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Executive Summary

Background and context

GP Child Health Hubs (CHHs) based on the Connecting Care for Children (CC4C) model have
been well established in Northwest London (NWL) for over a decade, and have been evaluated
as being cost effective and efficient. They are popular with parents, carers, and professionals,
and are now an established part of the NHS England Guidance on Neighbourhood
Multidisciplinary Teams (MDTs) for Children and Young People published in January 2025.

NHS England (NHSE) funded a team to carry out a project to build on the success of General
Practice (GP) CHHs to further improve health and wellbeing of infant and early years child
health in the London. Three boroughs, Harrow, Brent, and Ealing, were identified as the pilot
sites with a focus on establishing and sustaining a “hyper-local preventive care team“ (HLPCT)
around the most vulnerable families at neighbourhood level. The boroughs were selected on
the basis that there was already a functioning CHH and good local authority partnership in
place. The vision was to connect the existing mature CHHs to local authority family hubs and
children’s centres in addition to the local Voluntary Community and Faith Social Enterprise
(VCSFE) organisations by making full use of all the resources available in a locality, in essence,
an integrated neighbourhood team (INT) for infants, children, and young people. The project
was funded for 2-years (April 2023 to March 2025), led by Professor Mitch Blair and supported
by a central Integrated Care Board (ICB) Programme Manager and Project Manager together
with a GP lead from each borough and their local project managers and business intelligence
analysts.

The project was evaluated independently by academic researchers based in the School of
Public Health at Imperial College London, by using the ICB evaluation framework and
quantitative and qualitative data collection and analysis. An Early Years Toolkit was also
commissioned to support staff and service users to set-up and create an early years CHH in all
Primary Care Network (PCN) locations across NWL and share learning to other sites. The toolkit
will be available as a link on the National Institute for Health and Care Research (NIHR) NWL
Applied Research Collaboration (ARC) website from early Spring.

Each site (Harrow, Brent, and Ealing) determined their early years priority areas based on a
focused interagency needs assessment and the Core 20 plus 5 themes at a neighbourhood
level. Each site designed the interventions based on published national and international
evidence of effectiveness, and sought the support of local borough partnerships and an
external expert steering group. This report describes each intervention in more detail, the
inputs and framework for evaluation, and the impact to date. It is important to note that such
complex local interventions typically take between 3- 4 years to mature, and demonstrate
returns on investment at 5-10 years to show early life course benefits.

We report on the status of each site two years into the pilot which were phased; Harrow started
in Summer 2023, Brent in Spring 2024, and Ealing in Autumn 2024. This report describes the
impact and learning to date from each site, and recommendations for further GP CHH
development. Details of each set of results are provided in the body of the report and its
Appendices, and is structured around 6 key areas followed by a summary of the learning from
the teams and key recommendations for the Integrated Care System (ICS). The six areas are:



1. Case-finding/population health management
Using practice based and public health intelligence, and the use of data dashboards to
support the identification of ‘at-risk’ groups in need of support.

2. Community connectors
Those integrated into the practices including community health and wellbeing workers,
social prescribers, family link workers, community pharmacists, community maternity
champions, and other volunteers.

3. Innovation fund and co-production
The provision of small community grants for the co-production of local projects to support
health and wellbeing of the target communities.

4. Integrated neighbourhood teams (INTs)
Using the pilots to improve interprofessional collaboration and learning.

5. Clinical case studies
From all three sites which demonstrated the wider role of community connectors.

6. Specialistclinics
a. Patient group consultation for perinatal mental health
b. Preschool respiratory health clinic
c. GP based enhanced case finding for social, emotional health and wellbeing, and child

development

Main findings

It takes time to co-design and establish service models, and meaningfully engage the
community

At the end of two years, all three sites are operational and have started to engage families
effectively with the use of “community connectors”. The funded postholders are in turn working
closely with maternity and community champions and with multiple voluntary sector and faith
organisations. An estimated 2,300 families from the most disadvantaged areas of the three
boroughs have been in contact with one or more services to date. The most mature models are
in Harrow, where all three components of the model are working well together. Brent and Ealing
are closely following. A similar mature system exists in Kensington, Chelsea and Westminster
(Bi-Borough) where local GPs are leading a complementary infant/early years’ programme
through established links with local authority services, and have similarly good levels of local
community engagement. A major component of this project was community led co-creation of
interventions which was facilitated by small innovation grants (£7k - £25k) in the pilot sites. This
allowed a deeper understanding of the community’s own needs and empowered local VCFSE
organisations to be more closely connected to the GP and family hubs. Thoughtful and inclusive
team building is required to ensure full inclusion of these organisations into the HLPCTs.
Borough wide umbrella organisations (e.g. Voluntary Action Harrow, Brent Community and
Voluntary Sector, Ealing Community and Voluntary Sector) have acted as excellent facilitators.

Community connectors are key to extending primary care “listening” capability and
clinical effectiveness

The detailed case studies included in this report have demonstrated the immense complexity of
the lives of many families living in our localities where language, digital and health literacy,
financial debt, socialisolation, housing, and wider environmental stresses are impacting on
parent/carer, infant, and child health and wellbeing. These case studies also highlight the
importance of having trusting relationships with community connectors, often from a similar



background, who can provide the space and time to signpost, directly refer, set goals, and
support families with practical issues and ensure timely early preventive care is offered. The
community connectors are also bringing cases for discussion to their supervision meetings with
GPs and the wider CHH MDTs, especially in relation to perinatal mental health and early child
development, at a much earlier stage and therefore avoiding potential crises and suboptimal
utilisation of overwhelmed statutory services.

Specialists and GPs together increase the quality of clinical decision making and care

The three clinics are innovating with fully integrated support from allied health professionals,
secondary and tertiary level respiratory specialist expertise, perinatal, child and adolescent
mental health, and local public health specialists. Professional feedback indicates a more
“joyful “work experience based around relationships and shared knowledge and skills, and less
around transactions, referral thresholds, and bureaucratic blocks. The clinic in Brent has been
particularly helpful in addressing the needs of preschool children with undiagnosed asthma.
There are several thousand children in the sector who are aged under five years with frequent
attendance to hospital Emergency Departments (EDs) for respiratory wheeze who receive
emergency treatment on multiple occasions without a definitive diagnosis. The Brent clinic,
using ajoint primary /specialist respiratory multidisciplinary team in the community, has
carried out holistic assessments and confirmation of diagnosis with subsequent optimisation
of treatment. It is a model with the potential for scaling to other areas of the ICS with high levels
of cost benefit. The other clinics are continuing to collect evaluation data which will be
available in late spring/early summer.

GPs are gradually increasing their awareness and knowledge of family hubs and the
voluntary sector as local neighbourhood child, family and community resources

Primary care team integration with family hubs is at a very early stage of development in the
three pilot sites, but local children centres are an immensely helpful resource for local parents
and families. In the three boroughs, local family engagement is around 30-45% of those eligible.
However, GP and primary care teams can and are, increasing the referrals of families to child
centres for support with sleep, breast feeding, language stimulation, and play group activities.
The local voluntary sector has welcomed the opportunity to become more integrated with
primary care and collaborate to support patients. The ‘health and wellbeing fairs’ and outreach
events for the local community were a great success and provided an opportunity for local
organisations including health services, public health, housing, citizen’s advice, and specialist
charities to meet and learn from each other. The cost of these is minimal but the social value to
all who attend is immense.

National ambitions, integrated care systems and on the ground ‘translation into practice’
needs to be more carefully planned and facilitated

This early year’s pilot has been a complex multiagency endeavour which has taken key
recommendations from national reports and guidance (Fuller, Hewitt, NHS Reports and Local
government reports on Family Hubs) and attempted to translate these on the ground. Any
similar projects would benefit from a strong, stable and dedicated integrated central project
team with sufficient capacity to support the project planning, data analytics, governance,
finances, communications, and evaluation functions required.

Capability and capacity issues in the central team has led to and continues to cause
considerable delays in delivery due to unwieldly and varied standardised operating procedures.
This has been compounded by ICB reorganisation processes and a national general election


https://www.england.nhs.uk/wp-content/uploads/2022/05/next-steps-for-integrating-primary-care-fuller-stocktake-report.pdf
https://assets.publishing.service.gov.uk/media/642b07d87de82b00123134fa/the-hewitt-review.pdf
https://www.nhsconfed.org/system/files/2023-08/the-state-of-integrated-care-systems-2022-23-%285969%29.pdf
https://www.cc4c.imperial.nhs.uk/

with change of government. These have caused great uncertainty for staff allocated to the
project. There were almost too many simultaneous moving parts in all the organisations which
has impacted what could have been achieved in the time allocated. Nevertheless, the
dedication of the local GP leads, and their teams have done a tremendous job in pursuing the
pilot interventions, often in their own time, despite the issues.

Recommendations for ICS on Early Years Pilots
Case findings and Population Health Management

» Adedicated Babies, Children, and Young People (BCYP) team should be developed to
support the development of BCYP Integrated care data packs at INT and practice levels.
These should be action oriented to enable changes to be made based on the existing
evidence base, e.g. improving low immunisation rates, improving uptake of child health
reviews, optimising asthma management, or reviewing children with no care plans.

» Interagency/interorganisational data dashboards which are live and well validated should
be produced with a view to facilitating ongoing continuous improvement on key metrics,
ideally this would reflect a holistic picture including key social determinants of health. ‘A
Better Start’ has a core outcomes framework which takes a life course approach based on
routine operational data and could be adopted in NWL.

» An agreed and standardised data collection tool should be developed at each GP CHH.
This can be completed at each clinic and MDT meeting to be able to support continuous
improvements of the system, and ensure those most vulnerable are being served.

> MDTs:

- Ahigh proportion of children discussed at MDTs had suspected or diagnosed
neurodiverse needs. Expertise from a range of professionals in these fields might
support professional discussions further. Diagnosis and better understanding of
neurodiversity disorders, parental coping mechanisms, peer support, avoidance of
medication through sleep courses, therapeutic input for challenging behaviours, and
linking in with children's centres for play groups, could be better utilised.

- Services have different criteria, referral processes, and pathways with waiting times
which can be challenging for both children and parents. Parent support is needed during
these waiting times. More links and referrals to Family Hubs would be beneficial with
their full range of services aimed a CYP aged from 1 to 25 years, including those with
special educational needs and disabilities (SEND).

- Few High Intensity Users (HIU) were discussed at the MDTs. Further work is needed to
understand how proactive care for groups of children at higher risk should be conducted
with a view to shifting from reactive to proactive care. Currently, fewer than 15 users
and 25 users across the NWL ICB use the CYP rising risk and the Learning Analytics
Dashboards (LADs) on a regular basis. A dedicated programme (task and finish group)
which aims to upskill staff on population health management for BCYP is
recommended.


https://www.tnlcommunityfund.org.uk/media/insights/documents/COF-External-Report-2017-v3-1.pdf?mtime=20211126121811&focal=none

Community connectors

>

At the scoping stage of a pilot proposal, factor in recruitment processes and timescales
with clear timelines.

Map the geographical area, in terms of services and provision available.

Factor in time (1-1%2 months) to undertake a thorough new starter induction, training
programme, and introduction meeting with key partners.

Operational policy development around lone working, and health and safety and practice
guidance requires 3-6 months to develop and embed into practice.

Clinical supervision of community connectors (whichever model is favoured) requires
dedicated time from the GP. This is essential and needs to be recognised in programmed
activities (GP contracts).

Community engagement and co-production events

>

>

Attention to detail is required around signposting especially for workshops and children's
activities as part of community event planning.

Evaluations of these events which involve a number of partners should be designed
collaboratively in order to avoid participant overload.

The acoustics in a large hall were difficult and therefore a fully functioning personal
address system is vital. This would allow for a proper introduction for the day where all
people can hear appropriately.

The incentive of providing food vouchers (in this case Sainsbury's) in exchange of
completing evaluation forms was helpful in ensuring a high return. A QR code was used for
electronic data collection via a Qualtrics link, providing options of how to feedback.
These events provide a superb opportunity to ensure appropriate filming and photographs
can be taken on the day. However, this requires consent and organisation in advance with
the various communication teams and should be agreed to ensure appropriate joint
governance is followed.

The return on investment in community outreach events; the cost per attendee was
estimated at around £15.60 per head including all refreshments and room and equipment
hire, vouchers, child entertainment, and creche facilities etc. The value to the local
community was in terms of information exchange, new knowledge and referrals to
services, and the building of trust. Several attendees subsequently applied for innovation
grants.

Translators are essential to the workshops to provide support parents when circulating
stalls.

ICS to share the evidence base around how to effectively incorporate the under 5s child’s
voice in commissioning.

Community innovation grants

>

ICS to incorporate these experiences and learning from the pilot sites (comms, templates
for applicants, panel structure, dispersal of funds and monitoring) into their
commissioning strategies.

Future procurement exercises to factor in adequate timescales for organisations to partner
up and consider joint bids.



Integrated Neighbourhood Teams

» Governance

Discussions around information governance, clinical supervision, and support need to
take place as early as possible as it can take over 6 months to agree and obtain the
correct approvals and documentation. An Information Governance (IG) expert from the
ICB should be informed at the start of the project to advise and support applications.
NHS emails should be offered to all community connectors working in the HLPCT to
improve security of data exchange between providers.

> Training

Every attempt should be made to curate and deliver both generic and specific knowledge,
skills, and attitude training in early years using adult learning methods as per the
recommendations of the Institute of Health Visiting (IHV) report’. The training should be
monitored as part of the clinical supervision and appraisal processes for staff. A borough-
or sector-wide approach with full workforce lead involvement is recommended so that a
clear strategy and timescale is agreed.

Speech and language therapy led promotion of communication, is cost effective and
skills up a large early year's workforce to enable early identification and support ata
universal level and should be sustained.

Minor illness pharmacy intervention should be commenced as soon as possible as way to
divert children safely from the ED and Urgent Care Centre (UCC) services in the areas.
This has already been demonstrated to be effective in North East London as described in
the ICB Business case (agreed in April 2024) but has been delayed during this specific
pilot period.

Multidisciplinary team meetings (MDTs)

>

Effective chairing of MDTs, often by the GP leads, needs to take into consideration how
members of the team can be fully included; natural power dynamics that exist should
ensure that all voices are heard in the most efficient and effective way to support the
families discussed and encouraged to challenge decisions where appropriate. One
consideration might be to place indicative timings against individual case discussions.

It is noted that family navigators and health visitors are essential key people who have the
ability to further improve the connections between family hubs and GP CHHS through the
existing MDTs in both. The co-location of staff in part or whole is known to improve this
connectivity.

Consideration should be given to focused MDT meetings around High Intensity and Rising
Risk Users, asthma or mental health. The ICB clinical lead for asthma (Dr Stephen
Goldring) and his team are already helping to develop this initiative.

Itis recommended that a workshop should be developed to further this work stream and
explore with partners the barriers and facilitators which might need to be considered.

Case studies: Professional and parent perspectives

>
>

To use learning from professionals and parents to co-commission services together.

ICS needs to review its strategy around co-production with parents and wider community
with an emphasis on the power dynamics which can be barriers to effective and
meaningful collaboration.

ICS to use its expertise to improve communications and branding of integrated care teams
and theirrole.

10



ICS to consider how best to engage parents and VCFSE organisations in training and
upskilling ICS workforce.

Training of staff in active listening should be essential for all staff.

Consideration should be given to use of standardised tools in all sites for ascertaining
social determinants (e.g., Social Determinants of Health Questionnaire; SDH-Q) and
monitoring progress against goals set (MYCaW; Appendices 3 & 4), this will allow
longitudinal follow up of cohorts of parents and families and measure changes over time. It
takes time for community workers to develop sufficient trust with a family to undertake
these in a non-judgemental, respectful way.

Clinical decision quality is a major factor in resource utilisation and efficiency in the
system and should be better quantified.

Future research with parents and professionals alike would benefit from researcher in
residence or in situ observation of interactions in order to better understand what
characterises a productive relationship and describe in more depth, the interactive and
decision-making processes.

Specialist Clinics

>

Specialist clinics have been set up at specific practices within a PCN. To provide equitable
access to all practices eitherin a PCN or INT will require agreement by individual practices
and the design of inclusive pathways.

Information and clinical governance requirements need to be considered as early as
possible when initiating the clinics.

Administrative support must be designed into the operational requirements of establishing
and ongoing monitoring of clinics.

Senior trainees in paediatrics with imminent Certificate of Completion of Training (CCT),
are in a good position to support clinics but must in turn have supervision from a named
consultant paediatrician with the necessary expertise.

(|



Introduction

The North West London (NWL) Integrated Care Board (ICB) has encouraged the development of
GP Child Health Hubs (CHHSs), also referred to as Integrated Neighbourhood Teams (INTs), to
provide a more holistic approach to supporting babies, children, and young people (BCYP), and
their families. Through fostering inter-professional relationships to help address health
inequalities, CHHs have been increasingly implemented in most parts of NWL over the past 10
years by integrating paediatric support and wider local authority services into the primary
healthcare setting. Based at the primary care network (PCN) level, there are currently 24 CHHs
in NWL. Most include monthly clinics where individual children are referred and seen by a
consultant or senior trainee alongside the GP. Cases are also discussed through multi-
disciplinary team meetings (MDTs) where a variety of professionals come together to discuss
cases in a one-hour meeting. These often include teaching and learning opportunities. There is
flexibility with how CHHs are implemented to ensure that services are tailored to meet the
needs of the local communities.

The Early Years Pilots

A successful bid was made by the NWL ICB to the National Health Service for England (NHSE)
as a direct response to the recommendation of both the Fuller? and Hewitt® Reports. The Early
Years Pilots were funded for a two-year period (April 2023 — March 2025) to be tested in three
London boroughs: Brent, Ealing, and Harrow. The main concept is to bring together
professionals, communities, and the voluntary services working in a locality to strengthen a
hyperlocal preventive care team (HLPCT) around the family and community. They aim to build
upon the existing CHHs, but also to enhance the link between professionals and the local
authority early years services including emerging “family hubs” in each locality. The boroughs
were selected on the basis that a functioning CHH with good local authority partnership was
already in place.

The overall model of collaboration is shown in the figure below which is based on the central
London (Kensington, Chelsea and Westminster) Bi-Borough integrated care model (Figure 1).
The staff indicated with purple colouring are important “common connectors” in the system.

Figure 1. Bi-borough integrated care model
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The Early Years Pilots were developed around five key issues:

1. Health inequalities

Health disparities among babies, children and young people (CYP), and those from
disadvantaged backgrounds have remained persistent over many years despite a changing
landscape of health and local authority service provision. These lead to poorer outcomes
especially for children in terms of mortality and morbidity which have been well documented
nationally.

2. Opportunity costs

Without interventions, families already facing barriers to access healthcare will continue to
face challenges. There are detrimental to their children’s health such as missed opportunities
for preventive care, early intervention, and timely management of health conditions. In turn,
potentially leading to increased hospitalisations, higher healthcare costs, and poorer wellbeing
of individuals. Young children, particularly those aged under five years, are the highest
attending population group for urgent and emergency services; 59% of infant attendances of
emergency and urgent care in NWL are for lowest acuity issues that do not require investigation
or treatment, at a cost of £1.8m per annum. The drivers are complex but are primarily due to
poor parental confidence, low health literacy, risk aversion, and system access issues.

3. Underuse of existing resources

CHHs were designed to make existing resources more accessible and efficient for many
children. However, under-fives have been underrepresented within the existing models of care.
The Early Years Pilots are designed to bring together valuable community assets, INTs, and
collaborations between healthcare providers and educators to help children reach their full
potential and improve their health outcomes, by primarily using existing resources in the
community by working more effectively and efficiently.

4. Missed opportunities for learning and improvement

Valuable insights can be gained from local communities of how best to improve healthcare
access and outcomes for disadvantaged populations through co-creation opportunities and
developing trust between professionals and the public. The Pilot’s focus on iterative learning
based on evidence-based interventions and data-driven evaluation is central for promoting
early preventative care and improving health outcomes of CYP.

5. Long-term societalimpact

Individuals can face educational, social, and economic challenges due to lack of access to
healthcare in the early years. Additionally, the strain on healthcare resources caused by
preventable health issues contributes to the overall burden on the healthcare system. These
negative impacts on health, the healthcare system, and society at large, highlights the
importance of implementing evidence-based interventions as early as possible in the life
course for longer-term health benefits, which in turn contribute to societal wellbeing.

Economic case

The economic rationale for early intervention is strong, especially within integrated care
systems that can effectively address these changes. Recently, a systematic review that looked
at the impact of Sure Start programme on disadvantaged children in the UK showed significant
reduction in hospitalisations in older children, accidental injury, and obesity prevalence®. The
findings suggest that for underprivileged children, the Sure Start programme is effective in
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health generation across the domains of physical health, and neurodevelopmental disorders
but with mixed findings for social development.

Sure Start was introduced in England in 1999 and rolled out over 11 years. Estimates show that
hospitalisations increased during infancy but significantly reduced during childhood and
adolescence. The programme’s impact is strongest amongst children living in the 30% poorest
areas of the country. Cost benefit analysis shows the financial benefit from reduced
hospitalisations offsets approximately 20% of the provision of Sure Start. This impact is seenin
the most disadvantaged neighbourhoods?®.

Evidence indicates that specific social determinants of health are crucial for reducing
disparities in children's health in underserved communities®. However, focusing on short-term
pilot programmes limits establishing a robust evidence base, as these initiatives typically
require more time to become impactful.

A systematic review of interventions targeting cognitive development in children aged 0-36
months found promising outcomes’. These programs, which promote responsive care giving,
showed modest but significant effects, underscoring their potential for improving child health
and development.

Additionally, a review of early intervention systems® underscores the need for innovative
approaches in childhood disability interventions and trauma informed care. These are crucial to
support families facing social marginalisation, including racism, and to ensure equitable
opportunities in children.

Another systematic review® showed that early childhood interventions have lasting benefits
across various life domains including cognition, language, socio-emotional health, education,
and employment. The improvement in educational outcomes for girls and disadvantaged
families involved good quality pre-school programs and supplemented feeding initiatives
underscores the necessity of investing in early intervention for equitable opportunities.

A systematic review on long-term economic outcomes for interventions in early childhood™
showed a lack of outcomes measures between sectors, representing a potential limitation in
reviewing cost-effectiveness measures between sectors. The benefits of early childhood
interventions may be difficult to quantify because they are intangible (e.g., resilience or self-
belief) or because of extrapolation methods of predicting too far in the future (e.g., adult
employment).

Evidence from trials show that large-scale system change requires time to observe a potentially
positive effect, and that system integration needs to be sector-aligned''. However, some
clinical, social, and educational improvements have been observed with economic value.

Recent proposals from central government of child health systems reviews have a multi-agency
and integrated working as its core to better protect our most vulnerable children. For example,
in November 2024 a paper published by central government ‘Keeping Children Safe: Helping
Children to Thrive’'? aligns to the previous government’s ‘Stable Homes Built on Love and Child
Care’ Review'. The paper focuses on strengthening multi-agency child protection.

The Independent Review of Children's Social Care™ identified that ‘health, police, education,
and other partners must all play a role in child protection to ensure the needs and risks to a
child are fully understood and responded to’. A proposed legal duty for local authorities is to
establish multi-agency child protection teams and require other agencies to be part of this
provision.
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The Best Start for Life: A vision for the first 1001 critical days’ report’® identified the urgent need
for accessible and joined up support for families with babies, action to address health
inequalities, and improved evidence on what helps to improve outcomes for babies, children,
and their families in different contexts. This is the basis of the Family Hubs transformation
program that detailed the six universal Start for Life Services: Midwifery; Health Visiting; Parent-
Infant Mental Health; Infant Feeding; Special Educational Needs; and Safeguarding™®.

NHS England guidance on Neighbourhood Multidisciplinary Teams for Children and Young
People' includes a reduced number of accident and emergency (A&E) attendances and re-
attendances, an increased reduction in outpatient referrals, and improved educational
outcomes.

Evidence and guidance provided through these reports and publications contributes to
strengthening integrated working, developing multi-agency teams, providing opportunities to
align sector outcomes, and potential joint funding opportunities.

Key components in Harrow, Brent, and Ealing
Centred on the Connecting Care for Children (CC4C) integrated care modelin NWL, all three
Early Years Pilots in Brent, Ealing, and Harrow, have focused on four priorities:

1. Case-finding/population health management: using practice based and public health
intelligence and the use of data dashboards to support the identification of ‘at-risk’ groups in
need of further support

2. Community staff: community health and wellbeing workers, social prescribers, community
pharmacists integrated into the practices

3. Innovation fund and co production: the provision of small community grants for the co-
production of local projects to support health and wellbeing of the target communities

4. Integrated neighbourhood teams (INTs): using the pilots to improve interprofessional
collaboration and learning

The specific clinical and social focus areas were selected by each site based on population
data, public health priorities for the area, and clinical expertise. Each pilot site assigned their
project a distinctive name. The models are described in brief below.

Optivita Programme, Harrow

The Optivita programme focuses on improving the health outcomes of children aged 5 years
and under, living in the most deprived postcodes in Harrow. The target group is the first 1000
days of a child’s life, preventative care, and embedding health promotion at the very early
stages of development. Previous data on high infant mortality rates in the area had indicated a
need to improve perinatal and postnatal health care especially for the Somali population living
locally.

15




Staffing and resources

Figure 2. Optivita Organisational Structure
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The expected outcomes from the Optivita programme are:

e |mproved access to healthcare and wider services for children and families during

pregnancy and the first 1000 days of a child’s life.

e Anincrease in uptake of routine antenatal and postnatal health, and development reviews
(i.e., Healthy Child programme) including immunisations and oral health practices.

e |mproved case-finding intelligence and identification and support for families who need
additional help and in integrated response, especially for those with mental health issues

and frequent attendance in primary and specialist care.

e |mproved parental confidence to look after their infants and avoid non urgent attendance in

urgent and emergency care facilities in the hospital.

Create Model, Brent

The Create model is focused on improving under-five’s respiratory health through household
environmental surveillance. This includes reducing household pollution from sources such as

tobacco smoke and indoor sources of pollution. Create will lead to improved identification and

support for under-fives with frequent attendances to urgent and emergency care (UEC) with

preschool asthma. The Create model aims to:

o Provide specialist multiprofessional preschool asthma as community clinics
e Improve early identification and support for children with developmental issues through

both professional and community worker training and voluntary sector organisation support

for families.
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Staffing and resources

Figure 3. Create organisational structure
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The expected outcomes of Create are to:

e Reduce household smoking.

e |ncrease parental awareness of sources of indoor and outdoor pollution and mitigating
actions.

e Increased confirmed diagnoses of preschool asthma in GP and hospital records.

e Improve previously unidentified developmental delays in speech language and
communication, or motor development for those children entering reception.

e Improve support for those on waiting lists with suspected neurodiversity issues awaiting full
assessments.

