
Service name Bassetlaw Community Children & Young Peoples Healthcare Services 
Including: 

• Community Children’s Nursing Team 

• Paediatric Occupational therapy 

• Paediatric Learning Disabilities Team 

Service 
specification 
number 

CCYPS02 

Population 
and/or 
geography to be 
served 

The Community Children’s Service will be delivered for children and 
young people registered with GPs in Bassetlaw or are unregistered and 
reside within Bassetlaw. 
 
There may be some limited provision for out of area children placed in 
schools within the area, to be agreed with commissioners. 

Service aims 
and desired 
outcomes 

Local defined outcomes 
The vision is to enable children and young people with acute and 
additional heath needs, including disability and complex needs, to have 
their health needs met wherever they are.  The services will support the 
child’s life choices rather than restrict them and improve the quality of life 
for children and their families and carers. 
 
Effective and coordinated working will be in place to:  

• Ensure children and young people and their families have optimum 
health outcomes 

• Promote early discharge from hospital  

• Prevent admission to hospital for problems which can be managed 
by the CCN Service within the community  

• Ensure good quality end-of-life care in the last phases of an illness  

• Enable contact where end-of-life care is anticipated but the child is 
currently well to maintain a relationship with child and family  

• Improve outcomes across the five Every Child Matters outcomes  

• Prevent avoidable hospital admissions through proactive 
management of long-term conditions 

• Maintain and improve shorter lengths of stay  

• Improve satisfaction with services for families  

• Support Joint working and joint assessment with families  

• Ensure that child-specific training is made available for immediate 
carers 

• Ensure the development of care pathways in line with best practice 

• Ensure data is collated and used effectively to deliver the service and 
reviewed to highlight areas that could be improved  

• CHC assessments and reviews are undertaken within statutory 
timeframes 

• Contribute to EHCP plans in a timely and co-ordinated manner in line 
with the EHCP statutory requirements. 

• Ensure Decision Support Tools (DST) are completed within 
timeframes. 

• Support transitions to adult services in a timely and effective way 

• Ensure all agencies are supported where applicable to ensure 
personalisation of care for all CYP&F 

 
Aims and objectives  
The Integrated Community Children and Young People’s Healthcare 
service will provide high-quality evidence based integrated service that 
anticipates and responds to the needs of specific at risk groups of 
children and young people, this includes: 
1. Children and young people with conditions (see category of need in 

service specific appendices for details) 
2. Children and young people with long term conditions 



3. Children and young people with disabilities and complex conditions 
including those requiring continuing care and neonates 

4. Children and young people with life limiting and life-threatening 
conditions and illness, including those requiring palliative and end of 
life care (excludes oncological treatments) 

5. Children living with learning disabilities both physical and mental 
 
During their development and/or the progression of their condition or 
illness individual children and young people may and often do move 
between and overlap these groups. 
 
The objectives of the service are: 

• To minimise duplication, ensure effective use of resources, and 
optimise the collective benefit to children/young people and families 
from services and informal carers (e.g., family and friends) involved 
in their care through integrated and partnership working across the 
whole system. 

• To work with commissioners and partners to ensure high quality, 
effective and value for money services are delivered within agreed 
care pathways developed in conjunction with community and acute 
sector clinical engagement. 

• To enable children and young people with acute and additional 
health needs, including disability and complex needs, to have their 
health needs met wherever they are. The services will support the 
child’s life choices rather than restrict them and improve the quality 
of life for children and their families. 

• To provide co-ordinated, integrated community healthcare services 
to improve the health, wellbeing and life chances of children, young 
people and their families,  

• To facilitate discharge and/or avoid admission where clinically 
appropriate for children with complex needs and to assist in 
reducing length of stay by working closely with acute wards 
(Enhancement in Phase 2). To deliver a seamless service that is 
centred around the children, young person and their family 
promoting independence and quality of life. 

• To deliver a flexible service that escalates and deescalates with 
children’s needs. 

• To empower children and young people to be actively involved in 
making as many decisions as possible about their care, including 
but not limited to deciding who to have present at consultations. 
The 5 principles of the Mental Capacity Act will always be 
considered: the first principle states that young people must be 
assumed to have capacity unless it is established that they lack 
capacity. 

• To provide streamlined access and equity of care provision for 
children, young people, and their families 

• To deliver high quality, cost and clinically effective care focused on 
clinical and holistic outcomes and quality of life 

• To ensure a sustainable and motivated workforce ensuring the right 
skills in the right place at the right time, every time 

• To improve safeguarding outcomes 

• To provide early intervention, prevention and treatment that aims to 
reduce avoidable admissions and/or exacerbations 

• To deliver care that ‘follows the child/young person’ to any location 
where they would reasonably be expected to be  

• To contribute to improved emotional and mental health and 
wellbeing of children, young people their parents/carers and the 
wider family 



• To develop and implement pathways to ensure effective and 
supported transition to adult services in collaboration with health, 
social care, education and third sector partners and 
commissioners. 

