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1. Introduction /Background

The aim of this project is to set up a fully functioning integrated service for disabled children. This falls within the government’s agenda for children’s services and especially that for disabled children.  This project will take this and other wider objectives into consideration which are found in new legislation, guidance and policy initiatives which are explored below. 

Since 1975, the ‘social model of disability’ has become internationally recognised as the driving force behind the disability agenda and a cornerstone of the disabled people's movement.  In simplistic terms, this definition changes the focus away from people's impairments and towards removing the barriers that disabled people face in every day life. In the main it is not the impairment that is the problem, or the disabled person, rather it is society's failure to take into account our diverse needs. The Social Model of disability shifts policy away from a medical, charity, care agenda into a rights led, equalities agenda.
The National Service Framework for Children, Young People and Maternity Services (2004) sets standards for services to children and families across health and social care. There is a particular section dealing with disabled children and their families. The main themes are about providing services that promote social inclusion for disabled children and young people, increasing access to hospital and primary health care services, therapy equipment services and social services, having integrated diagnostic and assessment processes , improving early intervention and support , making palliative care available to those who need it , having robust systems to safeguard disabled children from abuse and ensuring that there is multi - agency transition planning. 

The new Children Act (2004) places a duty on local authorities to make arrangements to promote co-operation between agencies and other appropriate agencies. This includes adopting a common assessment framework for all children and setting up effective information sharing arrangements with other agencies. The Act also requires local authorities to integrate the front line delivery of services by planning and commissioning more co-located and accessible services.

In Brent children and their families are from diverse multi- cultural backgrounds and have diverse needs. Social Services, Education and Health recognise these diverse needs and have been working towards a pooled budget for children with complex needs and disabilities over the past year. The plan is to pilot this from April 2005.

An executive decision was made on 13th of December 2004 to merge Children’s education with children’s social services to form a new children and families department. Senior officers from Brent have reached an agreement that operational services for disabled children in Brent need to be integrated to enable them to achieve their maximum potential. To date there is consensus that the disabled children’s social services team will be re-located to the same building as the special needs education service. 

Research was completed by Isabelle Iny in 2002 “Towards an Integrated Service for Children with Disabilities”. Access and the provision of services from health, education and Social services were explored highlighting areas for improvement and a need to integrate services. The recommendations of this research have formed the basis of the objectives of this project. 

This document is about managing the process to ensure that services are integrated in the best possible way for children and with the least disruption for staff.   

2. Business Case 

There is a case to re-configure services for disabled children to achieve:

· Service delivery in line with a social model of disability.

· Front line integration to provide services that are child and family centred as well as improve outcomes for disabled children, young people and their families. 

At the moment a lot of effort is being made by all professionals involved with disabled children to work closer together. This includes more liaisons with each other, joint funding of services and multi-disciplinary assessments. These processes need to be formalised and further developed to ensure that disabled children and their families have access to a range of services available and provided in a manner that encourages access.

This project is needed to progress the integration of services for children with disabilities. The aim is that the project and integration will be cost neutral. Hence any options for re-organising the services will be considered using current resources. The expectation is that a seamless cohesive service for disabled children will not only benefit users but also create a more efficient service with less duplication.  The benefits of integrating the provision of services for disabled children include:

· Reduced assessments through the development of processes to aid a holistic assessment process taking into consideration all factors which impact on the lives of children, young people and their families.

· Improving the efficiency of the assessment and diagnostic processes to aid prevention and early intervention.  This will also enable stronger foundations to be developed within the early years.

· Improved sharing of information through agreed protocols and processes to facilitate same.

· Promotion of social inclusion through the delivery of a social model of care for disabled children.

· Provide more comprehensive advice and support to parents and carers of disabled children to ensure that they receive the range of support they require.

· Providing a care management model which will ensure cohesive and coordinated service delivery through a single point of contact for those with high levels of need which is designed around the needs of the child and their family.

· Enable families with disabled children to access information about a range of services available to them including domiciliary care, community nursing and other health support, play, leisure, child care and skills training in health care interventions and behavioural techniques.