StartWell Model, Ealing

The Ealing model will focus on improving emotional and behavioural health in the early years,
and similarly to Brent, will also focus on early identification of developmental delays in speech,
language, communication, and motor development. The main intervention is a systematic
screening process of all families at the GP 6-8 week Healthy Child Programme infant review,
including a family link worker detailed assessment for wider determinants of parental/family
health, and family link worker support for children aged 0-3 months seen opportunistically in
the two GP practices.

17



Staffing and Resources

Figure 4. StartWell organisational structure
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The expected outcomes of StartWell are:

e |mproved parent confidence in managing behavioural and emotional issues.
e Reduce the numbers of children attending at school entry with significant emotional

and behavioural issues not previously identified.

Pilot Site Costings

The NHS England grant was awarded in proportions across all three pilot sites to cover project

management, case finding, community champions, co-production, innovation and integrated

neighbourhood teams (Table 1).
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Table 1. Costings for all pilot sites

Year

Site Allocation 23/24 24/25
Project Management £9,225.92 £0.00
Harrow £4,612.96 £0.00
Brent £4,612.96 £0.00
Ealing £0.00 £0.00
Case finding" £38,814.29 £52,698.36
Harrow £35,635.60 £17,566.12
Brent £1,589.35 £17,566.12
Ealing £1,589.35 £17,566.12
Community Champions £30,091.05 £120,502.80
Harrow £14,493.42 £40,167.60
Brent £7,798.82 £40,167.60
Ealing £7,798.82 £40,167.60
Co-Production & Innovation £24,008.89 £144,053.33
Harrow £16,005.93 £48,017.78
Brent £4,001.48 £48,017.78
Ealing £4,001.48 £48,017.78
Integrated Neighbourhood team £31,611.43 £100,295.58
Harrow £16,999.33 £33,431.86
Brent £7,306.05 £33,431.86
Ealing £7,306.05 £33,431.86
Training Costs £39,600.00 £0.00
Harrow £13,200.00 £0.00
Brent £13,200.00 £0.00
Ealing £13,200.00 £0.00
Total Site Allocation £124,525.66 £417,550.07
Harrow £100,947.23 £139,183.36
Brent £38,508.66 £139,183.36
Ealing £33,895.70 £139,183.36
"Harrow based on 7 months in the first year; Brent & Ealing based on 3.9 months

Evaluation framework for the pilot sites

To prepare for the evaluation of the Early Years Pilots evaluation, the team created a logic
model comprising of five processes (Figure 5). These include ‘input’ (staff, data, costs),
‘activities’ (case findings, MDTs, community awareness), ‘processes and measures’ (workforce
engagement, community engagement), ‘outcomes’ (improved health and wellbeing), and
‘impact (improved healthcare/community relationships, service availability awareness).

Essentially the model follows a typical “Donabedian” Structure, Process, and Outcome
format'® to describe the different pilot sites together with the learning gathered in each of the
four domains of interest: case finding and population health management; community staff;
innovation fund and co-production; and INTs.
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Figure 5. North West London Early Years Pilots Logic Model
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A summary table of the three pilot sites in the form of a PICO (Population, Intervention,
Comparator, Outcome) table is shown in Appendix 2.

The data that has been used for this evaluation comes from several sources and uses a mixed
methods approach as recommended by the ICB in its own evaluation toolkit"®.

This section of the report describes each of the four main components of the model (case
finding and population health management; community staff; innovation fund and co-
production; and INTs), and its evaluation, and follows on with separate detailed reports of the
qualitative interviews conducted with professionals, and parent interviews and feedback.
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Case finding and Population Health Management

In each site, data was analysed from a variety of sources in order to establish the
epidemiological needs of the local populations. Much of this was available from existing
datasets, e.g., Public Health England (PHE; now Office for Health Improvement and Disparities
(OHID)) Fingertips profiles, Whole System Integrated Care (WSIC) data dashboards (including
LADs, Children and Young People Rising Risk (CYPRR) dashboard, and additional support from
analysts and those working with Business Intelligence (Bl) team members at the NWL ICB.
Additional data analysis was carried out using hospital maternity data collected routinely at
London North West University Healthcare (LNWUH) NHS Trust to identify antenatal risk factors
including mental health, late booking, and low birthweight.

The other main route for case finding was through the monthly MDT meetings in the GP CHHs.
This has been described in detail previously.

Harrow

ED attendances of infants and young children

Children under five are amongst the highest users of ED services both nationally and locally of
any age group in the population (Figure 6).

Figure 6. England ED attendance by age rate per 100,000 population 2022-23

Source: ECDS NHS Digital

e Compared with all other ethnic groups, babies (<1 years) from ‘other White’ (Romanian and
other Eastern European communities) ethnic groups had lower health visitor developmental
review coverage rates and higher A&E attendances that did not require further investigation
or treatment.

e Thereis a social gradient in the uptake of health review for the 2-year review; uptake is lower
in areas with high levels of deprivation.
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e In2022/23, about 1in 4 (27%) of A&E attendances did not require a further investigation or
treatment was a repeated attendance (more than 2 attendances).

e Repeat attenders 6% of children attending 4 or more times in a year make up 25% of the
workload in ED. Two thirds of these are for primary care sensitive issues and one third
complex care needs such as prematurity and those with congenital malformations or
metabolic disease.

o Trends in A&E attendances that do not require investigation has been rising since 2020.

The top 10 A&E usage with no further investigation and treatment (low medical acuity) for
children aged under 5 years (Table 2).

Table 2. Top ten reasons for A&E attendances that do not require further investigation

Top reasons for A&E attendances with no further  A&E with no Overall A&E Percentage of A&E with
investigation (under 5) further no further investigation
investigation or or treatment out of all
treatment A&E
Number Percentage
TOTALS 1,374 5,148 27%
1 Fever 393 1,471 27%
2 Vomiting +/ - nausea 150
3 Difficulty breathing 123 677 18%
4 Rash 89
5 Head injury 73
6 Cryinginfant 53 171 31%
7 Localised 49 155 32%
swelling/redness/lumps/bumps
8 Diarrhoea 40
9 Noisy breathing 37 211 18%
10 Abdominal pain 36 119 30%

Source: North West London ERNI-SUS dataset as for July 2024

e Children aged 5 years are twice as likely to have tooth decay related admission compared
with children aged 3 years or 11 years (691 per 100,000 vs 342 per 100,000 and 258 per
100,000 respectively).

o One third (24%) of all tooth decay related admissions for children aged 5 years during 2021-
2023 were from other ethnic groups.

e More support/advice for parents at an earlier stage is needed to reduce A&E attendances
related to frequently occurring conditions that can be managed by local services (e.g.,
health visitor checks, raising awareness of local pharmacies and community centres,
leaflets at GP centres, etc.)

Avideo was produced by our team (in association with the IHV) to highlight the issues and to
raise the profile of preventive care in supporting parents who might have concerns about
whether to take their child to the ED: https://vimeo.com/manage/videos/891112201
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Geographical clustering of risk
Below is a set of graphs which highlight high needs particularly in the central and south
geographical localities in the borough of Harrow.

Figure 7. Cross-cutting inequalities across key areas (darker colours)
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Optivita was sighted in South West Harrow in what is now the Central INT and centred around
two GP practices GP Direct and Shaftesbury Medical Centre belonging to Sphere and Harrow
Collaborative PCNs respectively with a high percentage of children and high levels of
deprivation; a Core 20 plus 5% area (Figures 8 & 9).

Figure 8. Three populations neighbourhood based

Table 1: Summary demographics

Central East West
neighbourhood | neighbourhood | neighbourhood

Total residents 76,576 76,782 107,858
% population of 20m% 29% 2%
Harrow

% under 19s 24% 23% 24%
% 65 plus 14% 17% 16%

| highi

MD score (high is 17.9 129 12.7

more deprived)

Source: 2021 Census; IMD2019. Excludes 4 2011 Census LSOAs

ble 2. Alighment with PCNs

HARROW HEALTH Registered
COLLABORATIVE HARROW EAST PCN  HEALTHSENSE PCN SPHERE PCN outside
ALLIANCE PCN
PCN Harrow
Central neighbourhood A% 26% 3% 5% 30% 2%
East neighbourhood 18% 0% A1% 28% 1% 12%
West neighbourhood 18% 8% 9% 41% 12% 12%

Source: NHS Digital GP Practice populations, July 2022. Excludes 4 2011 Census LSOAs

23




Cohort of interest
Atotal of 870 children aged 0-4 years registered with these practices and living in the Harrow
postcode areas of ‘HA2 0’ and ‘HA2 8’ (Figure 9).

Figure 9. Harrow population cohort of interest
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* Hospital admissions (purple) include rep i Hospital issions related to tooth decay are for 3 year average.

Figure 10 shows the uptake of the 1 and 2-year Health Visitor (HV) Healthy Child Programme
(HCP) reviews. Currently, approximately 10-20% of children are not receiving these reviews.

Figure 10. Health Visitor Reviews for the Healthy Child Programme

Segment by ethnicity
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= In Harrow, the annual uptake for year 1 is more completed than the uptake for year 2 (89.6%,vs 81.5%) for Dec 2022 and Nov 2023. More children with
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difference between baby boys and girls (data not shown).
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(85.0% and 76.6%) when compared to Indian (92.9% and 85.5%), any Other Asian (90.5% and 86.9%) and the Borough average (89.6% and 81.5%).

/s
g\w.// Harrow Borough
Source: WSIC data extract 30th Jan 2024 —. . Based Partnership

=7
77 IANN" Supporting better care and healtier lives

24



Examples of under-fives cases discussed at MDTs Harrow

Cases brought to MDT Harrow

e 9cases, for children 5 years and under between February and November 2024. These
included issues such as sleep disorders, queried asthma diagnosis, autism spectrum
disorder (ASD), attention deficit hyperactivity disorder (ADHD), attachment problems, eye
concerns, and constipation.

e [Impact of MDT discussions led to referrals to occupational therapy (OT), Multi-agency
Safeguarding Hub (MASH), Speech and Language Therapy (SALT), Children’s Centre's, sleep
courses, therapist for social stories work, and medication reviews following on from
professional discussions.

e Prevention included one child from developing a megacolon and needing possible surgery.

Perinatal mental health patient group consultation

A new MDT was set up as a result of local needs assessment to identify pregnant women with
mild to moderate mental health issues identified by the local primary care and community
midwifery teams.

This is part of a wider intervention in Harrow which consists of patient group consultations for
such women and is described later in the report in the section on specialised clinics.

Brent

Population Health Management (PHM)
The baseline patient cohort was identified through Bl / WSIC data led searches and through the
12 GP Practices within the neighbourhood.

Figure 11. Willesden residents: percentage of patients aged 0-4 years with suspected asthma
who are in each ethnic group compared with Willesden residents overall
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Household Smoking

As coded by GP practices, the Egton Medical Information System (EMIS) searches show that 45
children aged under 5-years residing in Willesden are living in households where there is a
smoker. However, practices are not coding children suffering from passive smoking.

An innovative solution is the use of new Unique Property Reference Number (UPRN) included in
the WSIC data.
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WSIC data shows that 1,437 children aged 1-4 years residing in Willesden are registered with a
NWL GP practice and live in a property with 5 or less residents. Of these, 356 (25%) children live
with a current smoker.

Children in the most deprived parts of Willesden (deciles 1-3) are more likely to live in a
household with a smoker, compared with children in less deprived Willesden areas (deciles 4-
10) (Figure 12).

Figure 12. Willesden residents: percentage of patients aged 0-4 years with a current smoker
who are in each deprivation decile compared with Willesden residents overall
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Undiagnosed respiratory disease
There are 2,319 under 5-year-olds registered with a Willesden GP Practice who live in the

Willesden neighbourhood. Of these, 214 (9%) have suspected asthma with no diagnosis (Table
3).

Table 3. Number of patients aged 0-4 years with no diagnosis of asthma but coded with
suspected asthmas or have asthma medicine prescribed

Number of patients aged 0-4 years who have Total number
NO asthma diagnosis but who have EITHER a  of Patients
code for suspected asthma OR any asthma aged 0-4
GP Practice Name medication prescribed in the last 12 months years
Jai Medical Centre 14 93
Chichele Road Surgery " 84
Willesden Green Surgery 48 378
Oxgate Gardens Surgery 36 333
St. Georges Medical
Centre 7 80
Mapesbury Medical
Practice 14 166
Gladstone Medical
Centre 22 261
The Willesden Medical
Centre 34 418
Walm Lane Surgery " 184
Hazeldene Medical
Centre " 190
Neasden Medical Centre 6 132
Willesden Practices
Overall 214 2319
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The data also shows that the Black, Asian, and other ethnic groups have a disproportionately
higher percent of children with undiagnosed asthma. The other, is thought to be the Arab ethnic

group as Arabic is the most common language spoken in the area.

Undiagnosed autism
Twenty-three children who live in the Willesden neighbourhood have been identified with

suspected autism which represents approximately 1.5% of the child population; those with
autistic spectrum disorder in the UK is estimated to be around 1%.

Table 4. Number of patients with autism: confirmed, suspected, or any code suggestive of

autism

Number of % of all
patients patients

19 0.62%

Category
Number of Patients with Confirmed

Autism
Number of Patients with Suspected

Autism
Number of Patients with Any Code

suggestive of Autism
Total Number of Patients Aged 0-4

years

7 0.23%
23 0.76%

3042 100.00%

High Intensity Users
K&W South PCN in Willesden has the second highest rate of babies aged under 1 as HIUs in

NWL. There are 67 HIUs aged under 5 years. Work is being done to identify all HIUs aged under 5
years across all PCNs in the Willesden neighbourhood.

Figure 13 shows the GP practices in the Willesden neighbourhood where the Create team are

focusing their efforts (Figure 13).

Figure 13. Map of the Willesden neighbourhood where GP Practices are implementing Create
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Cases brought to MDT Brent

Two under-fives' cases reviewed with ADHD, global developmental delay, and autism. The
cases were discussed with the Child and Adolescent Mental Health Services (CAMHS), and the
paediatrics team. Medication and behavioural strategies were considered, and management
for both discussed of referral criteria and need for further information. Parents were also
advised with strategies.

Pathways for the integrated care asthma clinic
Following discussions with specialists and as part of the response to the PHM data, a pathway
for the integrated care asthma clinic was developed (Figure 14).

Figure 14. Integrated care asthma clinic pathway

Key (Roles / Teams):

® GP &GP Admin

@ NWL ICB Team
Community Care Support Worker

® K&W Admin Team

@ Senior Paediatric Registrar / Consultant
Paediatric Children’s Nurse Specialist

Ealing

The Ealing StartWell team decided to focus on early childhood development. This decision was
based on the findings from OHID public health local authority profiles, and the ‘Learning from
Lived Experience: Opportunities to Strengthen Early Child Development in Ealing’, 2024
Report?'. Taken directly from the report:

Figure 15. Child at or above expected level of development in all five areas at 2 to 2%z years in
the financial year ending 2022 (percentage of children reviewed)
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“68.0% of children aged 2 to 22 years were at or above the expected level of developnent in all

five areas of developent (communication, gross motor, fine motor, problem-solving, and

personal-social skills) in the financial year ending 2022. This is lower than the England average.

A lower proportion of children were at or above the expected level of development for
communication skills (71.8%) and a lower proportion for personal-social skills (87.0%) when
compared with England (86.5% for communcation and 91.2% for personal-social skills).”

Figure 16. Opportunities to imporve early years suppprt in Ealing
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How can Ealing families be better supported to ensure children have
the best start in life?

Despite a context of constrained resources, the results highlight strategic opportunities

to strengthen support for early child development at the local level in Ealing. Box 1
offers a high-level summary of these opportunities.

Box 1: Nine opportunities to improve early years support in Ealing

Enhance coordination and integration of services that encompass the
‘early years system' in Ealing to improve holistic and timely support.
This includes key service providers.

Expand availability and improve provision of accessible information
and communication.

Embed a strongly relational, caring and empathetic approach at
every level.

Enrich diversity and cultural competence in services.
Enable social connections and sharing between parent/carers.

Engage diverse families for feedback, dialogue and co-production,
and meet them where they are.

Ensure family support for housing and other basic needs to reduce
sources of stress and ensure a healthy nurturing environment.

Ensure early identification and support for families with children with
additional needs and other complex challenges.

Increase awareness of the importance of responsive relationships
between caregivers and children and the home learning environment
for healthy development.

Collaborative Working

The team developed a collaboration with the local SALT teams to work in the Greenwell PCN

which includes two GP practices (Oldfield and Eastmead Avenue), and their cohort of children
(563 children aged under 5yrs).
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Figure 17. The pathway for identification of the infants and the referral processes
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WSIC: Population health management

The various WSIC dashboards provide person specific clinical data at aggregated level from

which cohorts of patients can be selected for more targeted interventions.

Using the ‘Watch list’ function for all under-fives in all three sites at the time of writing this

report revealed:
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24 children with newly diagnosed (in the last two months) long-term conditions
927 non-electives in patient episodes

2,619 episodes of children not being brought to appointments

4,876 frequent ED attenders

1,954 with no recorded care plan

Y VVVYYVY

One typical patient aged 11 months with complex care needs, and who was on all 4 watchlists,
spent 34 days in hospital. The cost to the health care system was £82,313. The patient was
noted to have frequent unexplained non-attendances.

The paediatricians had sent each GP lead a list of similar patients for consideration of validating
the records and to consider proactive action. Attempts at using the current monthly MDT
meetings to discuss the high intensity or high cost patients were made throughout the pilot
period. However, due to the reactive nature of the MDTs in terms of the existing demands on
GPs for cases seen in the practice already, the lack of dedicated time to search these
databases, and few financial incentives, resulted in this type of proactive case review being
underutilised. This is a common finding across other central sites.

Lessons learned

e Data analysis at neighbourhood / INT levelis in its infancy and requires sufficient analyst
time to obtain the raw data for the relevant cohorts of children. Appendix 1 shows a detailed
analysis from one data analyst.

e GPtime was used alongside practice manager time to delve into practice-based records in
order to identify proactive case finding such as high intensity users. There is little incentive to
do this for children and adults where Quality of Outcomes Framework (QOF) payments and
completed and accurate records are maintained.

o Despite WSIC producing relevant dashboards, these are underused due to lack of time for
practices to be proactive when there is already a huge demand on reactive services, i.e.,
patients already coming into contact with practice staff, often in crisis.

o Adifferent approach could have been taken to find common priorities between the three
sites on which to focus. Potentially one or two clinical areas might have simplified the PHM
data collection and evaluation process. This was the approach taken in some of the other
national pilot sites (e.g., focusing on oral health or sleep safety only).

e Live up-to-date data is important to capture via a dashboard which is maintained over time
to allow continuous improvement around the key process measures.

Recommendations for ICB

1. Adedicated BCYP team is required to support the development of BCYP Integrated care
data packs at INT and practice levels. These should be action oriented to enable changes
to be made based on the existing evidence base e.g., improving low immunisation rates,
improving uptake of child health reviews, optimising asthma management, or reviewing
children with no care plans.

2. Interagency/ interorganisational data dashboards which are live and well validated should
be produced with a view to facilitating ongoing continuous improvement on key metrics.
Ideally this would reflect a holistic picture including key social determinants of health. ‘A
Better Start’ has a core outcomes framework?? which takes a life course approach based
on routine operational data and could be adopted in NWL.
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An agreed and standardised data collection tool should be developed at each GP CHH
which can be completed at each clinic and MDT meeting to be able to support continuous
improvements of the system and ensure those most vulnerable are being served

A high proportion of children discussed at MDTs had suspected or diagnosed neurodiverse
needs. Further expertise from a range of professionals in these fields might support
professional discussions further. Diagnosis and better understanding of neurodiversity
disorders, parental coping mechanisms, peer support, avoidance of medication through
sleep courses, therapeutic input for behaviours that challenge and linking in with children's
centres for play groups could be better utilised

Services have different criteria and referral processes and pathways with waiting times
which can be challenging for both children and parents. Parent support is heeded during
these waiting times and more links and referrals to Family Hubs could provide beneficial
with their full range of services for 1-19 and 25 SEND.

Few High Intensity Users (HIU) were discussed at the MDTs to our knowledge. Further work
is required to understand how proactive care for groups of children at higher risk should be
conducted with a view to shifting from reactive to more proactive care. Currently fewer
than 15 users and 25 users across the NWL ICB using the CYP rising risk and LADS
dashboards on a regular basis. A dedicated programme (task and finish group) which aims
to upskill staff on population health management for BCYP is recommended
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Community staff (“connectors”)

There are multiple roles which might be considered as “community connectors, i.e., staff whom
interface with the GP CHHs, family hubs, voluntary sector, and community members. These
include community champions, community health and wellbeing workers, family link workers,
family navigators, social prescribers, health, and wellbeing coaches, etc.

There are different models of employment: volunteers, PCN employed, local authority
employed, voluntary sector employed. All of which have their challenges in terms of data
accessibility and sharing, joint governance arrangements, recruitment, terms, and conditions
of service, etc.

Local people know the local community best and there are many who wish to take on this type
of role. The key skills required are being able to listen respectively and to have sufficient social,
emotional, and culturalintelligence to be able to best support such families, and in turn
support themselves in this work.

Clinical supervision cannot be underestimated as an important means of integration and team
development. We have seen from our experiences of the vulnerability of many of the families
contacted who have issues of trust with statutory services and who are struggling with the most
pressing domestic issues around cost of living, housing, and food poverty.

It takes time for the team to “form and norm” and there are opportunities to improve
connections between the parts of the system through better information exchange as we have
seen in the health and wellbeing fairs and from local learning opportunities (see section on
integrated neighbourhood teams).

Each site decided on the specific model of service which they wished to implement.

Harrow selected the ‘Community Health and Wellbeing’ model which has been tested in
several sites in England including in Westminster, London. The model consists of an individual
from the local community who visits each household in a defined geographical area on a
monthly basis to befriend and offer support to local families. They usually cover around 120
households each whole time equivalent. The offer is usually all age, comprehensive,
hyperlocal, and fully integrated with local primary care services.

Brent decided to employ a family link worker to specifically work with families with under-fives
who have preschool asthma and wheeze, identified by the general practices.

Ealing employed two individuals who are also family link workers and work closely with the GPs
who have identified families at the 6-8-week GP review.

Recruitment

Each of the pilot sites had to recruit community workers. This included writing job descriptions,
placing job adverts, interviewing candidates, designing and delivering suitable inductions, and
suitable compliance checks. These activities all take time.

Induction and Training

Induction and training are essential for new community workers to understand the wider
community and make connections. Each pilot site provided tailored training for their specialism
and geographical area. Training and development also take time to implement.
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Operational policies and guidance were developed that were adapted to the smooth operations
of the specific pilot site and geographical area, and met the legal requirements set outin
employment law.

Ealing case study - Family Link Worker
The benefits of holistic support: “no one thinks I can do this”

Pre-referral to Family Link Support

A family was referred by the CHH to family link workers due to concerns about feeding and
development. The mother described to the team how no one thought she could be a mother to
the child because she (the mother) had schizophrenia. The mother had been diagnosed with
schizophrenia and was known to the perinatal team. The family consists of both parents and an
8-month-old baby girl. The mother had advised that she wanted to participate in child friendly
groups and meet other parents as a form of socialisation for her and her daughter. Both parents
are from Afghanistan.

Identified concerns

At the first home visit, the mother declared that she was very anxious about caring for her baby
and did not feel capable of doing this correctly. The mother stated that she was very
overwhelmed and needed support from her parents and husband at all times.

The mother was very hesitant about leaving the baby to crawl on the floor and held her on her
lap during the entire visit. She had not introduced meat into the baby’s diet as yet as she was
very anxious about the baby choking.

The mother became very anxious with any noise (including crying) which the baby made. She
felt that she was always getting things wrong, and she was making so many mistakes. Her
mother and aunt were always correcting her parental choices, and this was affecting
confidence and judgement.

The family link workers raised safety concerns during the home visit, the most prominent being
the need of a stairgate as the flat is an upstairs maisonette and it limits the play area for the
baby.

Interventions offered
The mother was initially very eager and positive about attending lots of play groups and fun
activities with her daughter. The family link worker immediately made these arrangements.

The mother did not attend on the arranged date and messaged the family link worker that she
had slept in with the baby and had forgotten the details. This continued to happen for the next
few contacts that were attempted. Plans were made for engagement, but the mother would
forget and not arrive or be out when a home visit was arranged.

It was 2.5 months before the family link worker was able to have an in-person meet up at the
home. The family link worker visited the mother who was very anxious and upset. Her main
concern at this time was financial issues as they were tied into a private contract for their flat
and they felt they could no longer afford this as her partner was the only working parent.
The mother also stated that she was struggling with the stairs at her property and was too
frightened to carry her daughter down the stairs as she felt it was very unsafe. This meant she
was staying inside unless a family member was there and able to help.
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The family link worker offered to visit and take the mother and baby outside for a walk to the
local park or to a playgroup. Help with financial assistance was also offered and a food bank
referral was made. A Baby Bank referral was also offered but it was advised that an Early Start
Worker was already doing this.

Professional Engagement

Contact was made early on by the family link worker to the early start worker who was working
closely with the family but was unable to do home visits frequently. Contact was also made
with the Consultant Perinatal Psychiatrist who was working with mother and adjusting
medication when it was deemed necessary. After every contact with mother, an email was sent
to the perinatal team and to her HV so that everyone was aware of the latest update.

When the family link worker home visit took place, they noticed that there might be some
developmental delays with the baby. The baby did not appear to be sitting up fully
independently and concerns that the baby was not displaying core strength. This was affecting
the baby’s sitting technique and neck strength. There were also concerns about lack of space
and play for the baby who was very confined to one living room area where the mother was
standing over the baby and not allowing for any physical learning. The mother was too
concerned about possible injury. The family link worker also noted that there was no highchair
for the baby who was not in the habit of sitting down to eat food so there were concerns about
little food intake and growth.

All concerns were sent to the team working with this family and it was requested that a HV
should make contact for a developmental, and to reiterate safety issues in the flat so that the
baby would have a bigger space to explore.

The early start worker completed a home visit and provided a stairgate and highchair for the
family, and checked the impact of having more space available to the baby who was increasing
confidence and mobility.

The family was referred family to HomeStart with their consent.

Present Impact/Evidence

The family link worker has developed a trusted relationship with this vulnerable mother from
whom they have received a few very distressed phone calls. The family link worker has been
able to follow up and make visits, often with very little notice.

The continued visits and communication resulted in knowing when the mother’s mental health
was declining. This was immediately communicated to the GP, and the mother’s anti-psychotic
medication was increased. The family link worker has been able to promote more confidence in
the mother in a safe way. The mother is never left alone with her baby but having a family link
worker present means she can still get out and her family get more of a break.