• Provide timely assessment, review and oversight of complex cases 
ensuring consistency and improved outcomes for the child and 
family. 

• Contribute in a timely and co-ordinated manner into the EHCP 
process. 

Service 
description and 
location(s) from 
which it will be 
delivered 

The service will provide integrated and sustainable specialist 
children/young people’s care delivered via a flexible and agile network of 
community-based services, including nursing care and therapies.  
 
The service will provide streamlined access and co-ordinated 
assessment, treatment and review, supported by integrated 
personalised care plans, shared records and communication across 
integrated care pathways so that families experience a seamless service 
that is centred around the child / young person and family promoting 
independence and quality of life. 
 
Care will ‘follow the child/young person’ and will include in-reach into 
hospital and out-reach to any location where the child/young person 
would reasonably be expected to be e.g., school.  
 
The service will include streamlined access to:  

• Children’s community nursing (CCN)   

• Paediatric community occupational therapy  

• Information, advice and support  

• LD services (Phase 2 will examine gaps for LD nursing and links to 
the Concerning Behaviours Pathway). 

 
The service will be provided within a holistic life-course, multi-
disciplinary, multi-agency approach, working with and alongside other 
services including, but not limited to paediatricians, acute services, 
health visitors, midwives, school nurses, GP’s, social care and 
education, third and independent sector services, including adult 
services during transition. 
 
Across the care pathway including but not limited to referral, triage, 
assessment, care planning, delivery of interventions, review and 
transition there will be effective communication with the child or young 
person and their parents/carers regarding progress and next steps.  
 
a) Access and referral management 

• There will be a clear point for receipt incorporating all relevant 
information. There will be an opportunity for supporting information, 
such as previous assessments to be shared as part of this. 

• Referrals will be accepted from GP’s, families, community and 
acute health and social care professionals, education, third sector 
services 

• All referrals will be acknowledged, and information will be shared 
regarding referral and assessment processes. Information will be 
shared with the referrer, the child, young person and their 
parents/carers and the GP at each stage of the care pathway. This 
will take place within a maximum of 3 working days (Monday-
Friday, excluding bank holidays)  

• CHC referrals will be managed within the statutory timeframes with 
commissioners informed. 



• Referrals / signposting to other agencies where applicable, e.g. 
CAHMS, Children’s social care, voluntary sector  

• In the event of an urgent referral the service will provide flexibility to 
support the ICB in its broader responsibilities whilst care packages 
are secured  

 
b) Triage 

• Referrals will be clinically triaged by appropriately skilled 
professionals 

• Additional information will be collected by the service, including 
copies of previous assessments, to complete triage 

• Core information will be recorded once and shared appropriately 
across referral, triage, care planning and delivery of interventions. 

 
c) Multi-disciplinary, multi-agency assessment 

• An appropriate holistic assessment will be undertaken informed by 
information gathered at triage 

• Assessment will take place within 2 calendar weeks of receipt of 
referral  

• Integrated assessment will be undertaken for children and young 
people who may require input from a range of disciplines/agencies 
and assessment will be carried out by multi-skilled professionals. 

• Interdependencies and links with paediatricians and acute services 
will be key to the effective delivery of the service, including 
assessment, treatment and review  

• The views and needs of the child or young person and their 
parents/carers will be at the heart of assessment 

• Assessment will be needs driven and not dependent on receipt of a 
specific clinical ‘diagnosis’ (unless the criteria is specific as in the 
LD service) 

• The emotional and mental health of the child or young person, their 
parents/carers and the wider family will be considered across the 
pathway  

• Referrals may be made to other agencies and services, with 
appropriate consent. 

 
d) Personalised care plan 

• A personalised care plan will be developed informed by the 
assessment 

• The care plan will ensure the needs and preferences of the child or 
young person, and their parents or carers are at the centre of care 
planning using ‘support planning’ principles  

• The care plan will use best practice and evidence-based 
interventions 

• The care plan will include clear outcomes using ‘goal setting’ 
principles 

• The care plan will be shared with appropriate professionals 

• There will be a named worker for each child or young person 
available to contribute to multi-agency planning and review  

• The provider will contribute to Education Health and Care (EHC) 
plans within the mandated timescales when required 

• The care plan will be needs led. 
 
e) Care delivery 
Integrated or coordinated interventions will be delivered for children and 
young people who may require input from a range of clinical disciplines, 
as detailed in the sub-specifications. 
 



Care delivered will aim to minimise disruption to the lives of the 
child/young person and their parents/carers and will be culturally 
sensitive. Care delivered will be flexible to respond to the emerging or 
changing needs of the child or young person and to have minimal 
disruptive impact on access to education, social and family activities.  
 
f) Facilitated discharge and avoiding admission  
Advice and clinical interventions will be provided to acute and 
community health services and professionals with the aim of: 

• Facilitating discharge from acute services,  

• Avoiding unnecessary admission or attendance at Emergency 
Department (ED) 

• Providing continuity of care during acute stays 
 
The provider will develop care pathways to facilitate this, including 
working collaboratively with acute services to develop in-reach working 
to streamline handover of care to community services. This will include 
plans for flexibility to deliver an increasing number of interventions in the 
community to support step-down from acute services or prevent an 
avoidable admission, and the delivery of in-reach support to ensure 
delivery of interventions during hospital admissions. This will be 
expanded upon in Phase 2 along with delivery of community IV. 
 