· The development of inter-agency care pathways and packages to facilitate continuity of care and anticipate services changes as the child or young person grows older and/or their disability or health condition alters.

3. Project objectives

The principal objective is to integrate the services for disabled children by age group. The three age groups identified mark key transition points: 0-5, 5-13 and 13/14 – 19.

Models for re-organising the service will be explored with all stakeholders, comparisons made with other local authorities / PCT’s and assessed in terms of which ones will provide the best outcomes for disabled children and will be the most cost effective. The intended outcomes are to have:

· Multi disciplinary assessments for disabled children. The required assessments will be co-ordinated with all professionals and information shared. This could entail a number of different professionals seeing a child at the same time, a coordinated programme of assessments at a designated assessment centre or at various settings over a given period of time.  This should lead to less duplication of information from assessments and a more positive experience for users.

· Shared data for management and case work information. To enable professionals share and manage information about disabled children a joint database between health, education and social services will be developed.  This will include a multi-agency client held folder to incorporate details of professionals involved, details of data to be covered and relevant information from different agencies.

· Provision of joined up accessible services. Through the integration of services the ability for carers to get the appropriate service for a child should become simplified. There should be a single access point. Communication between professionals will improve care plans they will become cross-cutting and more flexible.  

· Effective management of resources. There will be a pooled budget between education, social services and health to meet the continuing care needs of children and young people. Duplication of professional roles will be reduced , there will be improved  communication to voluntary agencies regarding additional sources of funding 
4. Scope 

This project relates to all disabled children their families and all professionals working with them. It covers three specific age groups of disabled children 0-4 years, 4-13 years and 14 -19.A model of care for each age group will be suggested.

The specific aspects of the project will include:

· Audit of current service provision against NSF Standards relating to the Disabled Children and Young People and Those With Complex Health Needs Children in conjunction with the principles underpinning Every Child Matters; Change for Children.  This will include the following aspects:

· Promoting social inclusion

· Early years

· Supporting parents

· Safeguarding children

· Transition to adulthood

· Analysis of Core staff and peripheral staff involved in providing services to children of these age groups. Staff who work with the various groups will be identified as well as the amount of time spent working with the groups. It is acknowledged that core functions of staff from all disciplines are still needed for the different age groups of children.

· Analysis of the health care, social work and educational needs of the children from the different age groups in terms of the disabilities they have. Considering historical trends so that predictions can be made in terms of provision of services and resources for the future.

· Consultation with users, staff directly working with them and a number of other stakeholders will take place to consider their views on the proposed changes. Information and final outcomes will be disseminated.

· Examination of the current processes and information aspects of assessments for children of the various age groups .Collation of the assessments completed for children of each age group, core and specialist as well as the meetings that these may be discussed. .

· Shared database for disabled children between health, education and social services. Exploration of how the requirements of the children Act (2004) “Information sharing arrangements” and the “Common Assessment framework” will include disabled children. Setting up joint protocols for progressing work with disabled children and their families across disciplines and getting agreement for “read only”access to related databases.  Consent issues will also need to be explored within this context.

· Accessibility of services will be improved by having co – located teams and one lead person from each age group who communicates with everyone involved.

· Evaluation of the resources needed to achieve the objectives. This would include: management, funding streams for specialist work, accommodation, re-location and staffing.

· Management arrangements and professional supervision will be identified and agreed within this project. In addition to this the new structures and composition of the service / team will be agreed and implemented.
· Change Management will be incorporated to ensure the success and implementation of the initiative.
· Functions of the specific Teams and staff will be clarified. Work plans and remits of specific staff especially in relation to assessments will be agreed in this project.               

5. Deliverables

Initially a project team will be set up comprised of professionals, managers and clients to set up a working structure. They will meet regularly at least on a monthly basis.

Information will be gathered to assess the workload of all professionals who work with disabled children.  This will include caseload information, benchmarking and waiting times.  Interviews will be conducted to find out the proportion of time spent with the target group, specific responsibilities, strengths and weaknesses about the current situation and views about the proposed changes.

The needs of the children of the various age groups will be listed as far as possible. Management information will be gathered from the PCT, social services database, and the education database. All this information will be collated and made available to everyone involved. 