The family link worker has encouraged the mother and baby out of the house and going for a
walk to a local park in all weathers. The mother was shown how to use the pram and the
highchair, and all safety issues were discussed and that it is a matter of repeated practice.

The mother had asked for her family link worker to accompany her to her local GP and wait with

her when she has been feeling overwhelmed. The family link worker has been able to offer this
help.
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The mother has agreed to attend the family wellbeing 10-week workshop. While mother feels
she cannot tackle the stairs down to ground level, it has been organised with HomeStart help
that a volunteer will call at the home address to help the mother and baby leave the flat.

Because of the stair gate and mother’s confidence, her baby has started cruising around
furniture, has more strength, and has put on weight and eating a more varied diet. The mother is

also talking more to her baby, copying our modelling, and subsequently the baby is babbling
back a lot more.
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Community connecting — a mapping exercise

Community connections are a key aspect of meeting the aims of each pilot site, and
community workers took time to get to know their local connection and establish strong
professional relationships. In Harrow, a full range of partners and services were mapped out, in
Ealing, professional relationships with health partners was developed, and in Brent, strong links
with housing services as part of the asthma and mould interventions offered by Community
Workers was developed.

A typical map (Figure 18) of services highlights both the number of agencies working in an area
and the potential to connect existing resources to support the most vulnerable families.

Figure 18. Mapping the potential to connect resources and agencies in an area

Key: NHS, Local Authority , , VCS (to be completed)
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Lessons learned

e Recruitment takes time which must be incorporated realistically within the scope and plan
of the project.

e Decide which resources are required for recruitment and who has the best skills set to
support the process.

e Utilise online government tools and templates that are readily available.

o Utilise the templates, tools, and learning from other successful pilots and services within
the local geographical area. The Optivita pilot utilised the resources from the Bi-Borough
Family Hubs which were invaluable.
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The need to be clear about the roles and type of tasks, and knowledge and skills required
when developing the job description. Undertake market research and understand what other
companies offer.

Think about local avenues to advertise roles.

Consider using value-based interviews to assess how candidates' values align with the pilot
and approach.

Develop standard policies and procedures and scope adequate time and resource to
develop them for example safeguarding, lone working, health and safety.

Know the local landscape and referral pathways, like the Optivita service mapping exercise.
Map the strategic direction of key partners at a local level and opportunities to align key
priorities, outcomes and Key Performance Indicators (KPIs).

Map key partners and develop referral pathways and information sharing agreements in line
with General Data Protection Regulation (GDPR) guidance at the start of the pilot.
Co-produce and develop the service with parents and develop a co-production charter and
strategy.

Demonstrate the return on investment benefits where match funding is provided.

NWL ICB to adapt its approach and processes when working closely with community
partners in terms of power dynamics and the type of support grass root organisations
required in its Integrated Care thinking and approach.

Recommendations Community connectors

1.

At the scoping stage of a pilot proposal, factor in recruitment processes and timescales
with clear timelines.

Map the geographical area in terms of services and provision available.

Factor in time (1-1%2 months) to undertake a thorough new starter induction, training
programme and introduction meeting with key partners.

Operational policy development around lone working, health and safety and practice
guidance requires 3-6 months to develop and embed into practice.

Clinical supervision of community connectors (whichever model is favoured) requires
dedicated time from the GP. This is essential and needs to be recognised in programmed
activities (GP contracts).
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Community engagement and Co-Production

Innovation grants

We purposefully allocated a proportion of the pilot site funding towards community and local
voluntary sector organisations with a focus on perinatal and early years’ health and wellbeing

priorities, which were broadly aligned with the ICB and local epidemiological needs

assessments. Each borough had an umbrella organisation for their local Voluntary Community

Services (VCS) which facilitated the grant application processes. These included the
advertisement of the scheme, setting up a panel to shortlist and select finalists and ensure
transfer of funding, and its subsequent monitoring/reporting. It was emphasised that the

recipients should work closely to integrate their projects with the GP leads and the wider local

working groups.
The individual grants varied from £7000-25,000.

Where there were complementary projects, individual organisations were encouraged to
collaborate where possible.

Table 5 lists the successful projects in Harrow to demonstrate the scope and variation of
project type.

Table 5. Projects funded through early years innovation grants

Adult & Community Development Academy (ACDA)
Email: info@acda.org.uk Website: www.acda.org.uk/

The Adult & Community Development Academy is delivering a 12-month community-based
English for Speakers of Other Languages (ESOL) & Digital Skills for Health outreach service
funded by Harrow Giving through the Optivita Parents & Early Years Innovation Fund. The
service will focus on the needs of local families enabling them to gain new skills and
knowledge, become more independent, preserve, and increase their health, wellbeing and
safety.

This ESOL & Digital Skills for Health outreach service is aimed at reducing barriers to health
engagement by actively engaging with Harrow communities who are disproportionately
disadvantaged and are at greater risk of poorer health outcomes due to their lack of English
language and digital skills.

Best Beginnings
Website: www.bestbeginnings.org.uk/baby-buddy

Best Beginnings are the creators of the free multi-award-winning, interactive pregnancy and
parenting app, Baby Buddy, a powerful public health intervention in the guise of an
interactive and accessible mobile app. Reaching almost 10% of the national birth cohort in
the UK, Baby Buddy is supporting families from all backgrounds to have the knowledge and

in life. Baby Buddy Local Harrow aims to integrate the award-winning free Baby Buddy app
across maternity and early years pathways across Harrow to support parents from all

confidence to look after their mental and physical health and give their children the best start
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backgrounds gain access to personalised evidence-based information and local services and
support.

Families in Action Together — Also known as Wealdstone Baby Bank
Email: w.babybank@gmail.com
Website: www.facebook.com/wealdstonebabybank/

We address significant gaps in access to essential services (e.g., healthcare, education) in
our community through: Hosting healthcare/other professionals to the baby-bank regularly
for sharing information /signposting purposes. Implementation of six tailored workshops
designed to empower parents with the necessary skills and knowledge to support their
children.

HASVO
Email: info@hasvo.org Website: www.hasvo.org

Our project aims to empower Harrow's Somali and Arab communities through educational
workshops and culturally tailored videos, addressing health inequalities. With a focus on
reducing tooth decay, minimising emergency visits for minor illnesses, and enhancing health
literacy. Key topics include improving immunisation rates, optimising prenatal and postnatal
health, and supporting early childhood development. The initiative involves collaboration
with a video producer, healthcare professionals, and community leaders to produce
accessible content. It will utilise workshops and social media for community engagement,
knowledge sharing, and promoting healthier practices.

Dad Matters (Home-Start Barnet, Brent and Harrow)
Email: admin@homestartbarnet.org Website: www.homestartbarnet.org/

"Dad Matters" delivers a range of universal and targeted interventions aimed at male parents
in the First 1001 Days, to improve their child's health and wellbeing outcomes later in life.
Through our ‘Dad Chats’ and Workshops, we support dads with attachment and bonding,
mental health, and access to information and services so they can help provide a nurturing
environment for their newborns.

Ignite Youth - GLOW Up! Young Mums’ Fithess Cafe
Website: www.igniteyouth.org.uk/

Glow Up! will bring together mums aged 13-25 in a mums’ only space on a weekly basis
during term-time for 2 hours. Activities will be free and take place in a safe, inclusive, and fun
environment for mums to explore, express and challenge themselves through fitness and
socialisation. Consisting of three core activities:

e GLOW Up! Cafe: a safe accessible and young mums’ only space for them to have a
healthy snack, and resources to take home, with other mothers and women youth
workers in a non-committal but social manner. The cafe will also provide groups of mums
with the knowledge and skills to build maternal resilience and confidence.

e Glow Up! Young Mums’ Fitness Club: weekly fitness classes, delivered by a qualified
Zumba instructor, who will provide fun and accessible ways for mums to improve their
physical fithess and social skills.

e Mentoring: we will offer 1-1 mentoring for up to 10 people each year outside of sessions.
Each session will focus on improving emotional and mental wellbeing and personal and
life skills development, tailored to the individual needs and aspirations of each mentee.
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These organisations have between them engaged at least 300 families with a variety of issues
and provided practical and emotional support. Social isolation, caring responsibilities, financial
difficulties, and mental health problems are predominant. The detailed reports of each are
provide a comprehensive picture of the value to the local community (Appendices 9a-9g).

Lessons learned

A learning event was undertaken in January 2025, with the Optivita Innovation partners as
Optivita was the most mature and mobilised. The session covered several areas. The key
learning themes for each were:

(i) Application Process and Contract Award-Learning

e The tender turnaround was too brief.

o The tender was open during the school holidays and key people had arranged leave.

e The pre-application event for the main tender was useful as we were able to speak with
Westminster about their set-up and learning.

e The pre-application session was useful; the tender aims and objectives for the smaller
innovation tender was straight forward and clear.

e Main contract value was not adequate to cover all associated costs and only covered
salary which meant applying for the bigger contract was not a viable option.

e Delivered a good engagement market event, however the contract value was not
adequate to cover the pilot costs and Optivita has used its own funds to cover short
falls.

e Awards were adequate to cover 6-months, but with recruitment and on-boarding
mobilisation was delayed.

e |t would have been helpful if the innovation grant awards were not set up to compete
with each other and time/ guidance was provided to set up a partnership approach.

e The main bid was open for a 4-week period despite the perception of the group thinking
it was 2-weeks.

(ii) Project planning and setting up and Co-Production with the community - Learning

o Undertake sessions for mothers to decide what support and help they need which is
part of the day to day co-production practices.

e The time of the year made planning more challenging to set up; the award was
advertised in September which was not ideal as organisations had pre-planned
sessions in the run-up to Christmas.

e Recruitment, IT, GDPR, policies and procedures take time to set up which delayed
mobilisation.

e Professionals need a minimum of 8-weeks’ notice to get involved to reschedule clinics.

e Having VCS involvement at an earlier stage would have been helpful during the planning
stages where a more centralised approach to GDPR, Joy App, and ground level
intelligence could have been shared.

e Unable to co-produce due to time scales to set up and deliver.

(iii) Connections with GP, health and wider partnership - Learning
e Social prescriber played a key role in communicating and connecting users to services
on offer.
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(iv)

(v)

Each GP Practice/PCN have different ways of doing things; social prescriber spent time
in maternity units in Northwick Park Hospital, children centres, and family hubs to reach
people. However, this raised concerns among professionals about duplication of
services that needed careful management.

Set up a stand in Northwick Park hospital twice a week to reach dads supporting their
partners with scans, which managed to reach 160 dads.

With brand new teams it’s important to meet in person, reach out, and build
connections. Get to know the person behind the profession.

We developed posters and drove to every GP practice and handed in our posters (with
stationery (blu-tack) to make it easier for the practices to display the poster for wide-
reach.

We developed presentations for professionals, leaflets, mass text messages via the GPs
to spread the word.

Attempted to get advertising in the Harrow magazine which reaches every household in
the borough but there was slow engagement.

Visiting services in person was more effective than sending emails when promoting our
services.

Utilised the Harrow directory to contact every nursery, school, and organisation to find
parents but response rate was very low.

Consider the audience, wording and language used. Simple is better.

We would like to utilise technology and improve our skills to reach parents and use the
types of apps and platforms they currently use.

Visibility and branding is important when undertaking outreach; having branded
banners, clothing and material was useful when engaging with parents in maternity
wings.

Missed an opportunity in effective engagement with health visitors; they see every new
born and hand out information packs.

Could have made better use of directories such has Family Information Service (FIS)
and Local Offer.

Could have linked in better with registrars and handed out materials to be included
within their new birth packs.

Monitoring for Impact-Learning

The monitoring templates do not necessarily demonstrate the full impact of the service.
Our service provision is session-led so much easier to measure and report on.
Recording and use of the JoyApp would need tweaking and adjusting to support
monitoring reports.

We undertake pre- and post-surveys to measure impact and connections with key
services such as weight, nutrition, GP and dentist registration, and but need to make
this process simpler for parents.

Building a strong relationship with the social prescriber is important, and being clear on
consent and what can and cannot be done with information.

Childs Voice-Learning

Engaged researchers looking at ways we can engage CYP in research.
We utilise illustrations for feedback which is effective for CYP and parents.

42



o We engage young people through questionnaires, co-designing services, and listening
to recommendations as part of ‘business as usual’ work.

e All partners agreed that national learning about early years’ child’s voice would be
helpful.

Recommendations

1. ICStoincorporate these experiences and learning into their commissioning strategies.
2. ICSto share the evidence base around how to effectively incorporate the under 5s child’s
voice in commissioning.

3. Future procurement exercises to factor in adequate timescales for organisations to partner
up and consider joint bids.
4. Brentsupported a joint contract application and once this matures additional learning will

be useful for the sector.
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Outreach events

Health and Wellbeing fairs
An important feature of our collaboration with the local communities involved with the pilot

sites was the setting up of “Health and Wellbeing fairs” to showcase the professional and
voluntary organisations which operated in the hyperlocal areas.

During the pilot period, both Harrow and Brent undertook these fairs and used the opportunity
to launch their innovation funds at the same time.

Figure 19. Flyer for the Health and Well Being Fair in Harrow

North West London |

EALTH §
AL Belll;

JOIN'US

ENJOY REFRESHMENTS/LUNCH AND THE SPEAK T0 PROFESSIONALS WHO WORK WITH
COMPANY OF PARENTS CHILDREN AND LEARN ABOUT SUPPORT SERVICES

ATTEND PARENTING WORKSHOPS FIND OUT ABOUT HOW TO
ON HOW TO PROMOTE GOOD BEST SUPPORT YOUR CHILD'S
MENTAL HEALTH FOR YOUR CHILD HEALTH AND WELLBEING

LEARN ABOUT AN EXCITING
COMMUNITY INNOVATION FUND

THURSDAY

BEACON CENTRE, 9 SCOTT CRES, HARROW HA2 OTY

The NWL ICB and Harrow Association of Somali Voluntary Organisations (HASVO) successfully
collaborated and hosted the Harrow Babies, Children, and Young People’s Health and
Wellbeing Fair in February 2024. The fair hosted over 30 professionals coming together to raise
awareness of the support services available to the local community. Stalls for different types of
services and information were set up for the community to explore which included services
such as CAMHS, vaccinations, and the Harrow Law Centre.
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Figure 20. Layout of the Health and Well Being Fair venue
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Two repeating workshops were also delivered for the local community on the topics of child
speech and communication development, and child mental health; both were oversubscribed.

Figure 21. Photos from the event
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The average cost of running the fair was around £3,500 which was less than £1 per person
attending.

During this fair, the team collected data with an aim to assess how successful the event was in
engaging the public and displaying the health and well-being services available to them. This
was done by:

- Questionnaires to address how the communities felt about the event overall, their thoughts
on how the information was delivered, and how likely they would attend another similar
event.

- Stall holder feedback was collected from each stall on their views on the success of the
event and/or what they would do differently for another similar event.

- Descriptive feedback HASVO from the fair was provided to the Optivita team

- Identifying the different ethnic groups, the fair attracted through a ‘map and sticker’
exercise.

A similar fair was held by the Brent team which launched the ‘Willesden Babies, Children, and
Young People’s Health and Wellbeing Fair’ and aimed to raise awareness of services available in
the areas of:

- The importance of early years’ health and wellbeing

- Risks of household smoking

- Undiagnosed asthma risks

- Recognising developmental delay

- Vaccine education

The evaluation team conducted a series of activities to collect data including:

- Collecting data from the community through questionnaires (similar to the Harrow fair)
- Collecting data from the stallholders

- To capture experiences of the event through drawings and illustrations

Impact

Harrow Fair

The fair was attended by over 250 members of the local community. There was a diverse range
of people attending who were asked to indicate their country of origin via a red sticker on a map
(Figure 22).
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Figure 22. Country of origin as indicated by members of the community attending the Harrow

Fair

A total of 48 questionnaires were completed from people from the community attending the fair.

Data showed:

» 90% of participants scored the event a success (i.e., 5/5)

> 94% reported they learnt about a service or support that they were not previously aware of
» 33% reported that the information on mental health was the most useful

» 100% reported that the fair increased their confidence in seeking support available to them

Figure 23. A word cloud generated by the community who attended the fair

2 sitting
g %/p easedsud.,,m,,,
;; hildren=tmosphere
spohe substance
N he althmw
0 gl 1 ether
know"’% NTE

v( (h;nko wgr
e"”:':‘?‘:fl’geg o ens \ ﬁg‘z“ "‘:l"r“ %"'“‘
signsififOT o
undesrﬁ;ﬂdyoung% "“"’gh J oy‘é"c avallable

““’M“@afamily \ sf:amhs
““'“’é‘a‘hngsy'ri?x‘om?‘ ’

47



Feedback from a community member who attended the fair can be listened to here:
https://youtu.be/sSbfeWO7tH4?si=Mv2Zaopdlu91NctK

Stallholder feedback
Obtaining stallholder feedback was challenging, with only a few stallholders completing

feedback forms. However, the few who did reported opportunities for insightful learning, and for
both networking and shared learning.

Community outreach event
Another initiative has been developed in Harrow to introduce members of the community to the

Community Health and Wellbeing Workers (CHWWs) and other members of the hyperlocal
preventive care team both within the NHS and local authority and VCS.

Figure 24. Advertisement of an outreach event planned as a direct outcome of the success of
the Health and Well Being Fair
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il Meet your local Community
GP Direct and

Shaftesbury Health and Wellbeing Workers
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@ Q&A with your local Health Visitor

@ GP tips for a healthier family
through Winter
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»
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>
z
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Christ Church Roxeth,
Roxeth Hill, South Harrow, HA2 0JN
Space to store buggies outside.

No need to book. Just turn up. @
Any questions email: optivita@blossomantenatal.com . SCAN HERE

Figure 25. Photos from the event
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The event was very well attended and have led to:

Increased understanding of vaccination and responding to parent questions

Increased awareness of GP services and support (e.g. helping parents to make
appointments through the Providing Assessment and Treatment for Children at Home
System (PATCHS), a non-urgent online consultation service that allows patients to quickly
and easily access GP services online)

Direct referrals being made of individuals to local speech and language therapy and health
visitor support

Introduction to the local Children’s centre staff and family hub activities for infants and
parents

Brent Fair
The Brent fair took place 13" June 2024 in Willesden Sports Centre. Table 6 shows the timetable

for the event.

Table 6. Brent fair timetable

ftem _______________Jlead _____________Time |

Welcome Professor Mitch Blair 10:30-11:00
-Project Launch Dr Muhammed Najim

-Fair Objectives Dr Muhammed Najim

-Fire Safety/Toilets Andy Moore/Gulnahar Savory

-Innovation Fund/Evaluation Andy Moore/Gulnahar Savory

-Food Voucher Andy Moore/Gulnahar Savory

Main Hall

Speech and Language: helping Alison Westwood & Isabella Sartori 11:00-12:00
under 5’s become confident
communicators

Room

Lunch & Refreshments- Main Hall 12:30-1:30
Face painting - Main Hall 1:00-4:00
Bouncy Castle - Side Hall All day

Mr Magic Bubbles — Main Hall 1:00-4:00
Event Close 04:30
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Atotal of 110 attendees visited the Brent Fair. The Brent team provided the information on the
attendees by gender, age, and by locality and index of multiple deprivation (IMD) of Brent
residents (Figure 26).

Figure 26. Demographic data of those attending the Brent Fair from the local community
(n=110)

% Attendees by Gender % Attendees by Age Group % Attendees by Locality and IMD of the Brent Residents
45%

1 12%

2 13%
Male 15%
Female 85% 22% . 2%

17% 4 26%
9% 5 12%
5%
1% 6 4%

20-29 30-39 40-49 50-59 60-69 70-79

Most of the attendees Nearly 7 out of 10 attendees we Most of the Brent residents who attended were from
were Female (85%) under 40 years old (67%) deprived areas. A quarter were from IMD 1-2 (the most
deprived quintile) and 83% were from IMD 1-4 areas

% Attendees by Ethnic Group % Attendees by Ethnic Sub - Group
Arab 8%

White British "%

Canbbean 0%

Other 38% Other White 0%

Brazilian "

White 22% Other asion [l 5%
Pakistani %
Black 16% African 4%
Chinese ax
Asian 15% Any Other 3%
Indian 11
Mixed 7% Other Mixed | 3%
Somal m
Unknown | 1% Latin American | 2%

White & Asian | 2%
White & Black Carib. 2%

tish | 1%

Unknown | 1%
Nearly 4 out of 10 attendees were from ‘Other’ ethnic A quarter of attendees were from Arab communities and the
backgrounds (38%) and White attendees were the next largest next biggest group was White British (11%) followed by
o
group (22%) Caribbean (10%) and Other White (10%)

A total of 74 questionnaires were completed by the community attending the event. Data

showed:

> The fair was rated, on average, 4.6/5

» 63% reported that the fair increased their confidence in learning about services related to
household smoking

> 75% reported that the fair increased their confidence in services related to childhood
development (e.g. speech, language, walking, and growth)

» 93% reported that the fair increased their confidence in the health and wellbeing services

available to them.
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» 57% of the community reported visiting more than 5 stalls

A deep dive of the data was explored to identify the most popular stalls visited on the day by the
community. Data showed that 57% of the community reported visiting more than 5 stalls with
the most popular stall being the healthy eating stall, followed by the vaccination stall; 35%
reported being the most satisfied with the advice they received around vaccines.

Stall holder feedback
Stallholder feedback was gathered by the Clinical Lead, Mitch Blair (MB).

MB visited each table in turn in a systematic approach asking each stallholder how many
children and families visited their stall and what impact they felt their presence had on the
audience who attended.

» Each stall was visited by 30 to 40 parents each (range 18 to 57).

» Oral health infant feeding and healthy eating stalls were extremely busy and had the
advantage of being the first stalls as parents entered the main hall of the sports centre. The
oral health stall was able to direct parents to dentists who were taking new NHS patients
under the age of 17 and in particular were baby friendly. A mother was sitting at the stall with
her nine-month-old infant and was immediately shown via the NHS app how to access her
dentist using the postcode for her house.

» The Brent Health matters clinical team saw 57 people screened for diabetes, blood
pressure, and weight management, with two referred on as new cases of newly identified
hypertension.

» The immunisation vaccination table had 34 engagements and conversations with a variety of
parents from different backgrounds who were considering immunisation for their infants and
had many questions that they wanted answered. This stall provided the opportunity for
parents to have a longer conversation with two specialist nurses. Although there was
provision for infants to be vaccinated on the day, none of the parents attending took
advantage of the opportunity to have their child vaccinated.

» Two mental health stalls provided a lot of information, particularly for adolescent mental
health issues. This is of particular value to young parents in the area who may well have
possible mental health issues. The insights from this team were invaluable in that they
stated quite clearly that family and friends were the first port of call for most young people
with mental health issues and therefore using peer mental health/wellbeing champions in
schools might well be a strategy that Brent would like to consider in the future.

» Citizen's advice Bureau and Brent Health Matters employment team (Brentworks) stated
that the most common matters that were discussed were housing and Universal Credit. They
had 25 individuals at the stall that were directed to resources to support them in their
locality.

» The health visiting stall gave away 25 packs of health vitamin drops to those that visited the
stall as well as explaining how the services worked in the parent areas. Speech and language
therapists carried out two workshops with 12 families each that were very successful and
well received. Two referrals were made directly to the service.

» Atriage officer for the early years’ service hosted the early years team /family hubs and Start
for Life which had 12 positive engagements from 30 families where families were connected
to the local family hubs in their area.

» The water safety team were promoting swimming lessons and had 10 definite recruitments
on the day with five to six further online applications for water safety and swimming lessons.
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Lessons learned

The concept of a “Show and Tell Fair” was well received both by the participants who were
stall holders and the audience. There was a vibrant atmosphere and a lot of sharing of
information not only between parents, but also between stallholders themselves who were
curious about each other’s services. A number of referrals were made on the day to different
stalls as parents were being directed from one area of the room to another.

The whole event was facilitated by activities for children including a bouncy castle, and a
children's entertainer in the main room itself. | personally enjoyed meeting so many of the
agencies that are working in the locality and having the time to spend with professionals and
finding out about their particular insights of how we can best help the local community. The
event was used to launch the ‘community innovation fund’ to provide information for the
audience and encourage bids for projects to be generated from the community. Incentives
(£10 Sainsbury’s food vouchers) to attend were used but were probably not entirely
necessary to ensure attendance and a substantial number were not collected on the day.

Recommendations

Attention to detail around signposting especially for workshops and children's activities.
Evaluations of events which involve a number of partners should be designed
collaboratively. (Imperial College carried out its own evaluation but Brent Health Matters
had staff to also carry out their own evaluation with similar overlapping questions. The
advantage of the Brent Health Matters evaluation was that there were some very probing
goal orientated questions asking parents to set goals after the day with a view to following
up after six months to check if those goals had been achieved).

The acoustics in a large hall was difficult and therefore a fully functioning personal address
system is vital. This would allow for a proper introduction for the day when people all
people can hear appropriately.

Incentivising completion of evaluation forms with food vouchers, in this case Sainsbury's
(£10), was helpful in ensuring a good response rate. A QR code was used for electronic
data collection via a Qualtrics link, providing options of how to feedback.

These events provide an excellent opportunities for both service providers and service
users. However, it is vital to ensure that appropriate filming and photographs can be taken
on the day. This requires consenting and organisation in advance with the various
communication teams and ensure appropriate joint governance is followed.

The return on investment in community outreach events; the cost per attendee was
estimated at around £15.60 per head including all refreshments and room and equipment
hire, vouchers, and child entertainment and creche facilities, etc. The value to the local
community was in terms of information exchange, new knowledge, referrals to services
and the building of trust. Several attendees subsequently applied for innovation grants.
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Integrated neighbourhood teams

At the time of this pilot, the concept of INTs and how they operate is still formative. In one of the

sites, the INT cuts across two separate PCNs with their own clinical directors, staffing and a
shared population of interest. We have carried out a number of pieces of work to help further
connect the pieces of the “jigsaw of services” which exist in the three hyperlocal areas. The
purpose of bringing people together to work towards a common set of goals in improving child
health and wellbeing is described in the introduction. Initially, we carried out a training needs
assessment in Harrow at the start of the pilots and went on to commission a detailed training
needs assessment in all three areas with the support of the IHV.

Training and Learning for Early Years workers

Figure 27 indicates the initial plan and intentions as set out in September 2023 and presented
to the Borough Partnership in Harrow.

