
Commissioned Services Quality Alerts and Safeguarding Process

Introduction and purpose
The quality alerts and safeguarding process collates, tracks and oversees concerns about the quality of commissioned services, including safeguarding alerts. It provides a single point for quality alerts, and brings key stakeholders (commissioners, operational services, providers) together to review and act collaboratively on concerns as well as to identify and preventatively address patterns including inequalities, allowing contract monitoring meetings to take a greater focus on service development. 

It aims to drive continuous service improvement and, ultimately, better outcomes for people drawing on care and support whilst strengthening partnership working and ownership of service quality. 

Quality alert and safeguarding definitions
A quality alert is a notification to the commissioning team when the operational duties, processes or procedures within a care setting, which are meant to enable the safe delivery of services, are not fulfilling the requirements for quality. Quality alerts also include compliments.

Quality alerts can be classified as follows:
· Incidents: Events/ near misses which have the potential to cause harm/injury to people drawing on care and support, or to staff.  
· Complaints: Expressions of dissatisfaction regarding the quality of care, services, and activities of an organisation, usually raised by people drawing on care and support.
· Compliments: Positive feedback about the quality of care, services, and activities of an organisation, usually raised by any member of the public. 
· Whistleblowing: Concerns about the operating of an organisation, usually raised by employees of the organisation.  
· Allegation of abused care worker: Any kind of racist abuse, threatening or other prejudicial behaviour against care workers, covered by the  Zero Tolerance MoU.
· Safeguarding: Known occurrences of abuse or neglect of an adult drawing on care and support that are thought to meet the statutory safeguarding thresholds.

Examples of quality alerts include:
· Failure to follow care plan/ staff error 
· Moving and handling procedures not followed 
· Failure to respond appropriately
· Late/ missed visit
· Medication error
· Poor recording/ reporting
· Isolated incident where adult is spoken to in a rude or inappropriate way 
· One off incident of low staffing 
· Compliment

Mental Health:
· Failure to conduct or update risk assessments for residents
· Inappropriate use of restraint
· Lack of staff training in mental health awareness
· Self-harm or attempted suicide
· Issues related to physical environment that may exacerbate mental health symptoms or create undue stress (e.g., noise levels, lack privacy)
· Failure to implement person-centred approaches and care plans
· Stigma and discrimination
· Failure to recognise signs or respond to mental health crises
· Delays or failures in communication between the provider and external mental health services, leading to gaps in care or missed opportunities for intervention.

Further detail, and the distinction between quality and safeguarding concerns, is set out at Appendix 1.  

Practitioners have a duty to report to commissioning colleagues any quality concerns in relation to commissioned providers, using the MSForm.

It is possible for concerns to be both quality and safeguarding concerns. In these instances, the statutory safeguarding reporting procedure must be followed instead, however please copy in QualityAssurance2@camden.gov.uk if it is in relation to a commissioned provider.

Ground rules/ ways of working
As strategic partners, commissioners, operational services and providers will:
· Work collaboratively to ensure the highest quality of services in Camden 
· Ensure the language of all communication, especially emails, is factual and objective, is person-centred and is respectful of people drawing on care and support and relatives.
· Take a listening and supportive approach.
· Not apportion blame. 
· Keep to agreed timeframes.
· All correspondence containing sensitive personal information to be sent by secure email.


Commissioner review
Commissioning manager on rota for the QA inbox ensure the relevant Strategic Commissioner is updated on the alert, action and outcome.
Strategic Commissioner decides whether the alert can wait to review at the monthly meeting, or whether further action needs to be taken sooner – if so the commissioner will contact provider. 