Consultation with a representative sample of disabled children and their families will take place. This will enable us to inform them of the proposed new structure and to obtain views on the changes which will be used to determine the final re-organisation. 

Staff consultation will proceed in tandem with the above. Staff briefings, team meetings, the intranet, and staff bulletins will be used to disseminate information. Trade unions will be consulted. 

There will be a mapping exercise of the current assessment procedures amongst the different professional groups. It will include statutory and non statutory assessments, necessary time-scales, frequency and any overlaps. This exercise will also include a list of multi-disciplinary meetings where disabled children are discussed, shared protocols and any other relevant meetings or joint procedures. This information will be used to determine if the assessment can be simplified and more joined up. This might involve layers being reduced, necessary meetings being held jointly and other ways of making the assessment more child and family focused and less cumbersome.

A protocol will be agreed on information sharing between the relevant professional groups and clients. Measures will be drawn up to ensure have sufficient access to information held by all departments to function effectively. One of these measures may be to have a single named person involved in a particular child’s progress.

We will consult Information Technology teams from the three departments. They need to tell us what is necessary to create a shared database. They also need to tell us the cost implications and the time-scales involved. A decision on advice thereon will then be necessary from Directors of Children’s Services and PCT.

We will work with lead officer in the working group on Common Assessment Framework and information sharing arrangements to minimise possibilities of duplication.

Improved communication processes for parents and staff, Co-location of teams, lead officers, shared information access, information-share procedures and more knowledge in hands of key-workers will increase service accessibility.

We will do an evaluation of existing publicity and informative material and where it is displayed to determine whether any improvements are appropriate.

Team Managers will conduct an audit of all-existing resources, furniture, IT and funding streams. On completion, recommendations for re-allocation will follow. Management structures will also be included in this exercise.

A project plan will be devised, using a GANT chart. 

6. Proposal

6.1 Structure

The aim is for a fully functioning integrated service for disabled children. The proposed structure is to have a streamlined service with one overarching team, which will oversee services for disabled children.

The project will explore integrated service configurations for three age cohorts namely 0-4 years, 4-13 years and 13-19 years.  An integrated service delivery model for each age group is considered necessary.  The aim is to achieve a single management structure for each age specific multidisciplinary team which would comprise both core and peripheral staff required to achieve integrated front line service delivery.  

Staffing structures and models of care will be age specific. For example it is common practice that health visitors provide services to children in the 0-5 year old age group but not to teenagers. Teenagers need to have access to other professional services suitable for their needs.

The location of services will be considered within the context of this project and may result in age specific teams being co-located.  However, specific details of potential sites are open for further consideration.  Due to financial constraints it is anticipated that current locations where staff working with disabled children will continue to be used.  

 6.2 Project Board

It is proposed that the Pooled Budget Group will be the project board. This is comprised of the following people: Janet Palmer, Samih Kalakeche, George Riley, Sarah Mansuralli, Roseleen Kearns, Rik Boxer, and Peter George.  The project board reports directly to the Children’s Strategic Partnership Board.

6.3 Project Team

It is proposed that the following people will form the project group:

a. Sarah Mansuralli – PCT and Project Lead

b. Jacinth Jeffers – Sure Start

c. Tejinder Nigar – Sure Start 

d. Jacqui Morrell –CAMHS 

e. Roseleen Kearns – SSD

f. Ingred Marriot – PCT

g. Lesley Fox Lee - Education

h. George Riley – SSD

i. Rachel Clarke – Education

j. Dr Marion Scrine – PCT

k. Sarah Newman - LBB

l. Shirley Bickers – Brent CARERS

m. Ann O’Neil – Brent MENCAP

n. Parent/Carer Representative – to be selected by Brent Carers

7. Interdependencies / Key stakeholders

The most important people that the proposed changes will affect are disabled children, disabled young people and their families. Their needs should be considered very carefully throughout this project because they are the people who have direct experience of the service. Inevitably they have to access services, experience a number of different assessments and have direct contact with health, education and social services more often regarding service provision.