Figure 27. Planning and training for the early years workers
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* Bring together to develop
curriculum
+ Evaluation methods
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It was hoped that there would be capacity to develop an ‘Early Years Academy’ in Harrow or
perhaps across all three boroughs. A multiprofessional interagency group responsible for
leading and delivering educational activities are needed to address the key ICB and local
priorities. Unfortunately, due to local cost pressures and organisational restructuring, this idea
was postponed. However, local public health colleagues in Harrow site worked very closely
with us to provide updates for all local staff in the following areas:

e Making Every Contact Count
e Oral health
e Optimising immunisation uptake

Multiprofessional intersectoral Early Years Learning Needs Assessment

In addition, we commissioned the IHV to carry out a Learning Needs assessment (Appendix 5).
for all 3 sites and all professionals involved with the Early Years Pilots. Staff input can be seenin
Figure 28.

Figure 28. Staff input into an early years learning needs assessment
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Main findings

1) There are plenty of existing training opportunities available but little time or incentive to
complete or attend.

2) Poorly curated to allow a clear idea of what the individual is expected to know.

3) Adult learning principles are key and making use of existing experience and multiple formats.

4) Generic and specific training needs clearly identified.

Joint INT learning events — ‘Munch and Learn’

These are morning meetings (Figure 29) held at a local children's centre every few weeks with
the intention of showcasing a particular topic of mutual interest to the team. The format is
networking over breakfast/brunch followed by a short presentation and then further questions
and time to connect with each other. The first of these focused on the rationale and details of
the Healthy Child Programme and the importance of early brain development. This attracted
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family hub staff, allied health professionals, the innovation grant holders, HomeStart, Dads
Matters, and Disability services amongst others with highly positive feedback.

Figure 29. Flyer for the ‘Munch and Learn’ event
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Hillview Children’s Centre
2 Grange Road,
South Harrow, HA2OLW

Working with
families with Housing issues?
Want to work together and see
how we can best support them?

A practical workshop for local
professionals from across the sectors.
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Promotion of early child development with allied health professionals

A scheme which started in Harrow to train all early year's staff in early child development and
promotion of speech communication and language in the early years has been running for over
10 years. It has over 120 staff trained to date, and has won an NHS Innovators award®.

The service’s universal and targeted offer set out to achieve two main aims:

1. Upskill and empower the Early Years workforce to support children and their families with
speech, language and communication needs.

2. Provide universal and targeted early intervention support for speech, language and
communication to children and families

Previous impact has been considerable on service efficiency:

e Areduction in the number of referrals to the Harrow Preschool Speech and Language
Therapy (HPSLT) service from 98 in the month of October 2021 to 45 in the month of October
2023.

e Areduction in children discharged following initial assessment as not severe enough for
service criteria from 38% in January 2013 to 1% in January 2023.

e Areduction to the HPSLT service caseload from 683 in September 2021 to 523 in September
2023.

e Areduction in children waiting more than 18-weeks for HPSLT intervention from 305 in
September 2021 to 127 in September 2023.
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e Areduction in children waiting more than 50-weeks for HPSLT intervention from 58 in
September 2021 to 0 in September 2023. 93% of children with mild to moderate SLCN who
received targeted support in Children’s Centres did not require referral back to the HPSLT
service.

This scheme has been embedded into the current CHWW team with monthly supervision
provided, and is aimed at the earliest identification and supportin the first 1000 days. The
scheme is also now embedded into the Ealing team’s work with the two-family health link
workers attached to both GP practices.

Parent feedback
“He is attending more to listening, he is using some words which are used here, he is improving
in taking turns and waiting”

“Yes, more confidence with putting his words together in a sentence”

“He has more eye contact, more expressions. Saying two words. He understands and shows
me and says what he wants”

“Yes, she started asking more questions — what is this. She repeats words” “She is improving in
her daily talk”

Pharmacy support for minor illness

A substantial number of infants and young children attend the ED and UCC of with primary care
sensitive conditions and low acuity illness. This is due to a wide range of factors including
parental confidence, difficulties in accessing primary care, low health literacy levels, and
preference to attend the hospital.

The Pharmacy first scheme allows many of these children to be diverted to local community
pharmacies; a well-respected and easily accessible resource for parents with virtually no
waiting times and suitable consultation space.

A part of our INT work, we have developed a very productive collaboration with our Local
Pharmaceutical Committee and have trained over 35 pharmacists in NWL to improve support
to pregnant women and parents/carers of young children. The pilot had expected to increase a
focused offer in the 3 pilot sites in a bid to reduce unnecessary ED attendances. Unfortunately,
due to internal processes and reorganisation, this part of the pilot has not been able to progress
within the timescale of the project.

Lessons learned

e The conceptof anINTis at an early stage and many processes are required to be putin place
to ensure suitable governance and information exchange between the partner agencies as
well as community connectors. This is easier in a single PCN but two of our practices
centred around a hyperlocal area are in two separate PCNs which has meant some delay in
developing the same access to records or supervision arrangements or where community
workers might be hosted. One of our team has drawn up useful guidance on IG issues which
are being included in the Early Years Toolkit to enable others to expedite the permissions
required, which will support the team work around the families.

e Learning together and getting to know the people working in the hyperlocal team is an
important step in ensuring a cohesive and efficient form of support to the families in the
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area. We have sought to facilitate this through regular local learning events as well as
community get togethers.

Recommendations

Governance

Discussions around information governance and clinical supervision and support need to take
place as early as possible in such a pilot as it can take over 6 months to agree and obtain the
correct approvals and documentation.

NHS e mails should be offered to all community connectors working in the HLPCT to improve
security of data exchange between providers.

Training

Every attempt should be made to curate and deliver both generic and specific knowledge, skills
and attitude training in early years using adult learning methods as per the recommendations of
the IHV report (see IHV link for full report) The training should be monitored as part of the
clinical supervision and appraisal processes for staff. A Borough or sector-wide approach with
full workforce lead involvement is recommended so that a clear strategy and timescale is
agreed.

Speech and language therapy led promotion of communication, is cost effective and skills up a
large early year's workforce to enable early identification and support at a UNIVERSAL level and
should be sustained.

Minor illness Pharmacy intervention should be commenced as soon as possible as a means to
divert children safely from the ED and UCC services in the areas. This has already been
demonstrated to be effective in NE London as described in the ICB Business case which was
agreed in April 2024 but has been delayed during this specific pilot period.
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What do professionals say about the pilot?

Summary of online surveys and qualitative interviews with professionals

Background

Setting up early years services to meet the needs of local families with young children is
complex. The delivery of these services to provide support and to signpost families where
necessary rely on many professionals, health care services, and local community services
working together.

Aim

We aimed to understand professionals’ (also referred to as ‘participants’ in this section)
perspectives and experiences of setting up and/or delivering early years services across the
three pilot sites.

Methods

We used an online survey and a semi-structured qualitative interview to capture professionals’
experiences. The survey was designed to identify expertise, involvement with delivering early
years services, and experiences of working with other teams. To complement this, we created a
semi-structured interview for a ‘deep dive’ into professionals’ experiences.

The survey was developed by MB, BR, and LL, and formatted onto the Qualtrics online platform.
A link to the survey was distributed by LL by email to all teams involved at each pilot site. The
initial email was sent on 15™ January 2025, and two reminder emails were sent one week and
two weeks respectively after the initial invitation.

The qualitative semi-structured interview for professionals was developed by MB, BR, and LL.
LL and BR coordinated interview times and dates; all interviews were conducted by BR during
January 2025, took place online using Microsoft Teams, and were recorded and transcribed.

To follow all confidentiality and GDPR guidelines, all the data collected from participants (the
professionals involved in delivering early years services) via the survey or the interview were
pseudo-anonymised.

The survey took a median average of 12 minutes (IQR: 9,17) to complete. The in-depth
interviews lasted approximately 45 minutes.

Results

Participants

A total of 27 participants either completed an online survey (n=17) or were interviewed (n=10).
The highest representation of participants were from the borough of Harrow (Figure 30).
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Figure 30. Number of participants interviewed by borough

n=17

Work across all
NWL boroughs
n=<5

Ealing
n=<5

Harrow +«—

Most participants were female (n=22), from White ethnic backgrounds (n=10), and within the
age range of either 31-40 years or 41 to 50 years (both n=9). Community Workers / Family Link
Workers were the roles held by most participants (n=11) who either completed the survey or

took part in the interview (Table 7).

Table 7. Participant characteristics

Characteristics n
Sex
Male 5
Female 22
Agerange
20-30years <5
31-40years 9
41-50years 9
51-60years <5
61 years ormore <5
Ethnicity
White 10
Mixed/Multiple ethnic <5
groups
Asian or Asian British 6
Black or Black British 9
Arab or Middle Eastern <5

Most participants who completed the survey or participated in an interview were Community or

Family Workers (n=11) followed by Project or Programme Leads/Managers (n=8; Table 8).
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Table 8. Participant roles in the early years services

Early Years Role n
GP Clinical Lead/Co-Lead <5
Community/Family Worker' 11
Nurse (e.g., health <5
visitor/midwife)

Project/Programme Leads® 8
Social Prescriber <5
Youth Worker <5

Inlcudes Community Health Workers, Family Link Workers,
Family Support Practitioners

3ncludes Project Leads, Programme Leads, Project
Coordinators, Programme Managers

Involvement in delivering early years support services

In our survey, we asked participants to indicate how long they had been in their role of delivering
the Early Years Pilots. The majority of participants (53%; n=9/17) who completed the survey
reported being in their role for less than six months.

The most common reason for getting involved in delivering early years services was own
interest and motivation reported by 44%. Other reasons included an arising opportunity, or
through a recommendation.

“l always like giving back and helping families” (Project/Programme Lead)

“l was very interested in children, you know, Children's Health, particularly children's mental
health and families, mental health” (GP/Clinical Lead)

Opportunities arose for involvement with the early year's pilots; participants expressed that it
was a natural progression of their role / their role evolving, or through responding to the
changing needs of their local community.

“l think it's just been a progressive journey over time...” (Project/Programme Lead)

“...because we cater for the needs of the community, it was actually responding to a need of the
community in terms of actually addressing some of their concerns, the issues around early
years”. (Project/Programme Lead)

Recommendations to become involved in the early years pilots were through being recognised
for relevant experience / expertise.

“I've covered all the child healthcare safeguarding leads....my [colleague] knew that. And
somebody put forward my name and she chatted to me and said would | be interested”
(GP/Clinical Lead)

Case finding and population health

We asked participants to tell us which population groups their sites focussed on. Participants
could indicate more than one cohort group. Children under-5 years with neuro-developmental
impairments was reported to be the highest cohort focus (53%; Table 9).
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Table 9. Focus of cohorts being supported across all pilot sites

Cohort focus n
Pregnantwomen and children <2 years 47%
Infants aged 6-8 weeks attending for their GP review as part of the Healthy 29%
Child Programme

Children aged <byears with suspected pre-school asthma 41%
Children aged <byears with neuro-developmental impairments 53%
Households where smoking has been identified (n=<5)
Mental health issues identified perinatally 29%

Participants also specified that their sites focussed on other cohort groups which included
‘young mums aged 25years or under’, ‘pregnant women and children under the age of 5 years’,
or that their services were ‘universal’, i.e., open to all families.

Decisions on which cohort groups to focus on for all the sites was reported to be largely led by

GP records (47%), followed closely by clinical experience, service demands, and using regional
data (Table 10).

Table 10. How the sites identified which cohorts to focus on

Identifying cohorts %
Clinical experience 41
Service demands 41
Using local data 29
Using GP data 47
Using regional data 41

However, most of those who were interviewed did not always know how the target cohort
groups were identified as these decisions were made either before they became involved in the
early years pilots, or they were not part of these discussions. However, those who were involved
expressed that there was a mixture of looking at local datasets and using current knowledge
and experience on the ground of the needs of their local communities.

“They identified the area that we wanted to run itin. There was a lot of vulnerable people in
terms of maybe immigrants that come in... there was different information that they had already
they'd already obtained... | think that's how they selected that particular area because they
realized there was some need within that area” (Youth Worker)

“...we took an extremely targeted approach to how we engage families. So, we looked at a range
of data sets. So public health data, education data. Community based intelligence, so from
some of our partner agencies and people like that.” (Project/Programme Lead)

Local, regional, and GP datasets were often used to identify cohorts but this rarely included

using the WSIC dataset which is specific to NWL residents. Only 6 of the 27 participants stated
that they / their teams had used WSIC datasets to identify their target groups.
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Intervention and delivery

Most participants indicated that they had sufficient staff/teams in place to deliver the early
years services. For those that indicated they did not have sufficient staff, this was mainly due to
funding or capacity.

“There is no dedicated funding for the required number of staff needed to deliver effectively”
(Project/Programme Lead)

“Due to other [staff] commitments” (GP/Clinical Lead)

A total of 76% participants reported that it took (or will take for the less matured sites) more
than five months to be able to fully deliver the intervention at their site. Barriers for not being
able to implement the intervention sooner included GDPR issues, funding, and time
constraints.

“Time constraint. Delays in project — prolonged planning/designing phase, reduced time for
implementation” (GP/Clinical Lead)

“GDPR is the main reason why myself and team haven't been able to fully work according to our
job profile roles!” (Community Health Worker / Family Link Worker)

“Accessing data was big issue” (Community Health Worker / Family Link Worker)

“Lack of referrals of [cohort group] to the project has prevented us from being able to be fully
running the sessions” (Youth worker)

However, all participants indicated that successful delivery of the services would improve the
needs of local families with young children. All participants who completed the survey agreed
that their services would provide parents with support and confidence to deal with their child’s
needs (Table 11).

Table 11. Benefits of the delivering early years services across all sites

Perceived benefits of services %
Improved knowledge for families of where to seek help/signposting 94
Faster / efficient referrals to the right team 88
Improved child development 82
Improved child health 82
Parent support / confidence to deal with their child's needs 100

“And we've already begun to see lots of very, very vulnerable families supported...and become
more integrated...we'd like to extend it to more families, but we're definitely already seeing the
benefit...” (GP/Clinical Lead)

Integrated Neighbourhood Teams
Almost half of all participants surveyed or interviewed (48%) reported that they currently attend
an MDT, and reported that they found it to be either ‘extremely useful’ or ‘very useful’.
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Of those that did not currently attend an MDT (52%), 50% had attending an MDT previously,
whilst participants who did not attend or had never attended said that this was due to ‘not being
invited’, or limited ‘time/capacity’.

“We haven't received any invite...we contact the local GPs...l know how busy GPS are, but [the
MDTs] might have been a good avenue to be invited to something like that, but we haven't
received any invite /information on that. Otherwise, we would have happily gone along” (Youth
Worker)

For those who attended MDTs, we asked whether they felt there was any professional expertise
missing from the sessions that would be helpful to have. Responses of ‘Children’s Social
Workers’, ‘Housing Officers’, ‘Health Visitors’, and ‘Allied Professionals from all areas’ were
reported as missing expertise from the MDT sessions which they thought would be helpful to
address all needs of the local communities.

Most participants reported that different professionals coming together was very helpful, but
there were challenges to bring teams together at hyperlocal level to meet the needs of the
communities. Most (n=11) reported that limited time/capacity was the most challenging issue
for bringing together teams at hyperlocal level (Table 12).

Table 12. Challenges with bringing teams together at hyperlocal level

Challenges n
Data sharing <5
Governance <5
Funds <5
Time/capacity 11
Communication 6

“...it takes three months to planning for in the next meeting and the next conversation. So,
you're a year down the line before you even do anything and things like that. So, I think the time
that it takes (Project/Programme Lead)

“...there's never enough resource; there's never enough time and these are quite common
things...” (Project/Programme Lead)

Finally, we asked what participants valued the most in their relationships by working with other
professionals during the early year's pilots. Learning and knowledge exchange was the most
valued. The comments participants shared with us included:

- Learning from other clinicians / gaining knowledge from their expertise

- Relationship building / building useful networks and contacts

- Sharing information/learnings/expertise from different professionals contributing to a shared
common goal

- Open and transparent communication which has led to more effective problem-solving and
the ability to respond swiftly to the needs of families and children served by the program

- The empathetic response and the care that everyone shows is inspiring

63



Summary, limitations, and implications

The online survey worked well to capture the views of service providers using a method that did
not seem too onerous for those completing the survey. However, responses were low despite
reminders, and the majority of those completing the survey had been in their role for less than
six months. As a result, they were not necessarily aware of all the processes needed to set up
the intervention at their pilot site, and this limited capturing information needed for a better
understanding of providing the early years services. Nonetheless, the information that was
provided complemented the qualitative surveys to capture delivery of the early year's pilots.
Our semi structured interviews worked very well for an in-depth dive into participants
experiences of delivering the early years pilots which in turn, complemented the information
captured from our online survey. As with the surveys, not all those who were interviewed knew
about the setting up of the interventions at their sites or how their target population groups were
identified. This limited the information gathered to build a bigger picture of the processes
involved to deliver the intervention to meet the needs of the local communities. Increasing the
number of professionals interviewed and surveyed would add value to learning and improved
understanding of the early years services delivery.

Lessons learned

e Professionals value this work, both for the patients they serve and for themselves. They
perceive that families have improved knowledge about where to seek help, faster and more
efficient referrals to the right team, improved child health and development, improved
support, and additional confidence to deal with their own and their child's needs. The
method of using an online survey worked well, was time efficient, and responses were
comprehensive.

e Professionals are learning from other clinicians which adds to their own knowledge whilst
also developing relationships and useful networks and contacts. This is contributing to a
shared common understanding of management goals for the family. The nature of the MDTs
is such that there is open and transparent communication which has led to more effective
problem-solving and the ability to respond swiftly to the needs of families and children
served by the program. The “joy of work” is often referred to in terms of care for the family
and for each other.

o A number of barriers to joint working have been identified with dedicated time and team
adequacy of communication being the most important, in addition to issues of data sharing
and governance, maximising inclusion of the wider team members interfacing with a child
and family.

o The MDT meetings of the GP CHHs evolve constantly over time and often start with simpler
‘doctor-to-doctor’ queries of a clinical nature. With increased levels of trust and
development of relationships, the discussions become richer and more complex in terms of
tackling the wider determinants of health. Family navigators in central London employed by
the local authority have regularly attended GP CHH MDTs.

o A successful extension of the monthly MDT has been trialed with the focus on perinatal
mental health in Harrow and has been very successful and brings in other members from
different organisations than the standard monthly meeting.

e During the pilot, Michael Griffiths, Programme Manager NWL ICB was working on the
development and use of Bl data packs and WSIC dashboard reports for the child health hubs
to use to inform earlier proactive care.
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Recommendations

1.

The effective chairing of these meetings often by the GP leads, needs to take into
consideration how members of the team can be fully included; natural power relationships
exist and the leads need to ensure that all voices are heard in the most efficient and
effective way. This will support the families discussed and also encourage team members
to challenge decisions where appropriate. One consideration might be to place indicative
timings against the individual case discussions.

It is noted that family navigators and health visitors are essential key people who have the
ability to further improve the connections between family hubs and child health hubs
through the existing MDTs in both. The co-location of staff in part or whole is known to
improve this connectivity.

Consideration should be given to focused MDT meetings around HI and Rising Risk Users
(RRU), asthma, or mental health. The ICB clinical lead for asthma (Dr Stephen Goldring)
and his team are already helping to develop this initiative.

Itis recommended that a workshop is developed to further this work stream and explore
the barriers and facilitators which might need to be considered.
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What do parents say about the pilot?

Parents’ feedback of using the early years services

Background

Understanding successful delivery of early years services requires hearing from the service-
users, that is, the parents who use the early years services. Their views and experiences can
help improve service providers’ understanding of the needs of the local population, and ensure
that providers are meeting population needs have a wide reach.

Aim
We aimed to understand mothers’ view of using the early years services including what worked
well and what may not have worked well, and barriers and facilitators of service reach.

Methods

MB, BR, and LL created a semi-structured interview. Mothers were invited to participate by the
local organisations involved across all three sites. Due to low response rates, and time
constraints to pursue this, only one interview was completed. However, to gain more feedback
from mothers, organisations asked mothers to send in a written, audio, or video of their
experiences of using the early years services.

All confidentiality and GDPR guidelines were followed; data presented are pseudo-anonymised.

Results

Participants

Participants were from Harrow or Brent; information was collected from 5 parents in total. It
was agreed that we would not pursue mothers from Ealing based on advice from the Ealing
StartWell Clinical Leads; building trust with families takes time and it was not feasible to ask
families to participate in interviews whilst they were in the processes of building trust with their
communities.

How mothers were referred to the local services
Some mothers were referred by a clinician whilst others made direct contact with their clinician
for a referral or reached out to the early year's services directly.

“Basically, my son was very ill... [I] took him to the GP... and then the GP referred him to the A&E
and then... we have to refer you to the specialist”

“I’m so pleased | found the courage to reach out to my GP to enquire about services / support
available”

“l was first referred to this service after my 8 week postpartum checkup at GP direct”
“l got in touch with [name] from Blossom”

Reasons for needing support from early years services

The help families needed ranged from medical issues to housing and/or finance. These different
issues for which families are seeking support justifies the need for integrated services to be
varied in their care to ensure they are able to help or signpost families to the relevant
organisations (from medical issues to housing issues) for help.
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“l was struggling heavily with some finances, and | was in desperate need for some stuff for my
child.”

“...my son needs it because [his] allergy [is] very high...with everything... the weather event, the
grass, the trees, everything...the food...[he] cannot eat seafood, [he] cannot have dairy.
Anything to do with gluten basically leaves [us] with dry food.”

“Having SEN twins can be challenging”

“...there was a water leak from the bathroom to the kitchen and they [housing officer] said this is
your ultimate, if you if you refuse it, you make yourself homeless. And | was just a single mom
with three children at the time”

How the services helped the family

From practical to emotional help, the organisations and workers which the families interacted
with were vital to mothers’ feeling that they were being heard and supported, and that there was
help and support available to them.

“They understood my pain and that's what you need...when you very worried about something
and simply sit front of you and when you're talking about your story and they listen, that's what
they [people] need”

“I met Blossom employees and found the sessions useful in that we could say what issues we
were having and there were several people with a variety of life experiences to give advice and
different perspectives”

“I was invited to Breakfast with Baby at the Blossom Hub...it was really nice to chat to other
mumes in the area and | found it to be a friendly, supportive group”

“...putting me in touch with parent/ carer forums to enable discussion and learn more about
EHCP”

“[She] have spared her time to understand, she empathises [with] the situation... she was very
much happy to help me where it was possible for her do so and | must say she has helped me a
lot...her special efforts to look after me”

“l got in touch with [name] from Blossom, she spent her time to understand what my
requirements are, and she talked to me about my life a little bit, obviously to understand where |
am coming from”

“Baby massage was informative, relaxing and we both enjoyed the sessions - since it was the
same people each time, we could get to know each other over the course of the week”

“Suggestions were offered for how | might approach solutions, and | was given contact
information for talking therapies should | feel | need more assistance”

“...they treat people equally...they help the people”

How families describe their experiences overall

Overall, experiences for all mothers was positive. They were all very grateful for the support they

received and the different ways in which they could be supported, e.g., either directly through

the community health worker or family link worker, but also through the groups or classes they

attended where they had opportunities to meet other mothers going through similar situations.
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“Was hard to reach out and admit | needed help but glad | did”
“[Blossom worker] has called to check in periodically”

“I have felt supported throughout and it's been very helpful to have someone to discuss my
worries with, especially since my family are not close by...”

“I feel so comfortable to talk to her and without feeling a bit awkward of asking for help which is
the main thing”

“...if we have people like [name] and the institute like Blossom, it’s just blessings”

Summary, limitations, and implications

All the parent feedback we received was positive. In our one semi-structured interview, we had
asked the parent whether there was anything she did not find helpful/did not work well with the
interactions she had with the early year's services, but she had had a very positive experience
and could not find any fault with the support which she received. In the interest of balance, itis
important that views of those who have not had good experiences are also captured.

Unfortunately, we were only able to secure one interview which was completed, and there were
challenges in recruiting more parents to participate mainly as it takes time to build
relationships with the mums and be able to encourage them to agree to an interview.

The written/audio/video experiences of parents providing feedback were not structured,
therefore it was difficult to elicit detailed views on both good and not so good experiences.

Capturing the views of parents is vital to the success of early years interventions. All sites have
expressed the time needed to build trust with families. Often, the root causes of issues, which
manifest in other ways, is identified over several meetings. To be able to secure more interviews
with families, which is crucial to evaluate early years impacts, researchers also need to build
these relationships with the families by attending sessions or events where they can interact
with the families and build trust. However, academic evaluators need to be supported by those
delivering early years services to help facilitate the need to inform practices of delivering of
early years interventions to local communities.

Lessons learned

e The importance of parents being listened to in a respectful way which includes social,
emotional and cultural “intelligence” and requires time both to develop relationships and
trust and allow parents the confidence to identify their needs more clearly and define their
own goals.

e The practical support given to parents with continuity of relationship with key individuals is
highly rated by parents, enhanced by a real understanding of the individuals who might visit
them at home.

e Home visits on a parent’s “own turf” has informed an opportunistic approach to needs
assessmenti.e. by seeing first-hand the environmental circumstances that a parent and
family is living and relating within.

o There are very high levels of need in the community in terms of cost of living and debt, poor
housing condition and food poverty, especially in the most disadvantaged
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Recommendations

Training of staff in active listening should be essential for all staff

Consideration should be given to use of standardised tools in all sites for ascertaining
social determinants (SDH-Q) and monitoring progress against goals set (MYCaW,; see
Appendices 3 &4), this will allow longitudinal follow up of cohorts of parents and families
and measure changes over time. It takes time for community workers to develop sufficient
trust with a family to undertake these in a non-judgemental, respectful way.

Clinical decision quality is a major factor in resource utilisation and efficiency in the
system and should be better quantified. Future research with parents and professionals
alike would benefit from a researcher in residence or in situ observation of interactions to
better understand what characterises a productive relationship, and to be able to describe
in more depth the interactive and decision-making processes.
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Case studies from all three sites

Twenty-one anonymised case studies seen by the early years professionals from all three sites
were shared with the team (Appendices 6 & 7; these list each case, how they were referred, and
actions that were taken. There is limited follow-up data available from a number of these as
they are still active).

Themes
The themes emerging from the case studies are:

Engagement: a number of phone calls, emails, and in person visits were made in order to
engage individuals. Often there were numerous successful contacts before parents felt able
to speak to the team members.

Referral sources: most of these were identified by the GPs in opportunistic encounters. As
the community workers embedded themselves, more referrals came from this source.
Existing community groups: including postnatal classes where parents in need of support
could be identified.

Common issues emerging (often multiply) included:

Loneliness and language barriers

Transition to parenthood and transition to work

Navigating the system

Inter-partner relationships, marital issues, criminality, sexual assault
Parental mental health issues

Infant and child illness and how to deal with these

Child development and possible autism/ADHD and support for SEN
Finances

Housing (overcrowding and physical environment)

Nutrition (breast feeding, weaning)

Actions taken

Listening: the most important element of these encounters was the opportunity for families
to be able to share their stories in a less time pressured setting, preferably at home, rather
than a 10-minute GP consultation.