Quality alert identified 
Practitioner/ provider notices a quality concern about a commissioned service or wishes to note a compliment.
Quality alert raised 
Practitioner with @camden.gov.uk email address completes MS Form.  Provider/ practitioner without Camden email address contacts qualityassurance2@camden.gov.uk for a Word version, completes and submits it.
Quality alert received by provider 
Provider the quality alert relates to must take action in response to the concern raised in order to address it and prevent similar occurrences.  Or disseminate compliment to relevant staff/ teams.
Copy of alert received by commissioning
Alert raised via MS Form is automatically logged and double checked by commissioning managers; information from Word version of form manually inputted.
Update on action taken
Provider must update the practitioner/ provider who raised the concern with 1 week, cc’ing in qualityassurance2@camden.gov.uk, of the action taken and the outcome. 

Monthly meeting
Commissioners review all alerts with relevant providers at the monthly QA meeting, with relevant practitioners invited.
Update to Provider Oversight Board
Commissioning manager on rota for the QA inbox analyses trends and patterns in alerts over the past month, and collates information ready for the Provider Oversight. This is sent to all Strategic Commissioners, and key patterns presented to and discussed at the POB at the end of each month.



































Appendix 1: Examples in practice of difference between safeguarding and quality concerns

	POOR CARE / QUALITY ISSUE
Information should be made available to agencies responsible for commissioning and regulating the service. The service will respond to the issue using their own incident management processes. 
	SAFEGUARDING CONCERN
Information should be shared with agencies responsible for commissioning and regulating the services. Safeguarding concerns should be raised with the local authority. The service remains responsible for ensuring the safety of an individual adult and others using the service.   

	Assessed need not documented in care plan e.g. Management of behaviour or liquid diet due to swallowing difficulties. Provider identifies this and addresses it before any harm occurs.
	Failure to specify in care plan how an assessed need must be met and inappropriate action, or inaction, results in injury e.g. The adult experiences pain or choking.

	An adult falls and injury occurs. Appropriate medical intervention sought and given, and existing falls risk assessment and care plan reviewed.
	An adult falls and injury occurs.   No specific assessment of falls risk in place, no appropriate medical intervention sought or given, and no plan made to review the care plan.

	The adult’s care plan not followed. Provider identifies this and changes care practice and involves the adult in the process.
	Failure to follow care plan results in the adult experiencing abuse or neglect.

	An adult does not receive necessary help to eat or drink on one occasion, or the food offered by the care provider is poor-quality and unappetising.
	Care provider continues to offer poor quality or unappetising food or culturally unacceptable food, or nutritionally inadequate or there are recurring events in which an adult(s) does not receive the necessary help to eat or drink. The adult experienced hunger, dehydration or constipation.

	Incontinence needs not met on one occasion. No harm appeared to have occurred.
	Recurring event, or is happening to more than one adult. The adult suffered abuse or neglect e.g. Loss of dignity and self-confidence, pressure ulcer development.

	An adult does not receive their medication on one occasion, or an error occurs on one occasion. The adult’s doctor or pharmacist was contacted for advice regarding the impact of the error.
	Medication error on one or more occasions that caused the adult(s) to suffer due to the nature of the medication e.g. Insulin for a diabetic.   Recurring event, or happening to more than one person. Adult(s) experienced abuse or neglect e.g. Pain, health deterioration, side effects.

	An adult is discharged from hospital without adequate planning.
	Discharge planning procedures not followed and adult suffers as a result, or recurring event e.g. Increased risks, no care provision, information not communicated to care provider, medication not administered.

	Domiciliary care call missed on one occasion for one adult, with minimal impact on the adult.
	The adult does not receive a care call, and no other contact is made to check their wellbeing and safety resulting in them experiencing or being at risk of abuse or neglect, and /or numerous calls missed, or more than one adult affected.

	A staff member is reported to have talked to a colleague about an adult using the service in an unprofessional way. Or staff member has talked to an adult in an unprofessional or hurtful way. Apology made to the adult and the provider addresses conduct with the staff member.
	A staff member is reported to have shouted at or spoken rudely to or sworn at an adult.

