11 students in Gwent, from which they hope to gather insights about the 
impact of the debrief service. The effectiveness of this mechanism should be monitored and 
alternative methods explored if it is not effective. 
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 reporting and comparing monitoring data against SMART targets to gauge and 

demonstrate progress and achievements. 

 

In addition, the Hub and Llamau should consider the following in terms of monitoring the 

delivery of the debrief service: 

 

 assessing take-up of debrief meetings in comparison with the overall number of children 

who have gone missing in Gwent, who are eligible for debrief meetings, in the same 

period, as well as in comparison with the number of those who have been referred to the 

service. The development of the No Further Action (NFA) database by the Hub will 

provide a basis for this. This will provide a more informative impression of the take-up of 

this service amongst its broad target audience; 

 keeping a record of and reporting on the reasons why some children are not referred to 

the debrief service. This approach to monitoring will help the Hub understand how far it 

has engaged with its wider target audience of children who go missing and to assess 

provision accordingly; 

 analysing the number of debrief sessions provided per child in the Llamau quarterly 

reports to give a greater sense of the distribution of the debrief service across service 

users. 

Recommendation 8: The Hub should consider developing a more robust quality assurance 

and management oversight process within the team itself which is not reliant on one key 

person, in relation to, for example, completion and accuracy of MIRAF reports. This could 

be done through dip-sampling.  

Recommendation 9: The Hub should develop the service user and stakeholder feedback 

mechanisms, in line with SMART targets, to assess how far each area of the Hub’s work 

areas has been effective in meeting the needs of those it works with. Feedback could 

include: (a) the background characteristics of the stakeholder or service user, (b) why they 

were in contact with the Hub, (c) how the Hub helped, (d) how satisfied they were with the 

Hub, and (e) how the Hub could improve in the future. 

Recommendation 10: The Hub should analyse training feedback from evaluation forms 

against SMART targets in order to assess whether it is helping practitioners understand the 

issues and risk associated with missing children, using MIRAF and communication and 

information sharing with the team. They should also identify any suggestions for 

improvement, and where appropriate, implement these in future training sessions.   

Administration 

Recommendation 11: The Hub should review its administrative infrastructure and systems 

to ensure that they are robust enough to support high quality service delivery. For example: 

 The Hub should develop an electronic system (to replace / run in tandem with the White 

Board) of recording missing children to enhance data security and in order to support 

effective monitoring and to demonstrate the work of the Hub over time.   

 Hub staff should have access to a shared email system and computer drive, provided by 

one lead Local Authority, for example, in order to set up templates and store data and 

information in one place which all staff are able to access in order to increase efficiency 

and to enable access to information should one staff member be unavailable.  
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Value for money 

Recommendation 12: In order to demonstrate value for money and cost-benefit, the Hub 

should collect concrete and quantifiable data on outcomes achieved for: a) particular 

children and, ideally b) all of the children that it supports 
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2. Introduction 

2.1 Cordis Bright were commissioned by the Welsh Government to conduct an independent 

evaluation of the Gwent Multi-Agency Missing Children Hub (“Hub”). The evaluation was 

delivered over three phases: inception, formative and summative. This is the final 

evaluation report which provides analysis of evidence collected over the three phases. It 

can be read in conjunction with the formative report, published in September 20157.  

 

  

  

                                            
7
 The report can be accessed here: http://gov.wales/docs/caecd/research/2015/150903-gwent-

missing-children-hub-formative-evaluation-en.pdf  

http://gov.wales/docs/caecd/research/2015/150903-gwent-missing-children-hub-formative-evaluation-en.pdf
http://gov.wales/docs/caecd/research/2015/150903-gwent-missing-children-hub-formative-evaluation-en.pdf
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3. Evaluation Aims and Objectives  

3.1 The overarching aims and objectives for the evaluation across all three phases, as 

established by the Welsh Government8, were: 

 To assess the impact that the project has had on outcomes for missing children in 

Gwent. 

 To examine the implementation of the Hub, to identify lessons for the future 

development. 

 To provide an estimate of the cost implications arising from the effect of the project on 

immediate outcomes relating to the project beneficiaries. 

  

                                            
8
 Specification for Evaluation of Gwent Missing Children Hub 090914 v5  
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4. Methodology 

4.1 At the inception phase of this evaluation, we took a theoretical approach which entailed 

developing a theory of change and logic model for the Hub, including its inputs, activities, 

outputs and intended impacts and outcomes. This was developed through: a document 

review, a good practice literature review and consultation with the Hub. At the formative and 

summative phases of the evaluation we developed a mixed methods approach to test the 

extent to which the theory of change is working in practice9. Our research tools were 

therefore designed to gauge progress and effectiveness of the Hub in terms of its theory of 

change and logic model. .  

4.2 The consistency in methodology across the formative and summative phases and the 

inclusion of the same evaluation participants where possible enabled a qualitative 

longitudinal evaluation. The table below provides a summary of evaluation activity across 

the formative and summative phases. 

  

                                            
9
 Please see Appendix 2 of the formative evaluation report to see the logic model for the Hub. 
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Table 2: Summary of evaluation activity at formative and summative phases 

Evaluation Activity Formative sample Summative sample 

In depth face-to-face interviews with 

Hub staff 
8 14 

In depth interviews with key 

stakeholders, including social workers, 

education staff, community health 

workers and police officers 

16 17 

Consultation Case Studies
10

 (including 

multi-agency focus groups and face-to-

face interviews with young people who 

have been missing and their 

parents/carers) 

8 
7 (2 of which were also case 

studies at the formative stage) 

Outcomes Focused case studies
11

. 

Templates completed by Hub staff in 

relation to specific cases of missing 

children. (The sample was different from 

the children for whom the consultation 

case studies were completed and 

purposely included cases with positive, 

mixed and negative outcomes) 

8 8 

Review of documentation and desktop 

data
12

 

 Missing Individual 

Risk Assessment 

Framework (MIRAF) 

data 

 Llamau quarterly 

reports 

 Protocols and 

guidance 

 Data on training 

delivered 

 Hub staff  

 Hub financial 

information  

 Hub board meeting 

minutes and actions 

and highlight reports 

 Llamau quarterly 

reports 

 New or updated 

protocols and 

guidance 

 Data on training 

delivered 

 Hub staff 

 No Further Action
13

 

data 

 

  

                                            
10

 These can be seen in Annex A. Two of the seven consultation case studies were follow-up case studies 
around young people that participated in the formative evaluation. Their views, along with the views of 
professionals working with them, were sought to identify any changes in terms of the Hub’s impact on them 
since April 2015.  
11

 Outcomes focused case studies are an innovative evaluation method designed by Cordis Bright which 
capture context, interventions, and progress made against intended outcomes.  
12

 There are differences between the documents reviewed at the formative and summative phases as this is 
based on the documentation provided to Cordis Bright by the Hub. 
13

 No Further Action data details the number of children for whom it was decided that it was not necessary to 
complete a MIRAF and the reasons for this decision. 
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Anonymity of research participants 

4.3 Please note that throughout this report the names and identities of research participants, 

including children and families, have been changed; any names documented in this report 

are pseudonyms.   
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5. Summary of progress against the recommendations of the formative report  

5.1 Table 3 provides a summary of progress the Hub has made in addressing the 

recommendations included in the formative evaluation report. 

5.2 The summative evaluation took place six months after the formative phase, resulting in a 

short time-frame within which to address the twelve recommendations outlined below. 

Therefore, some of the recommendations continue to be potential areas for development in 

order to strengthen the operation of the Hub to achieve and evidence its intended 

outcomes.  

5.3 It is important to recognise that in order to implement and achieve some of these objectives, 

the Hub may require additional resources and support from partners, such as the Hub 

board, local authorities and other agencies. In these cases the Hub should seek additional 

funding and engage partners to provide support where appropriate. 

Table 3: Summary of progress against recommendations  

Formative Phase Recommendations 

 

Comment 

 

1. The Hub should develop a strategic plan. In 
particular, we recommend that: 
 
• The Hub should develop its ‘Terms of Reference’ to 
produce more detailed and consistent aims and 
objectives in order to ensure that all Hub staff and 
stakeholders, working in relation to the Hub, 
understand what it is trying to achieve and can 
therefore work towards the same goals. 
  
• This should feed into a strategic plan, which could 
be based on the logic model (outlined in the 
formative report) for the project, which also includes 
SMART

14
 aims and objectives for the activities, 

outputs, impacts and the outcomes that the Hub is 
aiming to achieve, along with measures that will be 
used to gauge progress and success. 
 

The majority of Hub staff identified the Gwent protocol as 
the document they work to. However, the Hub would 
continue to benefit from the development of an 
overarching SMART strategic plan for the project, 
including established aims and objectives, and an up-date 
on the terms of reference. 

2. The Hub should, as part of a strategic planning 
process, assess how far its balance of activities is 
aligned to its aims and objectives. 
 

A strategic planning process is a key area for further 
development for the Hub. See above.  

3. The Hub should assess whether or not reducing 
trafficking of children who go missing is one of its 
intended outcomes and, if so, measure the extent to 
which it is being achieved through its monitoring and 
performance management. 

The Hub reported that it included the reduction of 
trafficking of children who go missing as one of its 
intended outcomes as part of a 10 week pilot. The 
majority of Hub staff, and one stakeholder, identified that 
the Hub had placed a greater emphasis on the 
identification of trafficking at the summative phase, for 
example, through inclusion in the training delivered by the 
Hub. 
 
Reducing trafficking is not formally identified as an 
intended outcome of the Hub in its documentation. It is 
also not currently measured through the Hub’s monitoring 
and performance management. If the Hub decides that 
reducing trafficking is one of its intended outcomes, this 
should be documented as part of a strategy and 
monitored against SMART targets. 

  

                                            
14

 Specific, Measurable, Achievable, Relevant, Timebound 
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Formative Phase Recommendations 

 

Comment 

 

4. Evidence of variation in the Hub’s impact by level 
of need (for example, staff reported that the Hub is 
more effective in working with lower risk children) 
should be taken into account when carrying out 
strategic planning. This will help the Hub to assess 
how far this variation will or will not enable the Hub to 
achieve its broader aims and objectives, i.e. if the 
Hub is not currently as impactful with high risk 
children this may impact on planning. 
 

The majority of Hub staff and a minority of stakeholders 
reported that there was some variation in the Hub’s 
impact by level of need, particularly, in terms of high and 
low risk children, and this remains an observation which 
should be taken into account as part of a strategic 
planning process.  

5. The Hub should produce basic protocols in the 
following areas in order to ensure consistent and 
transparent practice: 
 
• MIRAF process and risk assessment (including 
definitions of risk levels such as ‘catastrophic’ or 
‘insignificant’ with examples, as suggested by the 
MIRAF analysis).  
 
• Debrief process and decision-making, including 
being explicit about any eligibility criteria; mediation 
process; child sexual exploitation work; and other 
interventions provided by the Hub/on behalf of the 
Hub – ideally with timescales and quality assurance 
processes built in. 

MIRAF guidance, which includes definitions of the risk 
assessment levels, has been developed. This enables 
consistent completion of the MIRAF alongside a shared 
understanding of the appropriate response to missing. 
Newer staff have reported this has been useful guidance 
when making MIRAF assessments.  
 
The Hub have in place a policy on the debrief process 
which includes the purpose, the model of support 
delivered dependent on need, and the outline of the 
debrief report.  
 
However, the decision making processes and eligibility 
criteria, with timescales and quality assurance systems 
built in, for the debrief process or other interventions 
provided by the Hub, is yet to be documented. This 
remains an area of development for the Hub. 
 

6. The Hub should continue to develop the MIRAF by 
continuing to ensure that (a) all professionals who 
may benefit from or contribute to it, know about it, 
and how to use it, (b) ensure that MIRAF records are 
kept as up-to-date as possible, (c) ensure that MIRAF 
risk assessment matrix data is not over-written so 
that change over time can be monitored and taken 
into account, (d) ensure that reasons are provided to 
explain changes to risk assessments, and (e) 
technical issues are reviewed and resolved if 
possible. 

Although, the MIRAF system has not been developed due 
to constraints on funding, the previous risk assessment is 
now recorded in the notes section on each MIRAF to 
demonstrate change over time. However, it is still 
recommended that this approach is further developed, to 
monitor aggregate data.  
 
The Hub have developed wider engagement with the 
MIRAF through the provision of ‘email ping’ alerts to 
social services with updates on missing episodes of 
children known to them which aims to prompt a review of 
the MIRAF.  

7. The Hub should continue to develop its training 
provision. 
 
• The Hub should ensure that all professionals and 
carers (including residential homes and hostels) have 
a good understanding of the Gwent Protocol and, in 
particular, categories of ‘absent’ and ‘missing’ and 
when to use them appropriately. This may require 
that more training is delivered. 
 
• The Hub should ensure that professionals are clear 
about the role of the Hub and their role in relation to 
the Hub, which will in turn help to avoid duplication. 
This could be done through continued and increased 
training and ensuring that professionals are making 
greater use of the MIRAF where appropriate. 
 
