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	 YOU SHOULD ENSURE THAT:-
· You read, understand and, where appropriate, act on this information

· All people in your workplace who need to know see this procedure

· This document is properly filed in a place to which all staff members in your workplace have access


PURPOSE

This document provides guidance in the auditing of Children’s Services case files both electronic and manual.  The Auditing Policy and Procedure ensures that electronic and paper files are audited routinely to assure social care practice and decision making. It includes auditing compliance with recording practices as detailed in the Records Management Policy and Procedure (24/00).
SCOPE

The contents of this document apply to all staff, including managers, who are involved in the recording of service users information in case files and/or have responsibility for the quality of the information recorded.
POLICY

The overarching aim of the audit is to improve the quality of services and outcomes for users.  Case files will be examined in a clear and simple way, to ensure that all relevant practice quality and issues are captured.  The information gained will be used for continuous quality improvement within the performance management framework (Please see appendix 1 for the Performance Management Framework). 
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DEFINITIONS

	Client
	See User

	Case File
	The electronic or paper file which contains the complete client/user record

	User (Service User)
	A member of the public for whom we are providing services

	SWIFT
	Social care records system

	Audit Tool
	The electronic or paper form which is completed as part of the audit process

	File preparation
	Identification of evidence and completion of the Quality Practice Audit Tool 



	Evidence Review
	Review of evidence during a supervision session (the evidence may have been identified by the worker prior to supervision)


ROLES

All managers are responsible for supporting their staff to work within this procedure.

AUTHORITY TO VARY THE PROCEDURE

Steve Love Assistant Director of Children and Families
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1. Introduction
1.1 The aim of the Quality Practice Audit policy and procedure is to develop and maintain a culture in which both quantitative and qualitative aspects of recording are routinely examined in order to ensure the best possible outcomes for users as identified in the Children Act 2004:  “Quantitative audits consider whether the file is up to date, contains all the relevant documentation and that the documentation has been properly completed.   Qualitative auditing considers the quality of the recording on file, and whether it reflects good practice.   Although these can be conducted independently both are necessary.   The record may be up to date and contain all the relevant documentation, but the quality of the recording may be poor or inappropriate to the needs of the child similarly, the record may be of a high standard, but out of date.”   (“Write Enough” – Steve Walker, David Shemmings and Hedy Cleaver in “Effective Recording for Children’s Services”, DoH 2003)
1.2 The audit involves the participation of all workers including those in Childrens services, Adult services and mental health and is intended to encourage continous improvement of outcomes for users and ensure the spread of good practice right across the system.
2. The Audit Process

2.1 The audit process will be undertaken monthly following the course of action described below.  The worker and their supervisor will prepare a file for audit.  Preparation consists of identifying a list of evidence, which meets the standards set out in the audit tool.  The worker and/or their supervisor will list the evidence in column three of the audit tool (check list).  This should be done as part of the overall supervision process.

2.2 The worker’s supervisor may be a senior practitioner, a day service officer, a provider manager, etc. It will depend on the nature of the supervisory arrangements in the team or unit that the worker is in.

2.3 A service manager or a person chosen by the service manager as competent to carry out the audit process on their behalf will carry out the actual audit.  

2.4 The audit consists of checking the list of evidence identified by the worker and their supervisor and making a judgement as to whether the evidence meets the standards set out in the audit tool.  The auditor’s decision is recorded in column four of the audit tool.

2.5 The Mental Health sector will follow a slightly different process which has been agreed with Health. 

3. The Audit tool

3.1 The audit tool consists of a list of questions based on the Quality Practice Standards (see 14.1), a column for the worker and supervisor to list evidence which meets the standards and a column for the Auditor to record the judgement they make about whether the standards have been met.
3.2 More detailed guidance on how to complete each question of the audit tool can be found in appendix 3. 

3.3 The audit tool can be found in Appendix 2 of this document and can be completed in either paper or electronic format whichever is appropriate for the workplace. 
4. File Selection 

4.1 Each month one file per worker must be selected and put forward for audit.

4.2 The file selected should be one in which the worker has recorded information.

4.3 The unit or team manager may, if they wish, draw up a plan to indicate when each file should be put forward for audit or allow files to be chosen at random by workers and their supervisor, whichever is appropriate.  

