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‘Health for All School Aged Children and Young 
People’ 

 

Development of a Commissioning Framework and 
Service Model – Executive Report 

 
“Look at a typical school bus at the end of the day, a bus carrying 50 children.  Around 29 of 
them that day will leave their school with 5 or more good GCSE’s, compared to 22 in 1997.  
22 will go on to University compared to around 16 in 1997.  BUT 5 children on the bus will 
drop out of education and training at 16 and are unlikely to find work quickly.  2 of the girls 
will end up pregnant and at least 2 will end up in trouble with the law.  5 children (10%) will 
already have a diagnosed mental health problem.  9 will be classed as obese. 14 will be 
living in poverty. 3 will witness regular domestic violence. 1 may well be going home to a 
double shift of caring for their siblings and a disabled parent.” 
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1 Introduction 

In April 2007 The Whole Systems Partnership were asked to undertake a 
review of the contribution of school nurses to ‘school health’ services with the 
purpose of developing a Commissioning Framework and service model.  The 
brief for the work was to: 

• Develop a broad commissioning framework for a school health 
service (to be subsequently referred to as ‘Health for all school age 
children and young people’); 

• Include in that commissioning framework the outline of a model of 
such a service; 

• Identify the immediate (first stage) components of a specification for 
such a service; 

• Indicate the continued local work that would need to be undertaken 
to further develop the above. 

The work has been undertaken through a series of one-to-one discussions, 
workshop sessions and extensive review of relevant literature and policy 
guidance.  This Executive Summary Report provides an overview of the work 
and its conclusions.  It is supported by a set of presentation material developed 
and used in the workshop settings.  These provide both an ‘audit trail’ of the 
development process and more detail in some aspects of the work.  

2 Critical policy context 

‘Every Child Matters’ places an emphasis on early identification and 
intervention by strengthening health promotion in local communities through 
early years settings, including children centres, schools and other community 
based resources.  This emphasis has led to concepts such as Extended and 
Full Service Extended Schools where the ability to identify and respond to 
individual children’s needs is enhanced and speeded up.  A further key theme 
emerging from reports, such as the Kennedy and Laming Reports, emphasise 
the need for improved integration and joined up responses to avert the risk that 
Children’s needs go unnoticed.  Throughout these, and other, policy documents 
the picture that is painted is one in which: 

• There is fragmentation and poor joint working; 
• There is a focus on crisis resolution rather than prevention; 
• There are plenty of assessments but not always an ability or 

willingness to intervene; 
• Services are uncoordinated and different levels of intervention 

remain unclear; 
• There are poor outcomes for children, many being failed by the 

system and remaining at risk of harm. 

This review enabled participants in the review process to recognise critical 
underlying principles for the way ahead, namely: 

• A radical change in service delivery through complementary 
functionality, local area partnerships and more integrated virtual 
team working; 

• Joint Commissioning (Children’s Trust); 
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• Seamless Care – Child/Family Focussed through Children’s 
Centres and school-based support; 

• Pathways – Service Specifications placing an emphasis on 
screening and early intervention; 

• Reducing Inequalities (Prevention & Targeted); 
• An inclusive approach that improves outcomes for ALL. 

3 Local views 

During the discussion with local staff and managers a range of views were 
expressed.  People felt, for example, that some vulnerable groups (particularly 
school non-attendees) needed to be reached and that a more comprehensive 
approach in schools needed to be achieved.  However, training for school 
nurses by the primary care mental health team and the development of joint 
drop-in clinics were welcomed and people saw real opportunities moving 
toward a catchment based area system that could facilitate co-location and 
closer integrated working. 

There was strong local support for initiatives such as: 
• The development of a ‘tiered’ approach to delivery linked to 

screening and early (specialist) intervention; 
• The setting of targets based on catchment populations; 
• Promoting a workforce plan based on the healthcare assistant 

model and therefore making best use of professionals; 
• Providing support for emotionally disturbed children and promoting 

the ‘school health’ service more pro-actively through the web and 
information bulletins. 

