
Draft Proposal for LES: CHILD HEALTH AND WELLBEING
The background to the proposal

While routine well-person checks and preventative care for adults is now well-established within Primary Care and has become the norm, it is unusual for a similar level of care to be offered to children. 
The only routine preventative care consistently offered to all children is the 6 week check and routine immunisations as part of the national immunisation programme.

There is abundant evidence that the most serious causes of adult morbidity and mortality have their origins in childhood environment and lifestyle, and that there are serious risks to the health of our future adult population in terms of increasing childhood obesity, drug and alcohol abuse, teenage pregnancy and mental health problems, in addition to the increasing number of children with learning disability and physical disability due to improved survival of very low birth weight pre-term infants. 
Opportunities for provision of health education and health promotion to school-age children have been constrained by the decline of the School Health Services.
The UK, assessed in the context of the world’s richest countries, has the largest percentage of children living in poverty and an increasing rate of children leaving school with a reading age of 9 or below (estimate of 40-60%). (N.B. A reading age of 9 enables an individual to read the ‘Sun’ newspaper).
Aim
To encourage Practices to undertake risk based assessment and examination of individual children at the time of new registration, to be linked to ongoing development of practice-based systems to improve the health of their child populations.
To encourage practices to undertake regular monitoring of children found to be suffering from chronic long-term illness, or to be at risk of developing physical or mental illness. This includes children with obesity, social deprivation, family vulnerability, alcohol and drug abuse and mental health issues, also those who have been abused or are thought to be at risk of abuse. These would be identified by community based health professionals, from searches of existing practice records, or on an opportunistic basis.
While it is intended that all Practices will eventually be assessing 100% of all children at time of registration,

percentages of children requiring regular monitoring will vary depending on geographical locality and it is important that practices with lower percentages of needy children should not feel themselves to be unfairly penalised, while ensuring that practices who have to work harder are adequately rewarded.(Difficult!)
Proposed Actions
Each participating GP practice is required to undertake the following:
1. Establish and maintain an effective system for risk assessment of all new families with children registering with practice. This may entail a health professional seeing every family with all its members at the time of registration. Part of this assessment would involve taking base-line measurements of height, weight, blood pressure and dip-stick urine testing of all child patients 
2. Have a computer flagging system or alternative mechanism in place to identify and regularly monitor A)children with chronic illness and/or on long-term medication, and to ensure such monitoring is recorded
B) at risk of physical disease or psychological harm e.g. with obesity or from vulnerable families, inadequate take-up of routine immunisations, frequent attendance at OOHs service or A&E

3. Subject to appropriate security measures, NHS clinical staff e.g. Health Visitors, Midwives  and School Nurses who are not directly accommodated within the practice premises are to be afforded direct access to practice clinical systems as necessary with an explicit right and contractual duty to make records within such systems

4. Designate a named GP as Child Health Liaison contact for child health and wellbeing.

5. Linked to evidence of action planning i.e. any concerns at time of registration should be swiftly and appropriately followed-up 
6. Have in place a computer flagging system (or alternative alert mechanism) to identify concerns relating to parents/carers/children who are related (in particular those with different surnames/addresses) with especial attention paid to the following

Mental Health issues e.g. post-natal or other depression, drug and/or alcohol abuse

History of Domestic Violence or record of violent offending 

Chronic ill-health of parent or main carer

7. Document that information is fully shared with all relevant professional staff 
8. Provide evidence that a multidisciplinary meeting takes place regularly (at least quarterly) to discuss Child Health issues. Minutes should be available and a register kept of patients for whom there are concerns in addition to parents, carers with addresses and other contact details. This list is routinely updated [and is for internal practice use only].
.
It is suggested that initially targets be set relatively low e.g. 70% of newly registered children to have record of height, weight and blood pressure, and that not all of the above 9 items attract payment as some will be difficult to measure, perhaps 1 and 2 in the first year
Proposed Roles of Health Visitors and School Nurses in this LES (in addition to their core contact and duties)
a) Initial risk assessment of new registrations: the Health Visitor is uniquely placed to fill this role as being a highly trained health professional with a knowledge of child health and development who is experienced in risk assessment and who would be able to undertake this in the patient’s home if the family is unable for whatever reason to attend the surgery(although they should all be encouraged to do so), or there is a child under 5 within the family
b) Monitoring of children at risk of or suffering from chronic long-term conditions e.g.  chronic diseases such as asthma, diabetes mellitus, inflammatory auto-immune conditions, treated cancers, neglect or other known or suspected abuse

       <5s HVs

>5s School Nurses

(While this may have already been happening, at present there is no consistent and clear-cut mechanism for it to be communicated to GPs or recorded in GP records)
Children with learning and physical disability and handicap
Some thought is required on how these children might be brought into the LES
A considerable amount of work is carried out within the community in special schools and other locations by health professionals 

This is an important group of children on whom there is great expenditure.

 Improved communication and collaboration between Primary Care and these various agencies is urgently required, as we are often left out of the loop and not involved unless there is a crisis, when huge information deficits are discovered.
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