4.4 A different file should be selected each month.

5. File Preparation

5.1 The purpose of file preparation is to check that the evidence, which is required in order to make a judgement about quality, is on file and to inform the service manager where this evidence can be found by listing the evidence, date and its location on the audit tool. ‘What, When and Where’ needs to be recorded not a description of how the standard has been met.

5.2 Completion of the Quality Practice Audit Tool, can be carried out as part of the worker’s supervision, in accordance with the Hampshire County Council, Social Services
 Departmental Performance Development Portfolio Section 5 and the Records management and Data Protection Act 1998 Policy and Procedure Section 6.

5.3 Alternatively if the worker and supervisor agree, the worker may identify a list of evidence prior to supervision using the audit tool as a guide.  If this is done the worker and supervisor can review the list of evidence during the supervision session.  

5.4 A file may consist of either a paper based or electronic based record (SWIFT) or both. The worker and their supervisor need to look at all records.

5.5 If the worker and their supervisor are preparing the file or reviewing evidence in supervision they will need to have access to the file/s during the supervision session.  If the file is SWIFT based the worker and supervisor should have access to SWIFT via a computer in a location where the confidentiality of the supervisee can be maintained. 

5.6 File preparation or evidence review should be carried out at each supervision session and involve a discussion about the case and quality of the recording.  Any comments the supervisor wishes to make about the quality of recording or other relevant points can be recorded on the audit tool in the space provided.  This can include any actions that need to be taken or good practice which they wish to highlight.  

6. Evidence Selection and Recording

6.1 Evidence is deemed to be any record either electronic or paper based which shows that the Quality Practice Standards have been met.  The list of evidence identified by the worker and their supervisor should be recorded in Column 3 of the audit tool next to the standard it relates to.  For example Standard 3 on the audit tool asks the question ‘Does the assessment adequately reflect all areas of risk to the service user, staff members and the public?’ Evidence to meet this standard could be recorded as follows 

Risk Assessment - 14/06/05 - Paper File 

Risk Assessment –15/06/05 - SWIFT 

7. Missing information or No Evidence

7.1 If at the preparation of the evidence stage, the supervisor and worker identify gaps in information it is their responsibility to attempt to rectify this.  If they request the information but do not or can not get it, this should be recorded in the file to provide evidence that they have at least attempted to get the information.  If a service manager or allocated auditor gets repeated notes on the prepared audit forms that this has happened, it should be taken up locally with the responsible service manager and fed back down to the teams.   

7.2 The aim is to improve practice and taking responsibility for identified gaps is an important part of the process.

8. Informing the Service Manager of the files prepared for audit 

8.1 As the service manager has ultimate responsibility for Quality Practice they should be informed of the list of files which have been prepared and are ready for audit.  

8.2 Depending on the auditing arrangements a list of names or the partially completed audit tool could be sent to the service manager via email or internal mail whichever is appropriate.

8.3 If the service manager chooses another person to be competent (see below) to carry out the audit process on their behalf this person will carry out the actual audit.  If this is the case the partially completed audit tool should be sent to the auditor and the service manager provided with a list of the files prepared.

9. Competent Person 

9.1 The service manager may choose to delegate the auditing responsibility to a person they deem to be competent.  Auditing may take the form of service manager audit or delegate peer audit.  Service manager audit is an audit carried out by the service manager responsible for the case file.  Peer audit is when the final stage of the audit is carried out by a person at unit or team manager level who does not have line management responsibility for the case file but is deemed (by the service manager) to be competent. 

10. The Audit

10.1 Each month the Service Manager/Auditor will receive, either in paper format or via email a selection of audit tools, with the evidence column completed. 

10.2 From the list of files prepared for audit each month at least one file from each team or unit must be selected for auditing by the service manager or competent person.   

10.3 As service managers have ultimate responsibility for the Practice Quality Audit they may choose to audit all of the selected files.  However they may decide to audit a proportion of these files and choose a person or persons they deem to be competent to audit the remaining files.  They must audit at least one themselves. 