Practical and emotional support: many families were helped with accessing or having
equipment supplied such as safety locks, baby materials nappies, a buggy, food vouchers,
clothing, etc.

Encouragement and empowerment: community workers were successful in helping families
to be more confident and self-sufficient, e.g., being able to access charities and voluntary
agency support, and upskilling individuals to also volunteer. Another aspect provided
opportunities for parents to meet with each other and connect with other community
members.

Referrals made to agencies: referrals were made to over 20 different agencies working in the
neighbourhood or wider area. These included legal services, speech and language therapies,
Blossom maternity, HomeStart, and CAMHs.

Outcomes

Space and time: parents valued the time given by the workers often over many hours and
several meetings

Decrease in loneliness

Increased confidence

Reduced stress and anxiety
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- Encouragement to seek language classes
- Improved Digital literacy
- Readiness to return to work

Lessons learned

e The importance of community presence and connecting with people.

e Being able to identify what is important and priorities from a parental/carer perspective.

e Arecognition of the importance of parent goal setting as a means of monitoring impact.

e Astandardised assessment tool such as MYCaW or social determinants measures is
necessary to support the evidence base for this type of intervention.

e This is an effective way of addressing health inequalities and meets the needs of the Core20
plus 5 programme

Recommendations

1. To usethis learning to co commission services together with parents and carers

2. ICS needs to review its strategy around co production with parents and wider community
with an emphasis on the power dynamics which can be barriers to effective and
meaningful collaboration

3. ICSto use its expertise to improve communications and branding of integrated care teams
and their role

4. |ICSto consider how best to engage parents and VCFSE organisations in training and
upskilling ICS workforce
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Specialist clinics

In response to both the case finding and population health management data, the GP leads in
each area established a specialised clinic.

1. Create Brent: Preschool respiratory clinic
2. Optivita Harrow: Parent Group Consultations for perinatal mental health
3. StartWell Ealing: GP early years enhanced review

These clinics were established late into the pilot period and have gradually increased in activity
as the staff and equipment has been put in place. Data is being collected continuously and, in
some cases, has yet to be analysed fully.

Brent, Create: preschool respiratory clinic

The Early Years Pilot in Brent, led by Kingsbury and Willesden (K&W) South PCN, and funded by
NHS England via Northwest London Integrated Care Broad (ICB), focuses on addressing
significant health inequalities among children aged under-five in the Willesden neighbourhood.
This is one of the borough’s most deprived areas and targeted interventions are in place for
respiratory health, smoking cessation, and neurodiversity support. The pilot aims to deliver
improved health outcomes and community-wide benefits. Early data from the initiative (the first
14 cases) demonstrates measurable successes, including a 100% increase in the number of
asthma action plans for clinic attendees, enhanced inhaler use, and positive engagement with
smoking cessation services. Positive feedback from those reviewed, as well as clinicians
involved, highlight the effectiveness of a multi-disciplinary and integrated approach to health
delivery in underserved populations.

The pilot also delivers the challenges of innovation through community-driven projects funded
by the Innovation Fund, addressing oral health, nutrition, and health equity. While challenges
such as delays in IG and resource constraints impacted progress, the pilot has provided
invaluable learning for future initiatives. The project showed an example of building a service
which delivers high value outcomes and can be used as the template for the potential
development of CYP services nationally. By integrating clinical care with community-led
solutions, it offers a replicable model for tackling early years health disparities and informs
strategies to sustainably improve child health outcomes across England.

Cost benefit
The cost benefit analysis is described under the ‘Pilot Sites Cost’ section, and more detail is

provided in Appendices 9a-9¢g.

o Referral Criteria: GP search for patients with “more than 3 short-acting beta agonist
prescriptions in the last year”

e Team - Senior paediatric registrar (Imelda), GP with experience in paediatrics, paediatric
respiratory nurse specialist, children’s community support worker, project manager.

e How many seen - 13 (14 booked, 1 did not attend (DNA)) from Sept 2024-December 2024

Personalised Asthma Action Plan (PAAP)
e How many had valid PAAP before - 3/13
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How many had valid PAAP after - 13/13 (100%)

13/13 (100%) had their inhaler technique checked & reviewed
7/13 patients (54%) had medication changed or issued

7/13 patients (54%) had skin prick performed

4/4 (100%) improved their asthma symptoms on 2™ visit

Smoking Cessation
Of smokers who lived in a household with a child aged 0-5 years, 60% were reported not to be
interested in the smoking cessation service (Figure 31).

Figure 31. Percentage of smokers living in a household with a child aged 0-5 years
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Typical case from the preschool clinic

A family of three with a strong atopy history

The early years’ pilot respiratory clinic for under-5’s in Willesden is under way. As part of this
clinic, a family with three children, each with multiple atopic diseases including asthma,
wheeze, hay fever and eczema, was seen. Between them, the children had in excess of 20
different inhalers, spacers, nasal sprays emollients, EpiPens, antihistamines and eczema
treatment creams. These were being stored together and were sometimes shared between the
children. This is not good practice for many reasons, including the spread of infection when
sharing emollient creams or inhalers. Furthermore, it was established that due to the sharing of
inhalers, the number of requests for each inhaler were not accurate on their GP records. This
can also lead to assumptions that their respiratory tract conditions were better or worse than
they actually were. The current medication they were each using did not match accurately to
the GP records for that child.

Actions taken

e Time was spent rationalising the medicines, discarding old medication, labelling medication
appropriately, and separating those for individual children.

o Acutely one child with infected facial eczema was put on a course of antibiotic and steroid.

e Family was educated on how and when to use each medication including inhaler technique,
and how to apply creams.

o Aformal diagnosis of asthma was made and coded.
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e Skin-prick testing was performed which identified allergies that were previously not detected
as the children were taking antihistamines at those times, i.e., false negative results. Now
the family could identify what may be triggering each child.

e A dehumidifier was provided to combat mould, which may be triggering asthma symptoms in
the children (especially as one was proven allergic to a certain strain of mould tested in the
clinic via skin prick testing).

e A home visit was undertaken, and the community worker was able to work with the family to
find a better solution to storing medicines, so each child had their own individual medication
box.

o These simple steps meant that at follow up clinic, each child’s symptoms were better
controlled, and the family provided positive feedback.

Learning points

- Notto assume parents/carers are taking their prescribed medication.

- Education and explanation of medication to parents/carers.

- Education of practical aspect of medication to parents/carers e.g. inhaler technique, how to
apply creams.

- Individually assessing patients in group sessions.

- Importance of joint care and integration; able to address social determinants, asthma, hay
fever, eczema, all in one clinic.

- Learning for clinicians on all levels.

- Reduced potential hospitalisation via optimisation of medication.

- Importance of follow up prior to discharge.

- Importance of home visit to assess social determinants.

- Good relationship built with extended time with family/patient — 30 minutes vs. 10 minute
rushed GP consultation.

Asthma Clinics: feedback from parents

Figure 32. Patient satisfaction with the asthma clinic service

Patient feedback

How much do you agree or disagree

with the following statements?...
1. "l am very satisfied with this clinic"
16/17 strongly agree
1/17 Neither agree nor disagree

2. “I would recommend this clinic to other people like me”

16/17 strongly agree
1/17 Neither agree nor disagree

3. "This clinic has increased my confidence in my child's condition

16/17 strongly agree
1/17 Neither agree nor disagree
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Optivita Harrow: parent group consultations for perinatal mental health

Parenthood involves major psychological and social lifestyle changes that can be stressful for
parents and may result in new parents experiencing less confidence in fulfilling these new
roles. Early parenting interventions have been developed to help support new parents to
acquire the knowledge and skills to fulfil these new roles, with the hope that this would improve
their confidence levels. Preliminary evidence highlights significant improvements in parents’
confidence following parenting interventions. However, the evidence base remains mixed and
limited. Additionally, within the UK, there are issues with access to perinatal mental health
services, particularly within underrepresented and ethnically minoritised communities. There
have been attempts to increase the availability and acceptability of parenting interventions for
those from socially excluded and low-income families and this has come with mixed success.
Therefore, there is a need to continue to trial early parenting interventions for those in
communities traditionally not accessing services targeting those from ethnically minoritised
groups, with the hope of improving parental confidence and wellbeing, and access to services.

Number of attendees to postnatal drop-in groups
From August 2022 to December 2024, 38 parents attended postnatal drop-in groups.

(No sessions ran in September 2022, February 2023, May 2023, February 2024 and March 2024.
There was a pause with the groups between March 2024 to around July 2024 due to the
handover of the project from Sphere PCN to Blossom charity).

Quantitative data: outcome measures
The outcome measures that are being collected include the Karitane Parenting Confidence
Scale (KPCS)?* and the Patient Activation Measure (PAM-13)%,

- 54 parents completed the outcome measures from October 2022 to December 2024.

- Parents completed both measures at the start of the drop-in session, and again at the end of
the drop-in session, providing a pre- and post-measure.

- 12 parents completed in full both pre- and post-measures: 22.2% response rate.

- Total pre- and post-PAM-13 completed measures: 19.2%.

- Total pre- and post-KPCS completed measures — 13%.

- Total missing pre-PAM-13 measures: 51.90%.

- Total missing pre-KPCS: 17.30%.

- Total missing post-PAM-13 measures: 70.37%.

- Total missing post-KPCS: 64.80%.

- Missing data from the 20" Dec 2022 group: 6 parents; missing data from the 30" December.
2023 group: 3 parents; no sessions in Feb or May 2023.

Qualitative data

An MSc student, Sheli Algranati, based at the Royal Holloway, University of London, is working
in close collaboration with Dr Jamila Sherif, to evaluate an Optivita postnatal group
consultation for new parents in ethnically minoritised groups. The work is currently ongoing but
an outline of the work is provided below.

Postnatal Group Consultations

Group consultations are an efficient way for primary care practices to give more time to
individuals with long-term needs. The aim is to bring individuals together in a facilitated group
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setting to help them to better manage their own health while sharing their experiences and
learning new skills?®.

This Postnatal Group Consultation brings together groups of parents (who come under the
Optivita inclusion criteria) with babies aged 0 — 6m who have been identified by any health care
professional, Blossom staff member, or who have self-referred. This support could be for
mental health, infant feeding, self-care, baby care, or many more issues that affect new
parents.

Health care professionals who work with new parents such as Early Support, Perinatal
Improving Access to Psychological Therapies (IAPT) Practitioners, Maternal Trauma and Loss
Service Practitioners, Infant Feeding Specialists, and Health Visitors, are always welcome to
attend but they are not specifically invited due to the unpredictability of parents’ attendance
and the need to ensure that the health care professionals’ time is used wisely.

Through invitation (Appendix 10), parents were invited to attend a monthly-run Postnatal Group
Consultation. The set-up of these consultations is shown in Appendix 11.

Parents who attend the group are commonly recommended and assisted with the following

referrals (not an exhaustive list):

- |APT Talking Therapies

- Children’s Centre (including registration)

- Trauma and loss services

- HomeStart for volunteers to go into their home to assist with and model parenting duties

- Infantfeeding services (including support group and drop ins)

- Drawing into other Blossom Services such as Baby Massage, Breakfast with Baby, ESOL with
baby and Transition to motherhood discussion group.

Parental attendance to the sessions is unpredictable. To improve attendance, the following was

identified:

- A GPreferring the parent and verbally requesting them to attend.

- The Optivita Social Prescriber phoning and texting the parents on more than one occasion
explaining what the group is about and what will happen.

- Starting the groups at a later time later; this has been difficult logistically for staff and room
availability but is being considered.

- Avideo to show more information about what happens in the group, introducing the leaders,
and practicalities, i.e., where the prams can be left safely during the sessions. This video is
now in production.

Example Case Study

A mother with a 10 week old baby was unable to attend the Postnatal Group Consultation but
was in great need due to feeling anxious about her unsettled baby. The Social Prescriber and
the Specialist Perinatal Group Facilitator were able to arrange a one-to-one meeting with the
mother before the next group consultation which she attended.

Although an unsettled baby was the primary reason for her referral, there were other issues
identified during the consultation:
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- Anxiety due to previous professional experiences relating to birth and newborns. Birth
trauma that she hadn’t recognised due to rationalising her experience based on professional
knowledge and experiences. The Social Prescriber and the Specialist Perinatal Group
Facilitator explained how birth trauma naturally raises parental anxiety levels.

- The Social Prescriber and the Specialist Perinatal Group Facilitator discussed different
soothing techniques the mother could try with the baby including ways to increase her
partner’s confidence with baby soothing to provide her with more breaks.

- The Social Prescriber and the Specialist Perinatal Group Facilitator discussed simple ways
for her to have moments of peace and rest.

- The mother had been previously advised to stop formula top-ups in addition to breastfeeding
and was overwhelmed by this as her only breaks from constant breastfeeding was her
partner providing top-up feeds by bottle. The Social Prescriber and the Specialist Perinatal
Group Facilitator discussed paced bottle feeding to make sure that baby ‘worked’ for the
top-up so she could see whether the baby really needed it. Other ways her partner could
provide support so that she could have breaks were also discussed.

At the end of the consultation, the mothers goals were to:

1. Respond to the Trauma & Loss service to which the Social Prescriber had made a referral.

2. Attend Blossom Baby Massage with the Specialist Perinatal Group Facilitator to learn more
baby soothing techniques and gain support from other mothers.

3. Attend the ‘Transition to Motherhood’ discussion group at Blossom Hub.

At the end of the consultation the mother seemed visibly relieved.

StartWell Ealing: GP early years enhanced review

GP early years support

This work is centred around the Healthy Child Programme (HCP) and is designed to identify
issues in 0-3-year-olds who require additional support and seen in the GP practices. The
patients are referred onto the family link workers for more detailed assessment and also
promotion of development. The local paediatric therapists are using a training programme for
the link workers which is evidence based and has already had significant success in Harrow?:.

Key learning objectives for family link workers

o Understand typical development for children aged 0-3 years in the areas of child’s early play,
communication, motor, sensory, engagement and participation, with a specific focus on 0-
12 months.

e To learn to observe parents interacting with their children using a structured framework.

o Recognise when children are not developing typically and when they may need additional
support.

e To learn arange of interventions and be able to model these to parent/carers to help them
support the development of their child’s skills.

e To understand the principles of parent/carer coaching and when it is appropriate to
implement.
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e Be able to make time timely and accurate referrals to paediatric therapy services.
e Signpost parents/carers to appropriate services.

At the time of this report, 27 children aged under five years have been seen with a variety of

issues. The most common themes for which parents in Ealing are requiring support:

Support needed for parents

e Difficulties coping with parenthood (mother & father)

e Difficulties coping with children needing support for special needs and disabilities
e Depression/ anxiety

e Financial worries

e Own needs/disabilities (bi-polar, autism)

e loneliness/isolation

Support needed for children

e Special needs and disabilities
e Behaviouralissues
e Feeding

Other common themes are language barriers and some reluctance from parents to attend
sessions recommended by family link workers which would increase the family’s support
networks. Details of each case is shown in the Appendices 7 & 8.

Lessons learned

These three clinics required careful thought about how families would be identified and
engaged with services on offer. The time taken to develop a trusting relationship with
statutory services cannot be underestimated and in many cases, it took several attempts for
families mostin need to engage.

The set up of clinics also required additional administration support (e.g. communication to
families, appointment arrangement, follow up)

from the practice staff, already under some pressure with the usual day-to-day routines.
Developing and agreeing clear process pathways helped to visualise the services on offer as
well as work out what was needed to run the clinics.

GP time was paid for as part of the pilot funding but sustaining this within existing funding
streams will be a matter for local decision makers. The PCN Clinical Directors and the Child
health leads are individuals who need to be involved at the earliest planning stage of such
projects.

The information governance and the necessary permissions to share data for clinical care
with appropriate community connectors requires early consideration and being mindful of
the delays which are inherent in obtaining such permissions.

Procurement processes for additional equipment can be facilitated by multiple use of such
equipment in the practice with other adult and child populations e.g. point of care testing for
eosinophilia
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Recommendations

1.

Specialist clinics have been set up at specific practices within a PCN. In order to provide
equitable access to all practices eitherin a PCN or INT will require agreement by individual
practices and the design of inclusive pathways.

Information and clinical governance requirements need to be considered as early as
possible when initiating the clinics

Administrative support must be designed into the operational requirements of establishing
and ongoing monitoring of clinics.

Senior trainees in paediatrics, close to CCT, are in a good position to support such clinics
but must be in turn have supervision from a named consultant paediatrician with the
necessary expertise.
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Toolkit

This BCYP toolkit has been created as an improvement tool to help staff and service users set-
up, create, monitor, and measure impact of early years GP CHH programmes in all PCN
locations across NWL. The toolkit is informed by the processes undertaken by the sites
delivering the early years pilots. Through the sharing of experiences, tools, and techniques to
aid development, support improvements, and further understanding of impact and child
outcomes, this toolkit includes processes that were necessary to inform others who are
developing and implementing similar early years programmes.

The toolkit is designed to be interactive and easy-to-use with practical information about
service development, pathways and processes to provide equitable access, professional
collaboration, and integration of child health and care. It includes summaries of key
information and techniques to enhance services involving staff, patients, and members of the
community. Sections have been created for ease of navigation and can be explored in any
order. This is supported by sharing case studies and examples of where the early years work
has been successfully set up in practice.

An ‘improvement journey’ has been developed to test feasibility and implementation, and to
evaluate the impact and sustainability of child health integrated care services (Appendix 12).
This includes a narrative, improvement methodology and tools, project management tools, and
measurement. The process involves seven stages:

1. Engage: Initial discussions to introduce the broader improvement programme &
methodology. Opportunities to identify improvement projects through programme
developments and open discussions.

2. Scope: Conversations with the team of project ideas and to identify development
opportunities to support its delivery.

3. Train: Practical teaching on improvement tools for individuals and/or teams. Opportunities
to begin developing a project plan in a training environment.

4. Plan: Setting up a project for success by ensuring it has an aim, measures, and a clear
change idea. Ensuring that stakeholders have been considered and engaged with the
project.

5. Improve: Using Plan-Do-Study-Act (PDSA) cycles and measurement for improvement to
test, adapt and build belief in change ideas.

6. Spread/Sustain: Diffusion of successful interventions into new areas. Ensuring that
improvements are sustained and new ways of working developed through PDSA cycles are
fed into practice.

7. Next steps: Continuous improvement is embedded into business, the projectis closed,
presented to stakeholders, and lessons are learned are shared.

The toolkit is free to use and will be available online during Spring 2025 through NIHR NWL
ARChttps://www.arc-nwl.nihr.ac.uk/; links will be provided through other key websites (i.e.,
ICB, NHS Futures).

Use and reporting of the toolkit in any outputs (i.e., blogs, publications, reports) should cite the
toolkit correctly: Ritchie L, Ahmad K, Hargreaves D, Ram B, and Blair M. Early Years Toolkit
for GP Child Health Hubs. NHS North West London Integrated Care Board. 2025.
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Conclusions and reflective note — Professor Mitch Blair

This 2 year pilot project successfully established hyperlocal preventive care teams in three
North West London Boroughs. The key components were well functioning mature GP Child
health hubs, local authority family hubs and purposeful engagement of the voluntary sector.
The community connectors, whether social prescribers, community health and wellbeing
workers, family link workers and indeed community champions are the essential glue in the
system which has facilitated service integration for the most vulnerable families in these
localities; by offering practical and emotional and culturally appropriate support in addition,
bringing to light cases for discussion to the GPs who are directly supervising them or to the
monthly multi-disciplinary team meetings for wider consideration. The community innovation
grants have helped local charities to build their capacity and align themselves further to both
the needs of the families in as well as to local public health priorities in their areas. The value of
the outreach community fairs and health focused events has been immense and at relatively
low cost in terms of raising community awareness amongst several hundred families and
connecting many to relevant services.

The pilot set up novel clinics focused on perinatal mental health, preschool asthma and early
child development. Both the quantitative and qualitative data shows us that we are going in the
right direction of travel in terms of effectiveness. Further follow up of families who have
received interventions should allow continuous evaluation over time to demonstrate full impact
as intended.

This was a transformative process and as such, required highly motivated clinical leadership as
well as effective operational support. The amount of time and energy required to develop an
effective, trusting and truly collaborative relationship with all partners cannot be overstated.

The toolkit which goes with this report is published separately and will help those who wish to
establish similar integrated neighbourhood teams and scale this initiative in other areas both in
North West London, nationally and internationally.

The NHS is currently under enormous pressure to meet the key missions set out in this
parliament. Most of the emphasis is on demand management to ensure improved access to GP
and specialist services and procedures. The guidance on Neighbourhood Health published 30*
Jan 2025 reiterates the desire the 3 major shifts from hospital to community services, treatment
to prevention, and analogue to digital, with greater use of existing resources within the
voluntary, faith and social enterprise sectors.

When we talk about prevention, we have to be clear about the 5 levels: primordial (social
determinants); primary; secondary; tertiary; and quaternary. Most of the focus currently is on
secondary and tertiary prevention, the prevention of disease progression through screening and
treatment and the rehabilitation /minimisation of handicap. Seven per cent of the population
make up 46% of total hospital costs. As far as children and young people are concerned, this is
about improving effective support for those with long term and complex care needs as well as
meeting the needs of the mental health epidemic which is affecting 8% of this population.
However, this places primordial and primary prevention at a much lower priority and requires a
substantial pivoting of focus simultaneously and for much longer if we are to succeed in
stemming the incessant demand on the current services. Some describe this as a “split
window” approach to planningi.e. simultaneous action taken to address the reactive and
proactive care processes. The guidance describes five key guiding principles for INTs to
succeed and which | have attempted to address in the context of the Early Years pilots.
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A mechanism for joint senior leadership with shared values and outcomes. In our Early
Years Pilots this was well developed in Harrow and Brent with strong Borough based
partnerships which embraced the pilots and their intentions and helped shape them for
local needs. However, people move on and the churn in the systems both at ICB and Local
Authority level has meant considerable delays in decision making and support. A shared
outcomes framework similar to Every Child Matters, along with the operational support, is
what is needed across the partnership to allow sufficient focus on prevention for long
enough to have an impact.

A collaborative high support high challenge culture. This can only be achieved as
trusting relationships develop. | have had over 25 years’ experience of working in
partnership with the Harrow and to a lesser extent Brent and Ealing’s local authority
children's services and the voluntary sector, allowing me a unique understanding of who
does what and how best to leverage the incredible talents of individuals working in the area
and who share the same passion and desire to improve health and wellbeing in the early
years. We have not been afraid to challenge each other safely and as a result have been
able to increase the resources available for the pilot through the inequalities funding
stream. There is no doubt that the sheer number of individuals involved in early years
activity in health, local authority and the voluntary sector together with the complexity and
instability of organisations and their operations has made this a very challenging project to
deliver within a two-year time frame.

Visible clinical and professional leadership and management together with effective
partnership with local communities. This has been demonstrated most effectively with
Dr Mando Watson’s leadership together with Dr Niamh McLaughlan, and Duncan Ambrose
of the NWL ICB CYP programme in bringing together a wide range of different parties to
strengthen the integrated care teams in the entire sector. This has been strengthened
further with appropriate Business Intelligence support and dedicated project management
support, although the fact that this project had three separate project managers and two
programme leads during the 2-year pilot period indicates the need for stability and
continuity of the team to ensure delivery of the project outcomes.

Effective processes. This has been a major challenge and weakness in this project and
could have been vastly improved by earlier engagement with information governance
leads, and finance professionals working in the system to ensure complete understanding
of what was being done and how best to move money around the system. A mature system
should have transparent and clear operating procedures regarding communications,
contracts, governance and reporting. The last of these was adequate but regrettably the
other functions were not agile and chaotic and created considerable delays in project
completion together with immense frustration. This has led to some tension in one of the
sites which gradually disengaged from the main central project team. The learning here is
to ensure that any grants or funding applications being considered from outside sources
require very careful and thoughtful planning to ensure that there is sufficient capacity and
prioritisation in order to undertake the work.

Making best use of all funding arrangements. A truly effective interagency partnership
will consider how to plan and train its workforce, how to pool part or all of its budgets for
joint work, and how to share data and information in a timely and effective way in
supporting the professionals involved in direct care. The funding which was available for
this pilot effectively kick started and facilitated some of this type of work but now the
challenge is how to sustain it both to allow its full impact to be achieved and secondly to
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allow the system to readjust and transform its business as usual. The voluntary sector and
the community resources in an area are effective actors who are only too willing to engage
when asked but also need to be supported in growing the future local workforce. Their
knowledge of the social cultural and emotional needs of the families living in a particular
locality is invaluable and will contribute to services being designed in a way which are more
accessible, efficient and effective than are currently.

The guidance also describes six core components of neighbourhood health:

Person level linked longitudinal dataset. We are fortunate in NWL in having the WSIC
system and its various dashboards. The challenge which has been brought into relief by
this pilot is how a live interagency data dashboard for early years could make a major
difference to staff in terms of creating a visibility of both the specific health and wellbeing
issues which need to be addressed but also how much progress we are making for cohorts
of children, whether that be improved mental or oral health or school readiness and
adequate child development. A 1000-day dashboard has been proposed to the ICB many
years ago and needs to better prioritised so that data can be harvested from several
different information systems across the agencies. This must be live and credible data for
the INTs to trust and be able to take action at local level. The National Data Platform has a
number of tools which can be better utilised for population health management and direct
care for these cohorts of children and | look forwards to seeing these better utilised.

Modern general practice. This requires improved access to practices for those who are
currently utilising urgent and emergency care for low acuity issues. Our experiences in this
pilot have demonstrated how parents lack the health literacy required to feel confident
about their children's health and development and varied ability in digital literacy to be able
to access the current systems of primary care appointment and interaction. The child
health MDTs in the INT provide a considerable improvement in efficiency, effectiveness
and general quality of clinical decision making- the basis of a cost-effective service. This
has been proven already and is particularly valuable for those children with complex care
needs. The Pharmacy First initiative, which we have embedded in the pilot, has not yet
commenced but has the potential to make around 30% savings on acute care provision by
diverting parents to trusted local neighbourhood professionals who can prescribe for minor
ailments.

Standardising community health services. The NHS Guidance highlights this in relation
to the mental health of children and the need to better support schools by closer links with
existing services as well as building alliances with VCFSE organisations. However, in the
context of early years, there is a national shortage of community midwives and health
visitors which has resulted in the diminution of universal services for all families. This is as
a result of poor investment over a long period as well as retirements of large numbers

of staff. This has led to increased targeting of services at the expense of strong
foundational universal services delivered by highly qualified staff. This requires some real
effort to be made in pulling together commissioners of early years’ services and workforce
leads in the ICS in order to address this important issue.