Many professionals are involved in a disabled child’s life across the three disciplines of health, education and social services as well as the voluntary sector. Their involvement is very important for the success of this project. These include the following:

Health: General Practitioners, Health Visitors, Nursery Nurses, School Nurses, Community Paediatricians, Speech and Language Therapists, Occupational Therapists, Physiotherapists, Community Children’s Nurses, Paediatric Dieticians, Child Development Service Co-ordinators, Community Paediatric Audiology Services, Child & Adolescent Mental Health Services (CAMHS) which comprise of the following professionals Child Psychiatrists, Clinical Psychologists, Psychotherapists, Nurse Specialists all of whom link with wide range of other health providers as appropriate, e.g. neurology, orthopaedics, orthotics. 

Health professionals work as a multidisciplinary team to provide assessment, diagnosis, therapy and case management of disabled children or special needs. In response to Isabelle Iny’s report ‘Towards and Integrated Service for Children with Disabilities’ (2002), a new operational policy for the child development service in Brent was agreed across health, education and social services. The service operates an open referral policy. Infants, children and young people may be referred for assessment by a single discipline e.g. speech therapy, or to the community paediatricians for access to the child development service and multidisciplinary assessment. The majority of referrals are received from hospital paediatricians, GPs and health visitors through the child health surveillance programme. Referrals regarding school aged children are received from school nurses and education.

Referrals are discussed at multidisciplinary intake meetings led by the community paediatricians held twice monthly. Representation was initially from health professionals but is extending to include representation from social service and early years education services. Consent from carers for sharing of information is requested at the point of referral. On the information available a decision is reached to offer either multidisciplinary or single discipline assessments. All assessment reports are copied to parents and carers, and with parent consent shared with GPs, Health Visitor or School Nurse, social services, education and any other service provider involved in the child’s care. 

Subsequently, children with complex needs are monitored at multi-agency child development case review meetings held twice monthly. Case management, including medical investigation, further specialist assessment, therapy input, is dependent on the assessed health need.  Social care and educational needs are met as outlined in sections below. 

The operational policy sets out a revised process for ongoing monitoring and review in line with the ‘Team around the child’ model. This has not yet been fully implemented and is dependent on the appointment of key workers to co-ordinate the assessment and review process for individual children with complex needs.

Information is provided for parents and carers on local and national organisations, statutory and voluntary, which may provide services, support or advice relevant to their child’s needs. For those children with complex needs a Child Development Service folder is supplied in which families can keep reports and information.

Health input from Brent PCT for children with special needs is provided on a peripatetic basis with children seen at home, clinic, nursery or school. Multidisciplinary clinics have been developed for the assessment of children presenting with Communication Disorders or Attention Deficit Disorder and for the monitoring of children with physical disabilities placed in mainstream schools.
Education: Special Educational Needs Co-ordinators (SENCOs), teachers, Learning Support Assistants, nursery nurses, specialist teachers, specialist support workers, Educational Psychologists, Portage workers, Home Tuition teachers, pre-exclusion officers, Education Welfare Officers, Connexions advisors, Special Educational Needs Assessment Service (SENAS) professionals, Parent Partnership Officers

Initial notification of a pre-school child who may have special educational need is made to SENAS by the paediatrician. SENAS monitors the child’s early progress and makes referrals to services such as Teachers for the Visually Impaired (TOVI), Teachers for the Deaf (TOD) and specialist early years support from Portage workers.  

In early education settings and mainstream schools children’s educational needs are assessed, monitored and reviewed following the SEN COP guidelines. In a minority of cases, where a child’s needs are identified as severe and complex requests can be made to Brent Council for statutory assessment. SENAS may receive requests for statutory assessment from educational settings, health services, social care services or individual parents. These are forwarded to a multi-disciplinary decision-making panel. 

There are typically four categories of children when they start in an educational setting:

1. a child going into a mainstream setting

2. a child going into a mainstream setting with identified SEN. Information is shared with the setting in order for them to continue to monitor  and support the child’s needs in line with the SEN COP

3. a child going into a mainstream setting with a statement of SEN

4. a child going into specialist provision ie. a special school or an additionally resourced mainstream setting

Some early education settings and mainstream schools are additionally resourced for specific disabilities such as autism, specific language, visual and hearing impairments. 