10.4 The auditor will complete the audit tool prepared by the worker and supervisor. This involves completing column 4 and the comments section at the end of the audit tool. The audit tool should then be placed on the paper file. A profile note on Swift should record that the file has been quality audited.  

10.5 The auditor is responsible for judging that standards are met.  This includes making a decision about the quality of the recording and addressing quality issues.   If a team/unit manager decides that evidence meets the required standard but the auditor, who has ultimate responsibility for the quality of the file, makes a judgement that the evidence does not meet the required standard, the auditor must raise this with the team/unit manager.

11. The quality of the recording
11.1 To help service managers to judge the overall quality of recording it is suggested that they refer to the document Recording with Care, Social Services Inspectorate 1999 http://www.hants.gov.uk/secured/wallis/socservices/socservices1/data/012762.html or the Hampshire County Council Social Services Records Management and Data Protection Act 1998 policy and procedure http://www3.hants.gov.uk/proc2400.doc
12. Filing the Audit Tool

12.1 For those cases not selected by the service manager/auditor, the partially completed audit tool should be placed on the paper file and a profile/contact note should record that the file has been prepared for audit. A case that has been prepared by the supervisor and the worker should not be selected again for at least 12 months.

12.2 For those cases selected a copy of the completed audit form should be placed on the file and a copy sent to the Performance Management Unit (PMU) for collation (see timetable appendix 5).  The return to PMU can be in the form of either electronic or paper copy whichever is convenient.  

13. Evidencing file preparation and audit

13.1 A record will need to made on the file (electronic and/or paper) to indicate that the file has been prepared for audit and later if the file is audited another record should be made to indicate this stage of the process has taken place.
13.2  A profile or contact note should be written to indicate the date when the file was prepared for audit and by whom.  

13.3 Similarly when the audit takes place another profile or contact note should be written to indicate the date when the file was audited and who was responsible for making the Quality Practice judgment.

14. Performance Standards

14.1 The Quality Practice Audit Tool sets out the Quality Standards which will help the department to achieve Quality Practice.  These standards are derived from the care management manual.  By using the tool and being involved in quality management all staff will become aware of and take responsibility for the quality of the service the department provides according to the following:

	Standard 1
	There is enough information collected on which to decide further action

	Standard 2
	The decision making is consistent with the eligibility criteria

	Standard 3
	The assessment adequately reflects all areas of risk to the service user, staff members and the public

	Standard 4
	There is evidence of the referred child being seen

	Standard 5
	There is evidence of the needs of the referred child being clearly stated within an Assessment framework

	Standard 6
	The Care Plan is informed by assessment findings

	Standard 7
	Issues of ethnicity and equality are addressed in the care plan

	Standard 8
	Clear outcome measures are established and agreed with the service user

	Standard 9
	It is clear who is responsible for developing the plan

	Standard 10
	There is evidence of users/care-givers/ significant other/s ongoing involvement in the decisions about services being provided

	Standard 11
	Monitoring is carried out at regular intervals

	Standard 12
	The review decisions are clearly reflected in the care plan

	Standard 13
	The review identifies both successes and weaknesses in meeting identified needs

	Standard 14
	The decision to close/transfer the case is related to assessments, care plans and reviews


14.2 Team/unit Managers and service managers will 

routinely take part in the Quality Practice Standards audit process as described and send the audit results to the Performance Management Unit according to the timetable set out in Appendix 5

14.3 The Performance Management Unit will

collate the results received on a monthly basis and report on the results quarterly.

14.4 The Performance Management Unit will
Review the Quality Practice Auditing (Childrens Services) policy and procedure on a yearly basis making any changes to reflect audit results and feedback from staff regarding the audit process.

15. APPENDICES

15.1  Appendix 1. Performance Management Framework



Intentionally left blank for printing purposes

15.2 Appendix 2 Audit Tool

CHILDRENS SERVICES QUALITY PRACTICE (CASE RECORDING) CHECKLIST 

Name of Team……………………………………………………………

If you wish to print out this tool on its own click on

Allocated worker………………………………………………………...

‘File’, ‘Print’ and select ‘Pages’ under ‘Page Range’.

Team Manager…………………………………………………………..

Enter page numbers 14 – 17 then clock on ‘ok’.