The service will identify children and young people that have repeat 
attendances at ED or admissions to acute services and deliver 
appropriate interventions and support to minimise these. This will include 
telephone advice for parents/carers, GPs, paediatricians and paediatric 
ED and the paediatric clinical assessment units, and delivery of intensive 
interventions.   
 
The service will establish strong links with General Practice to ensure 
that GPs contact the service where there may be concerns about a child 
or young person’s health needs.  
 
f) Children’s continuing care 
The provider will proactively identify, refer and undertake an assessment 
of children and young people with highly complex health needs for 
children’s continuing care assessment in line with the ICB children’s 
continuing care pathways. 
The provider will lead the assessment, complete the DST and review of 
children and young people with continuing care needs and ensure 
interventions delivered under this service are coordinated with the 
delivery of packages of continuing care. This will include proactively 
supporting commissioners and providers of children’s continuing care 
and working to integrate care pathways wherever possible. This will be 
delivered in line with national statutory guidance. 
 
This element of the service will be reviewed for Phase 2 development 
due to conflicts of interest with completion of DSTs and service 
provision. 
 
h) Paediatric liaison 
The service will link in with paediatric liaison processes to ensure all 
children/young people accessing health care provision are safeguarded 
by effective communication between all healthcare providers and other 
agencies.  
 
The service will promote and support the transition of care between 
acute and community services to facilitate early discharge from hospital. 
 



i) Training provision 
The provider will establish, coordinate and deliver accredited training 
packages for immediate agencies and carers in the community, schools, 
parents and carers. The aim is to ensure that children and young people 
with additional health needs receive safe and effective care wherever 
they may reasonably be expected to be. 
 
The provider will develop and deliver accredited train the trainer 
programmes where appropriate and manage and undertake competency 
assessment (including for parents and carers, school staff within special 
schools).  
 
Training should include but is not limited to training for staff in education 
settings, early settings, short breaks services, universal services, 
transport, direct payment/personal health budget providers and 
parents/carers and the extended family. Training may be delivered to 
individual or groups.  
 
The following training packages will be delivered as a minimum and the 
provider will develop further packages to meet emerging needs: 

• Enteral feeding (gastrostomy tubes and naso-gastric tubes) 

• Respiratory care  

• Administering oxygen  

• Oral/nasal suction 

• Tracheostomy care 

• Mechanical ventilation (via facemask and tracheostomy) 

• Oxygen saturation monitoring  

• Nasopharyngeal suction 

• Administering medication including injectable medications e.g. 
methotrexate 

• Storing medication 
 
Training will be delivered and assessed in line with an appropriate 
approved training framework. The training for some specific clinical tasks 
will be delivered by an appropriate clinician.  
 
Where a child or young person attends an independent or profit-making 
organisation the provider will establish a charging system for the training 
delivered. The operational management of this will be determined by the 
provider. 
 
j) Emotional and mental health, wellbeing 
The service will support the emotional, mental health and wellbeing of 
the child or young person, their parents/carers and the wider family, 
including siblings via effective prevention, identification, support and 
referral to appropriate services.   
 
Emotional, mental health and wellbeing will be embedded in service 
delivery, the workforce will be appropriately skilled to recognise those at 
risk of developing emotional, mental health and wellbeing issues, the 
signs of emotional ill health, and know how to access specialist support. 
This will include effective liaison with emotional, mental health and 
wellbeing services e.g. CAMHS and adult mental health services, 
including perinatal mental health services and maternity services. 
  
k) Patient engagement and participation 
Patient engagement and participation will be embedded in service 
delivery design and co-production; the provider will ensure continual 
evaluation of the service via effective two-way engagement with the child 



or young person, their parents/carers that is embedded in the care 
delivery.  
 
At all stages the provider will ensure communications about assessment 
and treatment are clear and timely and that the child or young person 
and their parents/carers have opportunity to feedback.  
 
l) Promotion and support of self-care  
Training and support for parents will embed in service delivery to skill 
parents and carers in identification, early intervention and prevention 
with the aim of avoiding exacerbation. Parents, carers and children and 
young people (where appropriate) will be skilled and competent to 
manage their own or their child or young person’s condition.   
 