• The Hub should continue to deliver training to as 
many professionals and carers as possible and, if 
possible, should consider developing and delivering 
refresher training. In the future, the Hub should 

The Hub has continued to develop its training provision, 
delivering training to 662 professionals from Gwent 
police, social services and residential home staff between 
May and December 2015.  
 
The Hub is currently developing residential workers and 
foster carers forums to increase awareness of the role of 
the Hub and their role in relation to the Hub.  
 
The Hub has put a new monitoring system in place to 
record the number of professionals who attend training 
and the agency they are from. In addition, the Hub has 
developed mechanisms for collecting feedback from 
training participants through the use of evaluation forms.  
 
The Hub has also put in place a SMART target of training 
527 registered taxi drivers in Newport by February 2016, 
against which it can monitor outputs. 
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Formative Phase Recommendations 

 

Comment 

 

collect more exact figures on the following: the 
number of staff from all agencies who attended 
training; and the number of residential units and 
hostel staff who attended training. 
 
8. There is scope for the Hub to develop its work as a 
source of primary prevention. As such: 
 
• The Hub should continue to develop its ‘Peer 
Education’ work, alongside delivery of workshops for 
children and families and contribution to schools’ 
education programmes. This will enable the Hub to 
develop its role as a source of primary prevention. 
 
• The Hub should continue to develop its plans and 
provision for youth participation work, and to develop 
plans for providing school children with information, 
and workshops for parents and carers. This would 
help the Hub to develop its role as a source of 
primary prevention and also to engage the target 
audience of children who are at risk of going missing 
for the first time. 
 

The Hub has made the decision not to recruit children 
that have experience of going missing as ‘peer mentors’ 
due to the potential negative emotional and behavioural 
impact and risk.  
 
However, the Hub plan to train school children who have 
attended their workshops

15
. The Hub is also planning to 

attend parents’ evenings to inform parents about the risks 
associated with missing.  
 
The Hub is continuing to develop plans for youth 
participation. One strategy which is currently being 
developed is involving young people with experiences of 
going missing in making a short film for school children

16
.  

9. Llamau and the Hub can continue to improve the 
delivery of the debrief service and the way it monitors 
this work through the following: 
 
• The Hub should review the capacity of the debrief 
service to ensure that it has capacity to meet 
demand. 
 
• The Hub and Llamau should consider assessing 
take-up of debrief meetings in  
comparison with the overall number of children who 
have gone missing in Gwent, who are eligible for 
debrief meetings, in the same period, as well as in 
comparison with the number of those who have been 
referred to the service. This will provide a more 
informative impression of the take-up of this service 
amongst its broad target audience. It would also be 
useful if Llamau kept a record of and reported on the 
reasons why some children are not referred to the 
debrief service. This approach to monitoring will help 
the Hub understand how far it has engaged with its 
wider target audience of children who go missing and 
to assess provision accordingly. The Hub and/or 
Llamau should continue to report the absolute 
number of mediation interviews delivered in order to 
gauge level of output. 
 
• The Hub and/or Llamau could also develop their 
service user feedback mechanisms in line with 
SMART targets to assess how far the debrief and 
mediation service has been effective in meeting the 
needs of those it works with and if referrals were 
made appropriately. 

The establishment and monitoring against SMART 
targets for the debrief service will help to show the extent 
to which it has capacity to meet demand. If it is under-
capacity, additional resources could be sought to 
increase its capacity. 
 
The Hub have produced a database detailing all NFA 
decisions. The Hub should compare this to the number of 
the children for whom a MIRAF is produced and the 
number of children that receive a debrief. This will enable 
the Hub to assess take-up of the debrief amongst its 
broad target audience, which remains an area of further 
development for the Hub.  
 
The Hub aims to offer all children that have a MIRAF, a 
debrief session. However, Llamau does not currently 
record the reasons why some children are not referred to 
the debrief service. 
 
The Llamau quarterly reports now document the absolute 
number of sessions delivered which is useful to gauge 
level of output. The Llamau reports could be improved 
further by recording of the number of debrief sessions 
provided per child. 
 
We understand that the Hub has trialled several different 
approaches to collected feedback from children and 
young people with limited successes and are currently in 
the process of rolling out a survey to all year 11 students 
in Gwent, from which they hope to gather insights about 
the impact of the debrief service. The effectiveness of this 
mechanism should be monitored and alternative methods 
explored if it is not effective.  

                                            
15

 In the future, it would be beneficial for the Hub to clarify and document, if it does not already do so, details of 
what is included in this training and the intended outcomes through an evidence based approach. 
16

 In the future, it would be beneficial for the Hub to clarify and document, if it does not already do so, the 
intended outcomes of this film making process.  
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Formative Phase Recommendations 

 

Comment 

 

 
• The Llamau reports could analyse the number of 
debrief sessions provided per child to give a greater 
sense of the distribution of the debrief service across 
service users. 
 

 
 

10. The Hub should consider developing a more 
robust quality assurance and management oversight 
process within the team itself which is not reliant on 
one key person, in relation to, for example, 
completion and accuracy of MIRAF reports. This 
could be done through dip-sampling or developing 
and implementing stakeholder feedback mechanisms 
to demonstrate the impact of its work on improving 
practice. This could include capturing information 
from stakeholders who are in contact with the Hub. 
Feedback could include: (a) the background 
characteristics of the stakeholder, (b) why they were 
in contact with the Hub, (c) how the Hub helped, (d) 
how satisfied they were with the Hub, and (e) how the 
Hub could improve in the future. 
 

The quality assurance and case management oversight 
process which is reliant on one key staff member is still in 
place. This remains an area of development for the Hub.  

11. In order to develop monitoring and performance 
management across the Hub’s work, we recommend 
that when monitoring and reporting the Hub and 
Llamau: 
 
• collect and analyse data consistently across time 
 
• provide methodological information alongside 
monitoring data 
 
• collect and analyse the data in relation to intended 
outcomes, such as analysing missing children 
numbers in terms of those who are subject to a child 
protection plan or collecting feedback from debrief 
service users which relate to what the service is 
trying to achieve 
 
• report and compare monitoring data against SMART 
targets to gauge and demonstrate progress and 
achievements. 
 

The Hub have developed a monitoring system which 
records the number of NFA cases consistently across 
time.   
 
Methodological information is not currently being provided 
alongside monitoring data. 
Data collection and analysis in relation to intended 
outcomes and service user feedback are elements that 
the Hub is looking to develop. 
 
The development of a reporting system in place which 
compares monitoring data against SMART targets 
remains an area for the Hub to explore.  

12. In order to demonstrate value for money and cost-
benefits, the Hub should aim to collect concrete and 
quantifiable data on outcomes achieved for: a) 
particular children and, ideally b) all of the children 
that it supports. 
 

This is currently an area for development for the Hub.  
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6. Objectives of the Hub 

6.1 The review of documentation showed, and the majority of Hub staff and stakeholders 

reported, no significant change to the aims and objectives of the Hub since the formative 

evaluation.  

6.2 In line with the formative phase, improving the lives and outcomes of children who go 

missing, safeguarding children, and reducing the number of missing children episodes, 

were identified as the primary aims of the Hub by both staff and stakeholders. This is in line 

with the Hub’s proposed theory of change and logic model (see Appendix 2 of the formative 

report).  

6.3 While no staff or stakeholders reported changes to the existing aims and objectives of the 

Hub, a minority of stakeholders and staff identified new aims and objectives of the Hub that 

had been established since May 2015. These were predominantly associated with a 

widening of the remit of the Hub. The following new aims were reported: 

 to increase the identification of and reduce the risk of CSE and   trafficking to missing 

children; 

 to identify the reasons why children go missing enabling the recognition of any patterns.  

6.4 Since the formative evaluation there has been no new documentation developed 

concerning intended aims, as such, the above are not documented as aims of the Hub. Hub 

staff reported that the aims of identifying and reducing CSE and trafficking were included 

within the Hub’s remit for a 10 week pilot period only. 

6.5 All of the staff and the majority of stakeholders interviewed agreed that the aims and 

objectives presented in the formative report, including those above, are the right ones for 

the Hub. The majority of staff and stakeholders continue to “buy-in” to the aims and 

objectives of the Hub.  
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7. The Work of the Hub 

7.1 The key processes and activities of the Hub identified in the formative evaluation remain the 

core of the Hub’s work and are largely in line with the design of the Hub’s work in its theory 

of change. In particular, the Hub seeks to bring about its intended impacts through the 

following five main areas of work: 

 Improving access for practitioners to multi-agency information and intelligence on 

children who go missing, which the Hub seeks to provide through the MIRAF. 

 Improving the quality and consistency of data gathered directly from children who go 

missing, which the Hub seeks to achieve through debrief and mediation contact with 

children who go missing. 

 Improving the input that children and young people who go missing have on decisions 

that affect them and the support that they and/or their family receive, which the Hub 

seeks to achieve through mediation, advocacy and debriefing. 

 Improving the knowledge and skills of practitioners working with children who go, or are 

at risk of going, missing, which the Hub seeks to achieve primarily through delivering 

training. 

 Improving the knowledge and understanding of children, families and carers, which the 

Hub seeks to achieve through the mediation and debrief service, as well as through 

carer forums. 

7.2 Completion of the MIRAF and delivery of debriefs continue to be the Hub activities most 

commonly identified by staff and stakeholders. The use of the MIRAF was seen by the 

majority of staff and stakeholders as ‘most valuable’, particularly in terms of facilitating 

information sharing and providing ‘up-to-date comprehensive risk assessments’. Debrief 

sessions continued to be viewed positively, in particular, as a way of ‘engaging young 

people that were difficult to engage with’. The success of the Hub in implementing these 

work areas and the impacts and outcomes they are achieving are assessed in the 

remainder of this report.  

7.3 Staff and stakeholders reported that there had been some changes to the work of the Hub 

since the formative evaluation. The following changes to the way the Hub operates, which 

stakeholders and staff reported as working well,  were identified: 

 a provision of ‘email ping’ alerts to social services with updates on missing episodes of 

children known to them. One staff member reported that this new system ‘prompts a 

review of the MIRAF by a child’s social worker’; 

 an additional administration capacity, through a temporary part-time staff member, 

enabling the Hub to develop monitoring and performance management systems; 

 an increased focus on trafficking, meaning Hub staff now make referrals to the National 

Referral Mechanism (NRM) operated by the Home Office with the aim of identifying and 

supporting victims of trafficking17; 

 a 10 week trial from September 2015 of a dedicated missing child police response officer 

in the Newport Local Police Area. The officer was responsible for taking the missing 

children reports, conducting enquiries and responding in the field. This role was 

described as ‘beneficial’ by several stakeholders and staff and the following positive 

outcomes were highlighted in the Hub’s proposal for an extension of this role18: 

o a reduction in missing incidents;  

o a reduction in emergency missing children referrals;  

                                            
17

 The Hub informed Cordis Bright that the inclusion of tackling trafficking within the remit of the Hub 
was part of a 10 week pilot. 
18

 These positive outcomes identified by the Hub in their proposal for an extension to the role have not 
been independently verified by Cordis Bright as the data supporting these conclusions was not 
provided 
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o a significant decrease in episodes for regular missing children; 

o enhanced quality of information and intelligence obtained which is particularly 

beneficial in minimising and detecting CSE; 

o positive feedback from residential staff on how beneficial they are finding the 

provision of a dedicated point of contact during missing incidents.  

 

However, due to limited resources, after the 10 week pilot the dedicated missing children 

police officer role ended.  

 an increased focus on CSE, with the provision of a new trial CSE social worker role 

alongside two specialist trained CSE police officers. Hub staff have reported that this has 

led to an increase in intelligence gathering and perpetrator arrests as part of a Gwent 

police CSE operation19. 

 the development of a forum for staff from residential providers which ‘brings together all 

residential providers across the region’ (Board briefing, January 2016: 2) to share 

practice issues and problem solve. The Hub are planning to replicate this process with 

foster carers. The purpose is to increase awareness of the Hub and support residential 

providers in reporting children missing appropriately. 

7.4 The Hub made the decision not to recruit children that have experience of going missing as 

‘peer mentors’ due to the potential negative emotional and behavioural impact and risk. 

However, Hub staff reported that there were plans to develop their primary intervention with 

children and young people and to attend school parents’ evenings to inform parents and 

carers about the risks associated with missing children.  

Replicability of the Hub Model 

7.5 The Hub model, which comprises five Local Authority areas and one regional Police force, 

remains an innovative service for children and young people who go missing and 

professionals working with missing children. The co-located multi-agency Hub model, 

operates a triage system for all missing reports and follows a joint decision making and risk 

assessment process. 

7.6 The co-location of police, social services, education, health, Llamau and Barnados/SERAF 

agencies is a key feature of the Hub. The Multi-Agency Working and Information Sharing 

Project reported that a ‘co-located Hub of agencies enabling real time information sharing, 

decision making and communication’ (Home Office, 2014: 6) is associated with improved 

outcomes for children and families. 

7.7 The Multi-Agency Safeguarding Hubs Emerging Learning report (ESVG, 2015) and the 

Multi-Agency Working and Information Sharing Project report (Home Office, 2014) highlight 

best practice in terms of multi-agency working. These best practice factors have been 

compared with the key features of the Hub’s design in Table 4. Section nine of this report 

identifies elements which could be implemented more effectively.  