It was evident that there was a high level of commitment to the service locally 
and excellent examples of multi-disciplinary working already in place.  
However, the review has identified the need for ongoing investment over a 3 to 
4 year period to establish both early identification and intervention for 
vulnerable children and young people, accompanied by an assertive approach 
that complements the delivery of a universal service.  These local discussions, 
further enhanced by participants in a workshop on the 2nd October, suggested 
that the following specific action should be incorporated into any development 
plan: 

• Changing the name of the ‘school nursing service’ into Children and 
Young People’s Health Services (5-16); 

• Promoting strategic partnerships to promote the concepts and 
practicalities of these recommendations; 

• Developing a joint commissioning framework and vision into which 
all of this fits together with clear targets (quantitative and 
qualitative); 

• Undertaking work on the boundary/footprint fit to facilitate improved 
delivery; 

• Removing ‘double-manning’ to free resources – best person for 
role/job approach as would developing an appropriate workforce 
plan; 

• The need to identify a ‘core; team as baseline for each area, 
weighted by need and numbers; 

2 
www.thewholesystem.co.uk  



DRAFT 2  1st November 2007 

• Developing the potential of the (Snr) Healthcare Assistant 
workforce; 

• Prioritising teenage pregnancy and obesity; 
• Establishing a database and administrator – what to collect for 

commissioners, particularly where ‘targeting’, and improving the 
intelligence base for action; 

• Establishing local area partnerships in each ‘catchment’ area to 
focus on public health issues; 

• Developing the interface between the school nurse and health 
visiting services as well as developing links with the wider Children 
and Young People's strategy; 

• Clarifying referral criteria, and thereby minimising gaps between 
existing services; 

• Establishing, through the local area arrangements, appropriate links 
between Children's Centres and Extended Schools, establishing a 
pattern of area action specific to the needs of the school and family 
population; 

• Acknowledge and action (phase 2), a review of health visitor roles 
and responsibilities that complements of the wide ranging changes 
taking place both in children and young people services and in the 
NHS.  This should include suggested changes to the Child 
Development Services and develop a phase 3 ambition to promote 
a continuum of engagement for promoting well-being and health for 
the age range, 0 to 19 years.   

4 The Commissioning Framework 

4.1 Developing an outcomes framework to drive commissioning 

The importance of clearly specifying the outcomes expected from a service in 
the context of understanding both the overall client group needs (joint health 
needs analysis) and the current strength and weaknesses of the service 
response form the basis for developing a sound Commissioning Framework.  
Partners in the commissioning of these services have the responsibility to: 

• Identify strategic priorities (in this case the health of children and 
young people); 

• Place the priorities with the partnerships that are best placed to 
implement them developing local area partnerships (LAPs), based 
on three area teams described in this executive summary; 

• Support the implementation; 
• Performance manage against the planned outcomes – part of the 

Children and Young People’s Plan outcomes, but particularly 
focussed on the planned changes. 

Building on the proposed service model reflected in this report participants at 
the stakeholder workshop on the 2nd of October began to define the benefits 
that should arise and a means of measuring these benefits.  This material is 
contained in appendix to this report.  The key overall objective is to reduce the 
number of children and young people who remain at risk in key priority areas 
such as substance misuse, lifestyle issues and mental health.  This is 
illustrated in Figure 1. 
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Figure 1 An approach to developing a performance framework based on the 
emerging service model 

4.2 Commissioning imperatives 

‘Health for All Children (Hall 4)1’ informs the nature of our key commissioning 
imperatives, for example: 

• The service should be directed at the needs of school-age children, 
rather than being seen simply as a ‘school health service’; 

• As in other aspects of child health services, equity of outcome is the 
aim rather than equity of input; 

• Needs differ from community to community and from school to 
school; 

• Many of the issues that seem important for children and young 
people are to do with health in the wider sense, calling for public 
health initiatives or multi-agency interventions; 

• In contrast, others are very private matters and need confidential 
one-to-one consultations. 

These factors inform the development of a service model that is both ‘universal’ 
and ‘targeted’ as well as placing an emphasis on extending support and 
intervention to include families, to promote health as well as to respond to poor 
health or risky behaviour and to safeguard a child’s overall health and well-
being. 

