
CHILD HEALTH COMMISSIONERS GROUP
MEETING: 22 SEPTEMBER 2011

CONFERENCE ROOM 3, VICTORIA QUAY, LEITH, EDINBURGH

MINUTES

Present:

Jim Carle, NHS Ayrshire & Arran, Chair

Sally Amor, NHS Highland

Mandy Brotherstone, NHS Borders

Charles Clark, NHS Lanarkshire

Lorraine Currie, NHS Grampian

Gary Dover, representing NHS Greater Glasgow and Clyde

Kay Fowlie, NHS Tayside

Deirdre McCormick, Scottish Government Chief Nursing Officer Directorate

Kate McKay, National Clinical Lead for Children and Young People’s Health in 
  Scotland

Chris Ridley, Scottish Government Children and Families Directorate

Mary Sloan, Scottish Government Children and Families Directorate

Rachael Wood, Information Statistics Division (ISD)

Apologies:

Emelin Collier, NHS Western Isles

Kathy Collins, National Services Division (NSD)
Sally Egan, NHS Lothian

Graham Foster, NHS Forth Valley

John Froggatt, Scottish Government Children and Families Directorate

Gillian Garvie, Scottish Government Children and Families Directorate

Elaine Grieve, NHS Orkney

Alex Little, NHS Dumfries & Galloway

Susan Manion, NHS Fife

Graham Monteith, Scottish Government Child and Adolescent Mental Health 
 (CAMHS) Adviser

Sarah Taylor, NHS Shetland

In attendance:


Hilary Third, Scottish Government Early Years and Social Services Workforce

Michael Proctor, Scottish Government Children’s Rights and Wellbeing Directorate
Jane Reid, Allied Health Professions National Lead for Children and Young People

ITEM 1
WELCOME AND APOLOGIES

1. Jim Carle welcomed everyone to the quarterly meeting of the Child Health Commissioners’ Group and introductions were made.  Apologies were noted.
ITEM 2
MINUTES OF PREVIOUS MEETING


2. The minutes were agreed with one amendment: Agenda Item 8: AOCB, page 5, “recent CHC CEL that was distributed” to read “recent CEL to HR Directors that was distributed”.  It was also noted that a Clinical Lead for the MCN had now been appointed – Dawn Moss, a nurse consultant – on a 2 year secondment. 

ITEM 3
MATTERS ARISING

3. Jim reminded the meeting that at the last meeting it had been agreed to pull together a draft survey on the role and remit of the Child Health Commissioners.  He said this had been done and had been issued to those who’d attended the previous meeting for comment by the end of September.  It would then be issued to all Commissioners.  The survey covered queries such as: what do CHCs want from the Scottish Government and the Chair; how could meetings be improved; relationship with the Children and Young People’s Health Support Group, whether there should be a joint meeting.  He suggested a joint meeting should be held only if it would be of value to the CHCs, the last one hadn’t been well attended but it had been convened at short notice.  Jim went on to say he wanted to attend the Support Group meetings as representing the CHCs, and not NHS Ayrshire & Arran.  It was agreed it had been helpful to have sight of the Support Group papers prior to its last meeting

4. Jim suggested CHCs should start to think differently – they had a lot of influence and should be better at information sharing.

ITEM 4
SPENDING REVIEW

5. John Froggatt was unable to attend the meeting but the Spending Review would be a substantive item at the next meeting.  Jim had spoken to John who had said there was an emphasis on prevention in the Early Years.  There was to be a £160m fund over 3 years for 5 key components, including Early Years, Young Scot and the Scottish Futures Fund.  In 2015-16, £90m would be put in the Fund.  John will keep the Group up to date.  
ITEM 5
DALDORCH

6. Jim Carle reminded the meeting that a paper had been circulated with the agenda which outlined the background.  Daldorch was in the NHS Ayrshire and Arran area and was run by the National Autistic Society.  In 2006 it developed a senior campus as there was no alternative resource for young people to move to.  Daldorch originally catered for children up to the age of 16, having young people aged 17+ is relatively new.  At the moment, it has around 30-40 young people, who have severe support needs, but this is expected to rise to around 50 in the near future.  Many are out-of-area placements.  The key issue is that there is no alternative resource to return these young people to in their home areas.  Local authorities and the NHS are not cooperating with Daldorch over young adults and some young adults want to stay in the Daldorch area.  NHS Ayrshire and Arran has no control of who goes into the Unit nor who goes home.  NHS A&A understands it should provide urgent, but not day-to-day, care but some areas argue it is responsible for all needs.
7. Daldorch claims it is not extending to sustain services – it is unable to negotiate alternative accommodation for the young people and can’t get transition in place.
8. During discussion, the following points were raised:

· Out of area placements are a big issue for the NHS and local authorities – Grampian has a Panel which tries to keep young people in the area.  Discussions are ongoing about transition to adult services

· Some areas are trying not to place children out of area

· The law in Scotland on the school leaving age is different to England and Wales – in Scotland the legal obligation is up to the 18th birthday.  Beyond 18, the young person should go back to the home area

· The obligation for Looked After Children is age 21, or 24: Daldorch children have not been through the Hearings system.  They are not Looked After therefore local authorities have educational responsibility up to age 18

· Children placed in Camphill, Grampian, become Looked After
· Children can be Looked After but not Accommodated: they can be Looked After at home or away from home

· Daldorch is postponing the problem – alternative providers can be business-orientated

· A child’s parents’ postcode is the child’s home area

· NHS A&A should be responsible for primary and emergency care but secondary care should be chargeable to the home area

· Who pays for what varies across Boards – some don’t pay for any health needs

· For Grampian children placed in the Royal Blind School in Edinburgh, for example, consideration is given as to why they are placed there – the NHS will contribute if there are health needs.  Funding could be 1/3 education, 1/3 social work and 1/3 health but the burden often falls on education

· In the Borders, health needs are looked at on a case-by-case basis.  A Group considers out of area placements.  There will be fewer out of area placements in the future – local authorities and Health Boards will have to consider local provision

· The HDL on responsible commissioning is to be revised.  The CHC Group will be included in its consultation.  The home Health Board will probably be the responsible Health Board.  The HDL should clarify who should pay for what up to the age of 18, but the problem of over 18s will remain.

· Problems will remain if 18s and over don’t return home – NHS A&A will then become their home area

· Daldorch is remote: the education is questionable.  The HMIE inspection highlighted issues but thought they were about to be resolved
· Local authorities should begin transition planning from the age of 14, taking into account the child’s ability to benefit from education up to age 18.  If a child is not being educated, it should not be in an educational establishment.  
· It isn’t Daldorch’s responsibility to organise transition.  However, some Health Boards have no adult autism services – this needs to be addressed but CHCs can’t sort out adult services
· The Scottish Government mental health division is happy to consider a national resource but who should lead – education, health, social work?  An autism framework is being developed

· Parents are using the boarding school option under the Additional Support for Learning Act – local authorities need to increase respite care

· Is Daldorch a unique provision?  Is a national facility needed?: Do Boards have local support/provision for these children?  A national resource would not be at Daldorch

· Concern was expressed about the residents getting core health needs, eg immunisations.  Immediate action should be taken to ensure their health needs are being met
· NHS A&A should be meeting the health needs of the children.  It should meet the urgent/emergency/primary care needs with the home Boards meeting the costs of other needs.  This would pose resource, capacity and recruitment problems although additional resources would be available if funding was provided

· Residential establishments are being reviewed by the Scottish Government – there may be no more national facilities.  Adults are entitled to care in the community so why should children be placed in institutions?

· The Children and Young People’s Health Support Group has a role to play but CHCs would need to define what they are looking for
· NHS A&A Chief Executive should take Jim Carle’s paper to the Chief Executive’s meeting

Action:  Jim Carle to amend the paper based on the comments and present it to the Children and Young People’s Health Support Group to ask for help in resolving the problem.  Jim will report back to a future meeting.

ITEM 6
HIGHLAND SINGLE AGENCY
9. Sally Amor reported that, since the last meeting in June, NHS Highland and Highland Council had met and had agreed to move into the lead agency model.  Children’s services, including health visitors, school nurses, AHPs, (physiotherapy, occupational therapy, dietetics and speech and language therapists) learning disability, child protection, LAC etc, will move into the Highland Council.  It is a big piece of work.  Consideration is being given to performance management of services moving and how to ensure health money will be spent on delivering health gain.  Performance management of services in the Lead Agency will use the national systems. NHS Highland will be implementing SNS over the coming year.  