  

                                            
19

 This cannot be independently verified by Cordis Bright as evidence was not provided. 



 

27 

Table 4: A comparison between good practice guidance and Hub design 

Best Practice Guidance 

 

Hub Design 

Acting as a single point of entry 
 

The Hub receives all missing children reports.  

 

Enabling thorough research of each case to 

identify potential risk. 

 

The Hub gathers information from all agencies, 

including health, police, social services and 

education, and directly from children and young 

people themselves through its debrief service. 

 

Sharing information between agencies, supported 

by a joint information sharing protocol. 

 

The Hub shares information with all agencies 

following the Gwent protocol. 

Triaging referrals, exemplified in the use of 

agreed risk ratings. 

The Hub utilises a shared risk assessment tool, 

MIRAF, on an integrated IT system, which is 

accessed by all relevant agencies. The Hub has 

developed MIRAF guidance detailing clear risk ratings 

in order to enable consistent risk assessments and 

triaging of referrals. 

 

Facilitating early intervention to prevent the need 

for more intensive interventions at a later stage. 

The Hub considers all children who have been 

reported missing or absent for the debrief service
20

 

with eligibility determined by ‘researching systems 

and filtering those where there are identified 

concerns, risks or where there is potential for harm’. 

Therefore the Hub is able to identify and act upon 

cases of missing children at an early stage to prevent 

escalation. The Hub is developing a primary 

intervention work stream for children and young 

people at risk of going missing for the first time. 

 

Managing cases through co-ordinated 

interventions. 

The Hub facilitates multi-agency working through 

information sharing and often coordinates or 

contributes to strategy meetings and care planning.  

 

7.8 This suggests that the following elements of the Hub model, which have been identified as 

good practice, could be replicated and improved in other regions: 

 co-location of agencies, including police, social services, education and health; 

 information sharing between agencies supported by a similar information sharing 

protocol, including police intelligence; 

 shared risk assessment tool and an integrated IT system, for example, the MIRAF online 

system which all agencies are able to access; 

 independent debrief and mediation service for children and young people and their 

families/carers; 

 CSE and trafficking focus21: including identification of risk through the SERAF, NRM 

referrals, CSE services and targeted training; 

 training provision to relevant practitioners, such as police, social services, health, 

education, residential workers and foster carers.  

7.9 Replicating and developing the model requires strategic buy-in from all agencies involved 

and safeguarding boards, particularly the regional police services and local authorities. 

                                            
20

 Briefing report Board December 2014 
21

 The Hub informed us that these were areas of focus as part of a ten week pilot. 
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7.10 There are elements of the Hub model which it is challenging to replicate. This is because 

currently the Hub relies on the knowledge and experience of its staff members, particularly 

in terms of decision making and eligibility criteria around debrief provision, quality 

assurance and performance management, rather than documented procedures and 

systems. However, the development of MIRAF guidance has enhanced the replicability of 

the Hub, particularly in terms of clearly demonstrating agreed risk ratings.  

7.11 To enhance the replicability of the Hub model, it is recommended that the Hub develop a 

SMART strategic plan with updated ‘Terms of Reference’ in order to ensure that all staff 

and stakeholders, working in relation to the Hub, understand what it is trying to achieve and 

can therefore work towards the same goals (for more information see the recommendations 

in the Executive Summary).  
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8. Monitoring and Performance Management 

8.1 The Llamau debrief and mediation quarterly report and update reports for the Project Board 

remain the primary ways in which the Hub monitors its performance. However, there have 

been no Project Board meetings between May and December 201522. Therefore, it is not 

possible to comment on any progress made in reporting.  

8.2 The Llamau quarterly reports continue to provide an overview of the debrief and mediation 

service, with identified outputs in terms of number of sessions and breakdown, onward 

referrals, and push and pull factors reported by children and young people in the debrief 

sessions. The April to June 2015 Llamau report also contains examples of good practice. 

This could be enhanced by reporting outputs against identified SMART targets as proposed 

in the formative report.  

8.3 The following monitoring and performance management mechanisms have been developed 

and implemented by the Hub since May 2015: 

 a system to record the number of No Further Action cases;  

 a system to record the number of professionals who attend training and the agency they 

are from. The Hub have also designed evaluation forms which participants complete at 

the end of the training session.  

8.4 The majority of staff reported that the current monitoring and performance management 

systems used by the Hub are effective.  

8.5 A minority of stakeholders reported that the monitoring and performance management 

systems used by the Hub could be improved. For example, one stakeholder commented 

that because it is not possible to view aggregate data from MIRAF it is ‘difficult to 

demonstrate and quantify benefits’ as there is only ‘anecdotal evidence of success stories’.  

8.6 The majority of staff reported evidence of positive feedback about the work of the Hub from 

stakeholders and children. However, this is predominantly informal feedback through talking 

to individual stakeholders at team meetings, observing children and families’ levels of 

engagement in the debrief process and verbally informing debrief workers they were 

‘listened to’. One staff member highlighted the difficulty of obtaining feedback from young 

people about their experience of the debrief, as often ‘they do not want to re-visit that time 

in their lives’. We understand that the Hub has trialed several different approaches to 

collecting feedback from children and young people with limited successes and that the 

Hub are currently in the process of rolling out a survey to all year 11 students in Gwent, 

from which they hope to gather insights about the impact of the debrief service. The 

effectiveness of this mechanism should be monitored and alternative methods explored if it 

is not effective. 

8.7 In order to improve the monitoring and performance management systems used by the 

Hub, the formative evaluation recommendations, detailed in section five, remain potential 

areas of development for the Hub to explore. These include: robust quality assurance and 

management oversight processes, methodological information23 alongside data and 

SMART targets.  

 

 

  

                                            
22

 The reason for not holding Project Board meetings between May and December 2015 has not been 
provided. 
23

For example, ensuring that the following are documented: (a) how the data was collected, (b) when 
the data was collected, (c) who the data was collected from and by, and (d) how the data was 
analysed 
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9. Success of Implementation 

Inputs and Resources 

9.1 The Hub consists of 15 staff (12 full-time equivalent (FTE) and 3 part-time equivalent 

(PTE)). The Hub includes staff from the police, social services, health, Llamau, education 

and Barnardo’s/SERAF. It has recruited two additional members of staff since May 2015 

(included in the numbers above), a social work assistant (FTE) and an administrator (PTE). 

A 10 week trial of a dedicated missing children police officer attached to the Hub 

commenced in September 2015 but this has since come to an end. 

9.2 In terms of internal IT systems, it was recognised that it would be beneficial for Hub staff to 

have access to a shared email system and a shared computer drive, provided by one lead 

Local Authority. For example, in order to set up templates and store data and information in 

one place which all staff are able to access. This would increase efficiency and enable 

access to information in the case of staff absences.  

Volume of activities and outputs 

9.3 The Hub is yet to develop targets for all of its key outputs (for example, numbers of training 

sessions delivered, number of debriefs) which means it is not currently possible to assess 

the extent to which the Hub’s outputs have been delivered to the expected volume. Setting 

specific targets in relation to outputs is an area of development for the Hub which would 

enable it to assess whether it is delivering outputs in line with expectations. However, 

documentation shows that outputs have been delivered to the levels outlined below. 

MIRAF 

9.4 As of 4th January 2016 the Hub had completed 1,304 MIRAFs since its inception in April 

2013. This is an average of 41 MIRAFs per month (based on 32 months, which does not 

include the 4 days of January). As outlined in the formative report 728 MIRAFs were 

completed between April 2013 and July 2014, which is an average of 49 MIRAFs per 

month. This shows a decrease in the number of MIRAFs completed per month since the 

formative phase. It is likely that the Hub have been updating the existing MIRAFs for 

children with repeat missing episodes.  

9.5 A database has been developed to record referrals for which NFA was taken as they did 

not meet the criteria for MIRAF. The most prevalent reasons for not meeting this criteria 

are: evidence that the young person was not missing; the young person was under an hour 

late returning; and no evidence of risk of harm to the young person. Over time this should 

enable a comparison of the number of MIRAFs completed with the number of children who 

were referred to the Hub as missing during the same period. There are gaps in the data for 

the first quarter of 2013 meaning it is not possible to compare the number of NFAs from the 

inception of the Hub. This can still be used to develop targets relating to MIRAF outputs 

identified for the Hub against which to assess the current completion level, as outlined in 

the formative evaluation. 

Debrief Service 

9.6 In contrast to the significant variation in the average number of debrief sessions per month 

highlighted in the formative report (between March 2013 and March 2015), the number of 

debriefs between quarter one (40) and quarter two (35) in 2015-16 remained similar (see 

Table 5). 
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Table 5: Summary of debriefs per month from formative and summative phase 

 

9.7 As outlined in the formative report, in order to assess the level of provision in the context of 

the intended target audience of the Hub, it would be helpful for the Llamau quarterly reports 

to regularly monitor the proportion of unique missing (or absent) children who receive a 

debrief in comparison with all reported missing or absent children in Gwent, or in 

comparison with SMART targets regarding the number of children they intend to provide a 

debrief session for. This will help to give a sense of level of outputs in comparison with 

expectations. 

9.8 The proportion of debrief interviews which have been delivered as repeats24 between 

quarter one (34%) and quarter two (30%) of 2015 has been fairly consistent. This contrasts 

with the proportion of repeat debriefs shown in the formative phase which varied from 19% 

in the first year of operation to 33% of more from April 2014. As recommended at the 

formative phase, documented protocols regarding the Hub’s rationale for allocating 

debriefs, for example, to new or repeat missing children, would likely make the process 

more transparent. 

9.9 The debrief service made 64 onward referrals for additional support for children and young 

people between April and September 2015. Based on our calculations, which assume that 

each referral made was for a different child, between 28% and 30% of children that 

received a debrief were referred to an additional or specialist agency. This shows a slight 

increase, from between 17% and 30% from July 2014 to March 2015, in the proportion of 

children receiving onward referrals to additional or specialist agencies. Table 6 summarises 

the number of onward referrals to various agencies made between April and September 

2015. 

  

                                            
24

 i.e. delivered to a child who has already had one or more debriefs 

Report Total debriefs  Number of 

months 

Average 

debriefs per 

month 

March 2013 – April 2014 480 14 32 

April 2014 – June 2014 119 3 40 

July 2014 – October 2014 206 4 52 

October 2014 – December 2014 62 3 21 

January 2015 – March 2015 98 3 33 

April 2015 to June 2015 (Quarter 1) 118 3 40 

July 2015 – September 2015 (Quarter 2) 104 3 35 
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Table 6: Summary of onward referrals made by debrief workers between April and September 

2015 

Referral type 

 

Total Onwards 

Referrals 

April to June 2015 July to September 

2015 

Mediation 16 9 7 

Safeguarding (MARF) 14 5 9 

SERAF 13 10 3 

Bereavement Services 5 3 2 

Counselling  5 2 3 

Families First 3 1 2 

Anger Management  2 0 2 

CAMHS 2 2 0 

Barnardo’s 1 1 0 

Disabilities Team 1 1 0 

Substance misuse (DAYS) 1 1 0 

Youth services 1 0 1 

Total 64 35 29 

 

9.10 This shows that the majority of onward referrals were to the mediation service, 

safeguarding (MARF) and SERAF. This links to the Hub’s recent focus on the issue of CSE 

and shows that they are delivering on this aim in terms of service outputs. 

9.11 However, as outlined in the formative report, in order to demonstrate whether these 

services were ‘appropriate’ given the needs of children who were referred, the Hub could 

develop service user and stakeholder feedback (or tracking) mechanisms, which we 

understand are in the process of being developed through the distribution of a survey to all 

year 11 students in Gwent. 

9.12 Hub staff continued to contribute to care planning. Between April and September 2015, Hub 

staff attended a total of 51 external meetings, which is an average of 9 meetings per month. 

In comparison, as outlined in the formative report, between March 2013 and March 2015, 

Hub staff attended a total of 174 external meetings, which is an average of 7 meetings per 

month. This shows a slight increase in the average number of external meetings attended 

by Hub staff.  

Mediation  

9.13 From April to September 2015, 15 children and young people received a mediation service 

from the Hub. Four of these were new referrals, all of whom engaged. In this period the Hub 

delivered 48 mediation sessions, as some of the children and young people had more than 

one mediation session. In comparison, as shown in the formative report, from April 2014 to 

March 2015, 38 children and young people were referred to the mediation service, with a 

total of 90 sessions delivered between April 2014 and March 2015.  This shows a relative 

level of consistency in the number of referrals, with an average of two per month between 

April 2014 and March 2015 and three per month between April and September 2015. 

However, this demonstrates that there has been an increase in the average number of 

mediation sessions delivered per month, from four in April 2014 to March 2015, to eight 
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from April to September 2015. In addition, as recommended in the formative report, if these 

numbers are reported in comparison to SMART targets, it will help the Hub to gauge 

progress in terms of the extent to which it is delivering the expected volume of (unique 

and/or repeat) mediation interviews. 
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10. Take-up of Activities and Outputs 

Stakeholders 

10.1 The Hub’s activities continue to be taken up by large numbers of stakeholders who work 

with children who go missing. Between May and December 2015 the Hub has delivered 

training to 662 professionals, all of whom were informed about the Gwent Protocol. The 

training delivered to professionals can be broken down by agency as the Hub has 

developed a monitoring system to record the number of professionals attending training 

sessions, in line with our formative phase recommendations. In this period the Hub trained: 

 606 Gwent police officers; 

 29 social services staff;  

 27 residential staff. 

