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Operational Executive – 22nd February 2019 
Strategic Clinical Executive – 27th February 2019 
GP Members Committee (GPMC) – 27th March 2019 
Clinical Commissioning Group Governing Body – 3rd April 2019 

 

Special Educational Needs and Disabilities (SEND) Health Sufficiency Strategy 
 
 

Lead Executive: Ian Atkinson, Deputy Chief Officer 
Lead Officer: Jenny Lingrell, Joint Assistant Director – Commissioning, 

Performance and Inclusion 
 
Paul Theaker, Commissioning Manager, C&YP and Maternity 

Lead GP: Dr Jason Page 
 
Purpose:  
To provide Clinical Commissioning Group Governing Body with:  
 
1) An update on the SEND Sufficiency Strategy following the consultation period. 

 
2) A proposal for the allocation of funding to key priorities identified through the SEND Health 

Sufficiency work. 
 

3) Details of how investment for children with SEND will be aligned with work across the 
system to improve outcomes for these children and young people. 

 
Background: 
Rotherham continues to prepare for a joint inspection from Ofsted and Care Quality 
Commission (CQC) to review the progress of local areas in implementing the SEND reforms 
that became statutory in 2014.    
 
A key requirement for Clinical Commissioning Groups is to understand the health needs of 
children and young people who have special educational needs and disabilities, and to ensure 
that there is sufficient commissioned provision to meet the identified need. 
 
The SEND Health Sufficiency Assessment is attached at Appendix A and identifies where there 
is well established health provision to meet the needs of children and young people with SEND 
in Rotherham. It also highlights where gaps in existing service provision have been identified.  
The analysis was initially completed through engagement with providers; it has subsequently 
been discussed with key stakeholders and their feedback has informed final proposals.  The 
consultation process included conversations with the SEND Strategic Board, the SEND 
Inspection Planning Group – both of which include a cross-section of multi-agency partners.  
Detailed discussions also took place with Special School Head teachers and Rotherham Parent 
Carer Forum.  The Designated Clinical Officer, who has a view across the system, has also 
had a key role in informing final proposals. 
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It is important to note that RDaSH CAMHS provision is not within the scope of this assessment, 
as the sufficiency of emotional wellbeing and mental health provision is being taken forward 
through the CAMHS Local Transformation Plan. However, there are interdependencies in the 
system, particularly in relation to pathways for Autism Spectrum Disorder (ASD) and Attention 
Deficit and Hyperactivity Disorder (ADHD); these have been highlighted below as part of the 
analysis of key issues. 
  
Analysis of key issues and of risks 
 
Through systematic review, analysis of future need and benchmarking of existing provision the 
SEND Sufficiency review has identified the following key priority areas for development. : 
 
 
1) There is a need to enhance capacity to deliver health needs training for staff from 

other agencies to reduce over-reliance on core health commissioned services 
 

There is insufficient capacity in the system to deliver health needs training to other 
professionals and personal assistants who support children and young people with special 
educational needs and disabilities. 
 
Without this capacity there is a risk that the CCG cannot meet its obligations to offer children 
with continuing healthcare needs a personal health budget (PHB) that will enable them to 
engage and manage an effective support offer.  A lack of timely training is also creating a 
potential barrier to access settings, including school, and activities because the right health 
support cannot be provided. 
 
A strategic review of the workforce training and development offer for professionals who work 
with children with SEND has begun, led by the SEND Strategic Board; this will feed into the 
Place Board which has identified this as one of its Organisational Development Priorities.  The 
review of the training and development offer will look across the continuum of need from 
awareness raising to specialist interventions.  Notwithstanding this, there is an urgent need to 
invest in capacity to deliver health skills training.  The investment will support an additional 
training role within the Complex Care Nursing Team, and additional Special School Nurse 
capacity.  As well as meeting immediate need there will be an opportunity to leverage other 
funding streams from the local authority and through a PHB grant to ensure that the offer is well 
coordinated and effective. 
 
2) There is a need to invest in Occupational Therapy to support the Proposed Sensory 

Model 

The proposed Sensory Model responds to need across the continuum of need. This model will 
be enabled through the recruitment of a 1.0 FTE Band 7 of a Specialist therapist as well as two 
Band 6 Occupational Therapists.  The model will be further enhanced by investing in assistant 
practitioner staff at band 4 within the OT team and to provide capacity for follow up and 
undertake joint working with parents and school staff.  Consideration will need to be given to 
how resilience is built into the model with no single points of failure created by recruiting 
individuals.    
 
The system outcomes of this investment will be a reduction in the need to commission 
specialist sensory assessments for children and young people who are not on the autism 
pathway, a more robust and timely response to identify and respond to the needs of children 
and young people with an Education, Health and Care Plan. 
 
The outcomes for children, young people and families will be that needs are identified and met 
earlier, preventing an escalation in negative behaviours and improving the opportunities for 
improved education and therapeutic outcomes.  
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3) There is a need to invest in core Speech and Language Therapy capacity as current 
commissioned capacity is below national average benchmarking 

 
The health SEND sufficiency work has identified that core speech and language therapy 
capacity is below national average benchmarking.  This creates a risk that services are not in a 
position to meet the needs that are identified through the education, health and care plan 
process are not met and there is an adverse impact on therapeutic and educational outcomes. 
 
A review of speech and language capacity across the system, including posts that currently sit 
within special schools and within the Virtual School, may create further opportunities to deploy 
resource more effectively to meet need.  This process will commence with immediate effect as 
part of the review of the core specification. 
 
Speech and Language expertise is also a core component of the multi-disciplinary team that 
sits within the Child Development Centre to assess children under 5 who have been referred 
for an ASD diagnosis.  Alongside the review of the core specification, opportunities to pilot 
alternative pathways to respond to ASD (a key area of focus for the CAMHS Local 
Transformation Plan) will be considered to ensure that funding priorities are aligned across the 
system. 
 
4) There is a need to enhance capacity to provide health assessments and reviews for 

children with Education Health and Care Plans 
 
The Education, Health and Care Plan process is a statutory process that provides a holistic 
view of the needs of children and young people with SEND.  An additional Band 6 Community 
Nurse would work in partnership with the Community Paediatricians to increase capacity in a 
cost effective manner.  This proposal is aligned with work that has already taken place to 
ensure that the pathway to provide effective health assessments and reviews is effective.  
Whilst the input from specialist therapies is now timely, statutory timescales are not currently 
being met by community paediatricians.  Both the initial medical for EHC assessments, and the 
review medicals are currently out of timescale.  There is a statutory timescales for the initial 
medical which is 6 weeks; current performance is 12 weeks.   If this model is successful it may 
provide insight into where other parts of the system can be made more efficient by adopting 
similar arrangements, for example, the completion of Initial Health Assessments for Looked 
After Children. 
 
The SEND Health Sufficiency document includes further recommendations in relation to 
current gaps in provision.  Some of these have no cost implications, for example, developing a 
comprehensive understanding of SEND Health financial resources, and developing a SEND 
Data Dashboard, including key performance indicators across a range of services.  Both 
pieces of work are underway and governance is provided by the SEND Strategic Board. 
 
It is likely that the ongoing programme of work to implement that SEND reforms and better 
understand outcomes for children and young people with SEND, will lead to the identification of 
new opportunities to pilot improvements.  Whilst these will fall within the identified budget for 
SEND, a further report will be submitted to Operational Executive with full details of any 
proposals.  
   
 
 
Patient, Public and Stakeholder Involvement: 
The Health Sufficiency Strategy was originally developed through engagement with local health 
care partners.  Following consideration by Operational Executive, a period of consultation 
followed which included multi-agency partners who make up the SEND Strategic Board and the 
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SEND Inspection Planning meeting.   
 
In addition, there has been dedicated consultation with Special School Headteachers in the 
borough and the Rotherham Parent Carer Forum.   
 
Detailed commissioning arrangements, particularly a revised approach to the training and 
development will be co-produced with stakeholders.   
 
It is anticipated that there will be a period of consultation with key stakeholders, including 
parents/carers, young people and statutory and voluntary sector partners. In order to facilitate 
this work, a consultation plan will be developed with input from Rotherham CCG’s Public and 
Patient Engagement Manager. 
 
Equality Impact: 
Implementation of the recommendations identified in this paper will have a positive impact for 
children and young people with SEND. The CCG will undertake an EIA on specific elements of 
the SEND strategy.  
 
Financial Implications: 
 
The identified needs can be met through an investment of £380,000 recurrently in 19/20. This 
level of funding demonstrates the CCGs commitment to meeting the needs of children and 
young people who have special educational needs and disabilities.  It is envisaged that the 
investment will also alleviate pressure elsewhere in the system as the right support will be 
provided at the right time, needs will not escalate requiring more costly interventions.   
 
Human Resource Implications: 
There are no human resource implications for Rotherham CCG. The proposals for additional 
staffing relate to the Children and Young People’s Service within the Family Health Division of  
TRFT and are detailed within the proposed commissioning intentions table on pages 35 and 36 
of the attached draft SEND Health Sufficiency Assessment. 
 
Procurement: 
The developments identified, would be seen as an enhancement of existing commissioned 
services in the main provided by The Rotherham NHS Foundation Trust.  To ensure seamless 
pathways of care for Children and Young People it would be expected that the CCG would 
make a direct award to enhance existing services, however each investment would be 
reviewed for procurement on its own merits. 
 
Approval history: 
SEND Sufficiency Report endorsed by Operational Executive on 22nd February 2019 
 
SEND Sufficiency Report endorsed by Strategic Clinical Executive on 27th February 2019 
 
SEND Sufficiency Report endorsed by GP Members Committee on 27th March 2019 
 
Recommendations: 
 
That Clinical Commissioning Group Governing Body approves the commissioning intentions to 
support children and young people with Special Educational Needs. 
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1. Introduction 

 
This sufficiency exercise focuses on children and young people’s health provisions in 
Rotherham that are a part of the Special Educational and Disabilities (SEND) Local 
Offer. 
 