To support parents and carers there must be appropriate communication 
and planning to enable them to manage conditions in the best way 
possible. To support this, information should be available and easy to 
access including access to appropriate electronic resources, care plans 
and records. Electronic resources may include self-care videos, 
recorded consultations, and online trusted advice. Empowerment of the 
service users themselves and their parents/carers in the delivery of this 
self-care should be demonstrated with consideration given to the whole 
spectrum of those who provide this care e.g., nurseries and school staff. 
 
m) Education, Health and Care Plans (EHCPs) 
The service will contribute to EHCPs wherever required for children on the 
CCNT caseload. This will include assessment of needs and contribution 
to the development of plans and outcomes in relation to a child or young 
person’s needs. The provider will work within the agreed timeframes for 
EHCPs and in line with the ICB pathways. This will include providing 
reports as required and support to the family and attending person centred 
review meetings where appropriate to plan and review the child or young 
person’s health and care needs and package of care.   

 
n) Location of service delivery  
Services will be locality based and the provider will ensure strong links 
with general practice to support appropriate use of GP services to avoid 
unnecessary paediatrician and ED attendances and hospital admissions 
and to support the development of seamless transition to adult services. 
This will include provision of linked/named staff for each GP practice and 
attending think family meetings when appropriate to do so. 
 
Interventions will be delivered in a variety of locations and at times to 
meet the needs of children, young people and families, and choice will 
be offered regarding this, for example: 

• Client’s home 

• Health centres 

• Community clinics 

• Education settings such as schools, colleges and nurseries 

• Early years settings such as sure start and children’s centres, 
playgroups  

• Children’s development centres 

• Private day nurseries 

• Short break settings 

• Acute settings 

• Other sites as applicable 
 
o) Response time and days/hours of operation  



• All routine referrals will be acknowledged within a maximum of 3 
working days (Monday-Friday, excluding bank holidays) 

• Urgent (for example end of life) referrals will be contacted on the 
same working day 

• Telephone advice to support referral will be available within working 
hours 

• Acute assessment (where required) will take place within 2 calendar 
weeks of receipt of referral 

• Routine assessment will take place within 4 calendar weeks of 
receipt of referral 

• Fast track pathways and processes will be in place to end of life care 
(Expansion within Phase 2) 
 

The service will respond to the needs of children and young people and 
will deliver services as required to deliver outcomes. This will include 
some routine late afternoon/evening or weekend provision. Phase 2 End 
of Life support, where required, will aim to be delivered.  
 
Support (including delivery of interventions and telephone advice) to 
facilitate discharge or avoid admission, where clinically appropriate, will 
be available (for example, exacerbation of oxygen requirements). The 
service will aim to respond to a crisis on the same day it occurs to avoid 
admission or attendance at acute services.  
  
p) Review 
Regular review will be undertaken as appropriate to ensure that care 
provision for children and young people continues to meet their needs, 
including consideration of eligibility for Education, Health and Care plans 
and continuing health care. 
 
The service will ensure timely annual reviews are undertaken for those 
children receiving continuing healthcare. 
 
q) Transition  
A transition plan will be developed for all children and young people from 
age 14 years. This will contain concise, consistent and clear 
documentation with all relevant information about the young person’s 
transition for all those involved in the transition process. 
 
Development of transition planning and processes will include the 
following: 

• Workforce development to meet the needs of young people during 
transition 

• Support for the continuation of the personalisation approaches and 
systems used by the young person following transition to adulthood 
e.g. Wiki, “one plan”, 

• Statutory duty to contribute to and provide services to young 
people/adults within Education Health and care Plans ( EHCP) in line 
with the Special Educational Needs and Disability (SEND) legislation 
https://www.gov.uk/government/publications/send-managing-
changes-to-legislation-from-september-2014 

• All children on the caseload will have an adult checklist for CHC 
when the young person reaches 17 years to ensure timely referral to 
adult services 

 
The service will work in partnership with children’s and adult’s 
commissioners, adult community health and social care services, GPs 
and related services involved in the care of young people with additional 
health needs including disability and complex needs and those requiring 

https://www.gov.uk/government/publications/send-managing-changes-to-legislation-from-september-2014
https://www.gov.uk/government/publications/send-managing-changes-to-legislation-from-september-2014


palliative and end of life care to ensure seamless continuity of care 
during transition from children’s to adult’s services.  
 
Each service element will actively promote effective transition across 
both children and adult services. The basis for this will be the completion 
of the benchmarking toolkit for each service element and then a 
discussion with stakeholders including the commissioner about how to 
improve any gaps in provision. 
 
r) Discharge 
Where a child or young person’s care is complete, transition out of the 
service will be made. Clear reasons for discharge will be discussed and 
communicated with the child or young person and their parents/carers, 
and information shared with the GP, the referrer and other appropriate 
professionals such as universal health services, community 
paediatricians and social care services. Clear discharge protocols 
across all services will be in place.  
 
s) Information and advice services 
Information, advice and resources will be provided to children and young 
people with physical or learning disabilities and/or complex health 
needs, and their parents/carers. Strong links with acute and community 
health services will facilitate this. This will include the delivery of 
‘information prescriptions’ requested by paediatricians. Information and 
advice will be readily available in venues, times and formats to best 
meet the needs of children, young people and parents/carers including 
on-line and face-to-face and the service will be widely promoted. 
 
t) Information management and technology 
Information management and technology (IMT) systems will support the 
principle that core information about children and young people will be 
recorded once and shared appropriately, supported by relevant levels of 
consent and choice, delivered in line with information governance policy 
and the safeguarding board guidelines. This will include but is not limited 
to: 

• Shared or integrated electronic care records with access for all 
appropriate professionals 

• Access to a shared electronic care plan for the child or young person 
and their parents/carers, which is centred around their needs and 
enables them to communicate information with the service 

• Mobile access with appropriate security and information 
management safeguards. 