 

                                            
1 Health for All Children, Hall & Elliman (December 2002) 
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5 Emerging service model 

5.1 Overview 

Figure 2 illustrates the emerging model building on a tiered approach that 
balances the universal with the specialist and encourages multi-disciplinary 
working across the tiers.  Outcomes for children and young people are 
achieved at each tier, but can also be assessed at a ‘whole system’ level.  This 
model can be translated into a ‘spatial map’ showing the potential inter-
relationships of different teams, as shown in Figure 3. 

 

Illustrative
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• Appropriate skills mix
• Lead ‘knowledge’ mix
• Core teams weighted 
for need

Needs strengthening
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Figure 2 Emerging model 
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Figure 3 ‘Spatial map’ of service model – Health for all Children and Young 
People 
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5.2 The Framework 

This represents an ambitious and radical change for the current school nursing 
service.  The initial stage identifies as its priority a focus on establishing a 
robust universal service, supported by effective screening and early 
intervention.  The latter stages concentrate on tackling the major childhood 
public health issues on a comprehensive basis on both a designated area and 
a council wide basis. 

The challenge, both to the statutory agencies and strategic commissioning is to 
ensure that local area partnerships are facilitated to ensure ‘place shaping’ 
collaborative action occurs in such a way as to ensure sustainable change.  
Funding available for the initial implementation is approximately £250,000, 
which will support a redesign of the current service that requires current 
revenue (c.£950,000) to be used in a different way. 

The broad principles of the commissioning framework are built around three 
key concepts: 

• Extended child and family support; 
• Health promotion and public health; 
• Safeguarding of health and welfare. 

Essentially, this emphasises the public health practitioner role of school nurses 
to: 

• Assess the health needs of populations through profiling; 
• Plan and implement programs that promote and protect health 

through, for example, immunisation, health promotion, screening 
etc; 

• Work with other sectors to address the wider threats to health, for 
example housing, transport, crime, social exclusion etc; 

• Identify health inequalities and take action to address or reduce 
them through inclusion projects and early intervention; 

• Working with children and families to identify needs and using 
community development approaches to deliver health improvement 
through healthy schools and peer led projects. 

These responsibilities are incorporated into the functionality of the area teams 
referred to in this Executive Summary. 

5.3 The model 

The framework for the model of service necessitates: 

1. The establishment of three area based teams (Wigan, Ashton, Leigh), 
weighted by need and numbers of school age pupils.  Each of the 
teams would be developed to ensure: 

a. That there were dedicated and sufficient staff time to undertake 
the critical transactional functions required as well as the level of 
initial screening to identify where early advice or information is 
needed to prevent accentuated difficulties at a later stage.  The 
workforce strategy to achieve this requires both a redistribution 
of the current resource and the development of a greater 
number of healthcare assistant (including senior) roles. 
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b. That there is sufficient numbers of professionals in public health 
practitioner roles (specialist practitioners) to undertake the 
necessary area plans for tackling major children and young 
people's health issues, as well as supporting those undertaking 
the transactional functions noted above.  The development of 
this aspect of each area requires a focus on knowledge and 
resource expertise across obesity, sexual health, emotional well-
being, etc 

2. The development of local area partnerships based on the area teams 
and bringing together schools, General Practitioners, Health Visitors 
and educational professionals, all of whom having the same 
constituency of children and young people. 

3. The development of a career structure for school nursing that is 
achieved by ensuring access routes for the healthcare assistants to 
progress through developing modules of skills (public health 
practitioners) and the development of a sessional team leader role for 
the area teams and three posts across the ALW/LA geography that 
have specific ‘health’ areas of responsibility. 

4. The development of a range of new job descriptions and 
accountabilities to better reflect the above and aligned with specific 
training and development approaches. 

5. The development of specific Commissioner intelligence through a broad 
outcomes-based performance framework building material summarised 
in section 4.1 of this report.  This will require the development of 
capability and capacity to collect data and produce information that 
better supports operational management in the deployment of 
resources, as well as in commission-led appraisal. 