Rotherham faces considerable pressure in continuing to meet the needs of children 
and young people with Special Educational Needs and Disabilities (SEND). There 
are increasing numbers of children and young people with an Education, Health and 
Care Plan, which places additional demands on education, health and care 
provisions. 
 
This SEND Health Sufficiency Assessment sets out how Rotherham will address 
pressures within the health system, particularly by placing a renewed focus on 
developing capacity locally to meet the needs of children and young people with 
SEND. Strategic partnership activity to date has highlighted some areas where 
significant improvement can be made locally. Development of this assessment has 
provided the opportunity to take stock of commissioned provision and to propose a 
series of actions to better develop the SEND local health offer. The actions proposed 
will form the basis of consultation and engagement with parents / carers and children 
and young people, to ensure their influence over the development of local services. 

 
 

2. Context and the Sufficiency Process 
 

Commissioning arrangements should be informed by a clear assessment of local 
needs and make best use of all the resources available in the area to improve 
outcomes for children and young people in the most efficient, effective, equitable and 
sustainable way.  
 
In order to inform commissioning decisions, we need to draw on local data sets for 
children and young people with SEND. Data sets reflecting demography, prevalence, 
numbers of children with special needs and primary need category, and analysis of 
the key performance indicators should all be used to reflect local levels of need and 
inform sufficiency.  

 
Aims of this Assessment:  
 
To maximise available resource to ensure children and young people have access to 
the right health provision to meet their needs. 

 
To ensure all commissioned provision delivers best outcomes within a value for 
money framework and works effectively with other partner services to support 
children and young people.  
 
To develop a partnership approach to ensuring the appropriate range and capacity of 
provision is available locally to meet the needs of pupils with SEND. 
  
Objectives:  
 
To deliver an approach that: 
  
Places children, young people and families at the centre of planning, respecting their 
views and working with them as partners to deliver best possible outcomes;  
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Promotes person-centred specialist support, where required, with a view to building 
capacity in provision wherever this can be said to be in the best interests of the 
outcomes of the child and their family (graduated response).  

 
 

3. Current Strategies and Policies 
 

There are a number of strategies and plans in Rotherham which interface with the 
impact and outcome of this sufficiency assessment. These strategies include: 
 

• The Joint Commissioning Strategy for Children and Young People 
• The Joint SEND Commissioning Strategy 
• The SEND Joint Action Plan 
• The Joint Strategic Needs Assessment 
• Specialist School Provision in Rotherham Sufficiency Report 
• The Rotherham Place Plan 
• SEND The Journey to Excellence Rotherham Strategy 2018-2021 

 
The following is a summary of the headlines from relevant sections of these strategic 
documents and is representative of the position at that point in time. 

 
 

3.1. Headlines from other strategic work that has taken place 
 

• The Joint SEND Commissioning Strategy was refreshed in 2017 and is 
addressing a number of key areas including: 

 
• Co-located development of a SEND Hub of services to support children 

and families in one place 
• A streamlined Education, Health and Care planning and commissioning 

process 
• Greater involvement of young people in the consideration of provision 
• An improved health offer to support children and young people with 

Social Emotional and Mental Health (SEMH) needs 
• Development of Preparation for Adulthood theme 
• The development of a new transport offer for young people with SEND 
• Increased personalisation including use of personal budgets 
• Development of the wider workforce to address and support SEND 

needs. 
 

• The initial Joint SEND Commissioning Strategy and a Peer Review of SEND 
development resulted in an overarching Joint SEND Action Plan which 
collates all target areas including: 

 
• Improved clarity and development of the graduated response to need in 

mainstream schools 
• An improved graduated response offer within the school system to 

support children and young people with Social Emotional and Mental 
Health needs 

• Development of the SEND Local Offer 
• An All Age Autism Strategy in partnership with Adult services 
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• Consistent and transparent funding models for provision which are 
effectively moderated at a local level 

• Development and transparency of local SEND policy 
 

There is currently a refresh of the Joint SEND Joint Commissioning Strategy 
taking place, which is focussing on the streamlining of commissioning 
arrangements. 

 
• A review of arrangements for young people with SEMH in December 2015, 

resulted in the production of a new strategic approach called ‘5 Steps to 
Collective Responsibility’. This approach is intended to result in children and 
young people with SEMH needs being able to access appropriate alternative 
provision in the local community.  
 
This strategy has led to extensive reform of the system and is now under 
review. There will be a joint SEMH Strategy which pulls together the work in 
this area across Education, Health and Social Care (via Early Help). 
 

 
3.2.  Headlines from Joint Strategic Needs Assessment (JSNA) Refresh 2014/15 
 

• Rotherham was ranked 53rd most deprived district in England in the 2010 index. 
The key drivers of deprivation in Rotherham remain Education and Skills, Health 
and Disability and Employment. 

• The health of people in Rotherham is generally poorer than the English average 
which is influenced by people’s lifestyle and a number of other wider factors such 
as deprivation and industrial legacy. 

 
4. Rotherham SEND Demographics 

 
• The projected growth in population in Rotherham based on data provided by the 

Office for National Statistics as at May 2016 is as follows: 
 

 2016 2021 Growth 
Overall population of Rotherham 261,400 265,800 4,400 
Total school aged pupils (aged 3 to 19) 44,627 46,858 2,231 
Total school aged pupils with SEND 7,253 7,616 363 
 

The projected growth in school population and pupils with SEND is based on the 
overall percentage increase in the total population for Rotherham (1.7%). 
 

• 8.1% of Rotherham’s population belong to ethnic groups other than White British 
(6.4% are from non-white groups) well below the English average of 20.2%. It 
follows that 91.9% of Rotherham residents are White British. 

 
• The number of children and young people with an Education, Health and Care 

Plan has risen quite significantly over the 2017/18 academic year, with there 
being 1712 EHCPs in September 2017, 1829 in January 2018 and 1956 at the 
end of August 2018. 
 

• 13.7% of the Rotherham’s School population have needs met by a graduated 
response (SEN Support) in 2018 compared to the National average of 11.7%. 
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This is a fall from 2014 when 17.3 % of the Rotherham School population had 
needs met by a graduated response in schools in comparison to National 15.1% 

 
• The table below shows the trend in Rotherham over the last four years against 

the national averages 

 
 

• 1333 of these children have needs met with support of an Education Health and Care 
Plan (2.9%). However, this only measures the school population and not those 
placed outside the borough. 

• Current position at the end of August 2018 shows there are 1956 children and young 
people in Rotherham who have an Education Health and Care Plan in place with 
approximately 321 of these children accessing an out of authority provision (16.4%) 
which isn’t in the borough and 1635 children and young people access provision for 
which is within the Rotherham borough (83.6%). The 321 children accessing an out 
of authority provision is split by 116 of them being statutory school aged and 205 
being Post 16 aged. 
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The primary need of children and young people with SEND and who have an Education, Health and Care Plan as at June 2018, is as follows: 
 
 

 GENDER           
PRIMARY NEED Female  Males  Total          
Autism Spectrum Disorder 106 487 593          
Behavioural, Emotional and Social Difficulties 10 77 87          
Hearing Impairment 16 18 34          
Medical 6 4 10          
Moderate Learning Difficulty 155 253 408          
Multi-Sensory Impairment 1 2 3          
Other Difficulty/Disability 3 1 4          
Physical Disability 64 87 151          
Profound and Multi Learn Diff 4 6 10          
SEN support no specialist assessment   1 1          
Severe Learning Difficulty 41 75 116          
Social, Emotional & MH 48 189 237          
Specific Learning Difficulty 13 33 46          
Speech, Lang, Communication Difficulty 44 122 166          
Undergoing Assessment 1 1 2          
Visual Impairment 11 8 19          
Grand Total 523 1364 1887          
             
 
 
 
 
 
 
 
 
 
 
 

            

         

The above table shows that the highest presenting need is Autism Spectrum Disorder (31%), followed by Moderate Learning 
Difficulty (22%) and Social, Emotional and Mental Health (12%).  
 
It should be noted that the greatest rise has been in the number of young people with Social, Emotional and Mental Health needs 
over the last couple of years. 
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A snapshot of Children and young people with an EHCP by 
medical need as at June 2018: 
 
             

PRIMARY NEED ADHD Aspergers Asthma Autism Cerebral Palsy Down's 
Syndrome Dyspraxia Epilepsy Hearing 

Impairment 
Visual 

Impairment 
No Medical 

Needs Total 

Autism Spectrum Disorder 11 15 2 172 2   3 7 3 2 372 593 
Beh, Emotional and Social 
Diff 

16                   70 87 

Hearing Impairment   1   1 3 2     15   12 34 
Medical         3     3   1 3 10 
Moderate Learning 
Difficulty 

4 1 2 5 3 31 1 5 3 1 352 408 

Multi-Sensory Impairment                     3 3 
Other Difficulty/Disability               1     3 4 
Physical Disability 1   1 1 29     9   3 101 151 
Profound and Multi Learn 
Diff 

              1 1 1 7 10 

SEN supp no specialist 
assess 

                    1 1 

Severe Learning Difficulty 2     17 6 7   5 2 1 75 116 
Social, Emotional & MH 8 0 0 0 0 0 0 0 0 0 229 237 
Specific Learning Difficulty         1     1     43 46 
Speech, Lang, Comm 
Difficulty 

  1 1 1 1   2 3 1 1 155 166 

Undergoing Assessment                     2 2 
Visual Impairment         1         4 14 19 
                          
Grand Total 42 18 6 197 49 40 6 35 25 14 1442 1887 
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Recommendations:  

• Enhance Key Performance Indicators and reporting of diagnosis/need 
for each individual commissioned service  

• Enhance the SEND Health data dashboard to ensure that it provides a 
clear outline of trajectories of need and demand 

• Pilot and then implement  ‘live’ health data reporting into Rotherham 
MBC’s LGinform database, so that we have accurate and up-to-date 
SEND reporting across the partnership 
 
 

 
 
5. Current Health Provision in Rotherham for Special Educational Needs 
 

There are two commissioned providers of health services for children and young 
people with Special Educational Needs and Disabilities in Rotherham, namely The 
Rotherham NHS Foundation Trust (TRFT) and Rotherham, Doncaster and South 
Humber NHS Foundation Trust (RDaSH). 
 