Young people aged 13 to 19 are entitled to have access to connexions advisors for advice and guidance with further education pathways and career choices.

Social Services: Social workers, nursery staff, occupational therapists, adoptive carers, respite carers including foster carers, staff at play schemes, home support workers, direct payment officers, and staff at after school clubs, specialist child minders.

Children and their families may be referred to social services by health and educational professionals, voluntary agencies, projects such as sure start, or members of the public.

Social workers will offer an initial assessment within 7 days of contact and if appropriate a comprehensive assessment completed within 35 days of contact. They will contact health to confirm what disability a child has and what services are being offered as well as education. 

The services that may be offered range from nurseries, social work support, respite care, foster care, and adoption to child protection services 

Voluntary agencies:  workers from: Mencap, Royal national institute of the blind, royal national institute for the deaf, national autistic society and Headway an organisation specialising in working with people who suffer from brain injuries.

These agencies may offer support to children and their carers and referrals may be to and from all of the agencies.

This project also overlaps with other projects within Social and educational services in relation to the restructuring and implementation of the Children Act (2004). There is a lead officer Manveen Patwalia who is involved in Common assessment framework and information sharing assessment arrangements. To date considerations are being given to having an over-riding children’s index which captures information from all 3 agencies as well as an inter- operable framework for assessments. There seems to be a move towards wider principles of common information gathering and signposting rather than shared records.      

 8. Risks of the Project 
All of the members of the project board are committed to the integration of services for disabled children in relation to age. It is likely that the integration will lead to some reorganisation of services and re- configuration of teams. Much consultation and communication is needed to progress this effectively. 

The main risk to this project is related to the change management process and resistance to change. This could manifest itself in non attendance at meetings. Other risks that have been identified include:

· Lack of agreement between health, education and social services to the synchronisation of processes, systems, and structures.

· Legal restrictions which make the integration of assessments difficult.

· The possibility of creating confusion to users and carers.

· Difficulty recruiting and retaining staff

An important way to manage these risks is to have a clear communication and a risk management log which includes contingency planning. 

9. Communication Plan

We need to have clear objectives and to explain them properly at all stages of the project. This project is a work in progress and needs to be regularly reviewed in the light of experience.

Good communication structures, making sure that all interested stakeholders are involved at all times are vital to the success of the project. At the start we should list all interested parties and we should inform them at an early stage of what we have in mind. Staff and clients need reassurance if they are faced with changes in working practices.

The following table is suggested at a starting point for the communications process;

	Audience


	Content
	Owner / By whom
	Frequency
	Method

	Users :

· Parents

· Disabled Children

· Disabled Young people
	Contribution to Project Proposals 

· Input

· What they want


	Project team 
	Ongoing dates to be confirmed
	· Briefings

· Letters

· Meetings

· Internet

· Newsletters

	Professionals :

· Health

· Social services

· Education

· Voluntary

     agencies
	· Draft PID

· Consultation

· Feedback

The will provide statistics about users
	Project team
	Ongoing dates to be confirmed
	· Meetings

· Documents

· Surveys

· Briefings 

· Newsletters 

· Intranet


10.Risk Management Log

Risks need to be recorded and regularly monitored. The template below should be used for this purpose:

	No
	Risk
	Impact
	Likelihood
	Severity
	Countermeasures
	Contingency

	1.
	Meetings not being held or cancelled 
	High
	medium
	High
	Set up meetings in advance.
	To review timescales for the project if more than 2 meetings cancelled

	2.
	Non attendance at meetings 
	High
	medium
	High
	Project team members to send representative if unable to attend  
	Schedule meetings in advance 

	3.
	Change management / resistance
	High
	High
	High
	Consultation and communication plan
	Review communication plan

	4.
	Creating confusion to users and carers
	high
	low
	high
	Ensuring that there is much consultation and communication regarding the changes as possible
	Review communication 

plan

	5.
	Inability to recruit staff
	medium
	medium
	high
	Ensuring that there are clear job descriptions
	Reviewing recruitment process
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