10.2 In April 2015 the Hub had trained an estimated 1,250 professionals from a wide range of 

agencies since its inception in April 2013, which is an average of 313 professionals every 6 

months. Therefore, this demonstrates an increase in in trend in the amount of training 

provided.  

10.3 The majority of stakeholders reported that they are aware of, have used, and have received 

training relating to the MIRAF. As there have been no Project Board meetings since May 

2015, the number of hits on MIRAF web pages is not known.  

10.4 In all seven consultation case studies, which can be seen in Annex A, and all eight 

outcomes focused case studies, a MIRAF was completed. In addition, evidence from the 

case studies shows that general awareness of the Hub and its role amongst professionals 

involved, as well as awareness of the MIRAF, was high. The majority of professionals 

interviewed as part of the consultation case studies reported receiving training relating to 

the role of the Hub and the use of MIRAF which increased their awareness of it. 

Children, young people and parents/carers 

10.5 According to the Llamau quarterly reports for April to June 2015 and July to September 

2015, 100% of children referred to the debrief service engaged with the service showing a 

high level of take-up.  

10.6 Similarly, both the consultation and outcomes focused case studies show a high-level of 

take-up by children and young people, with all seven young people interviewed as part of 

the consultation case studies engaging in debrief sessions. In addition, in all eight 

outcomes focused case studies the children and young people were offered a debrief 

interview. However, three young people declined to engage with the debrief.25 

10.7 The independent nature of the debrief workers and their consequent ability to approach 

children and young people differently from statutory services remained important in 

determining the effectiveness of engagement with the service among children and young 

people. For example, one young person reported that the debrief worker approached him 

‘in a human way’ which meant he engaged.  

10.8 The Hub is continuing to develop its work in the area of primary prevention in order to 

engage children who are at risk of going missing. It has made the decision not to develop a 

peer mentoring programme based on the potential risk to children and young people that 

would be involved, for example, in terms of re-engaging with other young people associated 

with high risks in terms of missing episodes and other aspects, such as criminal behaviour, 

substance misuse and CSE. However, staff reported that there were plans in place to 

                                            
25

 The reasons why these young people declined to engage are not documented in the Llamau 
quarterly reports. 
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develop the Hub’s primary prevention work with children, young people and parents and 

carers. This was highlighted as an important area of future development by the majority of 

stakeholders and staff. 

Quality of Activities and Outputs 

10.9 It is not possible to establish whether there have been any changes in the quality of 

activities and outputs delivered since May 2015 as the Hub does not currently have any 

specific targets in relation to quality against which to measure. It is recommended that it 

establishes SMART targets in relation to the quality of activities and outputs that it seeks to 

deliver, in order to measure how successful it has been in this area.  

10.10 Documentation, interviews with staff and stakeholders, consultation case studies and 

outcomes focused case studies show that overall the activities and outputs of the Hub have 

generally been delivered in line with the standards expected by staff, stakeholders, and 

young people. Overall, all staff and the majority of stakeholders reported that the Hub had 

been successful or fairly successful in delivering its work since May 2015.  

MIRAF 

10.11 The process of the MIRAF coupled with the feedback from the debrief service is described 

as enabling ‘the sharing of information with the right responders at the right time’ and ‘one 

data base producing a coordinated response based on the individual child’s history and risk 

factors’ (Board briefing January 2016:1) 

10.12 The majority of staff and stakeholders continued to identify the MIRAF as a successful 

element of the Hub’s work. In line with recommendations from the formative evaluation, the 

Hub has developed MIRAF guidance, which includes clear category definitions. The manual 

aims to26:  

 standardise the way in which MIRAFs are completed;  

 ensure consistency in risk assessment procedures; 

 provide clarity with regards to information collection responsibilities of the Hub team; 

 be useful for training purposes. 

10.13 Newer staff, in particular, have reported that they find this guidance useful and that it has 

improved the consistency of their risk assessments.   

10.14 One staff member described the MIRAF as ‘the most effective’ element of the Hub’s work. 

Reasons given to explain why the MIRAF is perceived as a high quality and successfully 

implemented element of the Hub’s work include: the MIRAF gives a holistic picture of the 

child's life; the risk assessment and information sharing process is reliable; it makes 

professionals accountable for their work.  

10.15 An example of the utility of the MIRAF can be seen in consultation case study five. In this 

case, the young person’s teacher reported that checking the MIRAF regularly enabled the 

school to put in place preventative measures, such as modifying the curriculum and 

providing increased pastoral support to the young person. This was seen as particularly 

successful in improving outcomes for the young person.  

10.16 A minority of stakeholders suggested that the MIRAF and information sharing process could 

be improved further by ‘proactively providing information to professionals’ as well as 

collecting it from them and making the website more ‘user friendly’ in order for individual 

MIRAFs to be located more quickly. One staff member reported that while she would prefer 

to conduct a MIRAF review earlier than once a child has been reported missing five times, 

due to the Hub already being ‘stretched’, it is beyond their capacity.  

                                            
26

 MIRAF Manual 
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Debrief Service 

10.17 The Board briefing describes the debrief service as ‘ensuring the child is consulted and 

given the opportunity to explore the push/pull factors associated with their missing and risk 

taking behaviour’ (January, 2016: 1). The debrief service continued to be deemed a 

successful aspect of the Hub’s work by the majority of staff and stakeholders.  

10.18 In addition, the majority of parents/carers of the young people interviewed reported that the 

debrief workers developed good relationships with the young people. In particular, the 

following positive aspects of the Hub’s involvement with the young person were identified 

by parents/carers: developing a good relationship with the young person and contributing 

effectively to joint working (case study two); gaining a comprehensive understanding of the 

young person’s circumstances in order to make appropriate referrals which met the needs 

of young person (case studies three and four); keeping the parents/carer up-to-date on 

actions taken around the young person (case studies three and seven); and getting the 

same message about the risks associated with missing to all professionals (case study 

three).  

10.19 A minority of staff and stakeholders identified barriers to the implementation of the debrief 

service. One staff member highlighted the large geographical area of Gwent as a barrier as 

debrief workers often have to travel long distances to sessions which limits the number of 

debrief sessions they can deliver per day. This barrier was deemed by a majority of staff as 

outside of the Hub’s sphere of influence. A minority of staff and stakeholders identified the 

difficulty of engaging young people, particularly teenagers, and their families in the debrief 

sessions as a barrier. This is evidenced in that three of the eight young people in the 

outcomes focused case studies declined to engage with the debrief service. To some 

extent, this barrier can be considered outside of the Hub’s sphere of influence, as while the 

onus remains on the debrief service to engage children and young people, it cannot make 

engagement compulsory as they are not a statutory service. 

10.20 However, the Hub are attempting to address these two barriers by being flexible around the 

times of debrief sessions to meet the needs of young people and by persisting in contacting 

young people and their families if they continue to go missing. One debrief worker reported 

(consultation case study two) that she had persisted in trying to engage one young person 

for eighteen months before she successfully engaged with the service.  

10.21 Evidence from consultation and outcomes focused case studies showed that debriefs were 

delivered in a timely and considerate manner. Children, professionals and parents/carers 

who participated in the consultation case studies reflected positively on the debrief (and in 

one case, mediation) service, with the majority describing it as ‘helpful’. Other successful 

elements of the debrief identified by young people interviewed include: stating that they felt 

‘listened to’ and ‘believed’; making them aware of risks when missing; helping them to 

understand why they go/went missing and possible alternatives; and providing advocacy to 

help get their views across to other professionals. 

Training 

10.22 Since May 2015 the Hub has increased its training provision to practitioners. Provision now 

includes missing children, categories of missing, reporting missing, MIRAF use, CSE and 

trafficking risk. It is in the process of extending its training provision through delivering 

training to new target audiences, with a specific focus on raising awareness around CSE 

and trafficking in order to increase early identification. For example, it has put in place plans 

to train 527 registered taxi drivers in Newport by February 2016. This is a SMART target 

against which the Hub can monitor outputs. There is a potential to extend this to include the 

monitoring of intended outcomes of the training.  

10.23 Most stakeholders were aware that the Hub delivers training and most continued to reflect 

on it positively, suggesting that it has been delivered to a sufficient level of quality. 
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However, in consultation case study one there is evidence that the training delivered was 

not effective in changing professional practice, as the debrief worker reported that the 

residential living setting continue to report the young person missing inappropriately at 

times, despite the Hub having delivered training there several times. This shows that 

although it provides training for professionals, modifying the practice of all professionals is 

outside of the Hub’s sphere of influence.  

10.24 In line with formative recommendations, the Hub has developed stakeholder feedback tools 

in the form of a training evaluation form which is completed by all participants at the end of 

the session. An analysis of a sample of eight evaluation forms, shown in Table 7, 

demonstrates that all participants rated the training either ‘good’ or ‘excellent’. One 

participant in the sample commented that ‘all the content was interesting and useful and 

helped raise awareness of missing children’.  

Table 7: Summary of feedback from sample of 8 evaluation forms completed after a training 

session in November 2015 

 Rating 

 Poor Fair Average Good Excellent 

Training was clearly 

presented 
   6 2 

Training met expectations    6 2 

Training provided a better 

understanding of the missing 

children service 

   6 2 

Level of confidence in using 

MIRAF having completed 

training  

 1 2 5  

Overall rating     5 3 

  

10.25 Two participants out of the sample of eight suggested areas for improvement for the 

training which would extend the current session by: including a demonstration of using the 

MIRAF including log in; and allowing more time for delivery of the session to enable more 

in-depth group discussion.  

10.26 There is scope to further develop these monitoring tools. In the future, the Hub should 

report on the evaluation feedback by analysing the training evaluation forms to coincide 

with Project Board meetings. In addition, the Hub could extend the evaluation form to 

enable the measurement of how far intended impacts have been achieved with 

stakeholders through training, such as improvements in understanding of issues around 

missing children and appropriate responses.  

10.27 In order to continue to extend the training provision for practitioners and to prevent a gap in 

the training needs of new multi-agency staff, it is recommended that the Hub include a 

training or awareness session as part of the induction process for new staff with relevant 

responsibilities in key services, such as the police, social services, health and education. 

The implementation of this recommendation is likely to be dependent on the support and 

engagement of other agencies, as well as the support of the Hub board and operational 

group. 
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Improving Multi-agency Working 

10.28 The majority of staff and stakeholders reported that the Hub continues to be successful in 

improving multi-agency working. In particular, stakeholders and staff reported that the 

involvement of the Hub increases information sharing between agencies and enables a 

joined-up working approach providing ‘wrap around support for children and young people’ 

with appropriate referrals. For example, one stakeholder reported that ‘previously social 

services only received referrals from the police so often schools and health would not be 

aware’. 

10.29 One staff member also suggested that a further successful element of the multi-agency role 

of the Hub was that it enabled them to identify where issues or ‘actions were missed’ in 

cases and ‘put them right’ as a way of ‘checking each other’ and ensuring agencies are 

‘accountable’. However, another staff member highlighted this element of it’s role as a 

barrier to multi-agency working as often professionals ‘get defensive over scrutiny of their 

work’, meaning they are deterred from engaging with it.  

10.30 In terms of areas for improvement, two stakeholders reported that Hub staff were no longer 

attending children’s social services strategy meetings. However, documentation suggests 

that debrief workers, on behalf of the Hub, are continuing to attend care meetings and 

strategy meetings. It is possible that Hub staff may not be being consistently invited to the 

strategy meetings, placing their ability to influence care planning at least partly outside of 

the Hub’s sphere of influence. 

10.31 Six of the eight consultation case studies, provided evidence that overall professionals 

worked well together, avoiding duplication and sharing information effectively (case studies: 

two, three, four, six and seven). In particular, the following aspects of multi-agency working 

were highlighted as beneficial: raising awareness of the risk levels for a particular child not 

previously known to social services or the police; involvement of the police through the Hub 

increasing the safety of the young person; greater support for the family from different 

agencies; the Hub making and following up appropriate referrals to ensure the young 

person’s needs are fully met; having a good understanding of the young person’s situation 

in order that they do not have to repeat their story multiple times. However, it was not 

always clear that this multi-agency working resulted from the intervention of the Hub. 

10.32 Case study five reveals a mixed set of circumstances with examples both of agencies 

working well together and of multi-agency working that could have been better. For 

example, the young person’s teacher reported that the information sharing by the Hub 

through the MIRAF was helpful in order to inform the school of missing episodes outside of 

school and build a picture of the young person in order to put in place additional support in 

school.  However, the young person reported that she often had to repeat her story multiple 

times to different professionals which she found difficult.  

10.33 Case study one provides examples of ways in which agencies could have worked better 

together. For example, the young person’s social worker reported that information was not 

being shared proactively. It was suggested that the Hub could improve their involvement by 

more proactively sharing information and by attending strategy meetings in order to share 

ideas. 