Name of user…………………………………………………………….

SWIFT ref. no…………………………………………………………….

Service Manager/Auditor…………………………………………………

Client Group / Sector ……………………………………………………


Send your completed audit tool to

Virginia Irvine 

Performance Management Unit

Adult Services Department

Southside Offices 

Trafalgar House

The Castle

Winchester SO23 8UQ

Courier number C104
	Stages of the case management process both at referral and transfer
	Quality practice criteria
	What evidence is available on files (to be completed by supervisor and worker)?
	Does the Service Manager judge that the standard is met?

(service manager to delete those that do not apply and comment)

	Screening/Referral or

Initial point of contact with the team
	1. Is there enough information collected on which to decide further action?


	
	Yes 

No   

N/A    



	
	2. Is the decision making consistent with the eligibility criteria?
	
	Yes 

No   

N/A    

	Assessment

or

Reassessment
	3. Does the assessment adequately reflect all areas of risk to the service user, staff members and the public?


	
	Yes 

No   

N/A    

	
	4. Is there evidence of the referred child being seen?
	
	Yes 

No   

N/A    

	
	5. Is there evidence of the needs of the referred child being clearly stated within an Assessment framework?
	
	Yes 

No   

N/A    

	Planning


	6. Is the Care Plan informed by assessment findings?
	
	Yes 

No   

N/A    

	
	7. Are issues of ethnicity and equality addressed in the care plan?
	
	Yes 

No   

N/A    

	
	8. Are clear outcome measures established and agreed with the service user?
	
	Yes 

No   

N/A    

	Implementation of The Plan


	9. Is it clear who is responsible for developing the plan?
	
	Yes 

No   

N/A    

	
	10. Is there evidence of users/care-givers/ significant other/s ongoing involvement in the decisions about services being provided?
	
	Yes 

No   

N/A    

	Monitoring the Plan
	11. Is monitoring carried out at regular intervals?
	
	Yes 

No   

N/A    

	Reviewing The Plan
	12. Are the review decisions clearly reflected in the care plan?
	
	Yes 

No   

N/A    

	
	13. Does the review identify both successes and weaknesses in meeting identified need?
	
	Yes 

No   

N/A    

	Closure/Transfer


	14. Is the decision to close/transfer the case related to assessments, care plans and reviews?
	
	Yes 

No   

N/A    


Team/Unit Manager’s Comments / Actions 
Date & Signature
Service Manager’s / Auditor’s comments about the file overall                                                           Date of Audit & Signature





15.3  Appendix 3 Guidance

Not all questions will be applicable to all files. The guidance clarifies where questions may be non-applicable.

Q1 - Is there enough information recorded on which to decide further action? 

This question requires the auditor to make a professional judgement about whether there is enough information.  Enough information is deemed to be that which allows any professional accessing the recorded information (available on electronic and paper files) to make an informed decision about further action.  In other words there is evidence which can be used for decision making.

The amount of information required and the timeframe looked at will be dependent on what the auditor deems to be ‘enough’.

If the R&A teams are being audited there will need to be evidence that there is enough information to make a decision about the case going on to referral and assessment.

If the social work / care management teams are being audited there will need to be evidence that there is enough information to make a decision about the level of care or type of care that needs to be procured.

If the provider teams are being audited there will need to be evidence that there is enough information to make a decision about the care or support to be provided.

The question does not relate to whether the R&A team provided enough information to the social work / care management team or the social work / care management team gave enough information to the provider team.  It is asking whether the receiving team ensured that they had enough information.

This question is not intended to apportion blame to the team previously working with the case.  However it may result in a team identifying discrepancies between the information received and that needed and collected by the team.  An example of this could be if a child had quickly changing care needs.

Q2 - Is the decision making consistent with the eligibility criteria? 

This question specifically refers to the eligibility criteria and whether the decision made by the manager matches the needs set out.   For example 

For a children and families’ team manager the decision would be based on Category 1 – High Priority Need – Child Protection or Child Looked After, Category 2 – Medium Priority Need - At Risk of becoming Child Protection or Child Looked After unless services are provided or Category 3 – Low Priority Need - Sign posting to other service providers.