• Use of appropriate assistive technology to offer support and flexibility 
in the care delivered 

• Innovative use of technology to support improved contact and 
support e.g. teleconsultation 

• Compliance with relevant Information Governance, confidentiality 
and consent standards. 

 
u) Workforce 
To effectively deliver the service the workforce should include: 

• Specific professionals with specialist levels of skill to undertake 
assessment, care planning, interventions and delivery of care and 
management/supervision of multi-skilled colleagues 

• Multi-skilled professionals and support workers/skilled carers, to 
support delivery of multi-disciplinary interventions 

• Administration support 

• Access to appropriate medicines management advice and support  
 



The workforce will be trained and experienced in working with children 
and young people and all staff will be appropriately qualified and/or 
trained to the appropriate clinical level for their role. All clinical staff will 
be registered with the relevant professional body (e.g., Nursing and 
Midwifery Council (NMC), Health and Care Professions Council (HCPC). 
 
All staff will maintain appropriate professional standards and 
competence, updated and validated through supervision, relevant 
training, reflective practice and Continuing Professional Development, 
annual appraisal and use of appropriate staff performance management 
systems. 
 
The provider will ensure the workforce is trained and familiar with 
safeguarding procedures, equalities and diversity standards, and 
person-centred planning. 
 
Any acceptance and exclusion criteria and thresholds 

• Any child or young person aged 0-18 (or 19 if in full time education) 
with a clinically indicated need for the service will be accepted by the 
service unless adult services are the most appropriate option  

• During the term of the contract the provider will work with 
commissioners to extend care delivery to support young people aged 
19-25 years with Special Educational Needs and Disability (SEND) in 
line with national requirements where their health need is best met 
by the service. Where possible timely transition to adult services will 
be undertaken.  

 
The service will support children and young people with, but is not 
limited to, physical health needs, learning disabilities, neuro-
developmental conditions and emotional and mental health needs where 
there is a clinical need for this service.   
 
Training will be provided to appropriate community staff and 
parents/carers supporting a child or young person registered with a GP 
within the boundaries of Bassetlaw.   

 
Bassetlaw CCYPS Sub-specifications 
 

A. Children’s Community Nursing 
The children’s community nursing element of the service will provide high quality, responsive 
community-based nursing care, which includes holistic health needs assessments with the 
implementation of individualised nursing care plans for children and young people with acute and 
additional health needs including disability and complex needs and those requiring palliative and end 
of life care.  
 
In addition to those listed above, the objectives are to: 

• Provide responsive nursing care when children and young people have community nursing 
needs wherever they may be reasonably be expected to be, 

• Support children and young people to achieve optimum health, reduce the impact of their illness 
and/or condition on their health and wellbeing and enhance quality of life. 

• Support children and young people at the end of life (and their families) to have a positive 
experience wherever possible, including choice of place of care. 

 
Nursing care in the community (including schools) 
Children’s Community Nursing will deliver high quality evidenced based care to: 

• Provide a flexible service 

• Undertake holistic health needs assessment with the implementation of individualised nursing care 
plans for children and young people with additional health needs. 

• Provide timely assessment, treatment and nursing intervention, with an aim of providing care in the 
community; at home or in school (including special schools).  



• Provide on-going clinical monitoring of children/young people who have an unstable medical 
condition, illness and/or a life limiting or life-threatening condition 

• For children and young people attending a special needs school, or a mainstream school (where 
the child or young person has additional complex health needs) assessment will be delivered prior 
to admission and appropriate care plans developed. Appropriate interventions will be delivered by 
the service, which may include delivery of intensive interventions, or implementation of an 
appropriate training plan (that schools will own and deliver) and care plans will be regularly 
reviewed. Pathways will be developed with education and social care to facilitate this and prevent 
delays to children and young people accessing education placements.  

• Provide palliative care support and nursing care, including the development of end of life care 
plans, for children/young people and their families at the end stage of the individual’s life (Phase 2 
will include exploration of 24/7 on call support for acute and community health services, third 
sector services, children, young people and their parents/carers) 

• Work in partnership with other agencies to provide services which address the child or young 
person’s health, acute, social, educational, physiological, mental and emotional needs throughout 
the period of their illness. 

• Provide assessment and intensive nursing support and interventions to children and young people 
in community settings, including their home, for children and young people with acute episodes to 
avoid admission to hospital services where clinically safe and appropriate.  