10.34 Evidence from the outcomes focused case studies shows that the Hub has engaged in and 

promoted multi-agency working around missing children. The following multi-agency 

activities were completed in relation to the eight outcomes focused case studies: 

 all eight of the young people were offered a debrief interview, which was then used to 

share information with other agencies. However, three young people declined to engage 

with the debrief; 

 in seven of the cases the Hub ‘liaised’ with one or more other agency directly to support 

the child or young person; 
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 six of the case studies reported that a MIRAF had been completed for the child or young 

person; 

 in six of the cases the Hub made referrals to other agencies, such as: social services, 

sexual health nurse, substance misuse team, CAMHS and YOS; 

 in two of the  cases the Hub attended multi-agency meetings, such as CSE meetings 

and child protection meetings. 

Improvement Areas 

10.35 Other areas of  improvement for the Hub, which were identified by staff and stakeholders 

included: increased staffing resources; developing the Hub’s primary prevention work with 

children and families; the implementation of a dedicated missing children police officer to 

directly respond to reports; and provision of an out of hours service.  
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11. Success at improving impact and outcomes 

Impact on stakeholders working with children  

11.1 The Hub continues to have a positive impact on professionals working with children who go 

missing in a number of ways, such as improving professionals’:  

 access to accurate and timely information in relation to children who go missing. For 

example, one social worker found the information sharing aspect of the Hub helpful, in 

particular, getting information about locations where the young person was going 

missing and the other young people they were involved with and their associated risks 

(consultation case study one); 

 ability to identify missing episodes and risks in relation to the young person early. For 

example, one teacher found that regular information sharing through the MIRAF enabled 

the school to put in place preventative measures, such as additional pastoral support 

(consultation case study five);  

 ability to work together more effectively, avoiding duplication. For example, one social 

worker reported that through the Hub coordinating work with the police they were able to 

keep the young person safe (consultation case study six); 

 knowledge and understanding of the young person’s circumstances and associated 

risks.  

11.2 A minority of stakeholders and a majority of staff reported that the involvement of the Hub 

had increased information-sharing between agencies. However, in one consultation case 

study there was evidence of agencies not sharing information with each other (case study 

two). The consultation case studies also indicated that some professionals could be better 

informed in relation to specific cases of missing children, for example, through proactive 

information sharing and Hub attendance at strategy meetings. 

11.3 A minority of staff and stakeholders reported that the work of the Hub, in particular, through 

its awareness raising and training provision, contributed to a paradigm shift from viewing 

missing children as ‘problem children’ or ‘willing participant’ to seeing them as victims who 

are ‘coerced’. This is in line with evidence from the Waterhouse Review (2000) and the All 

Party Parliamentary Group’s Joint Inquiry (2012) which has highlighted the importance of 

recognising negative perceptions of young people held by ‘authority figures’ such as police 

officers. In addition, the South Wales Child Sexual Exploitation report identified the 

importance of developing a ‘common language and understanding which results in children 

being treated as vulnerable’ (Pickles, 2015: 30).  

11.4 Further development of monitoring and performance management processes through a 

more systematic approach to collecting feedback from stakeholders, as identified in the 

formative evaluation, remains an area for improvement which would enable the Hub to 

more robustly demonstrate its impact on professionals.  

Reducing the number of children who go missing repeatedly  

11.5 The majority of staff and stakeholders continued to report that the Hub is helping to reduce 

missing episodes for young people. However, only a minority could provide evidence or 

examples to explain this. Stakeholders and staff tended to report that they would require 

access to relevant monitoring data in order to make a confident judgement.  

11.6 The debrief session, was highlighted by a minority of staff and stakeholders as key in 

gaining a comprehensive understanding of the young person’s circumstances, specifically, 

the push and pull factors associated with their missing episodes. Staff and stakeholders 

reported that having an understanding of young people’s reasons for going missing, 
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improved the response by professionals, enabling them to provide appropriate support, 

and, therefore, potentially reducing the number of children who go missing repeatedly.  

11.7 The consultation and outcomes focused case studies provide emerging evidence of the 

impact on the level of missing for children that repeatedly go missing.  

11.8 In 13 (six formative and seven summative) out of the 16 outcomes focused case studies the 

young person had repeated missing episodes. For all but one of these 13 young people, 

staff recorded a reduction in the likelihood that the child or young person goes missing 

again as an expected outcome. This was recorded as an actual impact achieved in relation 

to six of the 12 cases. The six cases in which a reduction was recorded demonstrated the 

following changes in risk levels and associated Hub interventions. 
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Table 8: A summary of Hub interventions and changes in missing episodes in relation to 

young people collected through outcomes focused case studies 

Case Study Change in missing 

episodes 

Hub interventions 

4 (Formative) Young person agreed to 

keep in touch with staff 

when missing and as 

such missing reports 

reduced as reported 

absent instead 

 MIRAF completed 

 Debrief interview conducted in school 

 Referral to CAMHS and B@1 for harm reduction 

5 (Formative) Reduced missing 

episodes – he has not 

been reported missing 

for over a year 

 Regular debrief interviews which also acted as advocacy 

 Mediation between him and his grandmother 

 Referral to substance misuse team 

 Hub liaised with social worker, educational providers and 

extended family and independent reviewing officers 

7 (Formative) Missing episodes have 

reduced, with no 

missing episodes for 

around one month 

 Debrief interview 

 MIRAF completed 

o Reasons for missing episodes established 

o ‘Steps to safety’ discussed 
 Hub liaised with social services about information and plans 

 SERAF assessment completed and CSE worker supporting 

the young person 

 Referral to Cruse Bereavement Counselling  

 Mediation referral made 

 Hub provided input to SERAF strategy and CIN meetings 

2 (Summative) The young person’s 

missing reports have 

ceased and there has 

been a reduction in 

absent reports 

 Review of MIRAF to re-assess risk and downgrade from 

missing to absent  

 Debrief work conducted with Jack  

 Hub provided advice and guidance to residential workers 

 Hub provided support to his parent through a referral to a 

parenting skills workshop 

 Hub made referrals to other agencies including: social 

services, YOS, drug and alcohol service 

4 (Summative) 
No missing reports 

since the mediation 

support was completed 

 MIRAF completed  

 Risk level assessed and appropriate response of ‘Absent 

until Midday’ put in place by Hub 

 Debrief work conducted with Mary  

 Hub provided mediation sessions for Mary and her mother 

 Hub made referrals to other agencies including: school for 

support around bullying and CAMHS for emotional support 

8 (Summative) Reduction in missing 

episodes from eleven in 

October 2015 to five in 

November 2015 

 

 MIRAF assessment conducted  

 Debrief session offered but not engaged with 

 Hub attended multi-agency child protection meeting 

 Hub made referrals to other agencies including: drug and 

alcohol service and LAC health nurse but Olly has refused 

to attend 

 Training for staff at the residential unit and the police in 

CSE, missing and access to MIRAF 

 

11.9 Five of the six outcomes focused case studies above provide some evidence that the Hub’s 

intervention helped to reduce the likelihood that the young people would be reported 

missing again in those cases. However, for case study eight the role of the Hub in bringing 

about a reduction in missing episodes is less clear. 
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11.10 Two of the consultation case studies were conducted with young people, who were 

interviewed both at the formative and summative stages. Both of these young people had 

experience of going missing repeatedly. Therefore, it is possible to identify any changes in 

the frequency of missing for these two young people since May 2015. Case study one 

shows that the young person continues to go missing regularly. As in the formative phase, 

all of those consulted reported that the involvement of the Hub has not impacted on the 

young person’s likelihood of going missing. 

11.11 In case study two, although the young person was no longer going missing at the formative 

phase, the carer and social worker highlighted that despite not being officially reported 

missing, the young person had been ‘couch surfing’, meaning there was no carer present to 

report her missing. The young person has not been reported missing from her new 16+ 

hostel setting for the last four months and says the reasons why she was going missing 

before have been resolved. She partially attributed this to the long term support provided by 

the Hub.  

11.12 However, it is important to note that these two young people, both aged 16, have complex 

difficulties and associated risk. MIRAF data shows that these young people represent a 

profile group of young people with complex needs that the Hub works with, described by a 

minority of staff and stakeholders as presenting challenges in terms of reducing missing 

episodes. 

11.13 The experiences of this small proportion of children suggest mixed results in terms of the 

Hub’s desired impact of reducing the number of children who go missing repeatedly. 

However, as stakeholders reported, changing the lives and behaviour of children takes 

time.  

11.14 All five of the new consultation case studies27 from the summative phase and five of the 

formative consultation case studies, excluding the two longitudinal case studies, involve 

children and young people that go or went missing repeatedly. Evidence from the ten 

consultation case studies, from the formative and summative phases, demonstrates the 

following changes in the number of missing episodes for each young person, as shown in 

Table 9.  

 

 

  

                                            
27

 Non-repeat 
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Table 9: A breakdown of the change in the level of missing episodes for formative and 

summative phase consultation case studies 

Case Study Level of missing at time of the initial 

involvement of the Hub 

Level of missing at time of the 

evaluation (Formative: April 2015 and 

Summative: November 2015) 

2 (Formative) The young person has gone missing 

twice since autumn 2014 

 

The young person went missing once 

more after the debrief and mediation 

according to the mediation worker. Both 

the mediation worker and the young 

person felt he was less likely to go 

missing again. 

3 (Formative) The young person was reported missing 

three times in 2014 

The young person and her social worker 

reported that the likelihood of the young 

person going missing again had reduced. 

5 (Formative) Missing repeatedly prior to February 

2015 

While the young person reported she 

was less likely to go missing, the 

professionals interviewed felt she was 

‘almost certain’ to go missing again. 

6 (Formative) The young person has been reported 

missing over thirty times since 2014 

The young person, her carer and social 

worker all felt she that the likelihood of 

her going missing again had reduced 

8 (Formative) The young person has been reported 

missing eight times since 2014 and the 

last time she went missing was April 

2014 

The social worker and her mother 

reported that there has been no impact 

on the young person’s missing episodes. 

3 (Summative) Frequent missing episodes (at one point 

weekly) for several days at a time 

Significant reduction in missing episodes 

reported by the young person, his mother 

and his debrief worker. 

4 (Summative) Regular missing episodes for one year 

from 2013 

No missing episodes for five months. 

5 (Summative) First went missing six months ago and 

has been regularly reported missing 

since 

The young person says she is now less 

likely to go missing, however, her mother 

reports she is still going missing 

regularly. 

6 (Summative) Frequent missing episodes, around 15 

per month 

The young person and his social worker 

report that he is now less likely to go 

missing.  

7 (Summative) Missing daily since 2013 
Since May 2015 this young person has 

been reported missing 3 times 

 

11.15 A reduction in missing episodes for the young person is recorded in seven of the ten 

consultation case studies. In three of the seven cases, which show a reduction in missing 

episodes it is not possible to evidence that the work of the Hub directly resulted in reducing 

the risk of children going missing. However, in case study seven (summative), the reduction 

in missing episodes was directly attributed by the young person and her foster carer to the 

intervention of the Hub, particularly the advocacy by the debrief worker which resulted in a 

change in care placement for the young person. In addition, in case studies three and six 

(formative), the reduction in missing episodes can be partly attributed to the Hub, but was 

predominantly attributed to other factors. For example, while the young person in case 

study three (formative) reported that following the debrief session she ‘stopped coming in 

late’ to meet the curfew of her foster family, the social worker and the young person 

reported that the change in foster placement, meaning the young person was closer to her 

family and friends, was the predominant reason for the reduction in missing episodes. 
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There was no evidence in this case that the change in care placement was attributable to 

the involvement of the Hub.  

11.16 It is important to note that the case studies portray the experiences of a small proportion of 

children whom the Hub has intervened with and reflect the contrasting views of those who 

participated.  As discussed in the formative report, rather than revealing the extent to which 

the Hub is effective in achieving intended outcomes and impacts, the case studies show 

that the Hub’s mechanisms can, and in cases have, resulted in intended changes. 

11.17 The formative evaluation reported a 7% increase in the number of missing or absent 

children between February 2014 and February 2015 and an 11% increase between March 

2014 and March 2015 based on analysis of two years’ of NICHE data. It also included an 

analysis of ten MIRAFs by Cordis Bright which showed a notable trend towards the overall 

risk levels of children who the Hub completed MIRAFs for either decreasing (four cases) or 

staying the same (six cases) over time. No additional data has been provided since. 

Therefore, it is not possible to gauge if there has been any change over time in terms of 

number of missing children or risk levels of those known to the Hub.   

11.18 It is not possible to accurately assess the extent to which the Hub may be contributing in 

reducing the number of children who go missing repeatedly. In line with the 

recommendations made in the formative evaluation, a more systematic approach to 

monitoring and performance management is necessary in order for the Hub to be able to 

demonstrate this robustly. 

Improving other outcomes for children who go missing 

11.19 There continues to be promising evidence that the Hub, in combination with its partners, is 

helping to achieve other positive outcomes for children who go missing.  