10. The Royal College of Paediatrics and Child Health (RCPCH) approach to pathways and networks is being used (Modelling the Future 2009). There is recognition that children will have pathways that cross over different disciplines and there will be a need for there to be a series integrated care pathways/journeys of care.  Both NHS Highland and Highland Council are cited on early years but the challenge is how to maximise the lines with the core of education services.  Further work is in progress to consider age and stage service delivery where individuals are involved in delivering service to both.  At the current time midwives are not moving into the Lead Agency.  
11. Highland will be using the baseline in For Highland ‘s Children 3 “this is where we are now and this is where we want to go”, with a further narrative to be added as we develop For Highland ‘s Children 4. Evaluation will be undertaken as  part of the change process.

12. The top line outcome of the change is to get better outcomes for children/young people/families, quality, efficiency and effectiveness, taking into account the Getting it right for every child practice model.  In Highland many staff spend a lot of time travelling, as much as 40%, which might not be the best use of staff time, even in the Highlands.  Boards can’t afford to deliver services in the same way.  The change links into Community Child Health for the 21st Century (CCH21). 
13. There is still a lot of anxiety for staff involved in the change The moves will be done under TUPE terms and conditions, discussions are ongoing.   Health posts will probably still  be recruited under Agenda for Change.    Governance issues are being recognised.  The lead agency will still need a workforce to deliver the service.  Professionals’ identities need to be retained without them working in silos.  It makes sense though to have integrated health, education and social services. There are moves to create a better shared understanding of how the workforce will deliver services in the Lead Agency.  Varied views have been expressed during stakeholder engagement with issues such as how Email addresses will be used needing to be addressed.
During discussion, the following points were raised:
       An IT national group may be considering dropping nhs.net - but ISD can extract data from nhs.net
       It would be good to get the learning from this process
       An NHS badge can gain entry into homes easier because they aren’t seen as social workers .
Action:  Highland single agency to be a standing agenda item
ITEM 7
CONSULTATION ON THE RIGHTS OF CHILDREN AND YOUNG 



PEOPLE

14. Michael Proctor pointed out that one of the new Administration’s manifesto commitments was on early years and a review of the Children (Scotland) Act to provide an obligation to deliver early years services, to ensure a Getting it right approach is used and to delivering child centred services.
15. There had been discussions on how to take this forward.  The proposal is to develop 2 pieces of legislation – (1) a consultation of the rights of children was underway and (2) a wider Children’s Services Bill with a slower timescale, in effect a new Children (Scotland) Act.  There will be a lot of engagement.

16. The Rights Bill is relatively simple but far-reaching.  It will follow the Welsh measure, ie the Minister will have due regard to the UN Convention on the Rights of the Child (UNCRC).  The UK has accepted the Convention as a Treaty but there is no recourse in domestic law if the Government doesn’t comply.  The intention of the Bill is to require Scottish Ministers to give due regard to UNCRC – there is no intention to place this duty on all public bodies.
17. There will be extensive engagement on the Children’s Services Bill.  The Government know the aspirations but thought needs to be given to what works and what doesn’t.  Engagement events have started – all material will be put on the website after the engagement events.  Consultation was only approved at the end of August.  Ministers want the emphasis to be on prevention and early intervention to reduce the numbers needing intensive intervention.  The Change Fund will help plug the gap and allow both to be done in the interim.  The Change Fund, announced in the Spending Review the day before is for Early years – discussions on how best to administer it are underway.  It must not be used to prop up services – it must be used to deliver change.

18. During discussion, the following points were raised:

· Commissioners are interested to hear what the Minister will say at the events
· The view of the Glasgow event was to have an independent body administer the Fund but after the Christie Commission, organisations should be able to work together better

· Attendees at the events are being asked to think about barriers - managing budgets across boundaries has been raised.  Solutions to the issues will be considered

· The engagement events consist of short presentations with a lot of time for discussion – including how to administer the Change Fund

· The Change Fund should be money for the population and not “theirs” or “ours”.  When there is big organisational change it is very difficult to make savings

· The learning around the Changing Children’s Services Fund should be used.  Referrals may not be made to a voluntary organisation because the qualifications of its staff may not be known
· A key issue is how parents engage in what their role is: Parenting Orders aren’t used in Scotland.  The Parenting Strategy is being discussed at the events and consideration is being given to the appropriateness of looking at parents’ responsibilities

· The emphasis is on the duties for Ministers regarding children’s rights and the duty of adult services to think about children’s services

· Legislation should not be targeted at single agencies and legislation that conflicts should be avoided.  It should be made clear when legislation is revoked.