• Striving to support the child or young person’s health needs to enable them to access education 
and participate in family and social and leisure activities. 

• Deliver prevention and earlier interventions to reduce risks, improve future health and well-
being and/or prevent deterioration in health conditions 

• Facilitate access to phlebotomy in the most appropriate venue at the most appropriate time for 
the child or young person on the caseload and where directly required for their care delivered by 
CCNT. 

• Repeat attendances and discharges from acute services will be followed up by the service and 
appropriate intervention and support delivered. 

 
Continence Offer  
The service will accept or provide intervention for continence needs only where other needs 
exist that place children on the caseload.  
 

• Referral pathway and assessments processes to ensure needs are effectively identified in a 
community setting/ home where possible 

• Close interface with acute provision 

• Effective care planning 

• Provide advice and guidance to schools 

• Provide advice, guidance and support to parents/ carers 

• On-going assessment and review for children with SEND’s requiring products  
 
GPs will refer any child who has not achieved continence at 4 years to Health Families in first 
instance. 
 
Note: Budget for products held by adult services. 
 
Categories of need 
The provider will support children and young people with nursing needs that cannot be met by 
universal services and can be safely managed in the community.  
 
Some examples of interventions and nursing support to be delivered by the service include, but are in 
no way limited to: 

• Administration of medication (In Phase 2 this may include intravenous medication, enteral 
medication and emergency medication) 

• Central venous lines, portacath care including taking of bloods 

• Burns and wound care 

• Enteral feeding (including re-siting of gastrostomy tubes/peg and naso-gastric tubes) 

• Eliminating, including continence support (including catheterisation)  

• Respiratory and tracheostomy care (including chest management) 



• Positioning 

• Home oxygen therapy and ventilation care  

• Oral suction/nasal suction 

• Palliative and end of life care 

• Immunisations for small cohort of highly complex children e.g., those at special schools 
 
Workforce: 
Children’s community nursing will be delivered by a team of nurses from a broad skills and knowledge 
base to meet a broad spectrum of needs and degrees of complexity/specialism, from core generic 
nursing care to highly specialised, intensive nursing interventions, enabling flexible and responsive 
delivery supported by multi-skilled support workers and healthcare assistants. 
 

B. Paediatric Community Occupational Therapy 
The core purpose of the Paediatric Occupational Therapy (OT) element of the service is to respond to 
the needs of children and young people who have disabilities or disorders of movement or function 
which may be improved or controlled by therapeutic input and use of equipment by providing 
interventions to facilitate the child/young person to reach their maximum functional potential.  
 
In addition to those listed above, the objectives are to: 

• Provide a flexible service when required i.e., when complex children are discharged from specialist 
units 

• Provide a comprehensive picture of the child’s physical, developmental, and functional needs and 
to explain the benefits of therapeutic intervention to child/parents. 

• Enable the child/young person and their parents/carers to make an informed decision on issues 
relating to sensory motor and motor development and skill acquisition and provide clear 
communication to children, parents, carers and professional colleagues. 

• Achieve/develop/maintain/restore functional and physical skills to a developmentally appropriate 
level for the child/young person to reach their full potential. 

• Maximise the child’s or young person’s potential to connect with their physical and social 
environment. 

• Promote effective quality of life in a range of settings by managing/compensating for the 
physical/functional difficulties as appropriate to the needs of the child or young person 

• Promote the child’s or young person’s sense of purpose/value/role/self-esteem within the 
parameters of their functional/physical difficulties 

• Develop and implement joint and integrated working and care delivery with local authority 
occupational health services to reduce duplication for children, young people and parents/carers 
and ensure optimum utilisation of resources e.g., integrated/joint assessments where appropriate  

• Ensure interventions are time bound, have clear outcomes that are measurable  
 

Occupational Therapy will deliver high quality evidenced based care to: 

• Provide needs led Occupational Therapy interventions through assessment, advice, intervention, 
management, review, education and evaluation. 

• Increase understanding of the child/young person’s condition, level of ability and potential for 
change, for the child, their parents/carers and others working with them. 

• Provide training to parents/carers and a range of staff, to enable children to continue to access 
other activities, including education, short breaks.   

• Provide interventions and packages of care incorporating graded and purposeful activity, advice 
and information, to optimise functional skills of children/young person with everyday tasks and 
activities e.g., dressing and self-care skills, play and leisure and productivity at school or nursery. 
Interventions will meet individual assessed need and incorporate robust goal setting actively 
involving the child or young person and their parents/carers 

• Recommend appropriate equipment/orthotics/wheelchairs to maximise ability and facilitate function 
and physical ability and to enable the child/young person to access their environment. Order and 
review equipment (where appropriate through appropriate channels) provided establishing 
appropriate care pathways with equipment providers.  

• Contribute to maximising the child/young person’s potential for independence, including pro-active 
support and planning for transition. 