RDaSH is commissioned by Rotherham CCG to provide the Child and Adolescent 
Mental Health treatment service in Rotherham. This service is not within the scope of 
the SEND Health Sufficiency Assessment as, in line with the national ‘Future in Mind’ 
document, there is a Local CAMHS Transformation Plan in place that is driving 
transformational change across the mental health system. In addition to a 
reconfiguration of the CAMHS treatment service, the Local Transformation Plan has 23 
local priority schemes and a number of these have a direct SEND focus, including: 
 

• Autism Spectrum Disorder support 
• Prevention/Early intervention 
• Peer support service 
• Workforce development 
• Development of services through input from Children & Young People and 

Parents/carers 
• Increased CAMHS capacity 
• Single Point of Access 
• Moving from CAMHS to Adult services 
• Emotional resilience programme 
• Sensory work 
• Support for Care Education and Treatment Reviews (CETRs). 

 
This CAMHS transformational work is reflected within the SEND Strategic Action Plan 
and there are a number of areas, such as the review of the ASD pathway and the 
development of a sensory pathway, that are being taken forward jointly between 
RDaSH, TRFT, Rotherham CCG and wider partners. 

 
 

Analysis of sufficiency of services for children with special educational needs 
and disabilities (SEND)  – an overview 
 
Information about the sufficiency of services for children and young people with SEND 
has been provided by TRFT as part of a multi-agency review of how well the needs of 
this group are being met in Rotherham. This summary provides an overview of how 
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this work has been undertaken and the main issues which we may want to consider in 
planning to meet future needs.  
 
Scope 
 
This analysis covers children’s: 

 
• speech and language therapy, 
• occupational therapy 
• physiotherapy 
• community nursing commissioned by the CCG  - special school nursing is reported 

on separately to the rest of the community nursing team 
• the elements of the 0-19 service commissioned by Public Health which have a 

bearing on SEND provision. 
 

It does not cover the service provided by community paediatricians and it should be 
noted that this piece of work needs to have a broader scope than just SEND, as 
community paediatricians also cover safeguarding and looked after children, which is 
particularly pertinent given the increasing number of looked after children. This work is 
being taken forward through the review of TRFT Community service specifications in 
2018/19. 
 
There have been issues with timely completion of medical assessments for Education, 
Health and Care plans and delays to medical reviews for children with complex health 
needs in special schools. 
 
The service delivered by the Child Development Centre (CDC) has recently been 
reviewed by a multi-agency group which included parent representatives. The review 
recommendations will inform new commissioning arrangements for the CDC and are 
not included here to avoid duplication. Please note that the therapy staffing figures 
included in this summary include the time allocated to the CDC. 
 
 
Approach taken 

 
Clinical leads for each area completed a sufficiency analysis for their area. Comments 
were also invited from the adult allied health professional teams who cross over into 
paediatrics, for example, orthotists. 
  
Benchmarking data and information from SystmOne have been used where available: 
 
Benchmarking 
 
The ‘Community services dashboard report’ 2017 produced by the NHS Benchmarking 
network has been used. This is a ‘broad brush’ comparison with 66 other NHS 
community providers across the country but not all of the services can be directly 
compared because they are configured differently to the categories set out in the 
report. 
 
Numbers of children using the service – level of demand 
 
The number of referrals against discharges over the past 3 years has been used to 
capture this information, although it may be useful to extend this span to see if trends 
could be picked up over a longer period. However, trend data does not provide a 
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complete picture as in some services there is increasing complexity in the needs of 
children on the caseload. Also, demand is actively managed across all services by 
reviewing access criteria so that excessive waiting times do not build up, which may 
distort demand data  The narrative provided by each area of service will provide 
information on these issues where relevant. 
 
Primary or presenting need 
 
The numbers of children and young people on each pathway has been set out as a 
proxy for primary or presenting need. The analysis of need has been undertaken in 
this way, rather than by Read code, as children may have up to 100 Read codes on 
their individual record if they have complex or multiple needs. 
 
Length of time on caseload 
 
There are wide variations in all services because of the wide range of needs being met 
– from short term needs which can be quickly resolved through to life-long conditions 
which will require life-long care. For this reason, an average length of stay for each 
service has been provided. However, this information could be provided by an in-depth 
piece of analysis. 
 
Outcomes 
 
Although outcomes for individual children will be recorded in their clinical record, there 
is currently no way of reporting on this at a service level. There is work starting to 
address this so that impact reports can be provided in the future. 
 

 
Area of service: Children’s Community Nursing Team 
 
Provision available: 
 
The children’s community nursing team consists of; 6.75 WTE paediatric nurses, 1 
WTE Specialist continuing care co-ordinator band 6, 23 health care assistants who 
provide respite care in the homes to children with continuing care funding,  1 WTE 
asthma nurse specialist and 1.2 WTE Enuresis nurse specialists. The team has a wide 
remit and covers: 
 
• Children with long-term health conditions such as asthma or epilepsy 
• Children with short term or acute illness who can be cared for at home (rapid 
response team) 
• Children with complex health needs associated with SEND 

The children’s community nursing team supports children with complex health care 
needs and SEND at home or in school to ensure that their medical needs are met 
whilst they get on with living their lives. There is a focus on keeping children out of 
hospital if at all possible to minimise stress and disruption for them and their families.  
 
The team can support with a wide range of needs including: management of 
gastrostomies including changes of ‘micky’ buttons; nasogastric tubes, wound care, 
catheters, oxygen at home, conducting sleep studies, appropriate medication through 
nurse led prescribing, taking bloods, provision of palliative care, supplies of medical 
equipment for home/school use. Part of the nurse’s role includes training parents and 
carers and co-ordination of care including liaison with consultants, social care, 
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therapists etc and participating in ‘team around the family’ meetings, CIN and child 
protection case conferences when required. Close relationships are developed with 
families and a holistic view of care is taken. 
 
Children on the complex case load receive care up to their 19th birthday or until the 
nursing need is no longer required. Some of the children on the complex case load 
only require the provision of supplies for their medical conditions. 
 
There is no currently no waiting list for the service. 
 
There is currently no outcome data for this service, however, outcome measures are in 
development. 
 
The children’s community nursing team also has a Rapid response element Paediatric 
Acute Rapid Response Outreach Team, (PARROT) they assist with the early 
discharge of children from in-patient services including UECC/primary care, and 
prevent the need for hospital re-admission. They empower parents to care for children 
at home providing nursing support and administering intravenous antibiotics at home.  
Children are on the PARROT case load for 48hours, after this period of time they are 
either discharged or transferred to the complex case load. 

 
Benchmarking against national data 
 
It is not possible to bench mark this service currently as national data is not configured 
in such a way to allow direct comparison with other areas
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Numbers of children in the service and distribution of need 
 
Currently caseloads are as follows: 
 
• children with long-term health conditions such as asthma or epilepsy. There are 
currently 221 children on the epilepsy caseload with a similar number likely to be on 
the asthma caseload once this position is filled. There is a similar service for children 
with diabetes but this sits within the diabetes service. 
• children with one off or short term conditions who have required hospitalisation 
or would require hospitalisation without access to nursing support at home (rapid 
response), approximately 25-30 children a month benefit from this service  
• children with complex health needs and SEND. There are currently 86 children in 
this category on caseload.  

Compliance with national standards and best practice guidance 
There does not appear to be any standards falling from national guidance. 
 
Trends in demand over time 
There is an upward trend in the numbers of children requiring nursing support for 
complex needs / SEND although changes to the configuration of caseloads on 
SystmOne mean that trend data cannot be pulled off the system. 
 
Outcomes and satisfaction levels  
A survey monkey is currently collecting data for the PARROT team, which shows that 
there is positive feedback from children and their families. 
 
What is working well? 
The PARROT team is working well in supporting caring for acutely ill children at home 
and they are supporting early discharge and are preventing hospital re-admissions.  
 
The Complex Needs Team works well with the multi-disciplinary team, special school 
nurses and therapists to provide holistic care for the child and family. There is further 
work to do to streamline nursing support for children with complex needs and SEND. 
 
The Specialist Health Care Co-ordinator is working well to manage the health care 
support workers, continuing care packages, supporting families with complex needs.  
 
What are we worried about? Training is a current issue as the demand for this has 
increased ten-fold. There are numerous requests from mainstream schools, additional 
family members, families who have a personal health budget- carers, agencies have 
asked to shadow staff and to provide training. Special school nurses are asked to train 
significant amounts of staff in schools as they rotate around the children who they 
support. 
 
There is a lack of clarity with regards to training for 0-4 Early Education or Childcare 
providers. Whilst training is provided by the Children’s Community Nursing Team and 
there is a good relationship between the team and the RMBC Early Years and 
Childcare Service, training is undertaken informally rather than against clear 
agreements. 
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What needs to happen? 
A review of the current training offer delivered by children’s community nurses and 
special school nurses with recommendations to ensure that it maximises resources 
and that training is provided efficiently and effectively for families. 
 
To consider restoring dedicated capacity for training so that the service can ensure 
that carers and family members have quick and easy access to enable children to get 
the right support. 
 
To work with partners and stakeholders to understand the demand for training across 
the system and to design a fit for purpose workforce strategy. 
 
 
Future proofing the service 
 
With complex children living longer and receiving care closer to home, consideration 
needs to be given to providing a trainer to train parents and carers whilst in hospital to 
take pressure off hospital wards in getting children home quicker. This would also be a 
good resource in the community to support families who have carers through a 
Personal Health Budget to offer more training.  
 
It would be worthwhile considering the establishment of a be-spoke training hub to give 
more availability to train parents, carers and staff in a scenario setting and would 
produce a more reflective and high quality training. 
 
