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Children and Young People’s Service Executive 

12th April 2010

	Title of the report:
	Health Visiting Capacity and Demand 

	Report by:
	Mark Roberts Associate Director 

	Presented by:
	Mark Roberts Associate Director Childrens Services LCRCHS


Summary of key points:
	The attached paper was produced for the LCRCHS Board on the 2nd March 2010.

· Risks related to safeguarding of children resulting from vacancies have been previously identified. Progress on recruitment has been made. Analysis of caseloads in January 2010 is presented.

· The nature of demand on health visitors and the steps already taken to manage and reduce risk are identified.

· Residual issues relating to apparent shortfall in capacity to seek out and target children with additional needs are described.

· Actions required to improve the management of caseload sizes in response to need and risk are presented.




Implications:


	Patient Care:
	Provides assurance around quality and safety of services to safeguard and protect children and young people.

	Workforce
	Heightened concerns of Board and staff relating to caseload size, inequalities in resource allocation and risk of potentially “missing” something significant

	Financial:
	Potential impact of CIP and WCC disinvestment in 2010/11. 

	Performance
	Commissioning metric previously agreed for average caseload size of less than 450 as part of 2009/10 LOP investment. Proposed future target establishments/ caseloads to 400 require scrutiny and agreement

	Governance:
	Development plan progress and production of a safeguarding Annual Report. Systematic monitoring and management of caseload sizes.

	Legal:
	Capacity and capability of universal services to contribute effectively to child protection legal proceedings such as care orders and criminal proceedings 


Recommendation(s): 

	CYPS Executive are asked to:

· Note the contents of the paper and the work undertaken to limit the size of health visitors’ caseloads. 

· Agree actions required by relevant partners/sub-groups to further examine and address the reported shortfall in both identification and response to additional needs of children between 1yr and school entry.

 


LCR CHS Board 2nd March 2010

Health Visiting Demand and Capacity 

1. 
Introduction

1.1 
Health Visiting caseload sizes and the associated safeguarding clinical risks have been of concern since the inception of LCRCHS. The risks have been captured through the Board Assurance Framework, corporate risk register and received regular attention from the Board.

1.2 
A programme of management interventions over the past 3 years have resulted in demonstrable improvements in performance, standardisation of caseloads and targeting of existing resources to areas of highest need.  A business case setting out the continued organisational risk together with the management action taken within existing resources to reduce that risk informed a successful Local Operating Plan bid.  Additional investment of £200k was allocated in 2009/10 (full year effect in 2010/11 £342k) to increase the number of health visitors and thus reduce the numbers of children and families for whom each health visitor was responsible to an agreed maximum of 450. 
1.3 
The national and local shortage of qualified health visitors has required an innovative and aggressive approach to recruitment and retention. The Managing Director’s Committee has been responsible for ensuring continuous progress against an action plan which was put in place to achieve the target caseload size in all localities.
1.4 
CHS Board agreed in February 2010, in response to the Individual Management Review of Baby K, that health visitors should have a weighted caseload of no more than 400 children. This is consistent with the recommendations of the CPHVA referenced in ‘Protection of Children in England: A Progress Report’ in March 2009. Lord Laming, the author of the report said “Health visitors need time to properly support and assess children” He goes on further to say “There are real risks to the welfare of children if this does not happen.’(P.58)

1.5 
This paper sets out the current caseload profile and analysis and outlines the next steps to introduce systems of caseload management that are more responsive and reflect differences in demand between cohorts of children and families in 2010.
2. The Role of the Health Visitor

2.1 Health visitors are responsible for ensuring that the health needs of children aged 0-school entry are identified and met.  In particular there is a focus on early identification of need in very young infants in order that vulnerable children and families receive targeted intervention at an early stage to minimise risk to the child and develop parenting skills.  Interventions are not solely delivered directly by Health Visitors but through a multi-agency approach configured around childrens centres.  Health Visitors are the key worker in relation to assessing and identifying need and currently retain clinical accountability for children aged 0 – school entry who comprise their total caseload regardless of whether they are actively engaging with those children and families.

2.2 Children’s and families’ needs are assessed and intervention determined on the basis of the following categories: 
· Universal safeguarding (Tier1 ), describes our role in keeping all children and young people safe, promoting safe environments to optimise health and development and identifying vulnerable children early

· Targeted safeguarding (Tier 2a/b) includes activity to reduce the risk of harm for children and young people, who are vulnerable due to parenting, environment or individual development needs

·  Responsive safeguarding (Tier 3 and 4), involves child protection activity that is undertaken to protect specific children who are suffering, or are at risk of suffering significant harm.


(Staying Safe: Action Plan, February 2008)

3. 
Demand on Health Visiting Teams
3.1 
The demand on health visiting teams is comprised of two components, volume and risk/need.