• Promote family independence  
 



Equipment Service 
A support service with the key functions of:  

• Responsible for ordering equipment through ICELs for CYP on the caseload and liaise with 
families  

• Demonstration of use and care of equipment with parents/carers  

• Close links to community nursing services to ensure a holistic service 
 
Categories of need 
The provider will support children and young people who have disabilities or disorders of movement 
or function which may be improved or controlled by therapeutic input and use of equipment. This 
includes but is not limited to children and young people with: 

• Neurological conditions e.g., Cerebral Palsy 

• Neuromuscular conditions e.g., Muscular Dystrophy 

• Congenital disabilities e.g., Retts 

• Acquired disability e.g., Head injury 

• Profound multiple learning disability  

• Orthopaedic conditions 

• Significant motor and functional difficulties as part of a physical disability 

• Diagnosis of Development Co-ordination Disorder (DCD) 

• Motor and functional performance not in-line with cognitive ability 

• Significant motor and functional co-ordination difficulties without a physical disability 

• Significant motor co-ordination difficulties and not meeting their functional potential 

• Sensory motor and motor disorders 
 
The provider will develop integrated clinical care pathways to provide appropriate therapeutic 
interventions.  
 
Workforce 
Care packages will be tailored to individual needs and will be delivered by therapists from a broad 
skills and knowledge base, to meet a broad spectrum of needs and degrees of complexity/specialty, 
enabling flexible and responsive delivery by the multi-disciplinary workforce supported by multi-skilled 
individuals.  
 

C. Paediatric Learning Disabilities 
Aims: 

• The service will provide specialist intervention to families of disabled children where the child’s 
behaviour is experienced as challenging 

• Where the CYP has a moderate to severe learning disability 

• Offer consultation for other professionals working with such families 

• Enable learning disabled children and their families to achieve as much as they are bale within 
their local communities 

• Build upon existing service provision and improve social inclusion opportunities 

• To achieve maximum physical and mental health. 
 
Objectives: 
In addition to those listed above, the objectives are to: 

• To link into the Concerning Behaviours Pathway and Panel and provide interventions for children 
identified with ASD/ ADHD or challenging behaviours 

• To help parents cope more effectively with the demands of caring for their children and to enhance 
their coping skills, with appropriate supports, specialist advice and teaching 

• To participate in individual care planning for children who have learning disabilities, using a range 
of behavioural management programmes around areas such as sleep disorder, toileting, social 
skills training, challenging/inappropriate behaviours, play, anger management, personal safety and 
self-care 

• To reduce or manage the child’s or young person’s challenging/inappropriate behaviour(s) 

• To enable a child or young person with learning disabilities and challenging behaviour to remain 
within their own home and access community opportunities where possible 

• To help parents/carers, teachers and others to promote the well-being and education of the 
children and young people with moderate or severe learning disabilities 



• To promote the interests of this group of young people and their families where appropriate.  
Facilitating a clear smooth transition from childhood into adult services   

• To liaise with school health professionals to provide health promotion on an individual or group 
basis 

• To participate in strategic service planning for the client group 

• To tailor information about the child’s individual needs in a range of accessible formats 

• To respond to children with learning disabilities and their family’s needs in a timely manner 
ensuring good practice and early intervention 

• To work together with other agencies and services to achieve the service aims 

• Contribute to EHCP/ CHC plans providing timely reports 

• To support and provide the child or young person with achieving optimum mental health. 

• To participate, lead and respond to the transitions under the SEND reforms for this cohort of 
C&YP. 

• Contribute/ Lead transition planning to ensure smooth transition to preparing for adulthood. 

• Works with other specialist providers to ensure needs are met appropriately, reducing duplication. 

• Complete an adult DST checklist on all CYP reaching their 17th birthday to ensure timely access 
into adult services where appropriate  

• Have clear pathways in place  

• Have time bound interventions that have clear outcomes for the CYP&F with clear self-
management plans for parents 

 
Categories of need 
The service is accessible to all children aged 0-24 years who have a moderate/ severe learning 
disability registered with a GP practice or are unregistered but reside within Bassetlaw and either: 

• Significant development delay  

• Moderate to severe LD 

• Challenging /inappropriate behaviours 

• A specific diagnosis for example – Autism, Down’s Syndrome, ADHD 

• Communication problems 

• Difficulties developing positive social and interpersonal skills 

• Problems learning daily life skills which require specialist learning disability input 

• Mental Health illness. 
 
D. Bassetlaw - Paediatric Liaison – Integrated Health Approach MOU 

Integration of care around the needs of the children, young people and their families is fundamental to 
improving their health outcomes. It also reduces duplication and waste. It is particularly important for 
children and young people who are vulnerable for example with disabilities or at risk of developing 
disabilities, with long term conditions, with complex needs, with mental health disorders or require 
safeguarding. 
 
To be integrated, different providers need the same knowledge, often concurrently, about the factors 
that matter to the child or young person and family. This specification outlines how the acute and 
community services can work together to ensure information about children and young people is shared 
in an effective and timely manner. To ensure this is effective a Paediatric Liaison Pathway has been 
agreed by all agencies. This pathway underpins this Specification. 
 
