London Strategic Risk Outside the Home (STROTH) Meeting: 
Using Data, Intelligence and Evidence to Improve Adolescent Safety

Draft practice guidance on using evidence to inform Strategic Risk Outside the Home (STROTH) meetings 

Status: working draft for local and London-wide discussion. N.B. This guidance supports, but does not replace, the London MACE and Harm Outside the Home Protocol, local safeguarding procedures or statutory information-sharing responsibilities.

MEETING PURPOSE

STROTH exists to use multi-agency understanding of extra familial harm to drive decisions that make adolescents and the contexts around them safer. It is not sufficient to receive information, note trends or demonstrate that agencies are busy. The meeting must interpret what is known, challenge what is assumed, decide what needs to change and test whether those changes have had an effect.

PURPOSE OF ANALYSIS 

Data, intelligence and evidence should be used to ask better questions, identify inequity, test competing explanations and guide action. 

It should not simply describe activity or reassure professionals that a response is in place.

Six questions should guide every STROTH meeting:

1. What are we learning about harm to adolescents, and where and in what relationships or contexts is it occurring?

2. What is our system doing in response, and where is it failing to help?

3. Which young people, groups, relationships and contexts are missing or poorly understood?

4. Are any of our decisions or responses inadvertently creating compounding or displacing harm?

5. What evidence do we have that young people and contexts are becoming safer?

6. What needs to change, who will do it, and how will we know it has made a difference?

Suggested terminology to understand the different ways of knowing and understanding

Data describes what has been recorded, by whom, under which definitions and over what period. Intelligence can flag emerging concerns, patterns in places or relationships, and information not yet reflected in formal datasets. Evidence is the body of information used to form and test a judgement about what is happening, why and with what effect. It can include soft and anecdotal information provided that is noted.

STROTH should bring different accounts into conversation rather than collapse them into one apparently certain picture. For example, recorded police incidents, practitioner observations and young people’s own safety maps may produce different accounts of the same place. The differences may themselves be important evidence and they should prompt enquiry, not be treated as error to be eliminated.

Analysts and STROTH meetings should draw upon a range of complementary forms of evidence to support their activity as appropriate to the area for discussion.

· Need and harm

Build a proportionate, cross-agency picture of patterns and changing concerns. Sources may include safeguarding referrals and assessments; exploitation and harm-outside-the-home concerns, violence and victimisation, missing episodes and return-home information, attendance, suspensions, exclusions and children missing education, youth justice contacts, relevant health and hospital data, police information, and contextual assessments of schools, neighbourhoods, places, peer networks and online environments.

Ask what is changing, where concerns concentrate, which contexts connect, and whether apparent trends reflect changes in reporting, surveillance, access or definitions. 

The aim is meaningful insight, not the largest possible dataset.

· The response of the system

Follow what happens after a concern is identified. Consider access to safeguarding and practical help, timeliness, continuity of trusted relationships, education provision, health and mental-health provision, whether partnership actions are delivered, contextual interventions and disruption activity, cross-borough coordination and persistent barriers or gaps.

Identify young people who are repeatedly recognised but not effectively helped, including those who do not meet an individual service threshold. Examine whether referral routes, agency boundaries, decisions and resources are contributing to that outcome.

· Safety and outcomes

Seek evidence of change in three distinct areas: 
· the young person’s circumstances, support, agency and sense of safety
· the safety of relationships, places and other contexts in which harm occurs
· the safeguarding system’s ability to respond earlier, more fairly and more effectively. 
These are connected but not interchangeable.

Relevant evidence might include young people’s reports of safety and trust, stable access to trusted adults, safe places, sustained education and supportive activity, change in harmful peer or place dynamics, reduced opportunities for exploitation or violence, access to help young people themselves want and whether improvements are sustained. A fall in missing reports or police contacts are not, on their own, evidence of greater safety. More disclosures may be a sign of improved trust. Disruption may displace harm rather than reduce it.

· Lived experience, practice and community knowledge

Sources can include safety mapping, feedback from parents and carers, feedback from youth workers and trusted community organisations, practitioner observations, contextual assessments, relevant community intelligence, audits, learning from reviews and qualitative themes from Operational MACE and other panels and forums. 

Children’s experiences should inform the substantive issues under discussion and not be confined to an annual “voice” item. Be explicit about whose views have been heard, how they were gathered, whether young people could speak safely and freely, and what has changed because of their contributions. Do not treat consultation as a substitute for decision-making power or continued relationships.