Children with complex needs are also living into adulthood and therefore transition is a 
significant element. It would be worthwhile looking at investment into this area to make 
this smoother and co-ordinate care working across children and adult services. 

 
Area of service: Occupational Therapy 
 
Provision available: 
 
The service is delivered across a range of community locations including special and 
mainstream schools. Occupational therapists will see children when there is one or 
more of the following concerns cited in the under 5’s and over 5’s referral criteria, 
which are outlined in the attachments below: 
 

Occupational 
Therapy Referral Crite        

Occupational 
Therapy Referral Crite       

 
Benchmarking against national data (taken from 2017 Community services 
dashboard report – NHS Benchmarking Network) 
 

 TRFT Comparison 
national 
benchmarking 

Staffing levels against national benchmarking 
(for size of population) 
 

5.47 
FTE 

6.5 FTE 

Average size of caseload  per WTE member of 
staff 

50 73 
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This does not take into account the number of children on the equipment monitoring 
caseload. These children have a planned annual review and a review on any change 
in need and the additional work it generates in home, school or both.  
 
Comments:  

• There is some additional resource for children’s Occupational Therapy to work in 
conjunction with the community adult team as they deal with housing adaptations. 
Provision of routine / adult size standard stock equipment only if not known to 
paediatric Occupational Therapy. 

• It is unclear whether this is included in the benchmarking data from other services. 

Numbers of children in the service and distribution of need 
 

Type of need Caseload size 
Mainstream schools including 
dyspraxia 

68 

Pre-school special needs 65 
Special school – Kelford 34 
Special school - Newman 34 
Special school - Hilltop 26 
Total 227 (plus new referrals not yet seen) 

 
This table does not include the figures from the equipment monitoring caseloads. 
 
Compliance with national standards and best practice guidance 
The Occupational Therapy team are part of a multi-disciplinary team and work within 
relevant NICE guidance e.g. guideline for spasticity. There are strong links with 
Rotherham Children’s Community Services across Health, Education and Social Care 
,wheelchair services, Adult Therapy Transition Teams, Community Occupational Therapy 
and  Barnsley Assistive Technology  
 
The team has developed a graduated response in conjunction with the RMBC Learning 
Support Service, resulting in first tier universal support for needs being delivered by this 
group to schools and fewer referrals to the service. There could be further work at lower 
levels to ensure that the team only receive referrals at the highest level of need. 
 
There is no national guidance about caseload sizes.  
 
Trends in demand over time 
 
Financial year 2015/6 2016/7 2017/8 

 
Accepted 
Referrals  
 

267 287 286 

Discharge 
 299 301 279 

Trend in overall 
demand 

Demand has been at a consistent level over the past 3 years 

 
Demand is maintained at a consistent level by regular review of the access criteria for the 
service to ensure that demand does not outstrip capacity and result in long wait times to 
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access the service. There are frequent discussions about children with potential referrers 
and often these children are not accepted as: 
 
• their needs do not meet the referral criteria  
• the request is for sensory assessment which is not currently commissioned.  
• this is a request  for EHCP information only (this could be for children discharged 

from service). This could be tightened up through the graduated response protocol. 

Waiting time trends 
 
Waiting times are kept low (on average between 4 and 6 weeks) by adjusting access 
criteria where necessary and careful triaging to ensure only children who really need the 
service are offered it. Variations month on month arise as a result of staff illness / 
vacancies in combination with variations in referral rates and the need to accommodate 
user preferences e.g. to be seen on a certain day of the week. Urgent cases are 
prioritised e.g. child discharged from Sheffield Children’s Hospital. 

 

 
 

Outcomes and satisfaction levels  
 
Friends and Family Test feedback, which is from families that have received the service, 
has consistently been 100% positive. Themes in complaints tend to be because families 
want more input than the service can provide or that is clinically relevant and there is lack 
of information available to assist in managing expectation (e.g. website, leaflets). 
   
The service is unable to report on outcomes as these can only be pulled off at the level of 
the individual patient. The service will be starting some work on setting up a system to 
report on outcomes. 
 
What is working well? 
 
• Occupational Therapy services are delivered in clinics at Kimberworth Place, in the 

community with visits into schools, early years settings and homes as required. This 
enables a child focused service and good partnership working with other agencies. 

• Waiting times are kept low. 
• There is a regular service into the three Rotherham special schools, for   those with the 

most severe physical needs. 
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• Occupational Therapists work with a range of paediatric conditions in line with national 
guidance.  

• Occupational Therapists have a priority based triage system of all new referrals.  
• The therapy team has different areas of specialism and levels of experience which 

complement each other. 
• There is good system in place to request specialist paediatric equipment via the 

Children’s High Cost Equipment Panel. 
• Revised Occupational Therapy service for children under 5 has ensured that children 

that meet the referral criteria are allocated an appointment and receive an 
individualised assessment with opportunity for parental discussion. CDC get a better 
Occupational Therapy service now it can be more targeted and appropriate with 
Occupational Therapy under 5 clinics run by Occupational Therapists. 

What are we worried about? 
 
• There is a lack of understanding in partner agencies about the role of Occupational 

Therapists, the capacity of the team and what the service is commissioned to provide. 
This results in inappropriate referrals and unrealistic expectations. 

• There is a lack of capacity within the team for therapeutic work for children with 
identified needs; Occupational Therapy has become an assessment and advice only 
service. Packages of intervention to develop the functional skills of children with 
specific physical conditions e.g. hemiplegia or motor co-ordination disorder, cannot be 
provided. These would help children develop independence skills and have a positive 
impact on educational attainment, wellbeing and ultimately their employability. 

• The service does not provide sensory assessments and does not have staff with 
appropriate training, capacity and resources to do so.  The lack of sensory services is 
consistently raised by parents and other agencies. 

• There is no single planning mechanism for children with complex needs that covers 
medical and therapy needs  

• There are procedural issues linked to specific specialist equipment not covered by 
Children’s High Cost Equipment Panel e.g. beds to meet a medical and/ or safety 
need, which can take a lot of Occupational Therapy time. A piece of work led by 
Rotherham CCG is already underway to look at this. 

• There are 764 pieces of equipment on the equipment monitoring caseload; 169 
patients active with equipment; 44 patients discharged with equipment for review. The 
equipment is reviewed on a planned annual basis and with any change in need. 
Equipment can be in one or more settings and this can generate a high level of work 
and time. 

• Increasing demand from other agencies to provide a full Occupational Therapy 
service, including training staff in private settings and within the home for private care 
staff. There is a question as to whether or not this should be a traded service. 

• Lack of clarification as to what is core and could be traded services. 
• Content of EHCPs recommending Occupational Therapy based on the needs of the 

child are not a reflection of what the department can deliver in terms of relevant staff 
skills, capacity and resources. It is a duty to make recommendations based on the 
needs of the child. Current gaps have been noted above:  
 Ensuring sensory needs are met 
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 Providing therapeutic intervention to support children with specific physical 
disabilities so that they can achieve their full potential and maximum independence 
in adult life. This would involve close working with schools and parents with 
therapeutic goals integrated in daily life and individual educational plans. 

• Concerns around servicing, maintenance, storage (including collection, delivery and 
decontamination) and repair of equipment that is classed as a medical device and 
comes under the guidance of MHRA.  

  What needs to happen? 
 

• The role of Occupational Therapy needs to be accurately and clearly articulated 
within the graduated response to SEND – with the role of partners, especially 
schools, also agreed and clearly communicated. This needs to be widely shared 
with partners, parents and possible referrers. 

• Consider Investment in Occupational Therapy to create capacity for therapeutic 
work. Investment in assistant practitioner roles at band 4 would enable cost 
effective interventions to be offered to fill the current gaps. 

• Consider Investment to increase staffing levels, training and resources to offer 
sensory assessment as part of a graduated response across agencies. Access 
criteria would need to be carefully drawn up and take account of the Royal College 
of Occupational Therapists’ position statement on this issue. Trader services should 
be considered for this area of provision. (Three Rotherham special schools currently 
buy in sensory services from RDaSH Adult Learning Disabilities Team.) 

• Work towards a more joined up approach to care planning to meet children’s care 
and therapy needs e.g. joint nursing and therapy plan where needs are closely 
linked .   

Future proofing of the service 
 
There is an increase in children with complex needs including multiple health 
conditions and physical disability who are living longer and with medical advances this 
is expected to continue. Occupational Therapy capacity to manage such complex 
cases needs to be monitored and considered in any future service development. 
 
Nationally, there is an increase in children with ASD who may have sensory and/or 
motor co-ordination difficulties as part of a more complex profile.  Although 
Occupational Therapists will not need to be involved in the majority of these cases, 
where appropriate and in line with Occupational Therapy referral criteria specialist 
assessment and intervention may need to be offered. 
 
There is an increase in equipment and technology available to manage conditions 
which have a cost implication for provision, servicing, maintenance, storage and 
review. 
 
These needs to be carefully monitored to ensure sufficient resources are in place to 
support these children. 

 
Area of service: Paediatric Speech and Language Therapy  
 
Provision available: 
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The attachments below give an outline of different pathways and areas of service 
within Speech and language therapy. There is also a one page summary document 
that sets out the main areas of service. The service is delivered across a range of 
community settings to ensure that there is easy access for families. For children with 
the highest level of need, or where their communication needs will have an impact on 
their learning, the service is delivered within the school setting. This enables good joint 
working and planning with school staff. 

Rotherham SALT 
service- for new start    Speech and Language Therapy services outline document FINAL.zip  

 
Benchmarking against national data 
Staffing levels and caseload sizes are detailed below. There is no national guidance 
on caseload sizes.  

 TRFT Comparison 
national 
benchmarking 

Staffing levels against national 
benchmarking (per 100K of population) 

16.59
WTE 

20.3WTE 

Average size of caseload  per WTE 
member of staff 

98 88 

 
Comments:  
The above figures include staff funded by an additional £30,000 provided by the Local 
authority for school based services. This ‘top up’ is included within the Rotherham 
CCG block contract for the service. 
 