· It was suggested national thresholds should be considered: one of the problems is NHS Boards cover more than one local authority.  

ITEM 8
A REFRESHED FRAMEWORK FOR MATERNITY CARE IMPLEMENTATION SUPPORT GROUP

19. Kay Fowlie began by saying she was a member of the Support Group for implementing the Refreshed Framework for Maternity Care, representing the Directors of Planning but she’d undertaken to keep the CHCs updated too.  There had been extensive consultation on whether an implementation group was needed but it had been agreed to set up a Support Group - its work should be completed by the end of May 2012.  It is made up of representatives from national groups rather than from territorial Boards.  The Group will focus on 3 areas: workforce development, led by NHS Education for Scotland (NES); information and data, led by National Services Division (NSD); and pathways of care, led by Healthcare Improvement Scotland (HIS).
20. A letter had been issued to Chief Executives the previous week informing them that £1.3m had been set aside to support implementation in 2011-12:  of that £253,000 will remain with NES, NSD and HIS for preparatory work; the rest will be distributed to Boards under NRAC for benchmarking and implementation.  Timescale – it could be challenging for Boards to spend the funding by the end of March.  It wasn’t yet known if a similar amount would be available for the next 3 years.
21. The HEAT target proposed for 2012 focuses on prevention, ie early booking for all women.  The proposal currently is that 80% of pregnant women should be booked within 12 weeks.  It is acknowledged that this will be very challenging, particularly for those in areas of high deprivation.
22. Boards are being asked to do benchmarking/stocktake in order that the Support Group can better identify where specific national support can most usefully be targeted.
23.  During discussion it was pointed out:

· Anything to help the vulnerable families pathways was welcomed.  The pathways connect maternity services to children’s services.  Primary care is not engaging with them
· Midwives should be the main point of contact

· Getting it right for every child is often missed out of midwifery training

· Modernising Nursing in the Community is looking at antenatal pathways and how to join up public health nursing/midwifery

Action:  Sally Amor to send Highland’s guidance on Getting it right training for midwives to Mary Sloan for circulation to the CHCs.
ITEM 9
PARENTING STRATEGY

24. Hilary Third, from the Scottish Government Early Years and Social Services Workforce Division, pointed out that it was early days for the Parenting Strategy and that it was a good time for her to meet with the CHCs.  The strategy needs to meet the needs of, and be of use to, relevant people and the CHCs were crucial.  She wanted to ensure a link with the CHCs who had the shared goal of improving outcomes for children and young people.

25. There were 3 strands to the manifesto commitment on parenting:


(1)
develop a national strategy

(2)
agencies to work together to help parents, and


(3)
parents are given a guaranteed level of support.

26. Since the Election, clarity has been sought on what was meant by this commitment.  The Ministerial principle is to have a parenting strategy to support parents which is key to improving outcomes for children and young people.  Parents are the greatest influence on children’s lives.  The strategy should help parents be and do the best they can.  It should help them build resilience, confidence and capacity, and it shouldn’t wait until they fail.  It should re-value the importance of parenting, and the importance of health improvement.
27. The Spending Review, announced the previous day, contained a lot about preventative spend and early intervention – Early Years is a key strand.  £500m has been allocated to preventative spend across a range of priority areas, including early years. The Early Years Change Fund, which includes £50m from the Scottish Government and £115m from the NHS will help make the shift towards prevention.  The Early Years Task Force, chaired by Angela Constance, Minister for Children and Young People, will oversee the change fund.
28. The Strategy will create challenges and opportunities – health will play a crucial role.  At present, there are more questions than answers.  The scope could be:

· Support for all parents in a non-stigmatising way, all encompassing, not just for vulnerable families – all parents can be vulnerable at some time

· Universal but with targeted interventions

· All those who have a parenting role, eg step-parents, grandparents, adoptive parents and parents of all ages, maybe up to the age of 21 for Looked After and Accommodated children

· Early years are important but teenage years can be challenging and parents may need a little support

· Ante-natal

· Link in with NES work.