11.20 A minority of staff and stakeholders reported that the involvement of the Hub increased the 

early identification of risk, such as CSE, trafficking and criminal activity. The January 2016 

board briefing goes further in highlighting ‘the early identification and intervention of children 

who are risk of Child Sexual Exploitation (CSE) and identification of potential offenders and 

‘hot spots’ where crime in relation to CSE may take place’ as a ‘recognised benefit’ of the 

Hub model28. 

11.21 The outcomes focused case studies show that the Hub is helping to improve other 

outcomes for children who go missing. For example, the case studies provided evidence in 

three cases that the young person has not received a further criminal conviction; in one 

case that experience of CSE has reduced; in two cases that the young people may have a 

better understanding to protect themselves against CSE; in two cases that the experience 

of harm had reduced, particularly in terms of substance misuse and self-harm; in one case 

that education attendance had increased; and improved family relationships was reported in 

one case study. 

11.22 Consultation case studies provided evidence that the Hub had helped to improve the 

following other outcomes for young people by reducing the risk of homelessness, 

substance misuse, CSE risk, offending behaviour and self-harming behaviour. However, in 

two cases despite the Hub’s intervention, the young people continue to face a high-level of 

risk when missing. This emerging evidence based on a small sample suggests that the Hub 

is having mixed success in terms of improving other outcomes for children who go missing. 

11.23 A minority of staff and stakeholders identified reduction in trafficking as an intended 

outcome of the Hub. Despite trafficking being identified in one of the outcomes focused 

case studies as a risk associated with the young person and an NRM referral made, there 

was still evidence that the young person was subject to trafficking. Evidently, the Hub is not 

                                            
28

 This information has not been independently verified. 
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always able to reduce harmful experiences for children when missing which it has identified 

as a risk, although many factors leading to such experiences are outside of the Hub’s 

sphere of influence. However, Hub staff reported that the reduction of trafficking was 

included in the Hub’s remit as part of a 10 week pilot only. 

11.24 In line with the formative report, the development of a strategic planning process would 

enable the Hub to measure the extent to which its intended other outcomes for children and 

young people are being achieved through its monitoring and performance management. 

Variation in Hub impact on children  

11.25 The majority of staff and a minority of stakeholders reported that the impact of the Hub 

varies by local authority. This variation was predominantly put down to differences in: the 

number of children going missing across areas; local populations, in terms of diversity and 

the number of looked after children; thresholds for child protection, child in need and 

SERAF referrals; the understanding of missing, CSE and trafficking and their associated 

risk levels; and levels of monitoring of missing reports and MIRAF. In particular, Hub staff 

reported that some statutory agencies were not providing CSE Keep Safe work for those 

children at risk of CSE. However, one staff member reported that the impact of the Hub 

varies more by the response of the residential home than by local authority, as often the 

children living there become associated with others going missing. 

11.26 A minority of staff and stakeholders reported that that the impact of the Hub varies by the 

level of need. The majority of these reported that the Hub is currently more effective as a 

form of early intervention for children who have only gone missing once or twice and for 

younger children. The often entrenched behaviour and lack of engagement from older 

children or children that go missing repeatedly was seen as a major barrier to the impact of 

the Hub. However, one staff member reported that when an impact is made on high risk 

children they ‘see more benefits’ particularly in terms of safeguarding.   

Enabling factors and barriers 

11.27 The majority of staff and stakeholders reported that the main factor that enables the Hub to 

have a positive impact is the multi-agency approach. In particular, the involvement of a 

range of relevant agencies and the co-location of the Hub team, were mentioned as factors 

which improve outcomes for children through improving professional responses and joint 

working around missing children. While this was also highlighted as an enabling factor at 

the formative stage, stakeholders and staff placed more emphasis on this aspect of the Hub 

at the summative stage. Other enabling factors reported by staff and stakeholders are: 

information sharing and communication, the MIRAF, joint risk assessments, Hub staff 

experience and knowledge base, strategic and external agency buy-in, awareness raising 

and training, and the debrief. The debrief service and the knowledge and experience of the 

staff team were also highlighted as enabling factors at the formative stage.  

11.28 However, a minority of staff identified elements of multi-agency working as barriers to 

achieving the Hub’s desired impact, such as a lack of information sharing and timely 

completion of the MIRAF. For example, one staff member described a ‘natural tendency to 

become defensive if a new project [the Hub] highlights gaps in their service’, which 

suggests that some wider stakeholders may not have engaged with the Hub as much as 

possible. Another staff member reported that one local authority does not monitor email 

ping alerts about missing reports for known children which they felt meant that often the 

social worker did not have the most up-to-date information on the child’s missing episodes 

and associated risks.  

11.29 Current austerity measures resulting in reduced resources, wide geographical remit, lack of 

awareness of the Hub amongst professionals, particularly out of county, were also 
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mentioned by a minority of staff and stakeholders as barriers facing the Hub. However, a 

minority of staff and stakeholders commented on the role of training in improving attitudes 

to and awareness of missing children amongst professionals. 

Sphere of influence 

11.30 There are key aspects of the Hub’s work which are dependent on the work of other 

agencies in order to have an impact on improving outcomes for children who go missing. 

This reliance of the Hub on the work of its partners to realise some of its key intended 

impacts and outcomes means that there are several factors that act as barriers which were 

identified by stakeholders and staff as outside of the Hub’s sphere of influence.  

11.31 While the Hub’s awareness raising activities, provision of training and guidance and open 

communication were identified by staff and stakeholders as mechanisms to overcome 

barriers presented in multi-agency working, the following factors were identified as being at 

least partly outside of the Hub’s sphere of influence: 

 Take-up of referrals (as shown in outcomes focused case study four);  

 The availability and provision of external services, especially those which provide long 

term support to children and young people (as shown in consultation case study five);  

 Information sharing amongst external partners (as shown in consultation case study six);  

 Use of the MIRAF by other agencies (as reported by Hub staff); 

 Availability of resources for the Hub, such as a shared ICT platform, resource for 

implementing effective monitoring systems and analysis;; 

 Take-up of training provided by the Hub amongst other agencies (as shown in section 

10). 

11.32 For example, in consultation case study one the debrief worker reported that the residential 

living setting continued to report the young person missing inappropriately at times despite 

the Hub having delivered training there several times. In addition, despite the independent 

nature of the debrief service and the flexibility of debrief workers in adapting to young 

people’s needs, such as in terms of meeting location and times, the wide geographic remit, 

non or disguised compliance29 behaviour and lack of consent to engage by the young 

person, remain largely outside of the Hub’s sphere of influence. 

11.33  Another example of the limited sphere of influence of the Hub can be found in consultation 

case study five (new), in which the mediation worker highlighted the Hub’s dependence on 

the limited and variable existence of other suitable agencies and support services to which 

it could refer the young person for support. As the Hub is not intended to be a source of 

ongoing long-term support for missing children, this is a potentially particularly significant 

barrier to the Hub achieving its intended impacts and outcomes. 

  

                                            
29

 ‘‘Disguised compliance’ involves a parent or carer giving the appearance of co-operating with child 
welfare agencies to avoid raising suspicions, to allay professional concerns and ultimately to diffuse 
professional intervention’ (NSPCC, 2010) 
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12. Value for money 

12.1 The Business Case for the Gwent Multi-Agency Missing Children and Young People 

Project, estimated that the annual cost of dealing with missing children in Gwent amounted 

to around £2.25 million.30 

12.2 On the basis of the most relevant data reviewed in April 2015, an estimate of the cost of 

delivering the Hub for one year is £406,367. It is estimated that more than half this cost is 

born by other agencies in Gwent which contribute £253,024 in staff salaries. More recent 

financial information was not available for this report. It has therefore not been possible to 

ascertain if the underspend of £145,008 in year one and £132,401 in year two was spent. 

12.3 As no aggregate quantitative data has been collected relating to the outcomes achieved by 

the Hub, it is not possible to conduct a robust cost-benefit analysis of the Hub. Instead, this 

section presents examples of the types of savings that the Hub may have resulted in, based 

on evidence of outcomes from the outcomes focused case studies. These calculations are 

based on an assumption that each missing episode police investigation costs £1,50031, as 

well as other service and outcome costs derived from unit cost databases, such as the 

Manchester New Economy unit cost database32. It is important to recognise that the cost 

benefit analyses presented below are limited for reasons including: 

 All of the costs used are estimations and are not an exact indication of the cost of 

service use or avoidance in each case. For example, where we know that the young 

person has ‘poor school attendance’, we have had to apply the cost of persistent truancy 

over a year as this is the most appropriate unit cost available. 

 Costs for all services and outcomes are not known, and therefore the cost or value for 

some outcomes or services have not been incorporated. For example, we do not know 

the cost of completing a MIRAF or the value of ‘reduced experience of bullying at 

school’. 

 It is not known if the outcomes and use of services after the Hub’s interventions would 

have been observed had the Hub not been in place. Therefore, it is not possible to 

confidently attribute these outcomes (and any resultant cost benefits) to the Hub.  

12.4 Table 10 shows a cost benefit analysis of Hub-related interventions based on outcomes 

focused case study 4 (summative phase). It shows that prior to the Hub’s intervention, the 

young person incurred around £6,378 in costs due to missing episodes and low attendance 

at school. The Hub’s interventions and referrals to other agencies, cost around £1,572 in 

total, mainly based on the cost of providing mediation, although the cost of completing a 

MIRAF in relation to this young person is not known. It is estimated that due to the Hub’s 

involvement, around £6,378 may have been saved through the avoidance of future missing 

episodes and improved attendance at school. Other positive outcomes observed included 

improved family relationships and reduced experience of bullying, although we have not 

been able to apply financial proxies to these. This means that overall the Hub may have 

resulted in cost benefits of around £4,806 in relation to this young person.  

                                            
30 This is likely to be an underestimate as it does not include: Any initial efforts to recover the child 
before reporting to the police; interventions agreed at strategy meetings; medical interventions; court 
costs, other activities carried out by Social Services, Residential and Foster Carers or Education. For 
more information, please see: Business Case, Gwent Multi-Agency Missing Children and Young 
People Project, Version 0.3 Draft 
31

 This assumption is based on research conducted in 2013 which estimated that the cost of a missing 
person’s investigation was between £1,325 and £2,415. It does not account for costs incurred by 
agencies other than the police, human and emotional costs, or for costs incurred by the police beyond 
investigations and is therefore likely to be a conservative estimate. See: Greene, Karen Shalev, and 
Francis Pakes. ‘The Cost of Missing Person Investigations: Implications for Current Debates’. Policing, 
2013, 1–8. 
32

 For more information, see here: http://neweconomymanchester.com/our-work/research-evaluation-
cost-benefit-analysis/cost-benefit-analysis/unit-cost-database  

http://neweconomymanchester.com/our-work/research-evaluation-cost-benefit-analysis/cost-benefit-analysis/unit-cost-database
http://neweconomymanchester.com/our-work/research-evaluation-cost-benefit-analysis/cost-benefit-analysis/unit-cost-database
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Table 10: Cost benefit analysis of Hub-related interventions based on outcomes 

focused case study 4 (summative)  

Service use and outcomes Estimated cost 

Costs incurred prior to Hub’s intervention 

Three missing episodes  £4,500
33

 

Low attendance at school  £1,878
34

 

Total  £6,378 

   

Cost of Hub-related interventions   

MIRAF  Not known 

Two debrief sessions  £378
35

 

Four mediation sessions  £716 

Social worker home visit  £59
36

 

Substance misuse support  £271
37

 

School counselling  £148
38

 

Total  £1,572 

   

Costs which may have been avoided due to the Hub’s intervention 

No more missing episodes  £4,500 

Improved family relationships  Not known 

Reduced experience of bullying at 

school 

 Not known  

Improved school attendance  £1,878
39

 

Total  £6,378 

   

Cost benefit (costs avoided – cost of 

Hub-related interventions) 

 £4,806 

12.5 Table 11 shows a cost benefit analysis of Hub-related interventions based on outcomes 

focused case study 3 (summative phase). It shows that the Hub’s interventions in relation to 

this young person are estimated to have cost around £4,066. The Hub may have saved 

around £2,458 for the tax-payer as no missing incidences were reported after the Hub’s 

involvement and no CSE crimes were reported, which the young person was deemed to be 

at high risk of previously. This suggests that the Hub’s interventions may have cost around 

                                            
33

 This assumption is based on research conducted by in 2012 which estimated that the cost of a 
missing person’s investigation was between £1,325 and £2,415. It does not account for costs incurred 
by agencies other than the police, human and emotional costs, or for costs incurred by the police 
beyond investigations and is therefore likely to be a conservative estimate. See: Greene, Karen 
Shalev, and Francis Pakes. ‘The Cost of Missing Person Investigations: Implications for Current 
Debates’. Policing, 2013, 1–8. 
34

 The fiscal cost of persistent truancy per individual per year, as per the Manchester New Economy 
unit cost database.  
35

 The costs for the debrief and mediation sessions were calculated using the cost of the service in 
Year 1 (£79,664) divided by the overall number of debrief and mediation sessions delivered in year 1 
(421), which gives an average cost per session of £189. 
36

 The cost per hour of a social worker (including qualification costs), as per the Manchester New 
Economy unit cost database. 
37

 Based on HE2.9 fiscal cost of children and adolescent community substance misuse support, as per 
the Manchester New Economy unit cost database. 
38

 Based on E&S4.0 fiscal cost of school-based emotional learning programme per child per year, as 
per the Manchester New Economy unit cost database. 
39

 The fiscal cost of persistent truancy per individual per year, as per the Manchester New Economy 
unit cost database. 
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£1,608 more than they saved. However, it is important to note that this model assumes that 

only one missing episode and one criminal incident of CSE would have resulted had the 

Hub not been involved whereas, in fact, it is quite possible that the case may have 

escalated beyond this had the Hub not been in place. 