The eligibility criteria band/ category may have been identified by an R&A team or after full or core assessment by their own team.  Whatever is the case, the auditor needs to identify whether the decision taken by the team to which the case has been transferred, is consistent with the eligibility criteria band/ category identified.

For provider teams a decision to use their service would have been made based on the eligibility criteria band previously identified.   Provider Teams need to check whether the case referred to them matches the service they were asked to provide.  As well as that which they are able to provide e.g. CSCI categories – functional mental health problem, organic mental health problem or learning disability.   They also need to check whether their team questioned any mismatch.  

Q3 - Does the assessment adequately reflect all areas of risk to the service user, staff members and the public?

This question is asking for evidence of some form of risk assessment having been carried out by the team.  The auditor needs to check whether the records identify risks and risk factors as well as having a risk analysis and a plan of how the risk/s will be managed. 

Plans for positive risk taking may be used as evidence for this question.

Q4 - Is there evidence of the referred child being seen?

This Question is asking for evidence of the referred child being seen within a short time scale.        

In SWIFT the profile notes are likely to include information to indicate that the referred child has been seen, such as ‘direct face to face discussion’.  A record of the child’s views would then follow this statement.                                                                

Q5 - Is there evidence of the needs of the referred child being clearly stated within an Assessment framework?

This question is asking for evidence of the needs** identified when the worker carried out their assessment.  The form of assessment undertaken may vary depending on the team but the needs** stated should be specific to the individual rather than service led.  For example if a user has a need to be socially integrated, that is what the provider would record, rather than that the user needs to be in a social skills group.

This will be simpler for care managers than providers but even so, the providers will still want to undertake an assessment, which would include the needs** that can be met within their service.

Q6 - Is the Care Plan informed by assessment findings?

This question requires the auditor to decide 

A. Whether there has been user and/or carer involvement 

B. if the needs and priorities identified in the assessment match the care plan* objectives 

C. if the services identified as being required meet those needs**. 

D. Whether there has been multi-disciplinary consultation and involvement, if required.

Q7- Are issues of ethnicity and equality addressed in the care plan?

This question asks the auditor to look at the user’s ethnicity and check that the care plan* has taken account of the needs flowing from it.  This means that the assessment must have considered the issue of ethnicity and there is evidence to indicate this.  

If it is decided that there are no specific needs/issues related to ethnicity there should be recorded information (evidence) on which the decision was based, rather than it just being presumed  

If it is decided that there are significant needs/issues related to ethnicity such as language, communication, diet, access or use of interpreters these should be recorded and the care plan* should identify ways of meeting these identified needs. 

In terms of equality, the auditor will need to identify whether equality issues have been addressed, i.e. disability, gender, age, sexual orientation etc.   As with the records on ethnicity, any decision should be evidenced.  If specific needs are identified the auditor will need to check whether these are addressed in the care plan* or re-assessment.

Q8 - Are clear outcome measures established and agreed with the service user?

This question requires the auditor to check that there are clear outcome measures relating to the care plan*, which refer to improving the quality of life for the user in some way. There must also be evidence that the user has agreed to these outcome measures.  Evidence of this agreement may be in the form of a record of a discussion with the user, similar to that used for Q3, stating the outcomes and that the child agreed with them.

Q9 - Is it clear who is responsible for developing the plan?
This question requires the auditor to check whether there is consistency throughout the files, whether paper or electronic, about who has this responsibility.
Q10 - Is there evidence of child’s/care-giver/significant other/s ongoing involvement in the decisions about services being provided?

This question requires the auditor to find evidence that there have been discussions with the user and carers/significant other/s about the service provision. A signed care plan* is not sufficient evidence for this question. Sufficient evidence is that which shows that the worker has talked to the child about the service being delivered.  This could include a record in the care plan* of the child’s personal goals/wishes or details of a discussion related to any changes to the service. This may be found in the profile notes or in the paper file as meeting notes.  Where the user is a young child and / or has communication difficulties or capability issues evidence could include drawings or records of interpreter or advocacy services. Evidence may be similar to that used for Q3 and Q7.  This question also links to Q10. 

Q11 - Is monitoring carried out at regular intervals?