29. It isn’t clear yet how prescriptive Ministers will want to be.  There are differing views about local, national and licensed parenting programmes.  A national strategy will be developed but there will be discussions about how it should be delivered locally.  Local views will be respected but there should be a consistent national strategy, building on Getting it Right for Every Child principles and indicators.  It will address a wide range of issues that affect parenting, eg drugs, domestic abuse etc.  There is likely to be a specific focus on fathers as there is anecdotal evidence that fathers often feel left out in health and school settings and there are concerns about limited number of male role models in the children’s workforce.
30. It is an aspirational piece of work.  A phased approach will be taken: 

· Phase 1, 2011/12 – an overarching national strategy

· Phase 2, 2012/13 – aligning local outcomes with national strategy
· Phase 3, 2013 onwards – age-specific outputs for parents.  

31. Hilary concluded by saying she was keen to hear the views of, and to work with, the Commissioners and to learn how they could help each other achieve the outcomes.

32. During discussion the following points were raised:

· Rights and responsibilities of parents – neglect can be long term.  Responsibilities should be included in the strategy

· What assessment is there for “good enough” parenting, how can failing to be good enough be recognised? 

· Supportive of an assets-based approach.  Focus on the positive assets and not a “will do to” approach

· A parenting strategy is essential.  There are different thresholds though – social work prefer to see the parent/child stay together, health has a lower tolerance. 

· Parents need support to be better parents 

· The strategy should be universal with additional support
· It has to be an ambitious, holistic strategy to empower parents, and must link in with them and link in to Getting it right for every child
· Parenting can’t be thought of in isolation – the strategy should look at life outcomes including, for example, benefits

· The strategy should cover relationships as well as parenting – this would link in to Curriculum for Excellence

· Parenting is less valued in the UK compared to other countries: parenting should be celebrated.  The community should value parents
· The Family Nurse Partnership principles should be applied to support all parents – lessons should be learned to benefit all children’s nursing

· Family Centres shouldn’t be about shiny new buildings – effective ways of working with parents should be considered, perhaps outreach services?

· There could be a virtual children’s centre – flexible ways of delivering programmes that work.  The hours professionals work should suit the families and not the other way round but that is tricky – many professionals are parents too
· Parenting support could link into the Change Fund

· There can be a conflict between children’s rights and parents’ rights – that needs to be developed effectively

· The findings of the Growing Up in Scotland research should be looked at – there can be an 18 month gap in development age between children whose parents have had a university education compared to those whose parents have no or minimum qualifications

· Children are most at risk when generations of families have been out of work, without books etc

· A large proportion don’t know how to parent – this should be addressed in young people and it shouldn’t wait until they become parents

· An environment should be created to allow parents to become good parents, ie support in the community, education, help to find employment

· The Glasgow parenting evaluation should be looked at.
33. Jim Carle summed up by thanking Hilary and saying she would be invited back at an appropriate stage.  He also invited Hilary to approach the Group for help and advice in developing the strategy.

ITEM 10
ALLIED HEALTH PROFESSIONALS – ROLE OF NATIONAL LEAD FOR CHILDREN AND YOUNG PEOPLE
34. Jane Reid began by saying she had been in post since January.  Jacqui Lunday, the Scottish Government’s Chief Health Professions Officer, had identified funding for an Allied Health Professional (AHP) National Lead for children and young people – 2 days per week for 2 years.  The rest of the time Jane is the Associate AHP Director for NHS Tayside.  Jane worked for many years as a paediatric physiotherapist and latterly was Head of paediatric physiotherapy in Grampian.  Jane was seconded to NES for 2 years and worked with Pauline Bierne with one of the key achievements being the publication of the educational framework for AHPs for children and young people (Children’s Chapter.)  As AHP National Lead for children and young people, she has a leadership role and can be a conduit with the Scottish Government for health and education, and she can help ensure Getting it right for every child is being implemented in the work of AHPs - in the NHS and in education.

35. Her role is also to ensure policies are implemented and she is responsible for the AHP input to policy development, e.g. she has influenced the palliative care policy.  She believed the AHPs have found it beneficial to have someone raising the profile of AHPs nationally.  She also supports and advises Health Boards with regards to AHPs – a critical friend.