INTERPRETING EVIDENCE CRITICALLY

A STROTH briefing should explain not only what the evidence shows but also what it cannot show. The analyst and meeting should actively test the following:
· No recorded problem may reflect under-recognition, barriers to disclosure, poor recording or low trust and not the absence of harm.
· Service data is partly a record of professional decisions, policing practice, thresholds and access to support as well as of underlying harm.
· An increase in reports may reflect improved identification. A fall may reflect displacement, disengagement or changed recording.
· Comparisons require attention to denominators, geography, reporting periods, small numbers, definitions, duplication and missing data.
· Association does not establish causation. Explain plausible alternative accounts and what further enquiry could distinguish between them.
· Protect confidentiality when numbers are small without making marginalised children and experiences invisible.
· Give uncertainty a place in the briefing: label confirmed findings, plausible interpretations and unanswered questions separately.
· Avoid confidence created by presentation. A dashboard can be technically accurate and still produce a misleading strategic picture when the wrong questions, measures or population are used.

EQUITY, DISPROPORTIONALITY AND SYSTEM-GENERATED HARM

Where meaningful analyse patterns by age, sex/gender, ethnicity, disability, SEND, neurodivergence, care experience or status, education status and relevant geography or socioeconomic factors. Consider the intersections between characteristics and the limits imposed by recording quality or sample sizes.

Do not stop at asking which groups are over-represented. Ask where differences first emerge, whose concerns are taken seriously, whose behaviour is criminalised rather than understood, who receives protection or support, and how organisational choices may contribute. This may include policing, exclusion, placement decisions, thresholds, service design, commissioning and the absence of trusted provision.

Strategic safeguarding scrutiny includes recognising when the response itself may increase harm. Examples include unnecessary criminalisation, disruption of relationships, exclusion from protective environments or a transfer of risk to another location. STROTH should record what it will do differently as a result of such findings.



ROLES AND EXPECTATIONS

Joint chairs
Agree with the questions requiring strategic attention before the meeting. Give priority to interpretation, challenge, decisions and accountability. 

Analyst or named intelligence lead
Prepare a concise integrated strategic safeguarding picture, not a sequence of unconnected agency charts. Identify significant changes, patterns by context and group, alternative interpretations, gaps, data-quality issues and proposed lines of enquiry. Distinguish observation from inference. Seek input from practitioners and young people through appropriate routes, rather than claiming that numerical indicators speak for themselves.

Agency representatives
Contribute reliable and timely information, explain how their agency’s practices shape the recorded picture, share relevant frontline knowledge, challenge assumptions and identify changes within their own remit. Members should arrive able to make or secure decisions, not simply provide updates.

STROTH collectively
Support the chairs to select the problems requiring joint action, commission targeted enquiry where evidence is weak, decide whether to change policy, practice, provision, commissioning, contextual action or escalation, assign an owner and review date and agree what credible evidence of improvement would look like. Revisit impact rather than merely marking actions as complete.

Do not defer inquiry or delay action simply because a perfect dataset does not exist. Where the picture is inadequate consider whether the information available is sufficient for decision making or consider commissioning a focused audit, contextual assessment, qualitative enquiry or focus group with a clear question and timeframe.

INFORMATION SHARING

Strategic STROTH reporting should normally use aggregated or anonymised information. Identifiable child-level matters belong in the appropriate operational safeguarding processes.

WHAT A GOOD STROTH DISCUSSION PRODUCES

Every substantive item should end with a short record of the issue and its context, what is known and what remains uncertain, the interpretation agreed or competing explanations to be tested, any equality or unintended-harm implications; the decision; the owner and deadline; and the evidence to be reviewed to judge progress.

STROTH should resist three using these substitutes for impact: 
· reducing young people’s recorded behaviours without understanding safety
· counting meetings, referrals or interventions as protection
· treating the accumulation of intelligence as an end in itself.


Appendix A: 


Template to help with analysis for STROTH 
Use one briefing per substantive strategic question or emerging concern. Keep the report short. 

	Decision required
What precisely does STROTH need to understand, decide, respond to or escalate? Why is this being asked? Why now?
	

	What is happening?
Summarise the material pattern or change. State the population, timeframe, contexts and relevant agency or cross-borough connections. Give a few meaningful figures or observations, not an undifferentiated data dump.
	

	Who is affected and who is not being considered?
What do we know about unequal exposure, recognition and response? Whose experiences or contexts are absent? What data quality, definitions or denominator issues matter?
	

	What other knowledge tells us
What do young people, families, practitioners, community organisations and contextual enquiries say? Where do their accounts reinforce or challenge formal datasets?
	

	What might explain it?
Distinguish established findings from hypotheses. Note alternative explanations and whether system practices may contribute to, worsen or displace harm.
What is our response doing?
What help, protection, contextual action or disruption is happening? Who does not receive effective help? What is the evidence of improvements in safety for young people, contexts and the system?
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