This question requires the auditor to find evidence that after the initial care plan* has been agreed and service delivery has started there has been contact made with the user to check the following

A. that the user was satisfied with the service 

B. that the service was meeting their needs**. 

The auditor may also wish to look for evidence to indicate

C. that the supervisor is involved in monitoring service delivery

D. where appropriate, that there has been liaison with other agencies

This evidence is likely to include records (electronic or paper) of any comments from users, carers and providers about the care plan*, any agreed changes and / or monitoring arrangements.  Where appropriate it will also include discussions with the team manager or other professionals and any decisions which have been made (e.g. In supervision).

In certain circumstances the team will not carry out monitoring, in these cases it is the responsibility of the auditor to make a professional judgment about whether this is appropriate.

Q12 - Are the review decisions clearly reflected in the care plan?

There is an expectation that there has been a review of the case. The standards for how often a case is reviewed are set out in the local guidance.

If a review makes a decision to change the care plan* then there should be evidence that the care plan has either been updated or a new care plan* has been produced. The evidence may be found on the review form or in the profile notes.

Q13 - Does the review identify both successes and weaknesses in meeting identified need?

This question means there is an expectation that the review addresses the whole person i.e. successes as well as weaknesses. There should be evidence that the review looked at the original identified needs** and it is recorded that the services have successfully met those needs** or that they are continuing to meet the needs** or that there are still needs outstanding or that there are new/changing needs**, for which services need to be identified. It will probably be found in profile notes as well as in the review form.

Q14 - Is the decision to close/transfer the case related to assessments, care plans and reviews?

This question will only apply when a case is being transferred or closed. Please Note If a case is being transferred it would need to be seen before it is placed in another manager’s span of control.

Transferring case – The auditor needs to find evidence of how and why the manager reached their decision to transfer the case.  This will include

· The rationale for the managers decision making 

· how the manager’s decision relates to assessments, care plans, reviews and in particular objectives.  

· whether transferring the case was appropriate to the objectives. 

Closing Case - The auditor needs to find evidence of how and why the manager reached their decision to close the case.  This will include

· The rationale for the managers decision making 
· Details of the service user’s involvement in that decision. 
· Whether the manager’s reasons for closing the case relates to the objectives of the case 
· Whether closing the case was appropriate to the objectives. 

The evidence is most likely to be found in the profile notes.

Notes

* The term ‘care plan’ does not necessarily relate to a specific document. It is whatever is used in the team/unit to record needs** and services.  This could be an Individual Personal Plan or a Plan of Care etc. 

** The term needs has been used to indicate the reason/s why a service is being provided to an individual.  In some sectors such as in day services the term needs may be replaced by the term goals and wishes.  
15.4 Appendix 4 Quality Practice Auditing Flow Chart



15.5 Appendix 5 Childrens Services Quality Practice Audit Timetable

Launch 3rd October 2005

	Preparing Files for Audit
	Audit List sent to Service Manager by
	Completed Audit tools sent to PMU by
	PMU Collate results by

(Months in Bold indicate when a report will be produced)

	October 
	5th November 
	20th November 
	1st December 

	November 
	5th December 
	20th December 
	1st January 

	December 
	5th January 
	20th January
	1st February 

	January 
	5th February 
	20th February 
	1st March 

	February 
	5th March 
	20th March 
	1st April 

	March 
	5th April 
	20th April 
	1st May 

	April 
	5th May 
	20th May 
	1st June 

	May 
	5th June 
	20th June 
	1st July 

	June
	5th July 
	20th July
	1st August 

	July 
	5th August 
	20th August 
	1st September 

	August 
	5th September 
	20th September 
	1st October 

	September 
	5th October 
	20th October 
	1st November 

	October 
	5th November 
	20th November 
	1st December 


This is a rolling timetable and will continue until further notice. 