5.4 Implementation approach 

A phased implementation approach to the development of the new service 
model is recommended as outlined below: 

Phase 1: 
• Strengthen the universal ‘core’ catchment team/service through 

redistribution and the development of healthcare assistants, 
weighted against need and numbers; 

• Initiate the development of the ‘knowledge’ persons (specialist 
skills) through advanced practitioners as part of each catchment 
team with initial emphasis on promotion, prevention and 
intervention in respect of sexual health, obesity and ‘emotional 
dysfunction. 

This would be achieved through the adoption of a ‘cluster’ (locality) model but 
would require the rebalancing of current contracts to acknowledge that kids are 
kids 365 days a year.  The ‘core team’ would need to be identified for each 
locality with appropriate weighting for population and need.  In addition a ‘skills 
profile’ for each cluster would be developed.  The nature of the skills profiling 
that would be required is illustrated in Figure 4. 
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Figure 4 Skills profiling 
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Figure 6 Critical points of intervention (illustrative – to be defined) 
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Phase 2: 
• Continue the development of the ‘knowledge’ skills in each core 

team (as in phase 1); 
• Strengthen the integrated/specialist teams with initial emphasis on 

looked after children and primary care mental health. 

The approach would result in two parallel but convergent strategies that 
balance out the need to ensure core universal services that are robust and 
deliver against required targets and address the growing public health issues 
that require both more effective screening, targeting and beneficial outcomes. 

5.5 Implications and implementation 

A series of required actions emerged from a multi-agency workshop held to 
conclude the project on the 2nd October 2007.  These complement the 
implementation process set out above in section 5.4.  They included: 

• The development at a local area partnership level of horizontal 
working, particularly with social work.  The purpose would be to 
understand each other's roles, levels of eligibility and potential for 
co-working; 

• The need to see the health visitor review as a complimentary 
process; 

• The potential to move the Child Development function from WWL to 
the Clinical Services Division, and further the debate about the 
correct organisational arrangement for maternity services; 

• The sharing across agencies of data and information to both 
improve interventions and facilitate efficiency of effort; 

• Looking at the boundary fit. 

6 Summary 

This Executive Summary describes a radical programme of change for the 
School Nursing services.  The change of title and the abandonment of uniform 
would facilitate the redesign process adding a sense of the development of role 
beyond a traditional nursing one.  However, the recommendations also 
facilitate opportunities for career and skills development on a scale not 
previously available and begins to provide the basis for a local approach to 
significant matters of childhood public health.  It is well supported both by the 
current staff and by other partner agencies. 

The development of the area teams will enable, with their balance of 
transactional and transformational functions: 

• An increased and improved focus on the fundamental universal 
services that remain the initial priority; 

• The move away from a school emphasis to a functional one 
allowing greater consistency in the use of time and resources; 

• The development at the area and PCT/LA wide levels of specific 
local strategies to screen and intervene in the major public health 
issues.  Early intervention based on early identification; 

• The focus of specialist time and resources on priorities, for 
example, obesity and emotional well-being; 

9 
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• From April 1st 2008 the introduction of a new performance and 
outcome based framework designed to create both greater 
accountability and and also improved surveillance and monitoring of 
impact on well-being from this additional investment. 

• A workforce development approach that acknowledges the range of 
functions that need to be delivered by an auxiliary workforce, 
freeing up professional resources for appropriate screening and 
intervention; 

• Management at area level to ensure greater accountability and 
targeting of resources and their utilisation; 
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Appendix 1:  Emerging Performance Framework 
Health for all Children and Young People – Performance Framework (Target areas): 
 

Contribution to outcomes
(H/M/L)

 
2 

Proposed action  Describe the benefits expected (include ‘health’ 
benefits, organisational benefits and benefits to 
staff): 1 2    3 4 5

How would you measure 
realisation of these benefits: 

Mental health intervention 
for the child and family 

- Improve attendance at school 
- Improve achievement at school 
- Reduce CAMHS referrals 
- Reduce impact on A&E (drink and drugs) 
- Reduce teenage pregnancy 
- Improve family functioning 
- Reduce demand on YOT service 