These figures do not included traded therapists – where service level agreements are 
set up directly with schools. Currently there are 2.6 FTE therapists funded in this way 
and they jointly carry a caseload of over 500 additional children.  
 
Numbers of children in the service and distribution of need 
Please see below for an overview of the balance of demand across different areas of 
the service.  

 

 
Compliance with national standards and best practice guidance 
 
Staff have recently attended ‘what works?’ - a review of the evidence for both speech 
sound and language interventions and we are already mostly using evidence based 
practice. The service adheres to Royal College of SLT guidance. Teams are currently 
in the process of making changes where needed within their teams. We follow: 

Type of need Numbers 
Preschool - community 304 
General Community clinics -  768 
Child development centre   87 
Developmental language disorders – specialist service 159 
SEND incl special schools 152 
Specialist services e.g. cleft lip and palate, hearing impairment, 
feeding 

158 

Total 1628 
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• The national pathways for Cleft palate intervention 
• New national guidance on classification of developmental language disorders  - with 
adjustments to care pathways as needed  
• National guidance on Selective mutism  

There are no concerns currently about lack of compliance with national standards 
 
Trends in demand over time 
 
There is a steady demand for the service and caseload sizes remain over the national 
average 
 

 
Financial year 2015/6 2016/7 2017/8 

 
Accepted Referrals  
 1461 1631 1360 

Discharge 
 1643 1641 1503 

Trend in overall 
demand 

Figures suggest a reduction but please see notes below 

 
The peak in referral numbers in 2016/17 was because the Speech and Language 
Therapists working in traded services were referring children into the core NHS service 
as new referrals. This process was reviewed and in order to decrease waits for 
intervention, any children who are transferred into NHS core services who have 
already accessed a Speech and Language Therapy assessment are put directly on 
therapy waiting lists. 
 
During the last 3 years the service has also tightened up access and discharge criteria 
to ensure that children who really need to see a speech and language therapist can 
access one in a timely manner. There is a comprehensive training offer for schools to 
enable them to meet the needs of children with lower level difficulties as part of the 
graduated response. This is offered on a yearly rolling programme. 
 

SLICE Flyer 
2017-2018 + Overvie   

 
It should also be noted that that the complexity of children referred has also increased, 
particularly through the CDC and special schools, due to the improved survival rates 
for children with severe and multiple needs - but it is difficult to get the data together to 
demonstrate this.  
 
Waiting time trends 
 
Waiting times in weeks can be seen below: 
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There are fluctuations from month to month, often associated with staff vacancies 
and/or illness as well as factors outside our control e.g. parental choice to be seen on 
a specific day or to rearrange an appointment. These have a big impact in a relatively 
small service. However, the average waiting time remains consistently between 8 and 
10 weeks. 
  
The spikes in August are partly due to children who have been triaged to school based 
services having to wait until September for assessment if they are referred towards the 
end of the summer term.   
 
Outcomes and satisfaction levels  
There is consistently positive Friends and Family Test information, although there is 
not a high response rate due to many parts of the service being school based with no 
parent there and there has been a poor return rate when the surveys have been sent 
to home addresses. The service is currently working on the best ways to get more 
feedback from both parents and children with a new parent survey due to be given out 
imminently. 
 
Complaints are usually due to parents wanting a longer service or more timely 
interventions and also from parents who want a service but there is no service for that 
particular area of work e.g. doing more communicative environment work for children 
with ASD. Some complaints have also been for children who do not fit the criteria for 
service and need other professional services rather than Speech and Language 
Therapy. 
 
What is working well? 
 
The following is considered as working well: 
 
• Robust triaging of new referrals to make sure children are sent to the right part of 

the service from the outset 
• There is a big drive on getting waiting times down across the service and there is an 

emphasis on making waits low for assessment, intervention and reviews. This 
should be part of any new service specification so that the focus is not on getting 
initial waits down at the expense of waits further down the line.  
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• Rotherham Speech and Language Therapy department is split into specialist 
services rather than based on geographical location. This means that children see 
the right person with the right skills and knowledge first time and leads to better 
intervention from the start of a child’s journey.  

• Having specialist teams also means that staff keep up to date with the evidence 
base in their area so pathways are continuously updated based on current research 
or experience. The amount of intervention we provide seems anecdotally to be 
significantly higher than other surrounding areas.  

• The service has invested in training up more therapists in alternative and 
augmented communication AAC (communication aids) as this is a growing area for 
the children that the service sees and they work closely with Barnsley Assistive 
technology. 

• The service works very closely with RMBC to help to deliver a good local SEND 
offer.  

• Growing traded service increases access to hard to reach children who should be in 
the core service but are often not brought to appointments 

What are we worried about? 
 

• There is a gap in service for ASD children who do not fit into current pathways. 
Speech and language capacity embedded within the Autism Communication Team 
(ACT) is no longer funded. Whilst the ACT team can meet the needs of some 
children and young people, there are  some children with Autism who have complex 
or specific communication difficulties and require the specialist skills of an Speech 
and Language Therapist. There is no pathway for these children. 

•  Ensure that any planning for new specialist education provision in Rotherham 
includes a needs analysis that takes into account any identified need for Speech 
and Language Therapy. 

• Develop a model to work with specialist education provisions to ensure the services 
recommendations are carried out. 

• Undertake a review of Speech and Language Therapy provision across the system 
to understand capacity across the Rotherham Place. Ensure that subsequent 
recommendations take into account the stability of current funding streams and how 
Rotherham benchmarks against other areas. 

• In order to keep waits down in busy community clinics/health centres, the service 
has had to decrease the amount of sessions per block from 6 to 4. The complexity 
of children presenting at clinic has increased over time and increased investment in 
staffing would mean that children would get nearer to the ideal length of intervention 
per episode of care. 

What needs to happen? 
 
Consider opportunities for the joint funding of posts with other agencies e.g. RMBC, 
and joint commissioning of Speech and Language Therapy services where it is a clear 
educational need e.g. children with ASD and/or SEMH. 
 
Consider an increase in Rotherham CCG funding to bring staffing in line with the 
national average; this would allow intervention blocks to be increased to 5 or 6 
sessions per episode of care with a view to achieving quicker outcomes. 
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Consider training non-specialist staff to identify speech and language issues early and 
deliver brief interventions with parents. 
 
Future proofing our services  
 
Further developing links between TRFT, Rotherham CCG and RMBC with regards to 
planning of any specialist provisions. 
 
There is an increase in children with complex needs including multiple health 
conditions and physical disability. This increase needs to be carefully monitored to 
ensure sufficient resources are in place to support these children. 
 

 
Area of service: Special school nursing 
 
Provision available: 
 
Overview 
 
This service consists of 3.2 FTE experienced, 2.4 registered paediatric nurses, 0.8 
learning disability nurse. 
 
The team of special school nurses provide a service to all 6 special schools (and 
satellite units) but also supports the health needs of children with complex conditions 
who attend mainstream schools in Rotherham. They have recently joined the complex 
care nursing team to ensure a unified approach to meeting children’s needs. This team 
is based at Kimberworth Place and also includes: 
 
• Continuing care team – health care workers with their own co-ordinator. 
• Specialist nurses – for asthma and epilepsy 
• Community nurses including ‘rapid response’ to support early discharge from 

hospital or prevent the need for hospital admission 

Children are often on the caseload long-term due to the ongoing nature of their needs.  
 
The average length of time on caseload for children discharged in 2018 was 6 yrs 4 
months, although this did vary from between 6 months and 12 yrs 6 months. 
  
There is no waiting list for the service. 
 
Outcome data for this service is not routinely collected. 

 
 
Eligibility 
 
• Children must be over 5 yrs and have a complex health condition or multiple 

conditions. 
• Special school nurses do not see children where the main concern is epilepsy, 

asthma or diabetes as there are specialist nurses for these conditions  
• Some children in Rotherham may be under Sheffield Children’s Hospital who will 

lead on care plans in some cases e.g. Cystic Fibrosis 
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• Immunisations and vaccinations are provided by a separate team which works 
across mainstream and special schools. 

Service description 
 
Special school nurses deliver the following: 

 
 

Completion of individual care plans in partnership with the school and parents / 
young person 
 
The special school nurse will meet with school staff and parents, involving the young 
person themselves where appropriate. A care plan is written which sets out basic 
information about the child’s condition (or multiple conditions) and how it impacts on 
them as an individual. It also explains routine management of the condition, warning 
signs of deterioration and what to do should these be observed. 
 
As part of the discussion about the child’s needs, the school nurse may agree with the 
family the need for onward referral to other services and complete these. The school 
nurse may also provide support to address a specific issue e.g. behaviour, including 
home visits where necessary. 
 
Care plans are updated according to a schedule agreed with the family and school. 
 
Training for school staff on managing health conditions during the school day  
 
Training is provided by special school nurses on: 
 
 Management of seizures for children with epilepsy (giving buccal medication) 
 Use of the Epipen for serious allergies 
 Management of tracheostomies 
 How to deliver oral suction 
 Management of gastrostomies (children with PEG feeds) 

There is additional training available for schools from other teams: 
 
 Management of catheters (Children’s community Team) 
 Feeding pump training for use with a gastrostomy (dieticians) 
 Oxygen training (Respiratory Nurses SCH) 

Supporting paediatricians’ clinics in special schools 
Special school nurses assist the paediatricians who provide on-site clinics in all 6 
special schools. They may weigh and measure children, deal with some of the 
administration of the clinic and provide follow up where required. This work is 
important but does not need to be done by a registered nurse. 
 
Safeguarding 
 
Approximately 50% of special school nurse time is used for safeguarding work, 
including attendance at CIN and chid protection meetings and writing court reports. 
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Looked after children 
 
Children with SEND who are also LAC receive their health reviews form the special 
school nursing team. 
 
Point of contact for special school staff and families 
 
Staff visit each special school on a weekly basis and provide ad hoc support with 
issues that arise e.g. sessions for the children on how to get rid of head lice, as well 
as routine activities.  
In Kelford, drop in’s for children and parents have been offered and there is ongoing 
discussion about the best way to ensure easy access to school nurse support. 
 