The principles for effective and appropriate information are outlined in Information Sharing: Advice for 
practitioners providing safeguarding services to children, young people, parents and carers (HM 
Government, 2015). 
 
The expected outcomes from the pathway are: 

• Partnership working across acute and community health services to strengthen the professional 
interface between hospital and community services for all children and young people aged 0-18th 
birthday accessing DBHFT services and those young people with medical, health or other additional 
needs going through transitions into adult services 

• Contribution to the delivery of the outcomes for children and young people, thus helping to raise 
awareness of children’s needs and promoting philosophy that the interests of children are paramount 

• A robust and safe communication system for the effective and timely flow of information, to ensure 
continuity of care and safe discharge and follow up 



• DBHFT staff working to identify vulnerable children and families who have accessed hospital 
services so that the relevant community health professionals are informed 

• BHP staff receiving and actioning information about children with further needs for care in the 
community 

• Opportunities for staff involved in the delivery of children and young peoples’ services to promote 
good professional practice  

• To protect vulnerable children, safeguarding & promoting the health and welfare of children receiving 
Bassetlaw Hospital services. 

 
The aim of the Paediatric Liaison Pathway is to ensure information sharing between the nursing staff 
at DBHFT and Health Providers (predominantly BHP) is: 

• Timely – Information should be shared by the next working day; the higher risk cases may require 
a telephone contact which is documented in patient records  

• Adequate with appropriate content (refer to minimum data list in Appendix) 

• Involves the relevant professionals 

• Shared in a secure manner 

• Follows clear pathways for safeguarding and promoting the welfare of the child along with clear 
child protection pathways 

• The Pathway and responsibilities are promoted and are a core responsibility for all professionals 
involved 

 
Information sharing will be active for: 

• Attendance at the Accident and Emergency Department 

• Admission to a ward 

• Children requiring follow-up in the Community 

• Concerns about parent-child relationships/child’s home environment/welfare of child 

• Children’s Outpatient Appointments 
 
Service description/care pathway 
The Bassetlaw Paediatric Liaison Pathways are attached to Appendix 1. 
 
The Providers will ensure they follow the pathway requirements and share/ receive and action 
information in a timely and secure manner. 
 
Bassetlaw Health Partnerships will continue to take the lead on paediatric liaison with a senior nurse 
overseeing the process, the nursing (& staff) and participating in local health provider meetings. 
 
DBFHT A&E senior nurse will ensure that there are a minimum of two nurses identified with a special 
interest in paediatric liaison. 
 
Each Provider will agree local operating procedures to ensure these principles are robust within the 
relevant directorates and that the pathway and best practice are actively promoted. 
Providers will work together to ensure integration of the paediatric liaison service to promote the best 
outcomes for the children 
 
Where applicable, safeguarding procedures will be followed as per the Nottinghamshire Children’s 
Safeguarding Board Policies and procedures, Multi Agency Safeguarding Hub (MASH) procedures and 
organisation safeguarding protocols. 
 
Secure and Confidential Information Sharing 
All practitioners should refer to and be aware of the guidance for information sharing which includes the 
key principles for secure and confidential information sharing. The guidance supports the Data 
Protection Act (1998) requirements. Where possible all methods of information sharing will take place 
electronically in a safe and secure method. 
 
Consent to share information when children, young people and their families first engage with services 
should be sought at the time of assessment (Working Together to Safeguard Children, HM Government, 
2015). Personal information will not be shared if permission is withheld by the young person and/or 
family who are assessed as having capacity to make that decision, unless the professional considers 



that the safeguarding risk overrides the lack of consent.  There will also be circumstances where the 
professional decides not to seek consent for example, they have concerns that seeking consent would: 

• Place a person (the individual, family member, yourself or a third party) at increased risk of 
significant harm if a child, or serious harm if an adult; or  

• Prejudice the prevention, detection or prosecution of a serious crime; or  

• Lead to an unjustified delay in making enquiries about allegations of significant harm to a child, 
or serious harm to an adult. 

 
Population covered 
The service will operate for all children and young people (up to the 18th birthday or up to age 25 with 
additional needs as per SEND) registered or residing in Bassetlaw.  
 
The Provider will follow the Paediatric Liaison Pathway to share information regarding Out of Area 
Children directly with out of area teams. 
 
Interdependence with other services/providers 
Nottinghamshire Safeguarding Children Board 
Nottinghamshire Safeguarding Adults Board 
MASH – Multi-Agency Safeguarding Hub, Nottinghamshire 
Provider Safeguarding Teams  
GP’s 
Health and Social Care 
Commissioners 
Police 
 
Providers are required to audit the pathways to provide assurance that the pathway is safe and 
effective. The audits should be completed by all parties on an annual basis as a minimum and more 
frequently where issues have been identified. Audits should be shared with commissioners. 
 

 