3.2.1 Volume is dictated by the birth rate and movements into and out of the area. Graph 1 demonstrates the increase in birth rate within LCR since 2001. 

Graph 1: Live birth rate in Leicestershire and Rutland from 2001 - 2008 8[image: image2.emf]Number of Live Births in LCR
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3.3 
Table 1 below derived from this year’s manual caseload count (Appendix 1) and analysis of the data demonstrates a reduction in the average caseload across the service to 442. Recent appointments of two Melton and Rutland health visitors to specialist roles have temporarily set back progress in that locality. Significant changes in caseloads from the previous year were highlighted and operational teams will be moving resources within and between localities to address these in the coming months.   

Table 1: Health Visitors in post in January 2009 compared with January 2010 and total caseload by locality and average caseload per WTE HV in January 2010
	Locality
	HV in Post 

Jan 09 (WTE)
	Caseload 

Jan 2010 
	HV in Post Jan 10 (WTE)
	Average Caseload 

Jan 10 (per WTE HV)

	CHW
	11.59
	7240
	14.86
	*487

	NWL
	9.41
	5133
	12
	428

	HB
	10.10
	5323
	12.98
	410

	MR
	9.54
	5159
	9.81
	**526

	SLH
	27.17
	10362
	25.52
	406

	Total
	67.81
	33217
	75.17
	442


*10.9% increase in caseload Jan 09 to Jan 10

**5.4% increase in caseload Jan 09 to Jan 10

3.4
 Risk/Need is the second determinant of demand on health visiting teams.
Graph 2: Number of children receiving active HV intervention by category of need compared with anticipated numbers of children in each category 
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3.5
The Children and Young People’s Service “windscreen of need” (Appendix 2) estimates the percentage of children across LCR who fall into tiers 1 to 4 as described in section 2 above.  This has been used in Graph 2 to enable a comparison between those children and families with whom Health Visitors are currently intervening, and the expected number of children and families in each category who would need support.
3.6 
Graph 2 clearly demonstrates significant engagement by Health Visitors with Tier 1 children. Graph 3 demonstrates the percentage of children within the whole population across LCR targeted by health visiting teams i.e. receiving additional support in response to need, and sets this data against the expectation of targeted need within the population described by the Local Safeguarding Childrens Board (LSCB) and Children and Young Peoples Service. 

Graph 3: Children receiving targeted support by Health Visitors in response to identified need by category compared with anticipated numbers of children requiring targeted support
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4. 
Risk management/Responding to Need

4.1
Infants under 1 year of age:
· Graph 2 demonstrates the health visitor’s role within the children’s workforce to provide a comprehensive universal offer within the Healthy Child Programme.  This currently comprises 4 routine contacts with the Health Visiting team during the first year of life. Active involvement by Health Visitors in tier 1 is greater than expected.
· Graph 3 demonstrates the difference between the number of children the CYPS/LSCB anticipate require targeted interventions and the extent to which health visitors report active involvement with this group.  This indicates a gap between the percentage of these children receiving interventions and the anticipated level of need. 

· Greater Health Visitor involvement at tier 1 to some extent offsets the apparent gap in the level of expected involvement in tiers 2a &2b.  This is because of the way in which a comprehensive universal programme enables health visitors to anticipate, prevent and manage low level need to avoid children requiring higher intensity targeted intervention.
4.2
Infants and children over 1 year up to school entry:
· Graph 2 indicates that Health visiting teams have contact with over 90% of children at or around their second birthday as part of the universal service
· Graph 3 demonstrates there is a significant gap between the number of children the CYPS/LSCB anticipate require interventions and the extent to which health visitors report active involvement with this group
· Although there is contact with a high proportion of the over 1 year population through the universal programme, this represents a single contact at around 2 years.  This level of universal service is not sufficient to offset the gap in expected involvement with tiers 2a & 2b.  

· There is also a significant reduction in the level of targeted intervention before and after 1 year of age from 18% to c. 9%.  This suggests that the lower level of universal contact health visitors have for this age group results in lower levels of targeted intervention. It should be noted that after the two year check there is no further universal contact scheduled.    

4.3
Effectively therefore the limited nature of the universal programme for children over 1 year would appear to result in fewer vulnerable children and families in need being identified and a marked reduction in targeted intervention by health visitors to meet needs. The extent to which these children and families’ needs may be being met by broader children’s services through children’s centres is not known. However, health visitors currently remain clinically accountable for these children although they are not having active contact with them.
5. 
Managing Caseload Sizes
5.1
In 2007 and 2008 weighted models were applied based on index of deprivation data and previous reports to the board have highlighted the movement of resources into areas of the county with the highest levels of deprivation through selective application of Cost Improvement Programmes (CIP).
5.2
In 2009 investment in Health Visiting services was secured to enable a maximum caseload target across all localities to be applied, and numbers of health visitors in each locality have been changed to achieve target establishments and overall reduction in the caseload size of health visitors (Graph 4).