H     H H H H

- School attendance 
- CAMHS referrals 
- A&E attendance 
- DV reports 

Overweight and obesity - Long term benefits to health 
- Reduce exclusion 
- Higher self esteem 

H     H H
- Reduce % of obese children 
- Long term impact on adult 

disease 
Early intervention e.g. 
smoking 

- Reduce rate of smoking 
- Reduce impact on health services 
- Reduce drug taking H     H

- School leavers stats on 
smoking 

- Lifestyle profiles administered 
by schools 

Substance misuse - Better education 
- Higher self esteem 
- Reduce family stress 
- Better health in the long term 
- Reduce chance of pregnancy 
- Improved employment opportunities 

H     H H H H

- Effect on child and family in 12 
months (part of Tier 2 
assessment) 

- Reduction in drug taking 

Continence 
 
 

-  
     

-  

Sexual health 
 
 

-  
     

-  

Oral health - Reduce dental decay and gum disease      -  

                                            
2 Numbers 1 to 5 refer to the 5 outcomes for C&YP (Being healthy; Staying safe; Enjoying and achieving; Making a positive contribution; Achieving 
economic well-being).  Indicating to what extent a benefit contributes to these outcomes should be ‘scored’ high, medium or low. 
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Specific areas of performance reporting – targeted services: 

1. For each area of ‘targeted’ interventions the service is expected to develop a ‘database’ approach to recording the interventions and pathways (i.e. 
entry and exit from targeted service including dates and source/destination) as well as simple ‘demographics’ (i.e. age, sex, ethnicity and a proxy for 
social status, e.g. free school meals & ‘looked after’ status).  Information and performance returns to the commissioner should therefore reflect: 

a. The number (and demographic) of children and young people being supported at a point in time (reported monthly or quarterly?) within each 
cohort of targeted interventions. 

b. The number (and demographic) of children within the previous reporting period (monthly or quarterly?) that have been referred on to 
specialist services (i.e. CAMHS, community paediatrician(?), smoking cessation service or substance misuse/drug and alcohol service).  

2. Commissioners will also require information relating to process and strategy/work plans that will evidence an approach to realising the desired 
impact, for example, tackling smoking amongst children and young people, a healthy eating and obesity strategy, sexual health strategy, an 
approach to mental health promotion, a prevention strategy, asthma etc.  In each case plans will need to be explicit about how health inequalities 
are being addressed. 

3. On an annual basis commissioners will work with the ‘school health service’, Education and other partners to review overall levels of school 
attendance, A&E attendance by children and young people, cases of domestic violence involving children and young people, levels of obesity, 
smoking amongst school leavers. 

4. Over the longer term commissioners expect an overall improvement and reduction in inequalities in the health and well-being of children and young 
people as well as reduced incidence of smoking, obesity, STD’s, mental health needs and associated chronic conditions amongst people 
progressing into adulthood, i.e. between the ages of 18 and 25. 

ii 
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Universal services: 
 

Contribution to outcomes 
framework (H/M/L)3 

Proposed action
(Universal services) 

 Describe the benefits expected (include ‘health’ 
benefits, organisational benefits and benefits to 
staff): 1  2 3   4 5

How would you measure 
realisation of these benefits: 

Consent – obtaining higher 
rates of positive consent 

- Equitable, less time constraints to childe and 
better time management for staff 

- Partnership working with schools 
- Higher staff moral 

H     H H H H

- Increased uptake of positive 
consent leading to more children 
receiving universal services 

Immunisations - Immunisation with or without consent due to 
Fraser Guidelines 

- Streamlining S/N, using skill mix differently, 
using HCA roles 

- Reduce paperwork for S/N 
- TB/mantoux to be specialist practitioner role 

H     H L H M

- Costs reduced as children 
contracting less illness 

- Mass immunisations cheaper 
than individual sessions 

Surveillance – school entry 
health assessments 

- Identify and action issues on specific 
assessments 

- Development of asthma register 
- More directed work around asthma = improved 

monitoring 
- Empowering SSHCA, releasing S/N time 

H     H M M M

- More time for school nurse to do 
targeted work with children who 
need it 

 
In addition to the specific standards and expectations set out on the following page commissioners will require evidence that: 

1. The proportion of time spent in schools within the more deprived areas of Ashton, Leigh and Wigan increases in line with the weighting determined 
for staff levels in each team (and within each area as appropriate). 