Benchmarking against national data 
 
It is not possible to benchmark this service as the national community database does 
not separate out community paediatrics from community nursing, nor does it 
separate out school nursing commissioned by Public Health from CCG 
commissioned services. 
Compliance with national standards and best practice guidance 
There are no particular areas identified as falling short of national guidance. 
 
 
Numbers of children in the service and distribution of need 
 
Type of need Caseload size Safeguarding 
Abbey School 131 3 Child protection plans 

12 LAC 
11 CIN 

Milton 133 1 Child protection plans 
6 LAC 
8 CIN 

Willows 140 4 Child protection plans 
11 LAC 
9 CIN 

Kelford 116 1 Child protection plans 
8 LAC 
21 CIN 

Newman 128 1 Child protection plan 
16 CIN 
9 LAC 

 Hilltop 119 3 Child protection plans 
8 LAC 
10 CIN 

A number of children are also supported in mainstream schools. 
 
Trends in demand over time 
 
Due to changes in how SystmOne caseloads have been configured, it is not possible 
to report on changing levels of demand over time. However, whilst caseloads remain 
steady, it is clear that the complexity of the children is increasing over time due to the 
improved survival rates for babies with multiple needs or conditions. 
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Outcomes and satisfaction levels  
 
There is not currently outcome or user feedback information for this service. 
 
What is working well? 
 
• Special school nurses work closely with other community nurses to provide child 

and family focused care. The recent move to a unified team further promotes this 
way of working 

• There is a range of training available for school staff and a robust system for 
signing off competencies 

• Care plans are written in partnership with young people, families and schools 
and are individualised 

• Special school nurses provide a tailored service and there is the flexibility to 
include follow up at home where necessary 

• Special school nurses participate in safeguarding of children when required and 
have the knowledge of individual children and families to be able to do this 
effectively 

What are we worried about? 
 
Roles and responsibilities in school 
 
There is a lack of consensus about the role of special school nurses.  Whilst some 
schools have requested a greater nursing presence in school, there is no evidence 
that this improves the healthcare provided and may reflect a lack of confidence 
amongst school staff or unrealistic expectations of what should be offered. 
 
Training 
 
Training is provided for school staff in the skills identified above and they safe signed 
off as safe to carry out the specific task. However, some school staff can seem 
reluctant or anxious to take on these duties. Due to the turnover of school staff or 
reallocation of teaching assistants within the school, nurses may have to frequently 
train or retrain staff to ensure the needs of an individual child are met. This wastes 
time.  
 
There is lack of clarity over whose responsibility it is to train agency workers, 
particularly employed under personal health budgets. These workers may have little 
or no core skills and be relatively transient – so significant amount of time may be 
taken up but with little benefit or long-term impact.  
 
The same situation applies to other large staff groups e.g. school transport workers. 

 
 

 
Health promotion work 
 
There is minimal health promotion work undertaken by the school nursing team 
because of limited capacity. However, it is likely that a significant amount of health 
promotion work is undertaken by special school teaching staff as part of the 
Personal, health, social and economic curriculum (PHSE). This needs to be mapped 
out so that there is clarity about what is covered and any gaps are identified. 
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Joined up planning to meet children’s needs 
 
Special school nurses are not normally invited to EHCP review meetings or asked to 
submit information for these (or initial EHC assessments). This means the child’s 
care and educational plan is not always fully integrated. 
 
Skill mix within the special school nursing team 
 
There is no support staff currently employed to support the registered nurses. 
Greater capacity could be created at a reasonable cost by employing a support 
worker to assist at paediatric clinics. This would free up the time of registered nurses 
to undertake case work and health promotion. 
 
What needs to happen? 
 
• A clear service specification for special school nursing should be developed in 

consultation with head teachers and families, which sets out clearly roles and 
responsibilities across agencies 

• There should be a clear core training offer across health teams with easily 
accessible information for schools about this. Expectations of all parties should 
be clearly articulated, including when costs of training will be charged to the 
provider. 

• Health promotion work should be planned jointly with special schools as part of 
the PHSE curriculum, with the contribution of school nursing clearly articulated. 

• Investment in support staff to release the time of registered nurses and maximise 
the impact and cost effectiveness of the team. 

Future proofing the service 
 
Increasing numbers of children with complex health needs in school 
 
Numbers are increasing over time due to advances in medical care. This will need to 
be carefully monitored to ensure that there are sufficient levels of staffing to maintain 
the quality and reach of services in the future. 

 
 

Area of service: 0-19 service 
 
Provision available: 

 
The 0-19 service is commissioned by Public Health within Rotherham Borough 
Council (RMBC) and covers what has previously been referred to as the health 
visiting and school nursing services (as well as some other smaller teams). The 
tender was won by TRFT in April of 2017 and a new model of service delivery is 
currently being rolled out, on a budget that is 18% lower than previously. 
 
The 0-19 service has a significant role to play in relation to SEND. This is in the 
following key ways: 
 
• Health visitors deliver the Healthy Child Screening programme which is designed 

to pick up any health or developmental needs at the earliest possible stage. 



27 
 

Children are seen within 14 days of birth, at 6-8 weeks, between 9 and 12 
months and at 2 – 2 ½ yrs. Health screening is also offered prior to children 
starting school. There is work underway in Rotherham to integrate the 2 -2 ½ yr 
check with the developmental check at the same age by early years providers. 

• Health visitors can support families with low level needs e.g. toilet raining, 
managing behaviour, attachment – which means that support is put in place at 
the earliest possible opportunity before needs escalate 

• The Early attachment team is part of the 0-19 service. Their main function is to 
support families where there is evidence of attachment and bonding problems 
which, if left unresolved, may impact on the child’s emotional health. They work 
closely with the CDC to unpick the reasons behind a child’s presenting needs 
and ensure they are on the right pathway – which may involve referral to the 
CDC for assessment of social communication difficulties and a possible ASD 
diagnosis 

• Health visitors make 36% of the accepted referrals to the CDC 
• School nurses are available in all schools in Rotherham and via the ‘single point 

of access’ for the 0-19 service. They can answer concerns about physical health, 
development or mental health and sign post appropriately. They may also 
undertake short pieces of work with a young person or family by way of early 
intervention and resolution of a concern. This service may signpost to SEND 
services and work in partnership with schools to ensure that a child’s needs are 
met. 

• The 0-19 service does not provide on-going support for children with health 
needs in school or advise on the management of health needs for individual 
children e.g. asthma. Their role is health promotion and early identification / 
signposting. 

What is working well? 
 
• The 0-19 service is performance managed in relation to developmental checks 

within the Healthy Child programme and there is a good level of coverage for 
these. This means that needs are likely to be identified through this mechanism. 

• Health visitors are successfully picking up children who require referral to the 
CDC and making appropriate referrals 

• There is good joint working between the Early attachment team and the CDC 
which helps with differential diagnosis. 

What are we worried about? 
 
• Integrated 2 – 2 ½ yr checks have been piloted but are not yet embedded across 

Rotherham. This is a national requirement and assists with the early 
identification of children with SEND 

• The role of the school nurse within the 0-19 service is not always well 
understood. The majority of the work undertaken is linked to safeguarding and 
offering advice / signposting. There is no offer for children with identified health 
needs who need on-going support and a care plan in school. 
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What needs to happen? 
 
• Roll out of integrated 2 – 2 ½ year checks 
• Clear articulation of the school nursing offer across the services commissioned 

by the CCG and RMBC 
• Multi-agency mapping exercise to identify opportunities for more efficient ways of 

working that avoid duplication 

Area of service: Physiotherapy 
 
Provision available: 
 
The service is delivered across a range of community locations including special and 
mainstream schools. Physiotherapists will see children when there is one or more of 
the following concerns (although this is not an exhaustive list): 
 
• Brachial plexus birth injury and Torticollis 
• Significantly delayed gross motor development  
• Altered muscle tone which may be an indication of a previously undiagnosed 

condition e.g. cerebral palsy and which has an impact on functional abilities 
• A specific diagnosis which indicates the need for physiotherapy support e.g. 

acquired brain injury, ataxia, cerebral palsy, dystonia 
• An underlying neuropathology which is expected to affect their skills over time 

e.g. muscular dystrophy 

The documents below give further details of the Physiotherapy Service access 
criteria: 
 

Physiotherapy 
Referral Criteria for ch     

Physiotherapy 
Referral Criteria for S    

Referral Criteria for 
pre school children.do 

 
Benchmarking against national data (taken from 2017 Community services 
dashboard report – NHS Benchmarking Network) 
 
 TRFT Comparison 

national 
benchmarking 

Staffing levels against national benchmarking (for 
size of population) 
 

8.63 FTE 7.8 FTE 

Average size of caseload  per WTE member of staff 45 75 
 
There is an additional 1.16 FTE which is funded through service levels agreements. 
One of these is with Kelford School and is for 0.16 FTE. The other is for 1.0 FTE and 
is a dedicated moving and handling trainer role commissioned by RMBC. 
 
Comments:  
 
• Staffing to cover the MSK service is not included in this figure (and it is unclear 

whether it is included in benchmarking comparisons) 
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• Caseload sizes are smaller because they do not include MSK patients. There is 
a high level of complexity in paediatric caseloads   

 
Numbers of children in the service and distribution of need 
 

Care group Numbers 

Preschool 100 

Mainstream 135 

Special schools 118 

 
Compliance with national standards and best practice guidance 
 
The Physiotherapy team works within relevant NICE guidance e.g. guideline for 
spasticity , and is actively involved in the implementation of the new Cerebral palsy 
integrated Pathway Scotland (CPIPS) which is acknowledged as good practice and is 
being rolled out across England. There are strong links with Sheffield Children’s 
hospital and other neighbouring services and Rotherham is to be part of the 
CPIPSAR (Cerebral Palsy Integrated Pathway Sheffield and Regions) which is one of 
the first models which NHS UK are wanting to roll out nationally. 
 