Graph 4: Changes in average caseload size between January 2009 and January 2010
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5.3
Investment, innovative recruitment, co-location of staff to provide more supportive team bases, and change to the clinical leadership structure within the service have supported this transition process. Of particular note are positive changes to local operational management arrangements and reductions in caseloads in both NWL and CHW which have resulted in significant improvements in recruitment performance within both localities. 

5.4
The Healthy Child programme for 0-5 year olds was launched in January 2009, and the service responded by writing its own Standard Operating Procedures for health visitors which were adopted in July 2009. This change has increased uniformity of practice across the county and resulted in children only being offered contact with the health visiting team after their second birthday if targeted intervention is required. 

5.5
However, the application of a single caseload target to every locality does not respond to the variation in need between health visitor caseloads, and plans to cut investment and secure up to 8% cost reduction in Health Visiting services mean a new approach to caseload management will be required in 2010/11. 

6. 
Conclusion
6.1
Whilst the number of health visitors within the service has been climbing, financial constraints on the service in 2010/11 will place significant pressure on the service to reduce health visitor numbers.

6.2 
Analysis above indicates a significant shortfall in the involvement of health visitors with families with children over the age of 1 year with additional needs both in terms of identifying, and addressing those needs. In light of reduced resources this situation will be exacerbated without significant service redesign.   
6.3
Clinicians currently remain accountable for children until the child enters school although analysis indicates that they do not have contact with many of those children.  

6.4
Further work is required to determine the details of a model to allocate resources not just on size of caseloads but also in response to the needs of the children and families involved and to use systems to understand and control the demands on the service.
7. 
Recommendations
7.1
There is need to redesign the service to ensure that the expectations on the health visiting teams in relation to both volume and need/risk enables them to actively seek out health needs of children over 1 year of age.   

7.2
A clinically acceptable caseload weighting model is required that models efficient working practices through a detailed study of local health visitor practice by senior clinicians. The results and implications of this to be shared with the board before the end of March 2010.

7.3
In order to automate governance of caseloads, SystmOne will need to be used by all health visitors for all children on their caseloads. Development of SystmOne will be needed to enable health visitors’ caseloads to be counted and ‘weighted’ in real time and for this to be reported to local managers for intervention.

7.4
The service will need to be supported to limit robustly the caseloads of health visitors. In order to manage risk to the organisation, health visitors will need to be supported through such mechanisms in order to ensure those children with whom they are involved, benefit from a service in keeping with Lord Laming’s expectations.

7.5
Following development of local systems and supporting policy the impact of the introduction of a caseload limiting systems will need to be identified and communicated effectively to the board, Childrens Trust partners and commissioners prior to introduction.  

7.6
All the above systems will need to be operational before the end of June 2010.  In order to achieve that a detailed action plan will be produced and delivery monitored through the Managing Director’s Committee on a monthly basis with exception reporting to the CHS Board.  
The Board is asked to:
· Approve the strategy and actions as outlined above to establish systems which will ensure a maximum caseload for each health visitor is identified that recognises the targeted needs of the population served and enables this to be monitored actively and responded to through limiting and if necessary stopping addition of new cases. 

· Approve devolution of responsibility for overseeing implementation of the action plan to the Managing Director’s Committee with exception reporting only to CHS Board.
Appendix 1 
Caseload Analysis Snap-Shot January 2010

(LCRCHS Health Visiting Caseload Analysis by Locality – Please note data is based on manual collection with accuracy +/- 10%)
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Appendix 2 Leicestershire and Rutland Safeguarding Continuum


Appendix 3. Current Caseload Size and Progress

The further change required to achieve a maximum caseload of 400 children per health visitor, is illustrated in the table below and would require significant additional investment. This is unrealistic in the current financial climate and whilst caseload sizes provide an important indicator of demand further consideration is required of other sources of demand. The pressure within caseloads is generated primarily by the number of children who are vulnerable and have needs at either 2a/b,3 or 4. 

	Locality
	HV in Post Jan 10 (WTE)
	Establishment Required to meet 400 target (WTE)
	HV Establishment Change  to meet 400 Average Caseload (WTE)

	CHW
	14.86
	18.1
	3.2

	NWL
	12
	12.8
	0.8

	HB
	12.98
	13.3
	0.3

	MR
	9.81
	12.9
	3.1

	SLH
	25.52
	25.9
	0.4

	Total
	75.17
	83.0
	*7.9


*approximate cost of £300k p.a.
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