36. Jane has been involved in the neonatal advisory group, highlighting the AHP role.  She did a mapping exercise on where AHPs are involved in neonatal care – there are big differences across Boards – and has written a baseline for AHP input for neonates and follow-up care.  There needs to be appropriate referral to multi-disciplinary follow-up care which will involve service redesign in some areas.  Neonates need early intervention.

37. Jane concluded she believed people working in children’s services now recognise the role of AHPs and that she was raising the profile of children and young people’s AHPs.

38. During discussion it was pointed out:

· AHPs aren’t always included in children’s strategies but they should be

· Neonatal pathways work well in some areas but not in all – neonates born under 32 weeks need to be seen very early by a physiotherapist, dietician etc.  Services should be brought together in a coherent way
· Community Child Health for the 21st century (CCH21) will bring about huge opportunities for advanced AHPs.  It will mean replacing the medical workforce with other professions
· AHPs have a key role in transitions

· There are 10 AHP professions.  Some AHP groups are very small.  It is difficult to understand what the standards are and to know if AHPs are good value for money – this could be for Jane to highlight.  There hasn’t been a lot of research.

· Ayrshire and Arran is taking a person-centred approach

· Workforce modelling should be encouraged.   Health professionals often work in silos – is there read-across?  Jane could highlight what AHPs can offer and is happy to attend meetings.

ITEM 11
CHILDREN’S HOSPICE FUNDING

39. Jim Carle reminded the meeting that the Children’s Hospice Association (Scotland) (CHAS) attended a previous meeting.  It was keen for CHCs to access their services and raised the problem of children going into adulthood, wondering if they should develop their own service or if the young people should go into adult services.  Jim also said he was to attend CHAS’ Glasgow Square Table event on 26 October – Lorraine Currie, Sally Amor and Kay Fowlie are also attending one of the events.
Action:  CHCs to send comments to Jim that they’d like him to feed into the event.

40. Kay Fowlie reported she had met with the Chief Executive, Maria McGill, and CHAS would like to come back to a CHC meeting to discuss its Plan.  CHAS is facing increasing problems as their more complex children require medical staff – CHAS and NHS Tayside are in talks about Tayside helping with medical cover.  Pat Carragher had also raised this problem at the Children with Exceptional Healthcare Needs Network day.
Action: CHAS to be invited to a future meeting.
ITEM 12
EARLY YEARS FRAMEWORK – DEVELOPING A SELF-EVALUATION TOOLKIT
41. Jim Carle informed the meeting that he sits on the Group looking at this.  The first meeting considered the direction of travel.  Imposing another monitoring framework may not be helpful.  It would be better to develop standards that should be built into current monitoring frameworks.  The toolkit may not be taken forward as it might not give additional value.  Another national meeting will be convened.

Action:  Jim Carle to share the papers: CHCs to comment to Jim.
ITEM 13
AOB

13.1

Children’s Hearings – Non disclosure of information

42. Jim reminded the meeting that papers had been circulated with the agenda.  This is a big issue – not a huge problem for health but when a problem has arisen it has been serious.  It is about child protection and information sharing.  Ayrshire & Arran has a protocol in place.  Jim is getting comments back and he’ll then circulate it as a pro forma for the Group.  Procedures will have to be put in place in the future.   The Scottish Courts Administration will want it included in the new Children’s Bill.

Action:  Jim Carle to circulate the pro forma: CHCs to comment to Jim.

Kate McKay to raise the issue with the RCPCH Child Protection Committee.
13.2

CHILD HEALTH COMMISSIONER SURVEY
43. Jim reported that he had pulled together a questionnaire covering the role and remit of the Group and had shared it with those who had attended the June meeting.  They had been asked to comment by the end of September.  It would then be circulated to all CHCs to complete.  Responses will be collated and discussed at the next meeting.

Action:  CHCs to comment on the survey by end September.  The survey will then be circulated to all CHCs, responses collated and discussed at next meeting.
ITEM 14
DATE OF NEXT MEETING

44. The next meeting will take place on Thursday 8 December at 10.30am in Conference Rooms A and B, St Andrew’s House, Regent Road, Edinburgh.  Unfortunately, video conferencing will not be available.
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