There is no national guidance about caseload sizes.  
 
Trends in demand over time 
 
Financial year 2015/6 2016/7 2017/8 

 
Accepted 
Referrals  
 

283 294 240 

Discharge 
 261 293 257 

Trend in overall 
demand 

Demand has been at a consistent level over the past 3 years 
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Waiting time trends 
 

 
 
 

Waiting times are kept low (on average between 3 and 5 weeks) by adjusting access 
criteria where necessary and careful triaging to ensure only children who really need 
the service are offered it. Variations month on month arise as a result of staff illness / 
vacancies in combination with variations in referral rates and the need to 
accommodate user preferences e.g. to be seen on a certain day of the week. Urgent 
cases are prioritised e.g. child discharged from Sheffield Children’s hospital. 
 
Outcomes and satisfaction levels  
 
Friends and Family Test feedback has consistently been 100% positive. Themes in 
complaints tend to be because families want more input than we can provide or that 
is clinically relevant and expectation is not managed.   
 
What is working well? 
 
• Physiotherapy services are delivered in the community with visits into schools, 

early years settings and homes as required. This enables a child focused service 
and good partnership working with other agencies. 

• They are also delivered from Kimberworth Place where there is an attractive 
children’s gym and where Physiotherapy work is part of the CDC pathways for 
under 2’s 

• There is a regular service into the special schools with physiotherapists 
operating as part of the wider staff team. At Newman school, orthotics clinics are 
run jointly with the physiotherapy service  on a needs led basis which include 
appointments for children not on roll at the school so that they can access the 
facilities 

• There are clear pathways which cover the typical range of paediatric conditions 
and are in line with national guidance – and good links with the 0-19 service to 
ensure early identification of needs 

• Waiting times are kept low so it is usually possible for a newly referred child to be 
seen within 6 weeks  
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• The team includes experienced staff who have developed areas of specialism. 
The Bobath concept which provides an evidence based framework for 
assessment and care 

• Physiotherapy is an integral part of the under 2yrs pathway within the Child 
development centre and contributes to the over 2yrs pathway where appropriate. 
Close links with Sheffield Children’s Hospital  ensure continuity of care at 
discharge  

What are we worried about? 
 
• There is new national guidance on the management of children with cerebral 

palsy based on the Cerebral palsy integrated pathway Scotland (CPIPS). Full 
implementation of CPIPS will create additional demand on the service 

• There is a lack of community based respiratory physiotherapy in paediatrics 
which may increase  hospital admissions for children with complex needs 

• There is no single planning mechanism for children with complex needs that 
covers medical and therapy needs 

• Children who have musculoskeletal difficulties e.g. knee pain, back pain, hip 
pain, hypermobility, talipes are seen in an adult outpatient environment by the 
hospital team(unless they have neurodevelopmental needs as well) and this is 
not in line with national guidance 

• There is limited input onto the Special care baby unit for historical reasons linked 
to previous business planning  

• Sometimes cross border issues make it difficult to deliver care e.g. responsibility 
for specialist equipment or children in school over the border but in our area 
geographically 

What needs to happen? 
 
• Modelling of what staffing will be needed to deliver CPIPS across the consultant 

and therapy workforce, working in partnership with the other members of the 
Integrated Care System 

• Respiratory physiotherapy in the community: it is felt that there is a gap and 
discussion need to take place with the adult teams who currently provide this 
service within the hospital. 

• Discussion with schools about how the annual review system for EHCP’s can be 
used to bring different elements of healthcare together, and closer working 
between therapies and the complex care nursing team 

• Consideration of how musculoskeletal services for children aged 11 yrs and 
below can be delivered within a child friendly environment 

• Analysis of need on SCBU 
• Work with neighbouring CCG’s and services to resolve border issues and 

develop clear reciprocal arrangements 
• Work with other services to resolve challenges in transitioning young people to 

adult services 
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Future proofing the services 
 
There is an increase in children with complex needs including multiple health 
conditions and physical disability, which needs to be carefully monitored to ensure 
sufficient resources are in place to support these children. 
 

 
6. Overview of identified gaps in service sufficiency 

 
There is further partnership work that needs to be undertaken to analyse the needs of 
the local population and ensure that our respective services work effectively as a 
‘whole system’. However, the following have been identified as higher priority gaps in 
current SEND health provision: 

 
Gap 1: Insufficient health needs training for staff from other agencies 
 
Description 
There is no longer a ‘health educator’ role. This post holder trained up family 
members, school staff, school transport staff and care providers (including 
from agencies) and others to undertake routine medical procedures in the 
child’s own environment. The demand for training remains high and is 
increasing but there is insufficient capacity within children’s community 
nursing team to meet this need. 
 
Implications 
 

• Potential risk to individual 
children if care and school 
staff do not have access to 
adequate training 

• Barrier to children accessing 
settings and activities 
because the right health 
support cannot be delivered, 
including being able to 
attend school  

• Barrier to families being able 
to access adequate care with 
additional stress and work for 
parents 
 

Health benefits of filling the gap 
 

• Families with a child with complex 
health needs are well supported 

• Children can ‘live their lives’, 
accessing activities and opportunities 

• Safe care of a consistent quality is 
delivered which reduces the 
likelihood of any secondary problems 

• Children with significant medical 
needs can access school just like 
other children 

 
 

Recommendations:  
• Clear core health training offer identified 
• Consider ‘Buying in’ health training provided to supplement this 
• Consider funding a training role  - 0.6 FTE of a band 6 nurse 
• Consider increased investment in skill mix in the special school nursing 

service (at band 4 level) to free up registered staff for partnership working 
and training.  
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Gap 2: There isn’t a clear graduated response to Sensory needs  
Description 
There is no capacity to provide sensory screening, profiling  or assessments 
for children in high risk groups, in particular: 
 

• Pre-school children at the CDC accessing the social communication 
assessment pathway 

• Pre-school and school aged children with physical disabilities or motor 
co-ordination difficulties 

• Children and young people on the autism pathway 
 

Sensory screening or profiling could be carried out by any trained member of 
the MDT.  
Sensory assessment would normally be completed by an OT with additional 
post graduate qualifications in this area. 
 
Implications 

• Triggers for children’s 
challenging behaviour or 
disengagement not 
understood and behaviour 
not well managed 

• Subsequent impact on 
wellbeing of the child and 
family, as well as ease and 
effectiveness of delivering 
healthcare, success of 
school placements and 
levels of educational 
attainment 

• Recommended provision in 
EHCP’s cannot be provided 

Health benefits of filling the gap 
• Improved wellbeing for children and 

families 
• Potential for improved independence, 

inclusion and learning 
• Fewer demands for specialist 

services  across agencies e.g. 
CAMHS, out of area placements 

• Needs identified in EHCP’s are met – 
We suggest discussion about 
whether sensory needs are purely 
health or also educational 

 

Recommendations: 
 

• Clear graduated response to sensory needs developed with partners 
across Rotherham (already underway and being led by the CCG) 

• Consider creating additional capacity for sensory work including at 
least 1 OT with a specialism in this area who would be expected to 
have modules 1-3 sensory integration training.  

• Consider Wave 2 level training for all OTs and other key therapy / CDC 
staff 
 

 
 

Gap 3: Unmet need – children with physical disabilities requiring ‘hands on’ 
OT 
Description 
Some children with physical disability or motor co-ordination difficulties, who 
have the potential to improve their skills and independence, are not being 
provided with sufficient OT intervention. Assessment and advice is provided 
but with insufficient follow up to show parents and staff how to implement 
ideas successfully 
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Implications 
• Recommended provision in 

EHCP’s cannot be delivered  
• Poorer therapeutic outcomes 

that could be achieved 
• Longer term impact on 

independence, self-esteem, 
academic achievement 

Health benefits of filling the gap 
• Health needs identified in EHCP’s are 

met 
• Improved independence with 

potential impact on employability 
• Reduced demand for services into 

adulthood 
 
 
 

Recommendations 
 

• This unmet need should be quantified. There is work currently being 
undertaken to ascertain the level of need 

• Consider investment in assistant practitioner staff at band 4  within the 
OT team to provide capacity for follow up and joint working with 
parents and school staff 

• Streamlining of how specialist equipment is managed to free up OT 
time. 

 
 

Gap 4: Unmet need – gaps in Speech and Language Therapy  (SLT) provision 
Description 
Core SLT capacity is below the benchmarked average but the traded element 
of the service brings this closer to the norm (additional 2.6 FTE). However, 
additional funding from individual schools is agreed year by year and not 
guaranteed.  
 
There are also some specific areas where there appears to be unmet need: 
 

• Children with Autism attending mainstream school who have 
communication needs over and above those that can be managed by 
the specialist teaching team (Autism and Communication Team - ACT). 
An SLT post was previously funded by the Local authority as part of 
ACT but this is no longer the case. 
 

• Children with social, emotional and mental health issues (SEMH) as 
their primary need are not provided with a targeted SLT service even 
though there is a strong correlation between SEMH and 
communication needs.  
 

Implications 
• Recommended health 

provision in EHCP’s cannot 
be delivered  

• Poorer therapeutic and 
educational outcomes than 
could be achieved 

• Longer term impact on 
independence, self-esteem, 
academic achievement 

• Longer term impact on 
mental health 

Health benefits of filling the gap 
• Health needs identified in EHCP’s are 

met 
• Improved wellbeing and 

independence with potential impact 
on employability 

• Reduced demand for services into 
adulthood 

• Keeping young people out of the 
criminal justice system 
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Recommendations 
 

• In partnership with Rotherham MBC and Schools, quantify need in this 
service area 

• Identify opportunities for early intervention 
 

 
Additional identified gaps  
 
Through feedback from colleagues as part of the SEND Health Assessment, 
additional gaps/areas for development have been identified that are not contained or 
fully described within existing SEND strategies and action plans. These are as 
follows: 
 
• Partnership working with special schools is not consistent across Rotherham 

– we need to make best use of health and educational resources and there 
needs to be clarity around the local health offer and roles and responsibilities. 
 