Neighbourhood MDTs. The current BCYP INT developments with child health hubs has
been very successful and what is needed now is some thought to better engage practices
and the wider staff groups who can bring cases and offer their support for others. | have
personally seen how effective these meetings are in terms of relationship building, joint
learning and streamlining services for families. What needs to happen now is a closer link
to other MDTs which exist in the family hubs or MASH teams. In the figure which describes
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the integrated neighbourhood team structure, itis clear that family hub navigator’s/link
workers as well as health visitors are the key connectors between the component parts
and thus both need to have this recognised in their job descriptions and work
programmes.

5. Integrated intermediate care and hospital at home. This part of the national guidance
stresses the value of “assessments and interventions delivered at home where possible”.
We have found that the home visits made by the community health and wellbeing and
family link workers, has allowed families to explore their needs in their own natural space.
This facilitates the development of trust but in addition, gives the worker an invaluable
opportunity to observe, in her own right, the condition of the home and interactions with
the wider family and neighbours. Parents are put at ease and are much more likely to
consider how best they can be supported with their needs. A non-stigmatising universal
and comprehensive home visiting service has been of proven benefit in many countries and
in parts of the UK for all age groups. Infants, children and families deserve to have similar
opportunities at local level in NW London and this will contribute to all five levels of
prevention.

6. Urgent Neighbourhood services. In the context of early years, this goes back to how
effective responses can be made to worried parents of a “sick” child. The default for too
many, is to call an ambulance or go to the emergency department, in part because of
perceived or realissues in accessing primary care. My own team’s research has indicated
that children with complex care needs in the neonatal period are frequent attenders to the
UCC and ED. The ability to ”see and treat” and “hear and treat” could be enhanced by
having ambulance crews with a direct video link to a senior on call paediatric trainee,
improved access to GP “hot hubs” with support from community nurses. The PATCH team
of community nurses in NWL could develop improved first contact services, especially for
those infants and children with complex care needs already known to the
hospital specialist services. The neonatal unit nurses at Northwick Park offers a direct
telephone link to the Special Care Baby Unit (SCBU) and the Neonatal Intensive Care Unit
(NICU) which is well utilised and allows parents to be directed appropriately and safely.

All of the above speaks to the notion of an agile workforce, able to work across organisational
boundaries, the need to upskill teams, especially in dealing with neuro-diverse and mental
health issues, improving staff awareness of the INT for BCYP and associated organisations
which can help support a family other than traditional hospital or GP services alone. The
workforce capacity needs to be increased with a wider skill mix team but with assurances that
task delegation is appropriate, and supervision is sufficient.

My own clinical and research career started in prevention of ill health in young children, working
in many different countries and with policy makers internationally and nationally. | believe that
prevention in all its forms, is most effectively delivered in mature, stable community teams
working in an integrated way with specialist and voluntary sector organisations using the
insights from the community to create the best possible services.
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Glossary

A&E
ADHD
ASD
ARC
BCYP
BI
CAMHS
CCT
CcC4C
CHH
CHWW
CYP
CYPRR
DNA
ED
EMIS
ESOL
FIS
GDPR
GP
HASVO
HIU
HLPCT
HPSLT
HCP
HV
IAPT
ICB

ICS

Accident and Emergency

Attention Deficit Hyperactivity Disorder
Autism Spectrum Disorder

Applied Research Collaboration

Babies, Children, and Young People
Business Intelligence

Child and Adolescent Mental Health Services
Certificate of Completion of Training
Connecting Care for Children

Child Health Hubs

Community Health and Wellbeing Worker
Children, and Young People

Children and Young People Rising Risk

Did Not Attend

Emergency Department

Egton Medical Information System

English for Speakers of Other Languages
Family Information Service

General Data Protection Regulation

General Practices/Practitioner

Harrow Association Somali Voluntary Organisation
High Intensity Users

Hyper-Local Preventive Care Team

Harrow Preschool Speech and Language Therapy
Healthy Child Programme

Health Visitor

Improving Access to Psychological Therapies
Integrated Care Board

Integrated Care System

Information Governance

85



IHV
IMD
INT

KPI
K&W
KPCS
LADs
LNWUH
MASH
MDT
MYCaW
NHS
NHSE
NIHR
NWL
OHID
oT
PAAP
PAM
PATCHS
PCN
PDSA
PHE
PHM
PICO
QOF
RRU
SALT
SDH-Q
SEND

ucc

Institute of Health Visiting

Index of Multiple Deprivation

Integrated Neighbourhood Team

Key Performance Indicator

Kingsbury and Willesden

Karitane Parenting Confidence Scale

Learning Analytics Dashboards

London North West University Healthcare
Multi-agency Safeguarding Hub
Multi-disciplinary Team

Measure Yourself Concerns and Wellbeing
National Health Service

National Health Service for England

National Institute for Health and Care Research
North West London

Office for Health Improvement and Disparities
Occupational Therapy

Personalised Asthma Action Plan

Patient Activation Measure

Providing Assessment and Treatment for Children at Home System
Primary Care Network

Plan-Do-Study-Act

Public Health England

Population Health Management

Population, Intervention, Comparator, Outcome
Quality and Outcomes Framework

Rising Risk Workers

Speech and Language Therapy

Social Determinants of Health Questionnaire
Special Educational Needs and Disabilities

Urgent Care Centre
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UEC
UPRN
VCS
VCSFE

WSIC

Urgent and Emergency Care

Unique Property Reference Number

Voluntary Community Services

Voluntary Community and Faith Social Enterprise

Whole System Integrated Care
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Appendices

Appendix 1. Data analyst report

Data analyst time for ONE Borough ( Harrow) is detailed below

This estimate is based on the planned work to look at profiling clinically children 0-1 and 0-5 as well as
the demographics looking at dental extractions, complex care needs, immunisations, SEND and child in
need, language therapies, etc. Please see the detailed activity breakdown by activity based on the whole
year (260 working days)

Optivita (Analysis - Band 8b) Hours Percentage working Days working Week
in ayear (260) (44)

Data extraction from WSIC (SQL" queries)* 75 29% 5 1
Data requests / liaise from Other Services (Council children

services, Community etc)* 37.5 14% 10 2
Analysis - data analysis /interpretation/ Quality Assurance /

graph & infographics/ report writing / slide pack 112.5 43% 15 3
Mapping (Digital Service hours) 37.5 14% 5

Total 187 100% 35 7

'SQL: Structured Query Language
*Data extraction or data request from internal or external organisation might require more time depending on the analyst's capacity in extracting the

Notes from Rob Nicholls re difficulties in extracting from multiple data sources. In terms of
estimated time for extracting the data:

e Health Visitor Data:

o Avery approximate estimate: It might take about 30 to 50 hours to produce data on the
Health Visitor data for 1 year and 2 to 2'2 year checks from WSIC for another borough.

o This assumes that the data is already being fed through to WSIC for the borough in
question.

o Thisincludes the time needed to explore the data and construct flags for the two different
health checks and to liaise with colleagues from the provider regarding the results
obtained.

o This estimate assumes that the data recording won’t be exactly the same as it is for the
Harrow Health Visitor service; if the data is exactly the same, we could reduce the time
down to perhaps 20-30 hours.

e Child Immunisation Data:

o Difficult to comment on this as useful data has not yet come through.

o Ifthe measles, mumps, rubella (MMR) data on Foundry is useable, it may take 5to 10
hours or so to get the data needed from Foundry and check it against national COVER
(cover of vaccination evaluated rapidly) data etc.

o Reliable, detailed data on other childhood immunisations (other than MMR) has not come
through therefore it is difficult to give a time estimate for any other childhood
immunisations.

o The WSIC data does not appear to be useable for child immunisations data. If the WSIC
data was useable, it might take 40-80 hours or more to construct the performance
indicators using all the relevant SNOMED (Systematized Nomenclature of Medicine
Clinical Terms) codes. But that is not relevant because the WSIC data appears not to be
useable).
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Appendix 2. PICO Table of Pilot sites

Harrow

Brent

Ealing

POPULATION

Children under 12 months living in two postcode
areas HA2 8 and HA2 0 and who are registered
with GP Direct and Shaftesbury Medical
practices ( approx. 1000) Approx 850 children
under five living in these areas.

Those children under five years who are registered
within the Kand W South PCN who reside in the
Willesden Green area

Children under five years who are Ealing residents
registered with Greenwell PCN

INTERVENTION(s)
Who and What will
they do

3x 0.5WTE and 2 x 15 hours Community health
and wellbeing workers. 1x 0.5 WTEWTE
Parent/Carer, Baby and Children social
prescriber for the PCN.

Operational Lead 0.5 WTE

Clinical lead (6 hours per week. Job Share split
between two GPs, 4 hours and 2 hours.

WSIC dashboard High Intensity Users , Family
hub and health visitor education events,
community pharmacy accreditation project

CHWWs - Families with under-fives at GP Direct
and Shaftesbury Medical Centre contacted to
engage with the service. Visiting households
on a monthly basis within the defined
geographical area in South Harrow, CHWWs will
ensure families receive tailored wellbeing and
holistic maternal and child health advice and
support and are signposted to relevant services
where needed.

SPLW -referral-based service from the two
PCNs or self-referral. The Community Perinatal
Support Programme (CPSP) provides a social
prescribing model of care for additional support
in antenatal and postnatal care of mothers and
babies (0-2 year olds) from vulnerable, high-risk
groups. The SPLW will offer; monthly antenatal
and postnatal group consultations to support
with parenting confidence and maternal

1 WTE Children’s Health and wellbeing
champion/link worker

Specialist primary care respiratory clinic monthly
Paediatric registrar and allergy asthma nurse
Identify households with smokers and offer
smoking cessation advice

Increase immunisation uptake
identify preschool asthma unscheduled care
/poor adherence to treatment through monthly

MDT specialist respiratory clinic in community

Raise awareness of parents in area of early
neurodiversity and link to support

2 full time -time family link workers
Clinical GP lead one day a week
Administration

workshops and working with health visiting
professions

linking to specialist services

bimonthly Hub MDTs to discuss families




wellbeing; one-to-one social prescribing
support and

perinatal monthly virtual case discussion
(Perinatal MDT)

SLT -raising the awareness of SLT best practice
with families and early identification and referral
of SLT issues.

Identify families through the workers who
require additional supportin pregnancy and
early infancy

COMPARATOR Infants in comparable postcodes in Harrow or Those in another PCN in Brent or time series Those not receiving interventions in comparable
infants living in the target areas 5-8 years before | analysis of similar cohorts in previous years area in Ealing
intervention (time series analysis)

OUTCOME Reduction in infants who attend ED with minor Age at confirmation of preschool asthma

illnesses not requiring treatment or admission
Cost savings to NHS ED services

Parent patient activation measure+/-

Karitane confidence measure

MYCaW measures from parents

Speech and language measures

Numbers of children identified at school entrance
with previously unidentified neurodevelopmental
disorder

Reduction in smoking households of target
population

Reduction in Ed attendance for preschool
asthmatics

Improved parent confidence in managing
behavioural and emotionalissues

Reduction in numbers of children attending at
school entry with significant emotional and
behavioural issues not previously identified
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Appendix 3. Social Determinants of Health Questionnaire (SDH-Q)

Fig 2: The Social Determinants of Health Questionnaire (SDH-Q), a social risk screening tool used as
conversation opener in community setting

Social Determinants of Health Questionnaire

This questionnaire aims to identify areas of everyday living which can be missed during
appointments but impact families and their healtheare. It will be given out to all families coming to
our clinics. We hope to improve our services by picking up on these issues and worries so we can
offer advice and support.

For each statement, please mark on the scale how relevant it is to you and your family i.e. how
closely each statement fits with your situation.

1. Lack of access to affordable and reliable transport has made it difficult for me to get to
this medical appointment or has caused me to miss medical appointments for my child/
children in the past.

How relevant is this to you with 0 being not relevant at all and 5 being very relevant?

Not relevant at all Very relevant
| 1 1 ] 1 ]
1 1 1 1 1
0 1 2 3 4 5

2. | worry about being able to pay for my housing and/or my electricity/heating bills.

How relevant is this to you with 0 being not relevant at all and 5 being very relevant?

Not relevant at all Very relevant
| 1 1 ]
I 1 1
0 1 2 3 4 5

3. | worry about where my family live due to one or more of the following problems:
- Pests e.g. bugs, mice or rats
Mold, damp or leaks
Broken heating/oven
Missing smoke detectors
+ Difficulty accessing house/flat (e.g. due to a disability, too many stairs, poor
lighting)
Not enough space

How relevant is this to you with 0 being not relevant at all and 5 being very relevant?

Not relevant at all Very relevant

I 1 1
0 1 2 3 4 5

4.1 am not always able to afford basic or everyday items for my children such as nappies, a
cot, school uniform or toys.

How relevant is this to you with 0 being not relevant at all and 5 being very relevant?

Not relevant at all Very relevant
| 1 1 ] 1 ]
I 1 1 1 1 1
0 1 2 3 4 5

5. There are times when | worry about providing enough food for my family.

How relevant is this to you with 0 being not relevant at all and 5 being very relevant?

Not relevant at all Very relevant
1 1 1 1 1 |
I 1 1 1 1 1
0 1 2 3 4 5

6. My home is not always a place | and/or my children feel safe.

How relevant is this to you with 0 being not relevant at all and 5 being very relevant?

Not relevant at all Very relevant
| | | l

I I I 1 I 1

0 1 2 3 4 5

7. 1 feel well supported by my family and/or friends.

How relevant is this to you with 0 being not relevant at all and 5 being very relevant?

Not relevant at all Very relevant
| | | l

I I I 1 I 1

0 1 2 3 4 5




Appendix 4. Measure Yourself Concerns and Wellbeing (MYCaW)

Measure Yourself Concerns and Wellbeing (MYCaW)

First form

Date form first completed:

Please write down one or two concerns or problems which you would most like us to help you
with.

Measure Yourself Concerns and Wellbeing {MYCAW )
Follow up form (self completion version)

Today'sdate ...
Look overleaf at the concerns that you wrote down before (please do not change these).
On this side of the form, circle a number to show how severe each of those concerns or

problems is now:
Concern or problem 1:

0 1 2 3 4 5 6
Not bothering bothers me
me at all greatly
Concern or problem 2:
0 1 2 3 4 5 6
Not bothering bothers me
me at all greatly
Wellbeing:
How would you rate your general feeling of wellbeing now? {How do you feel in yourself?)
0 1 2 3 4 5 6
As good As bad
as it could be as it could be

Other things affecting your health

The treatment that you have received here may not be the only thing affecting your concern or
problem. If there is anything else which you think is impartant, such as changes which you have
made yourself, or other things happening in your life, please write it here.

What has been most important for you?

Reflecting on your time with this Centre, what were the most important aspects for you?
( write overleaf if you need more space)

Thank you for completing this form.

MYCAW. Measure Yourself Concerns and Wellbeing (self completed at follow-up version)
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Institute of
HealthVisiting

Community-based training needs assessmentin
supporting care closer to home - the early years

Summary Repo 23/01/2025

The Project — training needs assessmen

IHY was Whowas involed?  Developrment and Key practitioners Production of
commissioned Practitioners and distribution of a and multi-agency PowerPaint report
to carry out multi-agency training nesds staff invited to with callation of
the training workforee [from assessment survey  attend a one-hour workshops and key themes and
neads each of the workshap in sUTVEY ideas for future
azsessment identified pilat December to training
sites) warking with further explore develapment
children and current and future
families under the training needs
age of 5 years
Movember January
2024 2025
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Haakt

Appendix 5. Institute of Health Visiting Training Needs Analysis

The NHS London Early Years Pilot - background

The MHS London Early Years Filot aims to bring together local teams to work collaboratively to meet the health needs of their population at a
hyperlocal kevel. The programme of work has several strands:

A GFP Child Health Hub where paediatricians provide chinical sessions and support an Multi Disciplinary Team(M DT} meeting, which provides
| or Integrated neighbourhood team (INT) level}

puidance on patient care for a kocality (usually at 3 Primary Care Network [P

Improving the connection between Early Years workers, Family Hubs (where they exist) and children's centresin each area

Improving Wohentary Community and Social Enterprise (VC5SE) sector connections across areas.

Each pilot site determined their areas of need for the develoy of integrated app te improve for children and families, as
follows:

* Harrow: Lst 1001 days, perinatal and infant mental health, and health literacy— including managing minar illness

* Brent: Respiratory health including smoking, and arly diagnests and support of neurodiversity
* Ealing: Speech, Language and Communication, and emational health in the early years

To support workforce development and meet these needs, it was agreed thatit was important to understand the current training, identify
gaps, and consider how to add them. The iHV issioned to carry out a short scoping project [The Project] to provide insight inte

the specific workforce training requirements to address the areas of identified need.

Our approach

Connecting and building
relationships with key
at the inception of
> project

Instivce of
Haakh




Survey responses

Range of practitioners and roles

to their

* Ful details of the survey results con be found in Appendix 1

-
Irstiuneof
Hesbhicsting

Analysis process

-
Irstiuneof
Hesbhicsting

Workshops

Workshop one — Weds 11'" Dec (12:30 - 13:30)

Seven attendees

Workshop two — Mon 16 Dec (16:00 - 17:00)

Five attendees

-
Irtineof
Haskhilisting

Theme 1

Learning opportunities

Positive Informal learning opportunities
Current learning opportunities are: include Bopp!

Driven by KPls

Supervision
Dependent on the employing organisation MDT - Team meetings

Access to learning opportunities are varied - dependent on the

professional's role Collaborative events

Focused on statutory and mandatory training Master classes
Ad hoc and no strategic plan across agencies/ localities
Blas towards e-learning

Single profession focus (rather than multi-disciplinary multi-agency]

-
Irtineof
Haskhilisting
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Theme 2a

Facilitators for engaging in learning

Human
interaction,

participatory

-
Instivneof
HY =

Theme 3

Current local training opportunities

Overall, there was a significant amount of training, however this was reported to be
uni-professional and focused on a limited number of specific topics.

For example:

Primary care focused on immediate clinical care = e.g. immunisations, asthma management.

Health visiting— e.g. speech and language, fathers’ needs, oral health.

Midwifery— focused on the Saving Lives Care Bundle, Oliver McGowan training (Learning disabilites and
autism).

CLCH learning academy offered a significant range of training on a wide range of topics — but staff lacked
awareness,

Psychology /psychiatry training focused on core role,
Immunisation training for those staff administering vaccinations.

.

.

.

.

.

.

Lee sunsey siide results in Appendix one far more detaiis of specific training identified reloted to eoch af the Early Years Pilot areas

iHV==

Theme 4

Topic s
P low to high

Perinatal mental health Mixed

1001 critical days Mixed

Infant mental health Mixed

Health literacy, including minor illness Mixed
Respiratory health Lower overall
Smicking More confident
Meurodivergence Mixed

Speech, language, communication and emotional wellbeing  More confidence

iHV

Tstiae ol
Heakb\esting
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Theme 5

Types of training

Themes for desired training identified in the survey and workshops have been
grouped as follows:

@ @ @

Knowledge-based training Skills-based Attitude-based
focused on “health” topics training training

The following slides take into consideration the workshop participant views and
outline a proposed generic curriculum for all early years staff.

.
Irstiuneof
Hesbhicsting

@ skills

Suggested generic training for all staff working in EY pilots

Support and training for:

* Having sensitive conversations with families on risk factors that can impact
child health and wellbeing

* Relationship building — improving engagement

* Asset-based approaches - building on families” strengths, including
personalised goal setting

* Making Every Contact Count (MECC)

.
Instivneof
HY =

Knowledge

Suggested generic training for all staff working in EY pilots

Awareness of:

* Early years development — and the importance of prevention and early
intervention

* Perinatal and infant mental health

* Impact of poverty —loneliness, housing, finance

* Health literacy

.
Irtineof
Haskhilisting

& Attitudes

Suggested generic training for all staff working in EY pilots

Training and education that builds confidence and supports the
following areas:

* Equality and diversity
* Empowering
* Compassion and empathy

* Cultural competency

.
Instivune of
HY =
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Specific learning

This can be built upon with the addition of
specific priority topics as required, for example:

* Neurodiversity/Child development
* Respiratory health

* Minor illness etc.

Perinatal mental health

Suggestions for future training delivery

Half-day sessions face to face

Hybrid supervised e-learning time, 45 mins on a
number of topics

Adult learning case-based roundtable discussions
/ participatory: 3 topics — topic experts /
facilitators move around the tables (model
successful with GPs especially)

“Munch and learn”- mini teaching sessions which
are face to face, interactive, interprofessional and
supported with refreshments

Time for self-directed learning BUT not all in own
time

Theme 6

Preferred methods of training delivery

¢0 & 1

Self directed

Small group -
participatory

Bite-sized Webinar

-
Instivune of
HY =

Limitations of the analysis

Small sample of practitioners
Engagement overall low

Themes were generated from across the survey and focus group — however, some
respondents engaged in both {may skew weighting of some themes)

The themes provide initial insights to support understanding of training and learning
developmentin the future — these assumptions need to be tested and regularly
reviewed to address the changing context of child health.

-
Instivune of
HY =
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Discussion and recommendations

Survey results

i

Training and education can be aligned to knowledge, skills and attitudes (KSA) identified
from the needs assessment.

Consider separating generic K54 and maore specific, focused areas depending on the local
circumnstances and roles.

Consider locally HOW training should be delivered according to local preferences/ context
and the varicus methods of supporting staff,

Consider the benefit of GENERIC training for all staff engaged with families in the EY so
there is an established/ consistent level of awareness across the whole Borough.

Fstingect
HeaktiVisting

Patingect
Heskh\sting

Appendix

Survey questions and results

Other

Paediatrician

Practice nurse

GF family link worker

General practitioner

Maternity support staff

Cualified midwife

Health visitor team member
Qualified Health visitor

WCSE worker [community champion,

Early years practitioner {local

Background - Job Rol

[ ]
Institute of
HealthVisiting

06/01/2025

Other includes:
= 0-1% Manager
+  Community Nursery Nurse

* Consultant in Public Health

Early Start Worker Ealing
Council

= [Early years practitioner
+  Perinatal

= x3 Speech and Language
Therapist

-
Irtineof
Haskhilisting
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Background — Work Location & Length of service Knowledge, confidence & understanding - 15t 1001 critical days

w Harrow = Brent wEaling

Training 1001 Days

Memorable training attended in the last three years:

In house External Mot specified

= Breastfeeding training = Baby massage — [AIM = Self-directed

+ Sleep training + Brain Development in learning - MECSH

* Signs of safety under 25 - Michelle training

« Child Health Hub MDTs Fernandez WHO - + Early language
training via case "Promaoting Implementation
studies communication in the Measure

+ ICON Early Years Clinical + MECSH

= Safeguarding — bite- Effectiveness Network  +  Domestic viclence
sized + Breastfeeding training

+  Team Around Family + Infant 2 school training
training = BBC Tiny Happy People

+ 0-1% conference Champloen training
(CHCL, Harrow Early = Immunisaticn
Years Conference) * Incredible Years - baby

Knowledge, confidence &
understanding in supporting families

Would like training

¥

Fairly confident  [SE

Somewhat confident

Slighthy confident -

Mot confident at all

Mot part of my role BYes mMNo

Knowledge, confidence & understanding - Perinatal Mental Health

What training would you like:

+ Y day or bite-size on earl - .
deveTopmenl & Impact R - Knowledge, confidence & understanding

“Access to HY team signposting in supporting families

parents e.g- lssues around social

determinants”

Would like training

Very confident

Communication and feeding

= Development and bonding and
attachment Somewhat confident -
* Impact of parental mental health
on infant/ child mental health Slightly confident -
= Newborn and Infant L
= Training parents to understand the Mot confident st al _
importance of interaction with
TLabhit Not part of my role
+ Everything

Any training relating to Early Years

. .
Instivneof Instivune of
JHV =5 HY =
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Training - Perinatal Mental Health

Memorable training sessions/programmes attended
relating within the last 3 years

In house

+ It is very useful having
perinatal professionals
as part of MDT PCN
meetings

= Local perinatal training

and regular meeting to

discuss clients

Safeguarding

= Perinatal mental
health training at Away
day

* Domestic viclence

Mot specified

.

Barn to bond

L5CP conference, 12
June 2024 external
Perinatal mental
health

Perinatal team training
Trauma-informed care
Wave

Meonatal ODN

Training - Infant Mental Health

Memorable training attended in the last three years:

In house

* Baby Friendly .
training - whole day

* CAMHS MDT cases
via child health
MDOTs Safeguarding .
in children

External

Not specified

Hanen.org - regular + Born to bond

training through

* %2 Infant mental

webinars and
research updates

Incredible babies

health

+ Otherupdate 7
minutes learning
FGM

What training would you like:

= Y% day or "lunch and learn” with
focus on impact of unhealthy
relationships

%2 Impact of parental mental
health on the child

Perinatal red flags, how to refer to
perinatal service, self-referrals are
now being accepted in Harrow and
Brent to promote awareness on
this

Joint care and more integration
Mew birth visit

Supporting parents in Early Years
Everything

iHV =

What training would you like:

Overall impact on the
developing foetus

Overall it is good to refresh

Overall training on infant
mental health

What resources are available
for young people with mental
health

Everything

Knowledge, confidence & understanding - Infant Mental Health

Very confident

Fairly confident

Somewhat confident

Slightly confident

Mot confident at all

Mot part of my role

Knowledge, confidence &
understanding in supporting families

i
]

Would like training

wes WMo

Knowledge, confidence & understanding - health literacy,
including minor ilinesses

Very confident

Fairly confident

ewhat confident

Slightly confident
Mot confident at all

Mot part of my role

Knowledge, confidence &
understanding in supporting families

e
]
I
L]

Would like training

mes mNo
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Training - health literacy, including minor illnesses

* x6 Attended no training
(one as new in role)

Memorable training sessions/programmes attended
within the last three years:

Not specified

+ Common physical
disorders in infancy
Public Health

Training - Respiratory Health

within the last three years:

+ x7 Attended no training
(one as new in role)

Memorable training sessions/programmes attended

In house
* Asthma training

* Early year clinics —
case-based learning

What training would you like:

* ¥ day on colic, constipation,
cough, cold

+ Owerall health literacy training
+ Perinatal-maternal/newborn

* Everything

.
Instivneof
HY =

What training would you like:

* Anything

= Asthma nurses toteach Health
Care Assistants and nurses in GP

surgery about inhaler technique
etc

Lung development/ community
respiratory infections/ RSV/
Bronchiolitis/ Chronic Lung Disease
and aspiration pneumaonia

= Overall training on parent
respiratory health

= Relating to children

Specific to different age groups
= Bite-sized or lunch & learn
= Everything

.
Instivneof
HY =

Knowledge, confidence & understanding - Respiratory Health

Know!ed;e, canfide‘nce & B Would like training
understanding in supporting families
Wery confident

Fairly confident
Somewhat confident
Slightly confident

Not confident at all

Mot part of my role

'— I II
s

.
Instivune of
HY =

Knowledge, confidence & understanding — Smoking in
the home (Antenatally & postnatally)

Knowledge, confidence &

understanding in supporting families Would like training

Very confident

Fairly confident

SR— |

Slightly confident

Mot confident at all

Not part of my role

mYes mNo

.
Instivune of
HY =
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Training - Smoking in the home (antenatally & postnatally)

.. . What training would you like:
Memorable training sessions/programmes attended

g + Updated advice on smoking
within the last three years:

= What services are available and
how to refer

Vapes

The direct impact on the baby and
early development. What glves the
greater negative impact to the
baby? Mum attempting to give up
smoking and being very anxious
and distressed throughout the
pregnancy. O mum centinuing to
smoke and being less stressed and
anxious through the pregnancy
despite the risks to the baby's of
mum smoking?