Table 11: Cost benefit analysis of Hub-related interventions based on outcomes 

focused case study 3 (summative) 

Service use and outcomes Estimated cost 

Costs incurred prior to Hub’s intervention 

One missing episode  £1,500
40

 

Total  £1,500 

   

Costs of Hub-related interventions 

Child protection assessment  £900
41

 

Social work home visit  £59
42

 

One debrief  £189
43

 

Barnardo’s CSE intervention  £2,918
44

 

Total  £4,066 

   

Costs which may have been avoided due to the Hub’s intervention 

No more missing episodes  £1,500 

No CSE crimes  £663 (fiscal) + £1,795 (social) 
45

 

Total  £2,458 

   

Cost benefit (costs avoided – 

cost of Hub-related 

interventions) 

 - £1,608 

12.6 The majority of stakeholders and all staff reported that the Hub offers good value for 

money. Stakeholders suggested that the Hub offers good value for money because it: helps 

to reduce demand on other services, especially social services and the police; is more 

efficient than previous approaches; reduces missing episodes and other public service 

costs, such as Accident and Emergency attendances.  

12.7 As outlined in the formative report, the Hub may be able to better demonstrate value for 

money in the future if it records concrete quantitative outcome data, such as a young 

person’s education or training status prior to Hub intervention and after the Hub 

intervention. Such data will allow for cost-benefits to be more effectively calculated.  

 

 

  

                                            
40

 The cost of missing episodes was calculated as per footnote 37. 
41

 Cost of a child protection assessment, as per the Manchester New Economy unit cost database. 
42

 Cost per social worker home visit, as per the Manchester New Economy unit cost database. 
43

 The cost of debriefs was calculated as per footnote 37. 
44

 Average cost of Barnardo’s CSE intervention, as estimated by Barnardo’s:   
http://www.barnardos.org.uk/an_assessment_of_the_potential_savings_from_barnardo_s_intervention
s_for_young_people_who_have_been_sexually_exploited_-_full_research_report__final_.pdf  
45

 Average cost per incident of crime, as per the Manchester New Economy unit cost database, in 
terms of both fiscal and social benefits. 

http://www.barnardos.org.uk/an_assessment_of_the_potential_savings_from_barnardo_s_interventions_for_young_people_who_have_been_sexually_exploited_-_full_research_report__final_.pdf
http://www.barnardos.org.uk/an_assessment_of_the_potential_savings_from_barnardo_s_interventions_for_young_people_who_have_been_sexually_exploited_-_full_research_report__final_.pdf
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13. Conclusion 

13.1 The Hub is an innovative and developing project providing a unique service in relation to 

children who go, or are at risk of going, missing in the Gwent region. There is evidence that 

key areas of the Hub’s work are being implemented appropriately and largely in line with 

the theory of change and good practice for multi-agency working. There is also emerging 

evidence that in some cases the Hub is resulting in its intended impacts and outcomes for 

children and young people who go missing. 

13.2 However, as highlighted throughout this report and in the formative report, strategic 

planning, monitoring, performance management and quality assurance remain key ways in 

which the Hub’s work could be further developed. This will enable the Hub to consistently 

demonstrate its value and the extent to which it is realising its intended outcomes. This will 

also enable a clearer demonstration of the Hub’s sphere of impact.  
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Annex A: Consultation Case Studies 

1.1 The first two consultation case studies concern young people that were interviewed at both 

the formative and summative phase. Consultation case studies three to seven concern young 

people that were interviewed at the summative phase.  

Consultation Case Study One (involved at formative and summative evaluation stage) 

Consultation participants 

1.2 The following people participated in the summative stage of this case study: 

 the young person was interviewed face-to-face; 

 one professional was interviewed face-to-face: a Llamau debrief worker;  

 two professionals were interviewed over the phone: a teacher from the young person’s 

school and the young person’s social worker. 

Person context 

1.3 This young person is 16 years old and is still looked after under a Full Care Order and 

resides at a 16+ hostel setting. He is currently on an education statement and is offered 

tutoring for two hours per week. However, according to the school he does not engage. He 

still goes missing regularly, on average 3-4 times per week. The following reasons were 

given by the young person to explain why he goes missing:  

 he becomes bored when his television is removed by his carers at 11pm and often can’t 

sleep so he goes out; 

 he is not allowed to go into the kitchen at night and he gets hungry so goes out. 

 

These appear to have predominantly remained the same since the formative phase. 

1.4 The social worker also identified the ‘pull factors’ of his mother as a reason why he goes out. 

She reported that the nature of his missing has changed as now while he still goes missing 

regularly, it is often for a shorter period of time and then he returns.  

Involvement of the Hub in this case since May 2015 

1.5 The young person reported that he continues to receive debrief sessions. However, while he 

felt the debrief workers listened to him, he reported that this was not helpful. 

1.6 His social worker reported that the Hub appear to be less involved with the young person 

now and shares information less proactively.  

1.7 The social worker found the information sharing aspect of the Hub helpful, in particular, in 

getting information about locations where he is going missing and the other young people 

that the young person is involved with and their associated risks.  

Other professionals involved since May 2015 

1.8 The young person reported that the social workers and carers did not have a good 

understanding of his situation. He reported that whilst they already know about his situation 

he has to keep reminding them. He reported that professionals do not work well together to 

support him as his current supported accommodation is the wrong place for him to be. The 

young person also reported that the carers report him missing when he is not missing, for 

example, during the afternoon.  
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1.9 Similarly, the debrief worker reported that the carers sometimes follow protocol and at other 

times do not, meaning at times they report the young person missing inappropriately despite 

the Hub having delivered training there several times.  

Impact of the Hub on the child or young person since May 2015 

1.10 As in the previous phase none of those consulted reported that there has been an impact on 

the young person from the involvement of the Hub in terms of his likelihood of going missing. 

However, the young person himself reported that he knows how to stay safe while he is 

missing, but not that this was due to the Hub 

New areas for improvement 

1.11 The young person reported that the social worker and his carers could listen to him and 

sympathise with him more.  

1.12 The social worker reported that the Hub has not provided enough support in relation to the 

young person’s missing. She suggested that the Hub could improve their involvement by 

more proactively sharing information and by attending strategy meetings in order to share 

ideas. 

Consultation Case Study Two (involved at formative and summative evaluation stage) 

Consultation participants 

1.13 The following people participated in this case study: 

 the young person was interviewed face-to-face in the presence of her debrief worker; 

 two professionals were interviewed face-to-face separately: a Llamau 16+ hostel carer 

and the young person’s debrief worker. 

Person context 

1.14 This 16 year old young person now lives in a 16+ hostel setting and has not been reported 

missing for the last four months.  

1.15 Various risk factors were highlighted in relation to this young person, including: 

homelessness, substance misuse and sexual exploitation. However, these risks have now 

significantly reduced in line with the young person’s reduction in missing.  

 

Involvement of the Hub in this case since May 2015 

1.16 The young person and 16+ hostel carer both reported that because the young person is no 

longer going missing, the Hub is less involved. However, both have highlighted the 

importance of the long term nature of support from the Hub. The young person’s carer also 

highlighted the contribution of the Hub in effective multi-agency working with the other 

professionals involved with the young person.  

1.17 The young person, carer and debrief worker reported that now the young person is no longer 

using drugs or associating with the people she did before, she does not go missing anymore.  

Other professionals involved since May 2015 

1.18 The 16+ hostel carer reported that the young person has now built up trusting relationships 

with her workers and quite firm boundary setting has taken place as she is more mature and 
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flexible now. The young person is currently receiving consistent support from her carer, 

social worker, a specialist police officer, a housing officer and a substance misuse worker.  

1.19 The 16+ hostel carer reported that all professionals have extensive history of the young 

person and understood her character. She reported that the young person hasn’t had to 

repeat her story over again since she has always had the debrief worker to tell her story 

when making new referrals. Initially when she first came to the 16+ hostel setting the young 

person had seven workers which the carer has now managed to whittle down to a few 

consistent workers who work well together which is important to the young person. However, 

the carer did report the difficulties with probation and MAPPA meetings as they wouldn’t 

share information on license agreements. 

Impact of the Hub on the child or young person since May 2015 

1.20 The young person reported that she is not going missing anymore because she is now 

settled and the reasons why she was going missing before have been resolved, which both 

the young person and her carer partly attribute to the long term support provided by the Hub.   

1.21 The 16+ hostel carer reported that the young person now has the right support in place for 

her future so is not likely to go missing anymore. She also knows how to stay safe and is 

aware of risks. This was partly attributed to the role of the Hub. 

New areas for improvement 

1.22 The young person, carer and social worker did not suggest any areas for improvement in the 

way the Hub was involved in this case. 

Consultation Case Study Three (New) 

Consultation participants 

1.23 The following people participated in the case study: 

 the young person was interviewed face-to-face; 

 the young person’s mother was interviewed face-to-face; 

 one professional was interviewed face-to-face: a Llamau debrief worker.  

Person context 

1.24 This young person is 17 years old and lives with his parents at their family home. The young 

person went missing regularly over a period of three months in 2014 and would often go 

missing for several days at a time. The following reasons were given by the young person to 

explain why he goes missing: 

 he had a difficult relationship with his parents who he felt didn’t understand him; 

 he would get angry when things ‘go bad’ and wouldn’t know how to deal with it so would 

go out; 

 he has a girlfriend who he feels he is protecting by going with her away from home. 

1.25 His mother and the debrief worker also identified the ‘pull factor’ of his girlfriend as a reason 

why he goes out. They explained that the young person has had emotional difficulties due to 

two recent family bereavements and has had a late diagnosis of Asperger’s. His mother also 

stated that he would often get ill when he was missing due to camping out for several days in 

a row. 
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Involvement of the Hub in this case 

1.26 The young person reported that they had received a debrief: 

‘Someone from Llamau debrief came to speak with me at home after I went missing. They 

were helpful, we spoke about why I went missing and about possible dangers if he did go 

on the streets again.’  

1.27 The young person reported that the debrief workers got his views across to other 

professionals and they taught him what to say to help them understand his situation. 

1.28 His mother confirmed that she was aware that he had received a timely debrief after the 

debrief worker came to speak to her at work. She reported that it was: 

‘helpful as the Hub had a good understanding of his situation. And that the debrief worker 

‘had a bee in her bonnet about getting things done’. This included ‘getting things moving 

with social services’.  

1.29 The young person reported that the support that the Hub referred him for did help to improve 

his situation. However, he did think he had to explain himself to different people a lot of 

times.  

Other professionals involved 

1.30 After the Hub was involved the young person received support from social services 14 plus 

team, youth offending, CAMHS and DASS (Domestic Abuse Support Service) to support the 

young person with his ‘aggressive behaviour’. 

1.31 His mother reported that the young person was ‘brain washed about anyone who works with 

social services as he thinks they are not going to help’ so the debrief worker contacting social 

services on his behalf was useful. She was positive about the involvement of the police and 

youth offending team. His mother reported that the young person had received the same 

messages from many different professionals about the risks associated with missing which 

meant that he was able to understand that they were real.  

Impact of the Hub on the child or young person 

1.32 His mother reported that the involvement of the Hub has had an impact on the young person 

as he is now receiving the support he needed, the work with DASS has been particularly 

important, meaning he is less likely to go missing now. She also reported that she is now 

better able to support her son.  

1.33 The young person indicated that he feels less likely to go missing now as he has ‘calmed 

down a bit’ and is more settled now he had a job. He also reported that the support he has 

received, such as from Families First, has been helpful in talking him out of going missing 

and pointing out the dangers. However, he still reported that ‘if stuff goes bad he will go on 

the streets again’ and that he needed more support to stop him going missing again.  

Areas for improvement 

1.34 The young person’s mother suggested that the ‘speed of services’ from related professionals 

could have been improved, particularly in terms of education, who were not responding in his 

previous school, and CAMHS who had put him on a two year waiting list. The young person 

reported that although people had ‘done well’ in supporting him, he would have liked an 

alternative option instead of running away when he gets angry, for example, if he had 

somewhere else to go for the night with some space and time away from home.  
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Consultation Case Study Four (New) 

Consultation participants 

1.35 The following people participated in the case study: 

 the young person was interviewed face-to-face; 

 the young person’s parents (the mother and father) were interviewed face-to-face; 

 one professional was interviewed face-to-face: a Llamau debrief worker.  

Person context 

1.36 This young person is 18 years old and lives with her parents at their family home. The young 

person went missing regularly over a period of nearly one year from 2013. The young person 

explained that the reason why she went missing was because of her older brother’s 

aggressive behaviour towards her. 