	Identified one-to-one support not provided to one adult on one occasion, with minimal impact on the adult.
	Recurring event, resulting in the adult experiencing or being at risk of abuse or neglect and putting other adults at risk, and / or unnecessary restraint used.

	Staff not managing (aggressive) challenging behaviour of one adult, on one occasion. No ongoing risks evident to the adult or others care plan reviewed or amended.
	Recurring event, adult of harming self and others due to inaction.   Inappropriate use of restraint.

	One adult susceptible to pressure damage is not assessed on one occasion, but no skin damage is present.
	One adult not assessed, wounds visible and abuse or neglect evident e.g. adult(s) suffered pain. Advice is not sought and a referral is not made to the Tissue Viability Nurse and pressure damage occurs.




Appendix 2: Commissioned services and named Commissioners: 
	Extra Care 
	Lead 

	Gospel Oak Court 
	Harri Phillips/Della Christy 

	Roseberry Mansions 
	Harri Phillips/Della Christy 

	Esther Randall Court 
	Harri Phillips/Della Christy 

	Mora Burnet House 
	Harri Phillips/Della Christy 

	Residential / Nursing Care Homes 
	Lead 

	Hampstead Court 
	Harri Philips/ Martin Cuba Cote-Riopo 

	Ash Court 
	Harri Philips/ Martin Cuba Cote-Riopo 

	Lansdowne 
	Harri Philips/ Martin Cuba Cote-Riopo 

	Wellesley Road 
	Harri Philips/ Martin Cuba Cote-Riopo 

	Maitland Park 
	Harri Philips/ Martin Cuba Cote-Riopo 

	Compton Lodge 
	Harri Philips/ Martin Cuba Cote-Riopo 

	Rathmore House 
	Harri Philips/ Martin Cuba Cote-Riopo 

	Spring Grove Care Home 
	Harri Philips/ Martin Cuba Cote-Riopo 

	Sidney Corob House (Jewish care) 
	Harri Philips/ Martin Cuba Cote-Riopo 

	Camden Park House 
	Mayowa Kushimo 

	Lime Tree Gardens 
	Mayowa Kushimo 

	LD spot provision 
	Sarah Lui/ Anjalene Whittier 

	Homecare Providers  
	Lead 

	MiHomecare 
	Stephen Bahooshy/Jo Kamanu 

	Focus 
	Stephen Bahooshy/Jo Kamanu 

	Hartwig 
	Stephen Bahooshy/Jo Kamanu 

	Rather 
	Stephen Bahooshy/Jo Kamanu 

	Hopscotch  
	Stephen Bahooshy/Jo Kamanu 

	Bluebird 
	Stephen Bahooshy/Jo Kamanu 

	Camden Chinese Community Centre 
	Stephen Bahooshy/Jo Kamanu 

	Enterprise 
	Stephen Bahooshy/Jo Kamanu 

	Ethica Care  
	Stephen Bahooshy/Jo Kamanu 

	Mayfair 
	Stephen Bahooshy/Jo Kamanu 

	Oasis Care and Training Agency 
	Stephen Bahooshy/Jo Kamanu 

	Positive Care Link 
	Stephen Bahooshy/Jo Kamanu 

	Pringles 
	Stephen Bahooshy/Jo Kamanu 

	Renaissance 
	Stephen Bahooshy/Jo Kamanu 

	Supporting Care 
	Stephen Bahooshy/Jo Kamanu 

	Any other spot provider   
	Stephen Bahooshy/Jo Kamanu 

	Reablement Providers  
	Lead 

	Hartwig 
	TBC/ Della Christy 

	Rather 
	TBC/Della Christy 

	Respect 
	TBC/Della Christy 

	Focus 
	TBC/Della Christy 

	PeoplePlus (Direct Payment)  
	Stephen Bahooshy/Della Christy 

	Floating Support/ Positive Behaviour Support 
	Lead 

	Centre 404 
	Anjalene Whittier/Salome Bryant 

	BEAM 
	Anjalene Whittier 

	Any other spot provider 
	Anjalene Whittier 

	Supported living 
	Lead 

	LDN London 
	Sarah Lui 

	Certitude 
	Sarah Lui 

	Creative Support 
	Sarah Lui 

	Any other LD spot provider 
	Sarah Lui 

	Riverside / One Housing Group  
	Mayowa Kushimo / Miranda Griffith 

	St Mungos  
	Mayowa Kushimo / Miranda Griffith 

	In-house provision  
	Lead 

	Charlie Ratchford Court 
	Laurie Armantrading 

	Shared Lives 
	Richard Adlem 

	Greenwood LD Day Service 
	Leon Honeysett 

	Mental Health Day Service 
	Leon Honeysett 

	Bramshurst  
	Martin Nsubuga 

	Careline 