* x4 Attended no training
(one as new in role)

Not specified .

* Smoking cessation

.
Instivneof
HY =

Training - Neurodivergence

L . What traini Id you like:
Memorable training sessions/programmes attended Rttt s R =

within the last three years: + day
* Around ADHD
In house External Not specified
* Autism
+ Autism Education Training - * Hanen * Training in !
SEND Tearn previous role * More knowledge in this area

through working
in a school setting

.
.

Early Years conference Overall training on

neurodiversity

-

"Keeping younger children in

mind 0-5 ; Dr Julie Bithell * Supporting neurodiverse
Lead Child & Adolescent parents amongst different
Peychotherapist KW cultures

Specialist 0-55 CAMHS « Everything

Service Lead /Parent-Infant
Psychotherapist"

.
Instivneof
VY

nowledge, confidence & understanding - Neurodivergence

Knowledge, confidence &
understanding in supporting families

Wery confident

Fairly confident

somewhat contient | | A D

Would like training

Slightly confident

Not confident at all

Not part of my role

Knowledge, confidence & understanding - Speech,
Language & Communication, & Emotional Health

Knowledge, confidence &
understanding in supporting families

Would like training

Very confident

Fairly confident _

Somewhat confident

Slightly confident

Mot confident at all

Mot part of my role
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Training - Speech, Language & Communication, & Emotional Health

- . What traini Id you like:
Memorable training sessions/programmes attended RS

within the last three years: * Just arefresh

o E thi

In house External Not specified verything
* ELIM Speech and * Learning * Wellcomm

Language Therapy Service Language training
« AL training with SAL andloving it

. training (10
service
years ago)

.

Liaise with HV or GP if we
have concerns

* Termly training sessions
with SALT teamn as part of
role

.
Instivneof
HY =

Current training available

* %13 said there was none, or they didn’t know

* x8 said this question was N/A to them or they haven't looked for training

%5 said they couldn’t find anything

+ x1 said none with the same titles

Others listed the following training:
o Asthma
o Early Language Implementation Measure
o ICON

o Master class in Perinatal and Infant Mental Health (For staff working in CNWL)

iHv

Barriers & preferred learning styles

Barriers to training:

* Current demand for
mandatory training (it is felt
by some that some
mandatory training is not
always relevant to their role)

%2 said no training was
available

» %2 said training was not
accessed due to lack of
staff/workload pressures

* Funding

Formal classroom teaching/Lecture

‘Webinar with time for discussion

Small group (up to 15 people]

E-Learning supported in a group

E-learning completed alone

Individual s

Favourite learning methods

.
Instivneof
HY 5

Instivce of

Heakb\esting
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Appendix 6. Ealing-StartWell Home Visit Data
Support needed by parents

Patient# Age at Referral Date  Action 1 Action 2
1 7 Months * Home visit, discussed playgroups and the importance of getting out * Follow up T-call 4/11 Mum doesn't want to attend Playgroup at this time
2 14 Months * Home visit, discussed playgroups and physical inability to bear weight on her legs ¢ Attended Ealing Anchor 15/11 with mum and baby, very successful

* Home visit 12/12 with a translater, 2 older children in school, baby sick in * Will follow up January 2025

hospital ¢ Will follow up January 2025

* Home visit 7/10 was happy with home visit and will contact us when required
* Home visit 5/12 discussed high anxiety towards impending birth of 2nd child

3 2Yrs * Home visit out of area 7/11 discussed feeding as mum still b/feeding ¢ Sentinfo, playgroups and development checks also info on English classes
* Request for healthy card, signposted * Will follow up January 2025
4 3 Months * T/Call, mum doesn’t want home visit as working with early start * Mum requested a home visit were we discussed baby's rash, mum has lots of support
from family but wants to meet other mums - invited mum to our family group
5 7 Months * Home visit 17/10, discussed mums m/h and financial stresses, arranged * Signposted to Ealing Advise, food bank,

to accompany mum to several playgroup and library visits, mum hasn’t
attended anything with us

6 2Yrs * Home visit 25.09.24 higly anxious parents, suspected autism, mum failed to ¢ Attended playgroup session with mum dad and both children
bond with both children following traumatic birth, dad is the sole carer and
struggling
7 8 Weeks * Home Visit9.12, both parents have depression and financial worries, temp * Food bank, baby bank
housing ¢ Attended library
* Home visit 6.9.24 discussed attending playgroups ¢ Attended playgroup with mum
* Mum declined a home visit, well informed of local activities o Will follow up February 2025
8 18 Months * Home visit 28.11.24 discussed mums worries about her son being autisic and * Hasn’t engaged with us attending activities in local area
pulling his hair * Attended Playgroup 11/11
* Home visit 10.10.24 mum very isolated expressed lonliness and lack of support
9 5 Months * Home visit 11.12.24 mum diagnosed with Bipolor, very well informed with all local * Will invite to Homestart programme in January
activities, no longer has feeding worries
10 3Yrs ¢ declined home visit and in house visit, wont engage with us re
11 11 months * Two year old sibling, mum had children through surragacy and feeling very * Sent a lot of information regarding play activities and sports for their older boy
isolated * Have attended library sessions with mum and arranged park playdates twice
* Home visit 17/10/24, mum feeling overwhelmed with older children and their mum is having physicalissues as having knee surgery
m/health as well as her own. Son is autisitic and mum struggling financially. Mum * Mum has not followed up with planned activities and has cancelled. Has sent a text
happy to have added support saying her mental health is not great and offered support and advice
* Home visit 9/10/24. Mum very anxious, struggling with leaving the house, two * Food bank vouchers and Baby bank voucher issued. Mum began to lessen contact and

older children, older son in trouble with authorities and not attending college. Mum refused Homestart volunteer when initally agreed.
heavily reliant on him to help her leave the house

12 17 months ¢ Fussy Eater and mum concerned about food intake. Spoke to mum on phone as o f/up with phone call to see if issue has improved
she cancelled planned home visit. Stated working with a dietician and prefers that
13 3 months * Home visit 14/11/24. Mum wanted information on local community groups * Sent all localinfromation, particularly focussed on Dormers Well as this is local
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14 1 year * Home visit 15/10/24Mum has limited English, two older children in High School. * Repeated attempts at contact. Translater spoke to mum, attended a play
* Highly emotional and spoke to GP about visit as showing medication and stating activity with mum and Windmill Childrens Centre
cannot sleep e Arranged to be a GP surgery when they were attending for appointment with nurse.
e Telephone call and spoke to dad, he advised they were leaving the country to Failed to show. Believe family have left UK
return home to family, some concerns as did not have contact with mum
15 2 months * Home visit 11/09/24 mum was very anxious regarding her older son and behavioral ¢ Signposted local workshops for behaviour and helped to begin referral for CAHMS,
issues regular contact through email and phone
e Spoke to dad on the phone, complex medical needs for baby. Dad feels they are * F/up to ensure support stilll in place, social isolation possible
very supported at present but was interested in support offer for future when they * See notes that Early Start are involved with family and did a home visit, have attempted
have got used to routine in their home to contact worker to work together but have not had response
e Family in temp housing and feel inadequate housing. English very limited, e email sent to P officer looking into extendinding nursery hours agreed to attend child
struggled to explain role even with friend translating. Have tried to arrange a call with group with mother
translator
16 missing * Mother of 6 children, single parenting. Have arranged Home visit 17/12/24 * home visit 14/1/25 discussed past trauma and restarting therapy , emailed womens and
high levels of stress due to pasttrauma, emailed s/w to engage and offer support girls network who will take mother on in feb
16 20 months * Home visit 8/10.24, social isolation, single parent and was not leaving her home as ® Arranged Park activity (failed to arrive) and library visit for play. Son really enjoys all
felt overwhelmed after cancer recovery. social interaction so helped mum to apply for 2 year old funding for nursery.
e English additional language
17 19 months e Home visit 22/10/24 Mum repeatedly attending doctors with her 3 children * Have continued to contact mum and invite to playgroups and sessions. Mum has not
* Does not leave the house except to do school runs engaged to date
18 11 months * Home visit 06/09/24. Mum and son in small living accomadation, mum concerns * Attended playgroup and library sessions on multiple occasions with the family. Attended
about his feeding and using a syringe to feed baby. Baby is overweight and a food workshop for solid foods.
nocturnal.
e Mum has anxiety due to past trauma of arriving in Uk and disclosed information
that has prompted perinatalinvolment for therapy
19 2 months e Mum did not feel she wanted contact at this stage as baby was too young and she * Have followed up with a phonecall and mum is still not open to a home vist - feels she is
did not want to leave house or allow people inside house wellinformed regarding local support networks
20 5 months e Telephone call with mum as referred for feeding issues and isolation. Mum stated e F/up telephone callin February
that she has the support of family and does not need and family link work at this
time
21 4 years * Home visit 07/11/24. Single parent. Abusive marriage and child has complex * Have spoken on the phone to mum and emailed as she is overwhelmed with court
medical needs. Financial concerns as being taken to court for arrears in previous demands, signposted Ealing Advice and offered advice if payment plan needs to be putin
accomodation place
22 3 years * Home visit booked 16/12/24 . Speech delays and behavioural issues e information sentto mum re childrens groups Umaima can attend at log cabin, food
voucher issued
23 8 months e Child has heartissue, not sitting correctly. Hv wants mum to attend groups. Have * Will f/up to see if mum will attend a group session
attempted contact but mum will only reply with Whatsapp, sporadic. Does not wish
to engage
24 4 years * Referred due to not eating enough food, wanting breast milk as new baby in the * F/up with phonecall to see if he is now eating a more balanced diet
house * To Follow up in February 2025
e Mum did not want a home visit, cancelled a visit to surgery, gave advice over phone
regarding mealtimes about it being a family activity. Sent NHS information through
emailto mum regarding picky eating and so on
* Telephone conversation through silent sounds. Mum doesn’t require FLW services
at this time
* Feels supported through family and friends
* home visit arranged 23/1 mum with low mood
25 10 months * Child has complex genetic issues, home visit arranged for 27/1/24 * home visit completed, mum overwhelmed with impending reduancy waiting to start IAPT
invited to our family group
* home visit competed, mum not quite ready to take child to childrens centres yet as
worried about picking up illness's
* gave info for when she is ready, will email carmelita house for info on suitable nursery
places for when mum returns to wok
26 4 years * Child issues with school lunches home visitarranged 15/1/25 * home visit competed, mum has 5 children and all living in a 2 bed house, we liased with
child's school, and also rang the housing officer and rang hathaway childrens centre for
mum to take her youngest to with us in attendance as requested
27 3 Months * telephone conversation with mum, has depression. Notinterested in a home visit  due to attend our family group 29/1/25

now, invited to our family group
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Appendix 7. Case Studies Table

Case studies from all three early years sites

Note: Harrow used a standard template to record case studies whilst Ealing and Brent did not have a standard template,

Number of case studies: Harrow n=15; Ealing n=5; Brent n=1

hence there is missing information for some case studies.
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Appendix 8. Brent Early Years Report

Dr. Neel Trivedi, Clinical Lead
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Executive Summary

The Early Years Pilot in Brent, led by Kingsbury and Willesden (K&W) South Primary Care Network
(PCN), and funded by NHS England via Morthwest London Integrated Care Broad (ICB), focuses
on addressing significant health inequaliies among children under five in Willesden
neighbourhood. This is one of the borough's most deprived areas. With targeted intervenfions in
respiratory health, smoking cessafion, and neurodiversity support, the pilot aims to deliver
improved health outcomes and community-wide benefits. Early data from the inifiative
demonstrates L i ing a 100% i in the number of asthma action
plans for clinic attendees, enhanced inhaler use, and positive it with smoking
services. Positive feedback from those reviewed, as well as clinicians involved, highlight the
fectiveness of a multi-disciplinary and i d h to health delivery in underserved
populations.

The pilot also delivers the challenges of innovation through community-driven projects funded by
the Innovation Fund, addressing cral health, nutrition, and health equity. While challenges such as
delays in information govemnance and resource consiraints impacted progress, the pilot has
provided invaluable leaming for future initiatives. The project showed an example of building a
service which delivers high value outcomes and can be used as the template for the development
of Children and Young People's services p i nationally. By i ing clinical care with

ity-Jled soluti it offers a replicable model for tackling earty-years health disparities and
informs strategies to sustainably improve child health outcomes across England.

Pilot Area Selection

Ecrly Recognition of Asthma in Children 0-5 -
Early Years Pilot Asthma Clinics (EYAC)

It is important to understand why this project was relevant to the selected region. Located in the
London Borough of Brent, Willesden Neighbourhood, was identified as an area of high ineguality
with defined geographical borders. There is much evidence to demonstrate the challenges faced
in this region, including factors such as low-income, employment, education, health, cime, and
housing. The focus cohort was decided upon by the clinical stakeholders as areas of greater need
and support.

0—4-year-clds in Willesden are, on average, more deprived than 0—4-year-olds in Brent overall.
COwer 50% of patients aged 0-4 years in Willesden are living in areas in deprivation decile 3, which
is much more deprived than the average for England. (Deprivation deciles are numbered from 1 to
10. Patients in decile 1 are living in the 10% most deprived local areas in England, patients in
decile 10 are living in the 10% least deprived local areas in England). By carmying out the project
within this neighbourhood, the aim was to develop a sustainable intervention'moded to directly
contribute to positive health and socio-economic outcomes.

Aims

The overall aims of this part of the project included:

=  Provide jali: i i tidisciplinary team, pre-school asthma community
clinics

* Eary ition of asthma or D asthma

* Early diagnosis, and where appropriate, coding of asthma

* Early intervention and management plans

* Improve parent/carer understanding of asthma

* Increase education (to parentsfamilies) about preventable causes for asthma (e.g. by tackling
social determinants)

s Emphasise importance of (valid/up to date) personalised asthma action plans

* Reduce burden on secondary care e.g. multiple ASE attendances for potentially preventable
respiratory illnesses

= DBetter integration pathway ity and hospitals - building better relations
between clinicians across multiple healthcare platfiorms.

*  Upskilling community clinicians e.g. GPs, to make more confident diagnosis and management
plans in the community

*  Address health inequaliies ibufing to poor health out

Patient Selection

Whole Systems Integrated Care (WSIC) Dashboeards are a suite of tools available fo clinicians and
care professionals who are providing direct care to patients. The WSIC Dashboard enables care
planning and case finding through providing visibility across all care settings, this allows care to be
targeted where it is most needed and provides an important role in integrated care.

A) Whole Systems Integrated Care (WSIC) data for preschool respiratory health

1. Patients aged 0-4 years old living in the Willesden Meighbourhood who live with a cument
smoker.

2. Patients aged 1-4 years old living in the Willesden Neighbourhood who do not have a diagnosis
of asthma, but who have had p ipii for asthma ications (in parti Short-Acting
Beta-Agonists (SABAs)) issued on 3 or more occasions in the last 12 months.

3. Patients aged 1-4 years old living in the Willesden Neighbourhood who do not have a diagnosis
of asthma, but who have EITHER had at least one prescription for asthma medications in the
last 12 months OR who have a code in their GP record suggesting that they may possibly have
asthma (such as codes forwheeze or chest tightness or suspected asthma or raised ecsinophil
count)
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4. Patients aged 1-4 years old living in the Willesden Neighbourhood who do not have a diagnosis
of asthma, but who have had an emergency admission to hospital for asthma or wheeze or
non-specific lower respiratory tract disorders

Cohort 1 is to identify patients who live with a smoker so that smoking cessation support can be
offered to the patient’s relative(s) where appropriate.

Cohorts 2, 3 and 4 is to identify patients who may have undiagnosed asthma so that these patients
can go a specialist to confim whether they have asthma.

B) General Practice System Searches

Clinicians were able to develop EMIS searches which were used by individual practices involved
in the pilot to find a small number of initial patients with possible undiagnosed asthma to invite to
the clinics. These cases were similar to the above mentioned WSIC search of patients aged 1-4
years old living in the Willesden Neighbourhood who do not have a diagnosis of asthma, but who
have had pi D for asthma ions (in particular Short-Acting Beta-Agonists ([SABAS])
issued on 3 or more occasions in the last 12 months.

C) Reactive Case Finding

Educating other surgeries within the Primary Care Network (PCN) about the EYAC pilot clinic
allowed for a reactive case finding pathway. Patients who were opportunistically reviewed with
(suspected) asthma could be referred into the clinic fo be reviewed. The majority of cases here
were undiagnosed andl/or uncoded asthmatics in the primary care system, where clinicians may
be concemned patients would have a higher risk of developing asthma. This allowed the clinic to
actively seek and review patients who may require more immediate intervention.

Case Finding — Barriers and Enablers

Data Analysis:

Data
Analysis

Enablers

Enablers:

+  NWL ICB's Whole Systems Integrated Care (WSIC) system, with the rich data set from GP
records inked to demographic data, Hospital Admissions data and other NHS data sets,
allowed in-depth analysis and development of cohorts of patients for assessment.

*  Clinicians ping EMIS and provi advice on SNOMED codes etc, which
helped with the development of the analysis in WSIC

* Attendance at project meetings enabled the information analyst to understand the emerging
requirements for data analysis and the reasoning behind requests for data.
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Data
Analysis

Barriers

Bamiers:

e Limited capacity of information analyst

* More dedicated analyst time needed at the start of the project; inifial data analysis could have
proceeded more quickly.

Information Governance / Re-identification of Data:

Information
Governance
Enablers

Enablers:

= |t was very useful o be able to obtain expert advice from the Assistant Data Protection
Officer regarding what to include in the Re-identification Authorisation Reguest.

* The experience and leaming gained from geing through the Re-identification request
process means that an individual who has gone through the process would be able to
navigate the process more quickly in future.

* |t would be very useful o keep a library of completed Re-identificaion Authorisation
Request forms, so that in fulure someocne working on a Re-ldentification Authorisation
Request for a similar project can have some idea of what to put on the form, and what kind
of process for re-identification is likely to work.

Information
Governance

Barmiers:

* Re-idenfification of data for various cohorts of patients from the WSIC system was a key
part of this project, as the aim was to invite individual patients for clinical assessments (e.g.
to determine whether they had asthma or not). Obtaining ion G app ']
for this re-identification of patients was very difficult and tock several months.

* The process included a system where anonymised data was generated which had fo be
“identified” worked through and then “re-de-identified” before sending back. The form for
requesting re-identification of data was difficult and ime-consuming to complete.

* The process for requesting re-identification, this process could have started earlier, and
could have been worked on concurrently while the data requirements and other details of
the project were siill being worked up.
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The pilot project was able to get clinics for identifying asthma in young children up and running,
despite the long delays in obtaining Information Governance Authorisation for re-identification of
patients from the WSIC system. One main catalyst to project, was the ability of clinicians involved
in the project having the skills to develop EMIS searches. These were subsegquently used by
individual practices involved in the pilot to find a small number of initial patients with possible
undiagnosed asthma to invite o the clinics.

The Proposed Model of Early Years Pilot Asthma Clinics
(EYAC)

i g [Gorainen
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The proposed model of the Early Years Pilot Asthma Clinics (EYAC) was heavily centred on a

based inary team (MDT) approach. Patients were invited to this specialist
clinic in the community, with the aim to cover a range of needs. These include medication,

support, housing advocacy, benefits and support and patient advice.

The team consisted of:

. Paediatric Asthma Nurse

. Senior Poediatric Registrar

. General Practitioner [clinical lead)

( Community Champion/Link Worker

dmin support staff from the PCN
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The Current Process
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Reviewing and ing the prop and current path the only signi difference is the

timeline of the home visit. Our community support worker struggled to obtain consent from the
majority of families to do the home visit prior to the clinic. There were reservations expressed from
families that the support worker was from social services and there may some potential
determinantal cutcome to the home visit. Here, we must also appreciate inviting an individual or
team to your household whom you have never met before can naturally not feel safe. It was
excellent leaming for the team to appreciate the need to build a rapport with the family during the
clinical review and build a good relationship to break down any barriers to home visits.

Data

3014 had valid
Pemonalized

14/14 had valid
" Personcized

Asthma Acfion
Pian [PAAF] ofier
the ciiric review

4/4 improved
their azthma
symptoms on 2%
viait

T

reviewed
3/14had an ptiien
brdig A
$hma coded diogrosed weh
o Nl fsuzpect eary
asthma
| reviewsd w#h no | pronvdes
existng azhma / dehumidiier: fo
diognoss) were combat moud
Ghven o diagnoss of ::chwuunw
emer worsenng
suzpected/tkely respeatory
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Other intervenfions made from clinic included:

E suggested refemral for community p ician for Autism -tobe i

ted by own GP

| Refemal to smoking cessation senvice (those living in housenolds with smokers)

(l)oommmicurirg with existing speciaists to update symptoms/pian

O Issuing spacers to those that reguired who were not using (100%]

Addressing non-asthma concerns e.g. social, other atopic conditions

Case Study 1

S-year-old male
Patient identification
+ Patient was invited to the clinic after a Practice search indicated he had used/been issued
more than 3 shori-acting-beta-agonists within the year.
Medical History
« Conditions: Atopy, Eczema, Multiple Food Allergies
« Current Consultant Respiratory specialist at NWL
Asthma Severity & M. ment
« Severity Indicators:
o Last oral steroid use: 26/8/24
= AA&E admissions in the past year: 1
» Current Medication |ssues:
= Mentelukast: Started two weeks ago, not currently taken.

= Inhaled Corti ids {ICS): P ibed but poorly tolerated (coughing reported post-use
of Clenil).

= Spacer Compliance: Poor adherence with spacer and mask.
= SABA: Only medication consistently used.

*  Key Message with Cumrent Asthma Care
o Although this patient had only recently been reviewed by their respiratory consultant,
there was an extremely important discrepancy in the history with regards to use of the
ICS inhaler and his overall asthma control.

Clinical Assessment
« TRACK Score: 25 (improved to 50 on second visit)
» Additional Tests:

= FeNO: 32pph

= Skin Prick Test (SPT): positive 7x5, negative 0, HOM 12x9, grass 3x3, trees 3x3, 5B,
3x3, cat 3x3, Alternaria 2x4, Aspergillus Sx4

Housing and Environmental Concermns

+ Housing Situation: 3-bedroom council placed home with extensive mould and dampness.
Occupants share one room due to mould issues.

= Housing iation: Brent, iting cor ion of managing association.
= Landlord Issues: Persistent mould and water d; with landlord resps
pending.
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« Environmental Conditions:
= Mother's Actions: Regular cleaning with bleach and repainting.

o Maintenance Challenges: Leak in toilet, ceiling damage, frequent replacement of
furniture due to mould.

¢ Health Impact on Family Members:
o Mother: Suspected respiratory condition (details pending).
o 11-Year-Old Daughter: Autism, possible OCD.
o Suliman: Asthma, rhinitis, food allergy.
o Other Siblings: Awaiting additional health information.

Findings from ¢ fisi
Mould: O ing main , and second bedro

Unable to use these two rooms.
S people have to share one room as the other rooms feel unsafe.
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Factors within control:

Mother keeps the house very clean. Regularly cleans with bieach. Mother repainting surfaces
regularly. Everything within her control she seems to be attempting to fix but no significant
improvement or resolution in this case.

Factors outside of control:

L

eak in the toilet, mould on walls, ceiling appears to be falling in.

Care Plan

1. Medication Adjustments:

*  Switch to montelukast granules due to poor tolerance of tablets.
*  Fluti p ibed (to be ini: in-clinic only for trial).
2. Consultation Coordination:

3

&

Paediatric registrar from EYAC nofified allergy consultant of medication tolerance issues.
. Environmental Health Support:

Community worker home visit scheduled to identify modifialle environmental risk factors.

Parental consent obtained for assessment.

Dehumidifier was provided to family to tackle damp / mould provided by the EYP team

- Housing Advocacy:
Consider formal housing plaint and referrals to ad groups.
Document costs associated with ongoing repairs (e.g., replacing furniture, painting, cleaning
supplies).

. Benefits and Support:

Current Benefits: Family has access to Disability Living Allowance (DLA) for older child, but
not younger

Additional Support Needs: Further assessment to explore eligibility for addiional support
services, grants, or local council assistance for mold remediation and household costs
associated with ongoing damage

. Patient advice:
Avoid antihistamine 5 days prior to clinic for skin prick testing

Given a written personal asthma action plan

Feedback from parent.

I would like fo share my positive expenence since attending the asthma clinic with my son. Since
we starfed going fo the clinic, my son has shown significant improvement; he has fewer asthma
aftacks and is fesling much better overall. As a mother, | sfruggled to manage my son’s asthma
befare visiting the clinic, but now | feel much more confident in handling his condition. The doctors
fook the time fo explain ithing about the dication and how fo use it properly, which has
been incredibly helpful. I now know how fo recognize the signs of asthma and how fo respond

ffectively. My son has it d less ing and il llowing him to play and enjoy
activities more freely. The supportive environment at the clinic made it easy for me fo discuss my
concerns, and the staff was greaf af addressing the issues we face af home. They were very

ipportive and provit insights into how fo manage asthma friggers in our property.
Owerall, our experience af the asthma clinic has fransformed how | manage my son’s asthma, and
1 am grateful for the support we've received. Thank you for caring for my sonl”

Financial modelling relevant to case study

Increasing spending i direct relofion o
FREVENTABLE woiol ceterminen focton

Cost to family

Replacement of damaged items from excess mouldiwater leak e.g. replace beds, cupboards,
flooring (in excess of £1000.00).

Continued maintenance cost of mould freatment and prevention e.g. regular bleaching and painting
(in excess of £500.00).

Economic benefits to patient and family being able to be at school, work and thrive
Cost fo NHS

Being prescribed an (preventer) inhaler regularly that patient was not using (£21.99 per month —
projected annual cost £263.88)

Likely multiple GP attendances (E56 per visit, assumed 3-4 visits within year for uncontrolied
asthma ~£224.00).