	DEPARTMENTAL  DISTRIBUTION  LIST


	DEPARTMENTAL  MANAGEMENT TEAM

	
	

	J Coughlan
	

	J Clarke
	

	S Love
	

	A Begley
	

	R Mead
	

	R Thomas
	

	County Managers (Strategy & Operational)
	

	Group Finance Managers
	

	Complaints Officer
	I Unwin

	Office Service Manager
	G Limb

	Librarian
	J May

	Chief Executive's Department
	J Watts & K Tayler

	County Treasurer's Department (Audit)
	S Harding

	Records Manager
	C Hardie

	

	PARTNERSHIP MANAGERS
	

	SERVICE MANAGERS
	

	Service Managers (Children and Families) 
	

	Unit Managers
	

	Unit Managers (Children and Families)
	

	Unit Managers (Youth Justice Services)
	

	CHILDREN AND FAMILIES
	

	Service Manager (Looked after children)
	G Horrobin

	Service Manager (Children with Special Needs)
	M Killick

	Service Manager (Adoption/Family Placement)
	S Kocaman

	Service Manager (Early Years)
	M Barton

	Service Manager (Education Support)
	H Firth

	Commissioning Officer (Project Development)
	J Packman

	Adoption Adviser
	L McDonald

	Post Adoption Advisers
	S Magee

	Development Officer (Care Management)
	M Carr

	Child Protection Co-ordinator
	R Peart

	Partnership & Performance Manager
	N Trentham

	Business Manager
	A Odling

	Senior Project Co-ordinator Information Sharing
	S Smith

	Team Managers
	

	
	

	RESOURCES
	

	Information Services – Operations Manager
	S Mason

	IT Consultants
	P Spanton/J  Mabey

	Information Analyst
	T Crook/J Lovell

	County Office Premises Manager
	J Dillon

	Personnel and Training Manager
	Kevin Allen

	Senior Personnel Advisers 
	M Hill/I Foster/H Dunn/M Morgan

	Personnel Officer (Home Care)
	J Wardell

	Health & Safety Adviser
	D Vallender

	Training Commissioning (Head)
	A Schefer

	Training Commissioning Officers
	N Griffiths/C Halling

	Office Premises Manager
	K Baker

	Local Administrative Manager
	T Meredith

	Senior Administrative Assistant
	N Keene

	
	

	FINANCIAL SERVICES UNIT
	

	Financial Services Manager
	A Nayyar
























































Send audit record (electronic / paper) 


to PMU





PMU Report to DMT





PMU collate results





Worker and the manager agree a case for checking each month








Worker & Supervisor prepare case file during supervision noting evidence on checklist





Case File (electronic and / or paper)





Audit Tool / Checklist





Yes





Record 


action 


on profile notes/case file








Take action to resolve 


(within or outside of supervision)





   No





Send list of prepared files (electronic / paper) to Service Manage





Case file evidences Quality Practice Criteria?














Record 


Audit 


on profile Notes/ 


Case file





Auditor records their judgement regarding the standards  


 for the  cases chosen





Paper copy of Audit in Case File





Auditor


Chooses one case per team from those received











O
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T





C





O





M





E





S





TRAINING


RESEARCH


COMMUNICATIONS


EQUALITIES





SERVICE IMPROVEMENTS





Key: CSCI – Commission for Social Care Inspection, QPMS – Quality and Performance Managers, CLA – Children Looked After, IROS – Independent Reviewing Officers, PMU – Performance Management Unit, PAGS – Performance Action Groups, DMT – Department Management Team, SMS – Service Managers, CMS - County Managers, DIS – Delivery and Improvement Statement, PRC – Policy and Review Committee





REPORTING MECHANISMS





MANAGEMENT INFORMATION





DIS








REPORTS TO 


DMT


PRC


EXECUTIVE


MEMBER





IMPROVEMENT PROCESSES





INSPECTIONS


(CSCI)


SERVICE REVIEWS


(QPMS) 


CLA REVIEWS


(IROS)


INQUIRIES


(PMU)


AUDITS


(PMU) (COUNTY TREASURERS)


COMPLAINTS


(PMU)


SUPERVISION


(ALL LINE MANAGERS


PAGS


(LED BY SMS AND CMS)








REVIEWING





STANDARDS





PROCEDURES





PLANS





POLICIES





MONITORING








� The title of the document is shown as that which appears on both the electronic and paper version available at the time of writing this procedure.  In order to prevent confusion and aid accurate web searches the name has not been changed to Children’s Services because it is not what appears on the document. 
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