1.37 Risk factors of criminal activity and sexual exploitation were highlighted in relation to this 

young person at the time of repeated missing episodes.  

1.38 The young person’s parents identified the following reasons why the young person went 

missing: 

 trying to identify herself because of her care status; 

 being bullied at school and a lack of friends meant she stopped going to school and fell in 

with the wrong crowd who she then went missing with.  

1.39 The debrief worker also identified the ‘push factor’ of the abusive behaviour of the brother 

and made a child protection referral. She also identified the ‘pull factors’ of the biological 

parents, which she felt there were risks associated with, such as the presence of sex 

offenders, and a group of criminal young people.  

Involvement of the Hub in this case 

1.40 The young person reported that they had received a debrief a couple of weeks after going 

missing. She said that she found talking about why she went missing and thinking about an 

alternative to running helpful. The young person reported that the debrief workers listened to 

her and understood. She said that she: 

‘can't talk to other people as they don't understand and they don't believe me, instead 

they believe my parents who are saying something different but she [debrief worker] 

believes me and talks to them for me and gets my views across’.  

1.41 The young person’s parents reported that the debrief worker spoke to the young person in ‘a 

good way and knew how to handle it’ and that they listened well to their daughter.  

1.42 The young person reported that the involvement of the Hub did help her situation as it got her 

some good support from people that understand her situation, particularly the social worker 

and the prevention worker.  

Other professionals involved 

1.43 The parents reported that at times there were too many agencies involved, with six or seven 

different professionals at one meeting, which meant they were confused who was who. 

However, they didn’t feel that the professionals were duplicating. They found that overall the 

police were good and really explained to her the dangers, however, some police officers who 

saw her a lot got fed up and said they have better things to do. They also reported that they 

received some good support from the Head of Year at the school and the prevention worker.  
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1.44 While the young person reported that professionals had a good understanding of her 

situation, she didn’t like people talking about her ‘business’ and this made her angry.  

Impact of the Hub on the child or young person 

1.45 The debrief worker highlighted that the young person has not had any missing episodes for 

over five months. She predominantly put this down to her association with a group of risky 

and criminal young people being cut as a result of information gathered from the debrief, 

shared with the police and acted on. The debrief worker said that the young person had fed 

back that she was always listened to in the debrief session. 

1.46 However, the young person’s parents reported that while she was no longer going missing 

she was still at risk from her current boyfriend for other reasons.  

1.47 The young person indicated that she feels more supported now, particularly from her social 

worker, prevention worker and the debrief worker and that they have explained the dangers 

of going missing to her, for example through showing her DVDs. She now feels less likely to 

go missing as a results of this support and because as she has ‘calmed down a bit’. She also 

feels that her parents:  

‘understand me a bit better now, they ring me more and text me to find out where I 

am and see how I am doing rather than reporting me missing. This is due to all the 

support of me and them talking to my parents.’ 

Areas for improvement 

1.48 The young person’s parents suggested that the Hub could have got involved earlier and that 

they would have benefitted from more insight by the debrief worker as to why she was going 

missing and more advice around her going missing.  

Consultation Case Study Five (New) 

Consultation participants 

1.49 The following people participated in this case study: 

 the young person was interviewed face-to-face;  

 the young person’s mother was interviewed face-to-face; 

 a teacher from the young person’s school was interviewed over the phone;  

 the young person’s professional mediation worker was interviewed face-to-face. 

1.50 This 16 year old young person first went missing a year and 6 months ago has been missing 

regularly since then. She lives at home with her mother. She normally goes missing during 

the night by climbing out of her window. The young person has learning difficulties, including 

global development delay.  

Involvement of the Hub in this case 

1.51 The young person and the professional mediation worker both reported that they had been 

provided with a debrief session four days after going missing and then started mediation 

sessions shortly after that. The mediation worker reported that she has weekly ongoing 

sessions with the young person and her mother.  

1.52 The young person described the debrief worker as helpful and that they talked about why she 

ran away and where she went. She found that the debrief worker listened to her and that she 

got her views heard with her mother and her grandmother.  
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1.53 The young person’s teacher reported that the information sharing by the Hub was helpful in 

order to inform the school of missing episodes outside of school and build a picture of the 

young person. The teacher reported that checking the MIRAF regularly enabled the school to 

put in place preventative measures within school, such as modifying the curriculum and 

pastoral support offered to the young person.  

Other professionals involved 

1.54 Other than the debrief worker, the young person reported that her social worker and 

mediation worker had the best understanding of her.  

1.55 However, the young person reported that she often had to repeat her story multiple times to 

different professionals which she found difficult.  

1.56 The young person’s mother reported that a police officer tried to work with the young person 

intensely in safety work which involved checking her phone. However, her mother reported 

that this didn’t make any difference as her daughter doesn’t listen or engage.   

1.57 The young person’s teacher reported that the mediation work the young person was 

receiving fitted well with the restorative justice approach taken at the school. However, he 

reported that social services and health could be brought in to better support the young 

person as they do not currently attend multi-agency meetings held by the school. 

Impact of the Hub on the child or young person 

1.58 The mediation worker reported that she has had a positive impact on the young person and 

her mother because she has taken a consistent, ongoing, and long-term approach to working 

with them. The mediation worker reported that this has encouraged the mother and young 

person to engage better with professionals. However, the mediation worker also suggested 

that the impact of the Hub has been limited by the lack of appropriate long-term support 

services which she could refer the young person to which the young person would be eligible 

to claim support from. 

1.59 The young person reported that she is less likely to going missing now because of the 

mediation she feels she is better able to speak to her family and friends rather than go 

missing.   

1.60 However, the young person’s mother reported that the young person continues to go missing 

regularly.  

1.61 The mediation worker reported that the young person would be less likely to go missing if 

support was put in place for her mother around parenting and boundaries and if the young 

person received ongoing and consistent support from a one-to-one support worker.  

1.62 The young person’s teacher reported that she was still likely to go missing and considered 

her to be at high risk while missing due to her learning difficulties and her understanding of 

the world.  

Areas for improvement 

1.63 The young person felt she needed ongoing support from social services, who had stopped 

supporting her. She also reported that agencies were not working well together to support 

her as ‘one person says one thing to me and another person says something different’.  

1.64 The young person’s mother reported that she has not received sufficient support to care for 

her daughter, particularly as she continues to go missing and her mother feels she is in 

danger of being exploited when she is missing. 
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1.65 The young person’s teacher reported that while the information sharing is great, it would be 

beneficial for the Hub to attend multi-agency meetings held by the school around the young 

person. He also suggested that the school would benefit from some training around missing 

in general and the associated risks as well as the training on use of the MIRAF.  

Case Study Six (New) 

Consultation participants 

1.66 The following people participated in this case study: 

 the young person was interviewed face-to-face; 

 the young person’s social worker was interviewed face-to-face; 

 a Llamau debrief worker was interviewed face-to-face. 

Person context 

1.67 This young person is 17 years old. He is looked after under a Full Care Order and resides at 

a 16+ hostel setting. He has frequent missing episodes, around 15 times per month 

according to the debrief worker, and faces major risks when missing, including: drug misuse, 

sexual exploitation and trafficking.  

Involvement of the Hub in this case 

1.68 The young person reported having had a debrief session around two days after he was first 

reported missing from his 16+ hostel accommodation. He liked that the debrief worker took 

him out of the 16+ hostel setting so he could talk to her in private. He reported that the 

debrief worker: 

‘approached me in a nice way as a human approach, not like a worker who thinks 

they know everything. I don't like that and I won't engage. She gave me information 

and advice and we talked about risks and dangers when I went missing’.  

1.69 The social worker explained that debrief worker had a good relationship with the young 

person as she had been working with him for a long time and had attended a lot of meetings 

as an advocate for the young person. The social worker used the MIRAF completed by the 

Hub around this young person, however, recently the social worker has reported that 

information sharing from the Hub has been less proactive.  The social worker reported that 

overall it is good that the Hub is involved. In particular he found that their involvement with 

the police has made a big difference to the younger person in bringing it all together and 

helping to keep him safe, which wasn’t in place before.  

Other professionals involved 

1.70 The young person reported that the involvement of the carers at his 16+ hostel setting has 

improved as they now have a better understanding of him and they are better at calming him 

down when he gets angry. 

1.71 The social worker reported that the young person had a good support network at his 16+ 

hostel accommodation.  

Impact of the Hub on the child or young person 

1.72 The young person reported that he is less likely to go missing now and he reported that he 

felt supported and listened to by the debrief worker but he did not directly attribute the 

reduced likelihood of going missing to the intervention of the Hub. Instead, he explained that: 



 

61 

‘I only go missing when I am angry and I am getting angry less because I deal with it 

myself now’.  

1.73 The young person also reported that he was less likely to go missing because he has been 

off legal highs for the last three months. 

1.74 The social worker reported that the young person was less likely to go missing as he doesn’t 

have the pull factor of his peers in the city as he is now afraid of them. 

1.75 The young person reported that he was now more likely to keep himself safe as he was 

‘older and had more street sense’. However, the social worker reported that the young 

person is still at high risk of danger and harm when missing due to the potential of a drug 

overdose. 

Areas for improvement 

1.76 The young person reported that some people could have a better understanding of him, 

including his mother and the carers at his support living setting.  

1.77 The social worker reported that he would have benefitted from more communication and 

information sharing from the Hub, in particular he reported that the 16 plus social services 

team are no longer getting alerts from the Hub about their young people when they go 

missing so they cannot see any patterns. The social worker also reported that the lack of Hub 

attendance at strategy meetings not just with this young person but with other young people 

that go missing in general, has been  an area that could have improved, along with the Hub 

not contributing to the care planning process for the young person. 

Case Study Seven (New) 

Consultation participants 

1.78 The following people participated in this case study: 

 the young person was interviewed face-to-face; 

 the young person’s foster carer was interviewed face-to-face; 

 one Llamau debrief worker was interviewed face-to-face. 

Person context 

1.79 This 14 year old young person has resided with a foster carer since May 2015. 

1.80 She initially lived with her mother who was an alcoholic. Her father was also an alcoholic and 

while her parents didn’t live together they would regularly argue. Since 2013 this young 

person has been going missing daily. However, since May 2015 when she was placed in 

foster care, she has only been reported missing three times. 

1.81 The young person reported that her previous friends were a ‘pull factor’ for her going missing. 

The debrief worker also identified not wanting to live at home as a ‘push factor’ for the young 

person.  

1.82 The risks facing this young person when missing include self-harm and sexual exploitation.  

Involvement of the Hub in this case 

1.83 The young person reported that she had a visit from the debrief worker every 10 days when 

she was going missing daily. She said that she found it helpful and that the debrief worker 

listened to her and understood her point of view, as well as made her aware of the risks of 

going missing. In particular, she reported that the debrief work helped her stop self-harming 

and helped with her confidence.  



 

62 

1.84 The young person’s foster carer reported that she has been missing three times since she 

has been in her care and that it was from the Pupil Referral Unit (PRU) in the school. The 

foster carer highlighted that she was kept up to date and that the young person received a 

debrief session the next day after her third time missing. However, because the young 

person was reported missing from the PRU the social worker went there to talk to the young 

person while she was at school. 

1.85 The debrief worker reported that she successfully advocated for the young person at multi-

agency meetings, to voice that she wanted to go into care. The debrief worker reported that 

she was working with the young person once per week. However, she then had to reduce 

that as she felt the young person was becoming dependent on her. The debrief worker 

reported that her direct work with the young person avoided potential very damaging self-

harm.  

Other professionals involved 

1.86 The debrief worker reported that the young person wasn't known to Social Services 

previously and that it was only through the missing and the Hub that she became known to 

social services. The debrief worker reported that the police also recognised the risk to the 

young person due to the MIRAF. Previously the young person had many agencies involved 

at the peak of her missing but now she has one social worker who the debrief worker feels 

the young person now gets on much better with.  

1.87 The young person reported that the different professionals were working well together to 

support her. Although she did feel that she had to tell different professionals her story over 

and over again.  

1.88 The foster carer reported that at the beginning a lot of services were involved and that was 

quite upsetting for the young person as she had to explain her story a lot of times. However, 

she did report that the social worker had the best understanding of the young person’s 

situation as she was involved with her daily. The foster carer also reported that she was able 

to support the young person as she was a bit younger and more approachable. 

Impact of the Hub on the child or young person 

1.89 The young person indicated that she is now less likely to go missing and highlighted the fact 

that she felt this was down to the work of the debrief worker. She reported that the reasons 

why she had been going missing, namely the situation at home and her previous friends, had 

‘been sorted’ now that she was placed in foster care out of area. This is something the 

debrief worker consistently advocated for on behalf of the young person.  

1.90 The debrief worker reported that she felt the young person has now stopped going missing 

because she has been listened to and she is living where she wants to which is in foster care 

and is attending a new school out of area. She also reported that the role of the debrief 

sessions helped to avoid potentially very damaging self-harm.  

1.91 The foster carer also identified the change in placement for the young person as the key 

factor in stopping her going missing as she is now in a more stable and settled living 

environment. 

Areas for improvement  

1.92 Neither the young person nor the foster carer suggested any areas for improvement in the 

way the Hub was involved in this case. 
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