	Joe Ansell 

	Breakaway 
	Martin Nsubuga 

	Other provision 
	Lead 

	The Advocacy Project – Synergy Experts by Experience 
	Anjalene Whittier/Louise Roberts 

	Mental Health Resilience Network/ ‘Reach Out’: 
· Mind in Camden 
· Likewise 
· Voiceability 
· The Advocacy Project  
	Mayowa Kushimo  

	Carers 
	Shanta Joseph 

	Rethink (Advocacy) 
	Claudia Gabriel 


 


Appendix 3: Monthly meeting Terms of Reference 

Quality Assurance Meeting: Adult Social Care, Providers and Commissioners
Terms of Reference
 
Purpose
The Quality Assurance Meeting aims to bring together relevant colleagues in the Adult Social Care (ASC) neighbourhood teams and/ or Camden Learning Disabilities Service (CLDS) with commissioned providers and commissioners in order to enhance the support provided to our partners and increase the oversight of the quality alerts recorded by providers. Quality alerts can therefore be monitored more frequently and within an environment specific to quality alerts, thus improving the learning we can take from them whilst ensuring our residents are safe. 

Meeting
Each meeting covers all quality assurance issues within a month and is structured to give time slots to providers who have had quality assurance (QA) issues raised about them, the more concerns the longer the time slot. Providers only attend at their allocated time and ASC/ CLDS operational colleagues attend during the relevant slot when a case is being covered in which they are involved. This is due to data security and the need to ensure the privacy of our residents’ data. Both providers and Adult Social Care/ CLDS are informed of the issues being discussed at least one week before the meeting to allow them to prepare feedback. 

Term 
This meeting was initiated in February 2023 and will run monthly until future notice with the terms of reference reviewed annually. 

Membership
Adult Commissioning Team: Relevant Strategic Commissioner and Commissioning Manager/Project Manager
Mental Health and Learning Disability Commissioning Team: Relevant Strategic Commissioner and Commissioning Manager/Project Manager
Providers: Branch manager or relevant care co-ordinator/ team leader
Adult Social Care: Relevant members of Neighbourhood, Access and Response, Hospital social work, mental health social work teams and Camden Learning Disabilities Service

Roles and responsibilities 
Chaired by Commissioning

Information management and invitations: 
· Commissioning: To send out meeting invitations and information on QA issues to providers and adult social care/ CLDS colleagues at least 1 calendar week before the meeting, and to log information and updates in QA spreadsheet from the Quality Assurance Meeting. 
· Providers: To prepare information on actions taken, outcomes and lessons learnt and to feed these back to the Quality Assurance Meeting either verbally during the meeting and / or via email prior to the meeting. In addition to this, providers should provide further updates on quality assurance issues that are unresolved during the meeting. 
· ASC/ CLDS: Team managers to disseminate information issues that will be covered to facilitate attendance by relevant team members. Relevant social workers to prepare information on actions taken, outcomes and lessons learnt and feed these into the meeting to support a culture of learning and sharing of information. 

Frequency
The meeting will run cyclically, on monthly basis. 

Accountability
The meeting will provide regular updates to the council’s Provider Concerns meeting.
2