2. Improving rates of positive consent and therefore access to universal services, particularly in schools in more disadvantaged areas, 
3. Reaching immunisation targets [Drafting note:  which are (including HPV vaccine)……?] 
4. [Specific sight and hearing targets which are ……….?] 
5. Targets and outcomes to be set in discussion with commissioners following development of asthma programme. 

                                            
3 Numbers 1 to 5 refer to the 5 outcomes for C&YP (Being healthy; Staying safe; Enjoying and achieving; Making a positive contribution; Achieving economic 
well-being).  Indicating to what extent a benefit contributes to these outcomes should be ‘scored’ high, medium or low. 

DRAFT
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Specific areas of performance reporting – universal services: 
 
‘Coverage’ & impact 
 
Performance area: Measure (by school): 
- % of distance vision tests carried out before the age of 5 

(minimum 95%) 
% tests undertaken 

- % of Year 6 children screened for vision/colour (minimum 95%) % screened 
- Individual Health Needs Assessment requests (100% offered, 

95% completed) 
Number of requests/number 
completed 

- 90% of children with nocturnal enuresis referred to the service 
will achieve increased dryness and 100% of carers will receive 
an information leaflet 

% of children identified with 
enuresis and % referred 

- All teams will promote access to the service through the 
distribution of leaflets on school entry at Reception and Year 7 

‘Activity’ report/audit 

- All state schools where one or more children have been 
identified to be at risk of an anaphylactic reaction and have 
been prescribed an Epipen, will be offered training on an 
annual basis 

Schools offered training 

- 100% of children who have an identified growth concern will be 
offered an holistic assessment 

Number of children identified 
with growth concern 

 
Record Keeping 
 
Performance area: Measure (by school): 
- All children to have a health assessment ‘Activity’ report/audit 
- All telephone referrals to social services to be followed by 

written confirmation within 2 days 
Number of telephone referrals 

- 100% of staff contribute to statutory reports and reviews when 
requested within the set timescales 

Number of statutory reports 
and reviews 

 
Child protection 
 
Performance area: Measure (by school): 
- Attendance at Initial Child Protection Conferences and review 

Conferences and provision of written reports to ICPC’s (97% 
attendance and 100% written reports) 

Number of CPCs 

- All staff to have mandatory Child Protection Training during 
induction period and updates every 3 years 

‘Activity’ report/audit 

- All staff to attend Child Protection Supervision sessions every 3 
months 

‘Activity’ report/audit 

- All children identified to be at risk of harm to have an 
assessment 

Number at risk of harm 

 
Staff training/competencies 
 
Performance area: Measure: 
- All staff undertaking weighing of children and growth 

measurements have the appropriate training 
Audit/training report 

- All staff undertaking vision testing to be competent under the 
supervision of a qualified orthoptist 

Audit/training report 

- Qualified nurses will receive training within their first year in post 
on HNA/SDQ/Substance Misuse Screening Tool 

Audit/training report 

- All trained staff to have undertaken core training in Sexual 
Health 

Audit/training report 

- All trained nurses will attend Nocturnal Enuresis Basic Course 
within 2 years of starting and those taking therapeutic 
responsibility for working with families will attend Nocturnal 

Audit/training report 
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Enuresis Update Training at least 3 yearly 
- All trained staff will have access to regular clinical supervision Audit/training report 
- Staff have an awareness of how to access advice from 

Continence Nurse Specialists 
Audit/training report 

- 100% of trained nurses will have basic sexual health training 
within one year of entering employment 

Audit/training report 

- All trained nurses will have an awareness of how to access 
courses that include counselling skills 

Audit/training report 

- All trained nurses will have an awareness on how to access 
CAMHS training 

Audit/training report 
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