• There is a lack of clarity about how some health services fit into the 
graduated response to SEND. Work with the Local authority is underway to 
address this and is due to be completed by the end of December 2018. The 
development of a graduated response for each service will be beneficial and will 
help define roles and responsibilities across all partner organisations. 

 
• There is a need to consider how partners can input into the CAMHS autism 

pathway as this would provide a more holistic approach to assessments, 
improve the service for families and potentially assist in reducing the current 
waiting times for diagnosis. 

 
• Therapy provision for the special care baby unit (SCBU) does not comply 

with the national neonatal service specification E08. However, staff in SCBU 
report that referrals to therapy services are usually responded to promptly - within 
2-3 days. There is a gap with respect to proactive base-lining and monitoring of 
babies who may go on to have difficulties. SCBU feel that a routine visit every 2-4 
weeks by Physiotherapy and Speech and Language Therapy would meet this 
need. 

 
• Paediatric physiotherapy provision would benefit from a review prior to a 

‘refresh’ of the service specification. The two main issues to consider will be: 
seeing children with MSK issues in a child friendly environment (as they are 
currently see in an adult setting unless they have SEND); and ensuring access to 
respiratory physiotherapy for children with complex needs in the community.  

 
• The budget for high cost paediatric equipment is overspent each year and the 

CCG is leading a review of how equipment is commissioned,  funded and 
managed, taking into consideration how processes could be streamlined and 
what to do when ‘grey’ areas arise. 

 
• Health promotion in special schools should be discussed with school staff so 

that it can be mapped, as there is a crossover with the Personal, Social and 
Health Education curriculum (PSHE). This would help to identify whether there 
are any gaps. 
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The additional identified gaps outlined above will be taken forward as part of wider 
SEND strategic work, such as the development of a health graduated response and 
the review of service specifications. The following will be specifically taken forward as 
a proposed key commissioning intention within this document: 

 
Recommendation:  

• There is a need to further understand autism pathway diagnosis 
waiting times and to determine how associated services can support 
the autism pathway 

  
7. Commissioning and Financial arrangements 

 
The Children and Young People’s Community Services outlined within this 
Sufficiency Assessment are a part of the Family Health Division at Rotherham 
Foundation Trust. In terms of Rotherham CCG commissioning arrangements, these 
services sit within the Children and Young People’s and Adult Community Services 
schedule of the Rotherham CCG contract with TRFT. 
 
The 0-19 service is commissioned by Rotherham MBC, with there being a contract 
and service specification in place. 
 
The commissioned financial allocation for each of the Rotherham CCG 
commissioned services are outlined below, as well as the services that are 
commissioned by Rotherham MBC: 

 

   TRFT Community Contract - CCG COMMISSIONED     

Service 
Total 
Contacts Total 

Children's Services - Complex Needs/CDC/ Community 
Paediatrician /Looked After Children/Care Leaver & Young 
Homeless 14572 £2,254,377 
Children’s Speech & Language Therapy 6689 £691,007 

Paediatric Occupational Therapy 
                   
1,147  £272,351 

Paediatric Physiotherapy 
                   
4,909  £662,769 

 
 Total   £3,880,504 

   
  TRFT Community Contract - RMBC COMMISSIONED   
Service   

 0-19 Integrated Service - Health Visiting, School Nursing, 
Young Parents Service  and Child Health Information   £4,800,000 

 
 Total   £4,800,000 

   

 

Overall 
total  £8,680,504 

  
 
There is currently a joint RCCG and TRFT activity and finance review of both adult 
and children and young people’s community services, which this SEND Health 
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Sufficiency Assessment will inform. As part of this work, detailed cost workbooks for 
each CCG commissioned service have been received and there is now further work 
being undertaken to clarify some of the detailed financial information. This review will 
inform the community services activity and finance plan for 2019/20 with potential 
realignment across the areas dependent on the outcome of the review.  

 
 
 

Recommendation:  
• Consider the re-alignment of activity and finance associated with SEND 

services in line with the outcome of the Community Services Review as 
detailed above.  
 

 
 

8. Recommendations and Commissioning Intentions 
 
The SEND Health Assessment has identified a number of key gaps and challenges 
that need to be considered and, where appropriate, taken forward as commissioning 
intentions. 
 
It is important to note that there needs to be a partnership approach to addressing a 
number of gaps and challenges that have been identified, as these are system-wide 
issues. An example of which, is the clarification of roles and responsibilities in relation 
to health provision and the associated development of graduated responses across a 
number of services. 
 
The table below summarises the gaps that have been identified and provides 
recommendations going forward. Where there are financial implications, these need 
to be given further consideration before becoming commissioning intentions. 
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Table of recommendations and proposed commissioning intentions 
 

 Identified Need 
 

Proposed Solution What difference will this 
make? 

Financial 
Implication 

Timescales 

1 Improve the identification 
of need and data reporting 

• Enhance Key Performance Indicators and 
reporting of diagnosis/need for each 
individual commissioned service  

• Enhance the SEND Health data dashboard 
to ensure that it provides a clear outline of 
trajectories of need and demand 

• Pilot and then implement  ‘live’ health data 
reporting into Rotherham MBC’s LGinform 
database, so that we have accurate and 
up-to-date SEND reporting across the 
partnership 

A comprehensive 
understanding of need and 
demand across all provisions 
in real-time. 

Cost neutral TBD 

2 Insufficient health needs 
training for staff from other 
agencies 
 
 
 

• Clear core health training offer identified 
• Consider ‘Buying in’ health training to 

supplement this 
• Fund a training role  - 0.6 FTE of a band 6 

nurse 
• Increased investment in skill mix in the 

special school nursing service (at band 4 
level) to free up registered staff for 
partnership working and training.  

A consistent and high quality 
health training offer across all 
stakeholders that will fully 
allow children and young 
people to access education, 
activities and wider 
opportunities. 
 
Reduction in challenging 
behaviour, which will have an 
impact in reducing OOA 
placements. 

  
 
 
£24,046 
 
£27,057 
 

TBD 

3 Provision of sensory 
assessments for children 
and young people 

• Clear graduated response to sensory needs 
developed with partners across Rotherham  

• Create additional capacity for sensory work 
through 1 x Band 7 WTE and 2 WTE Band 
6 OT posts with a specialism in this area.  
These staff would have modules 1-3 
sensory integration training, providing 

Fewer demands for specialist 
services and improved 
independence, inclusion and 
learning for children and young 
people. 

 
 
 
£48,044 
£40,630 
£40,630 
 
 

TBD 
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sensory assessments across the waves of 
support. In particular, support at waves 1 
and 2 and assessments at wave 3.  

• Consider Wave 2 level training for all OTs 
and other key therapy / CDC, education 
and CAMHS staff. 

 
 
 
 

4 children with physical 
disabilities requiring 
‘hands on’ Occupational 
Therapy 

• Investment in assistant practitioner staff 
at band 4  within the OT team and  to 
provide capacity for follow up and joint 
working with parents and school staff 

• Streamlining of how specialist 
equipment is managed to free up OT 
time. 

Health needs identified in 
EHCP’s are met, a reduction in 
demand for services into 
adulthood and improved 
independence for the child/ 
young person. 
 
 
 

 
 
£27,057 
£27,057 
 
  

TBD 

5 Capacity of the Speech 
and Language Therapy 
Team is below the national 
benchmarked average. 
 
Children with Autism 
attending mainstream 
school who have 
communication needs 
over and above those that 
can be managed by the 
specialist teaching team 
(Autism and 
Communication Team - 
ACT). An SLT post was 
previously funded as part 
of ACT but this is no 
longer the case. 
 
Children with social, 

• In partnership with Rotherham MBC 
and Schools, further quantify need in 
this service area and develop 
commissioning intentions 

• Undertake joint work to increase the 
skill base in schools and other settings, 
such as the RMBC Inclusion Service. 

• 1 WTE Band 6, 0.6 WTE Band 7 post 
• Clear link across to CAMHS 

 

An equitable speech and 
language therapy offer for 
children and young people, 
particularly in relation to 
children and young people with 
autism and SEMH needs. 

  
 
 
 
£40,630 
£28,494 

TBD 
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emotional and mental 
health issues (SEMH) as 
their primary need are not 
provided with a targeted 
SLT service even though 
there is a strong 
correlation between 
SEMH and 
communication needs. 

6 There is a need to further 
understand the financial 
composition of each 
children and young 
people’s community health 
service. 
 

• Consider the re-alignment of activity 
and finance associated with SEND 
services in line with the outcome of the 
Community Services Review.  

 

A comprehensive 
understanding of the 
deployment of SEND financial 
resources. 

Cost neutral TBD 

7 There is a need to 
introduce additional 
capacity into provision of 
health assessments and 
reviews for children with 
EHCPs. Currently 
statutory timescales are 
not being met for initial 
medical assessments and 
there is a backlog of 
health reviews. 

• An additional Band 6 Community Nurse 
to work in partnership with the 
Community Paediatricians to increase 
capacity in a cost effective manner. 

• An effective health assessment and 
reviews pathway. 

Medical assessment deadlines 
met 
 
Timely review and follow-up of 
medical needs for children with 
SEND 

£40,630 TBD 

8 There is a need for key 
workers to be allocated to 
families within pre-school 
SEND in order to improve 
co-ordination of care and 
ensure timely support.  

• Increase capacity within the Child 
Development Centre by 1 WTE Band 4 
to improve co-ordination of care. 

Improved co-ordination of care 
 
Timely support  

£27,057 TBD 
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9 There is a need to further 
understand autism 
pathway diagnosis waiting 
times and to determine 
how associated services 
can support the autism 
pathway. 

• Develop an all-age autism pathway that 
fully takes into account input from 
linked services, including the Speech 
and Language Therapy Service (see 
recommendation 5). 

• Undertake an exercise to understand 
the reasons for the current autism 
diagnosis waiting time levels. 

Improved co-ordination of care 
 
Timely support 

TBD TBD 

Total financial implications £371,332  
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