Likely ALE attendance(s) with worsening asthma symptoms (minimum cost £86.00 per visit).
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Case Study 2

A family with three children, each with multiple atopic diseases including asthma, wheeze, hay-
fever and eczema, were invited fo the clinic after searches yielded frequent use short-acting-beta-
agonists within the one year for all children.

Between them the children had in excess of twenty different inhalers, spacers, nasal sprays
emollients, EpiPens, antihistamines and eczema treatment creams. These were being stored
together, in a shared location and were sometimes shared between children. This is not deemed
good practice for many reasons, including the spread of infection when sharing emollient creams
or inhalers. This may also lead to confusion about which medication to administer to which child.
To make matters more complicated, the medication was very similar but no necessarily the same.
For example, there were at least three different steroid creams of varying sfrength. On further
guesficning, different creams wers being administered on different locations of the body as well as
different children.

Furthermore, we found that sometimes due to the sharing of inhalers, the number of requests for
each inhaler were not accurate on their GP records. This can also lead to assumptions that their
respiratory tract conditions were more confrolled or less controlled than they actually were. The
current medication they were each using did not match accurately to the GP records for that child.

Actions taken
The clinicians spent a lengthy amount of time rationalising their medicines — discarding old
medication, labelling medications appropriately and separating those for individual children.

Acutely, one child with infected facial eczema was put on a course of antibiotic and steroid.

The family were educated on how and when to use each medication including inhaler technigue,
and how to apply creams, specifying where the creams were to be applied.

A formal diagnosis of asthma was made and coded.

Skin prick testing was performed, which identified allergies that were previously not detected in
skin prick tests done as the children were taking antihistamines at that time i.e. false negafive
results. Now the family could identify what may be triggering each child.

A dehumidifier was provided to combat mould, which may be triggering asthma symptoms in the
children (especially as one was proven allergic to a certain strain of mould tested in the clinic via
skin prick testing).

A home visit was undertaken and our community worker was able to work with the family to find a
better solution to storing medicines so each child had their own individual medication box.

These simple steps meant that at follow up clinic each child's were better and
the family gave us positive feedback.

Feedback from Parents Attending the EYAC

How much do you agree or disagree
with the following statements?...
1. "l am very satisfied with this clinic”

16/17 strongly agree
1/17 Neither agree nor disagree

2. “l would recommend this clinic to other people like me*

16/17 strongly agree
1/17 Naither agree nor disagree
3. "This clinic has increased my confidence in my child's condition”

16/17 strongly agree
1/17 Neither agree nor disagree

Patient “They communicated his
Feedback e bk b b

upset

“Excellent clinve, meet desnitely
recommend 10 others. Was

great, they fistened 1o his chest
and identified @ wheeze. Inhaler
tochnique with nurse was great

“How they chack the
whole asthma
sauation, inhalers,
alargies

1 thought that | was Ay
knawtecgeable before but tis %ivl'\v‘i
infoet ¥

has helped a lof”

“They discuss all af
the concems that |
have”

“How the doctors discussed
her whale symptoms.
incluging her allergios and
how her asthma could be
managed better "

“This cinic is amazing and
was being really good 1o my
chidren, Thank you™
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Feedback from Clinicians

h the fallawing 2 feed like |

How much da yau agree o di
difference when working in this circ”
Arparan

@ Dasgem
@ Stroghy Disagres

How ruch da you airee or disagree with the following statements: T have leamed a lot working in

his clinke”
A s

What was your understanding of asshma diagnosis in under 55 befars you started working on this

clinic?
A

Wihat was your uncerssanding of asthma diagnosts in under 5's after you worked In his clinkz?

g

How usedul do pou think the hame assessment was lor improving asthma managemer lor the

patient?
A neapensen
[ J————
W Ui
& Mk

Pt ol
@ Pt it ull waahd

How useful da you thisk the b et [e.g mould i ion) was for

environmental factars affectl ng the patlents asthma?

A resprars

[r——
- e

-

W rt el
Pt ot wil ks

How likely do you think i i that the: patient 'will engage more with asthma maragement due to the
ulticisciplinary beams appraach and extenced sppointment time?

E——

[

@ Lisaiy

® riosrm

-

1 Exvomely usibuly

How Boely will your learming from doing this clinic positively impact your future practice in asthma

management?
A reperses

@ Exvarmaly lkniy
& Ll

& hal

@ bt ey

@ Exvanmady urbiedy
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Haw likely are you to implement changes based on your leaming from this cinic?

resparass
ot by
@ Extremely inBely

How well did the clinic address the sacial and enviranmental factors (e.g. hossing) affecting asthma

mansgement?

@ Exvamal wel
e

» tiva

A b ey el

L T

How rith do you sgree o disagree with the fallowing statements “The use of Skin prick testing in
the clinic had pesitive impact on the car givan the patient”
pp—

® Sy e
® e

» Nl

® Diaziee
A—

Hew much do you agree or disagree with the following statements The use of checking inhaler
techaigue in the clinic had a positive Impact on the care given the patient’
Eresparses
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Haw much da you agree or disagree with the following statements ‘The use of providing asthma

action plans in the elinic had a positive impact on the care given the patient”
A responaes

@ Stongly agree
» Agres

& Neural

@ Disagres

@ Svongly Asagree

f lowed working in this clinic because I felt like I vas providing great and halistic care to patients. It made
me feel proud to be part of such a worthwhile piece of work I truly believe we made a difference to the
children and families we saw. The led i times and MDT ap were key. [ think the
skin prick testing was extremely useful and so was having a specialist nurse as part of the clinic.’

“Excellent integrated approach. Learning on all levels Enhanced clinical and practical knowledge in
asthma, Group debrigf and learning invaluable,”

‘Sesing the patient improvement from the first time they came to the follow-up was fantastic.”

‘The Clinic has b incredibly 1 for families aften face chall, etting the help they need
Many parents shared how, after seeing multiple healtheare professionals, they finally felt listened to and
supperted here. The time and care given made a real difference in managing their child’s asthma and
improving their overall situation. What makes this clinic stand out is its focus on the bigger picture—
addressing not just the medical side of asthma but also the social and environmental factors that make
managing it harder. Home have been ially helpful ing triggers and giving
families practical, personalised advice. Making this service permanent would help bridge the gaps
between healthcare and council support. ensuring families get the ongaing help they need. The only thing
I would change or want to improve in the future is the presence and support of public health teams and
family wellbeing teams, which were missing. These families could benefit greatly from services such as
financial benefits cherks or housing support. If this dinic or its learning = contimued, I would strongly
recommend better integration of these teams within the borough and with non-medical services. Asthma
is an environmentally driven disease, and we should all be working together to tackle it. If this approach
were expanded to reach more families across the borough, it could make a huge difference. It’s a clear
example of how thoughtful, inclusive care can break down barriers, improve access, speed up treatment
and improve outcomes for children with asthma A similar holistc clinic should be rolled our to all
patients with asthma.”

Looking at the anonymised feedback i the clinic involved, it is clear that a positive
impact was made on an individual level. Imporantly, there was an obvious increase in
understanding of “Asthma Diagnosis in under 5's” and a unanimous belief that the clinic would

positively impact their future practice in asthma F , the imp of the
home visits and tackling social i in a holistic app 1 to asthma was made further
evident.
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Areas for Further Development

A lot of time was invested into the design phase, which left limited fime for the iniiation and roll out
of the project. Recruifing the right team members ook longer than anficipated due to the need for
speclallsed skills and the cument existing working patts This timeline required

tothe project but also gave us the opportunity to ensure that we onboarded
a highly competent and committed team.

The role of the community support worker as new and sometimes there was difficulty engaging
with some parents or families, due to potentially a lack of understanding of the role on the family's
part. To combat this in future we could send a clear summary of what the role of each clinician
involved is with contact details where appropriate. As i in the clinical feedback section,
better integration of these teams within the borough and with non-medical services is required.
This gap could be bridged by having a key contact such as a community support worker. The pilot
highlighted the scope for @ much wider role of an integral team member here.

Despite inifial logistical and chall including scheduling, i availability,
and other logistical hurdles, we successfully launched the clinic in September 2024. Overcoming
these issues required solving and ility, setting a strong foundation

for ongeoing operations. Having demonsmﬂed how effectively the team could establish the clinic in
a short-time frame, there is positive aspirations for future clinics.

Sharing findings with specialist refied heavily on clinicians having existing contacts to secondary
care clinicians. There is a long-standing issue here between the lack of data sharing and access

to records between primary and secondary care. This can lead to further delays in patient care and
misunderstanding about any interventions that may have or have not already taken place.
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Financial Modelling

Considering costs when setting up any new clinic in a healthcare sefting is crucial for several
reasons:

Lushmbciy seffing up this ty|
haff, urirneg |nlr-:|"nucus- [=

c-)mpcring to am

ine ci

k}uui\r ‘of Care: It 5 mporiant that you off
ioffer an significantty improveme: model This can be captured with
as well as data colection, specifically here in rey

Costs

( of Medicafion

Clinic

SKIN prick testing,
*5taf - GF, Pasdiatriclan, Paeditric Specialist Nurse, Community Suppart Worker, Admin, Project Manager

east the standard of exsting care, with the aim fo

back from
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Estimated cost per clinic = £962.00

[assumption that S patients reviewed per clinic who are each issued 1 x SABA, 1 xICS, 1 x
spacer and have had skin prick testing, inhaler technique demonstration performed — N.B. this is
likely overestimate].

Cost per child per clinic = £192.40

Cost (potential) savings to NHS:

‘Savings ‘
to NHS

*Agmission to ASE unit - Initia iriage assessment by nurse, Paediatric or ASE cinician review. Continued monitoring in ASE
of paadiatric assessment United for 24 hours, Admission 1o nospital ward per night, Consutant review per day

*Madication - S3outamol nebulser, Oxygen oral, Suiphate Infusion

Cannuia Insertion, Blood testipathology tests, Blood cutures, Chest X-ray (E70), Throat swab (£8), Viral PCR tests
“Follow-up costs - GP review post discharge within 48 hours

Sstreamiined administrative processes - Immeadiate shared digital records with GP, reducad dupication of tests and deiays
of Information received

The cost of a child attending A&E in the UK with an asthma attack depends on the level of care
required. Below is a breakdown based on NHS tariff costs and healthcare reports**:

1. Basic ASE Attendance (No Admission) — £160-£250

If the child is assessed, given inhalers, and monitored without needing nebulisation or oxygen, the
cost is around £160-£250.

This includes consultation, basic observations (oxygen levels, peak flow), and discharge with an
asthma management plan.

2. ASE with T ( isation, Oxygen) — £500-£700
If nebulisation, steroids, or oxygen therapy is required, costs increase to around £500-£700.

26

This includes additicnal meonitoring time, dication, and possible ok tion for a few hours
before discharge.

3. Hospital Admission to a General/Paediatric Ward — £1,000-£2,500

If the child is admitted for further monitoring and treatment {oxygen therapy, IV medications,
repeated nebulisation), the cost is £1,000-£2 500, depending on:

Length of stay (typically 1-3 days for cases).

Freguency of isation and staff itoril

4. Admission to High-Dv d Unit {HDU) — £3,000—£5,000+

If the child requires continuous oxygen therapy, intra icati or
the cost is significantly higher.

Typical HODU stays for severe asthma attacks range from 1-3 days, with costs around £3,000-
£5,000+.

5. Admission to Paediatric Intensive Care Unit (PICU) — £5,000-£10,000+

If the child is having a life-threatening asthma attack and needs mechanical venfilation or
continuous critical care, the costs rise dramatfically.

A PICU stay of 3+ days can cost £5,000-£10,000+, depending on interventions like intubation,
ventilation, and ICU staffing levels.

&. Other Possible Costs

Ambulance call-out: £250-£300 if taken by emergency ambulance.

Follow-up GP or specialist appointments: Usually covered by the NHS but has associated costs
for the system.

Prescriptions: Children under 16 get free prescriptions, but inhalers, stercids, and emerngency
medications add to NHS costs.

Reviewing one child in the Eary Years Asthma Clinic is equivalent {likely slight cost saving) fo
that child attending A&E once and having no intervention.

Reviewing one child in Early Years Asthma Clinic, who would have called an ambulance and
attended ASE (with no intervention), would save the NHS approximately £250.00,

Reviewing one child in the Earfy Years Asthma Clinic and preventing them from attending ASE
with a severe asthma attack is likely to save the NHS £2257.60.

Reviewing one child in the Early Years Asthma Clinic, who would have attended A&E and gone
on to require HOU care would save the NHS a minimum of £4557.60,

From the cost savings of preventing ene child from attending A&E and being admitted overnight,
more than two full clinics could be funded —reviewing at least ten further children, all of whom
have the potential to further save the NHS £2257.60 each, by not attending ASE after being
admitted with an asthma attack.

Assuming total of 12 clinics with a total of 60 patients reviewed, if at least 5 are prevented from

aftending A&E with a severe asthma attack, requiring nebulisers and overnight admission, there
would be cost benefit of the clinic. Note, this is only one attendance per child - it is likely that if
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these children were not optimised early in this MDT approach, they could frequently attend ASE
and therefore incur significantly higher costs to the NHS.

Please note these are estimate cosfs based on available data. To account for any gross
discrepancy the clinic cosis were overestimated and cosf savings were underestimated.

**References for cosfing

p-content¥2Fuploads%2F2023%2F03%2F23-25SNHSPS Annex-A 2024
25 xisxBwdOrigin=BROWSELINK
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Learning Points from EYAC

There were some key leaming points from the EYAC for the team involved.

It is important to not assume parentsfcarers are taking their prescribed medication. Running
searches may yield important results but it is importance to cross reference these results with
patient histories as they may be requesting medication but not using these.

E ion and ion of ication including the practical aspect of applying or taking
medication to parents/carers (e_g. inhaler technigue, how to apply creams) is imperative to ensurs
adequate compliance. Often, during a ten-minute GP appoiniment, the basics of how to use an
inhaler or apply a stercid cream may be missed. Having a specialist nurse in the clinic ensured all
patients were thoroughly reviewed with regards to their asthmafinhaler use.

Caution with assessing patients in joint family ions was highli ifically in Case
Study 2, when reviewing the family with three children who present as a single appoiniment. What
was extremely beneficial in this case, was the fact the team individually assessed each pafient and
not taking a joint history. This reduced the risk of any emrors, both on their clinical records, as well
as any emors with prescribed medication.

A holistic review of the patient and the family was crucial in tackling any social determinants.
Understanding the existing factors which may be atiributing to worsening health outcomes for
patients is imperative in preventative medicine being practiced

Importance of home visit fo assess social determinants and witnessing the severity of the
potentially harmful envirenment the family is living in. Case Study 1 is an excellent example of this.
When a patient mentions mould, very rarely would anyone assume the level of mould would be as
widespread as the images in the case study demonstrate.

Being able to address muliiple clinical presentations in one clinic e.g. asthma, hay fever, eczema
reduced repeated aftendances to primary care and therefore increased capacity for other patients.
Furthermeore, addressing these at an earlier stage prevented worsening of the condition and the
potential need for further or more potent dication and even i reducing risk of ASE
attendances.

Leaming for clinicians on all levels was a key aspect of the clinic. We all shared knowledge and
were upskilled in different ways. This could then be shared with other clinicians, allowing for
increase leaming beyond the scope of the cliniciproject

Potential italisation via optimisation of ication was a main aim of the project.

Importance of follow up prior to discharge allowed the clinicians to monitor for any side effects or
lack of benefit to any medication changes or interventions.

Thorough history taking and medication review requires time. The patient in Case Study 1 had only
recently been revi d by their respi Y it, where it was noted that the pafient was
using their ICS inhaler appropriately. During clinic review this was found to be incorrect as the
patient's mother felt he had an allergy to this. This would have potentially gone unnoticed until his
next hospital review which was at least 6 months away.

Better relationships between clinicians and patients can be built with extended. The extended
thirty-minute consultations allow for more thorough but also imp d rapport, in
comparison to the often rushed ten-fifteen minutes primary care routine consultations.

2%
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Personal Reflection {as Clinical Lead)

Personally, parficipating in the EYAC was an invaluable, rewarding leaming experience. It gave
me the opportunity o \M)rk alongslde other health i including a paediafr
i y nurse specialist, a p ician with an |nheres‘t in allergy, and a community support
worker all of whom brought unlque insights to patient care. | gained valuable knowledge on how to
assess and manage asthma or pected asthma holisti . gaining not only the
medical but also ing the exir ly important factors including patient
education, lifestyle, and environmental triggers. Ohserving and amranging regular reviews with the
community support worker, the importance of communication with families of patients was really
highlighted, and allowsd the team to help them understand their child's condition and |mpr0ve
conirol of their asthmalrespiratory condition. Additionally, | wil how a
can lead to more personalised and effective treaiment plans, as was demonstrated in Ihe case
mdles Over.il . my understanding of asthma and my confidence in reviewing children with asthma
y.Fu L the i of in delivering high-guality, patient-
cenlred care cannot be emphasised enough

Next Steps

As the evaluation data is now due and the project is nearing its end date the focus is on data
collection. Further data is fo be collected, importantly locking at the children who have been
reviewed in the dinic and their activity in the next 6 and 12 months. This will include how many
times they have presented to AREMUCC or the GP with asthma related symptoms, how many
SABAs they have been issued in this time and how many courses of prednlsdone have been
izsued in this time. Once this data has been and lysed it is imp to app i
whether the clinic has had any longer-term impact of the patients that were reviewed. This will
support the sustainability discussion. Looking at the current both quanfitative and gualitative data,
it is clear that thers has been a significant positive outcome thus far. If such a significant amount
has been established within three months, itis exciting to imagine what could come from sustained
funding for this project.

Smoking Cessatfion in Households with
Children Aged 0-5

Background

is iated with ad effects on those who partake but the wider impact of passive
smoking is important to understand.

People who breathe in second-hand smoke regularly are more likely to get the same diseases as
smokers, including lung cancer & heart disease.

Pregnant women exposed to passive smoke are more prone to premature birth and their baby is
more at risk of low birthweight and sudden infant death syndrome (SIDS).

And children whe live in a household with a smoker are at higher risk of breathing problems,
asthma, and allergies.’

Opening windows and doors or smoking in another rooem in the house doesn't protect people.
Smoke can linger in the air for two to three hours after you've finished a cigarette, even with a
window open. Furthermore, even with limiting smoking to one room, the smoke will spread to the
rest of the house where others caninhale it.

I ntps: fwww. s LT il cking-protect-your-tamiy-and
Triends .~ ]

Children and Passive Smoking

Passive smoking is especially harmful for children as they have less well-developed airways, lungs
and immune systems. In 2019, it was estimated that passive smoking was responsible for 50,000
child deaths worldwide®.

[ GBD 2018 Fisk Factors Colaborators Glooal burden of 37 risk factors In 204 countries and temtonies, 1990-201%: a
‘systamatic analysls for the Glooal Surden of Disease Stdy 2013]

Children whe live in a household where at least 1 person smokes are more likely to develop:
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Passive Smoking and Asthma Association

Stopping passive smoking around young children is crucial in preventing asthma because
exposure to passive smoke significantly increases the risk of developing asthma and exacerbates
exisiing asthma symptoms.

Triggers for Asthma
Attacks:

Passive smoke
contains harmful
chemicals that
mitate the airvays
and lungs. For
children who are
aready predisposed
to asthma, exposwe
to smoke can trigger
an asthma attack,
leading to difficulty
breathing, wheezing.

Increased Risk of
Developing Asthma:

Children exposed to
paszive smoke during
eary chidhood are
more likely to
develop asthma. The
chemicals in smoke
can iritate the
developing lungs,
impairing lung
function and
increasing sensitivity
to allergens that can

Impaired Lung
Development:
During childhood,
the lungs are still
developing. Smoke
exposwre can
interfere with this
process, resulting in
smaller, weaker lungs
and reduced
respiratory function.
Children may maore
suscepfible to
asthma and other

coughing, and chest = respiratory
tightness. (oaaEnss e conditions.
AN AN AN
_ Long-Term Impact on
Heig_h_te_ned Increased Severity of Health:
Sensifivily to Asthma Symptoms: r
Allergens: - Ongoing exposurs fo

Paszive smoking
makes children more
sensitive to other
asthma triggers like
dust, mould, pollen,
and pet dander. This
can lead to more
frequent asthma
flare-ups and greater
difficulty in managing
the condifion.

For children who
akeady have
asthma, exposure to
passive smoke can
make their symptoms
worse, leading to
more frequent visits
to the GP.
hospitalisations, and
a greater need for
medication.

passive smoke can
contrioute to the
long-term persistence
of asthma in children,
possibly leading to
chronic asthma inte
adulthood, as well as
other respiratory
diseases ke chronic
olostructive
pulmonary disease
(COFD).

Objective of Smoking Cessation Pilot

Identify patients under 5 years of age living in Willesden who live with a cument smoker and are
therefore exposed to tobaceo smoke, so that they be clini and, if iate, their
parents / carers / relatives can be offered smoking cessation support.
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Patient Identification

Search criteria:

0—4-year-olds currently registered with a Brent GP practice who have a SNOMED code for living
with a smoker in their GP record.

Search run Search run
via EMIS via WSIC
system found found 100
24 patients patients

Patient Review

The Early Years Pilot Brent Create has tracted a local izt with experi in
cessation and who is based in close proximity to the Willesden pilot site. Practices within the
neight t a mass text ication to identify patients i din 0]

or stopping smoking. To date (January 2025), eight patients have shown interest and have been
referred to the phamacist for review and further advice on the smoking cessations options
available. Patients reviewed in the Early Years Asthma Clinic Pilot were proactively screened and
referred if appropriate.

The outline of the pilot is summarnised below. After the initial friage, patients are invited to a face-
to-face review to discuss further details about their options. On inifial review they would sign a
formal consent form which was reviewed by the Morth West London current NWL GPs - Data
Protection Officer (DPQ) GDPR: Cerified Pracfitioner. Thereafier, the aim is to perform weekly
reviews including Car»on Monoxide tesfing.

P ists were | di d appropriate for this project as the local service in Brent, The
Brent Stop Tobacco service, is cumently available for smokers who live or are registered with a GP
in Brent, and who: are preg or living with who is pregnant, are in receipt of mental

health support, smokes shisha andfor chews tobacco. The identified patients do not meet these
criteria, therefore the project expanded to involve further support in the local community.
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Barriers to Smoking Cessation

The following barriers can make quitting ing a iring a

of sirategies and support to overcome.

Habitual Behaviour: Hakit
forming - making it hard io
break the cycle.

Shess & Emofional Factons: Us=
s mechanism for coping with

stress, anxdety, ar other
emafional challenges.

During the recruitment phase of the project here, twenty-five percent of the patients that were
invited to the clinic declined on account of the fact they do not smoke. Sixty percent who informed
the community worker that they did smoke declined any intervention, offering ne reason(s).

Category Number of Patients rcentage
Total patients contacted 100 100%
Patients who smoke 25 25%
Patients not interested in 21 60%
the service
Previous smokers who 5 5%
have already quit
Patients with details not 10 10%
shown

e Plot

The project recruited a fairly low number of smokers overall, which was heavily affributed to
difficulties obtaining further data about smokers living in household with under 5's as well as a time
constraint. Mevertheless, the importance of local phamacies in this pivotal Public Health matter
was hi d. Pl ies are easily to the local ity. Patients have often
already bwilt relationships with their pharmacies and may have sought their expert advice and
counselling already.
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Financial Modelling

Cost benefit to individual
If a smoker consumes 1 pack per day, this would amount to approximately £4,380 per year. Over
10 years, this is about £43,800 spent solely on cigarettes.

Cost
Benefit to
Individual

Cost benefit fo NHS

~( Cost
===} Benefit {
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According to the NHS and various studies, the annual cost to the NHS of smoking-related diseases
iz estimated to be around £2.5 billion in England alone.

A 2015 study by the NHS estimated that the average cost of treating a smoker with smoking-
related diseases over their lifetime is arcund £4,000 to £8,000 per person.

If a 40-year-old smoker quits (average age of parmt.l'carer referred to Smoking Cessation Pilot),
they are likely to reduce their risk of developi ing-related di by as much as 50% over
the next 10 years, depending on their overall health and how long they smoked.

According to the National Institute for Health and Care Excellence (NICE), smokers who quit at 40
can expect to save the MHS an estimated £2,000 to £10,000 over the remainder of their lifetime in
avoided healthcare costs (depending on their health status and smoking history).*

“NATIONAL INSTITUTE FOR HEALTH AND CLMICAL EXCELLENCE An Economic Svakmtion of Diferant interventions o Fromote Tobaceo
Ham Reducton THEW TAYLOR, Dao: LILY LEWIS, Researtn 038

The above really the 1 has in healthcare. One
aspect that is difficult to allocate a number fo, |5 the social value of smoking cessation. In particular
here, looking at children whose asthma may be much better controlled as a direct consequence of
household member stopping smoking. This could lead to reductions in school absences due to
asthma, which may have a positive impact on their education, development and relationships.
Children with less well controlled asthma may struggle with physical activiies, which could have
social implications and physical health related complications later in life. Better social integration,
as a direct result of improved asthma control, or in some instances, the prevention of asthma, are
likety to i to imp d mental and physical health. If asthma is not prevented or well-
managed in childhood, it can lead to chronic issues that persist into adulthood, limiting their social
opportunities and economic potential. Preventing asthma in childhood breaks this cycle,
contributing to healthier, more produciive adult p reducing health inequality.

Next Steps

This part of the project is sfill in process. Once completed, the next step is to gather data on ﬂ'\e
total number of patients that were reviewed and further data ion around L

Carbon Monoxide readings etc. These are to be mapped and projected. A cost saving for the
parenticarer is to be calculated along with cost saving to the NHS, using NHS Tariffs.

It is important for future projects to improve existing identification of smokers who are living in
households with children. One proposed method from this project, is to screen for this at the GP
E—B-week checks. Here, there could be the introducticn of a mandatory field to ask if there any
smokers in the house and a direct link to be sent to the household/families for any current smoking
cessation pathway. This would rely on existing or presumed consent. General Practices or
community phamacies could be incentivised to identify more smokers in this group as well.

It is clear there needs to be better Public Health ding and support il anound this
subject. This relies on a continued funding stream to sustain a service that can effectively improving
smoking cessation uptake.
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Conclusion

The Brent Eary Years Pilot has the ial of targeted, ity-driven
initiatives to address entrenched health inequaliies among children under five. By focusing on
respiratory health, smoking cessation, and neurodiversity support, the pilot has provided tangible
benefits, including improved asthma h d parental of
environmental risks, and tailored support for families awaiing neurcdiversity assessments. These
achievements underscore the value of integrating specialist clinical care with community
engagement and local resources, ensuring that interventions are both effective and culturally
sensitive. The pilot's success highlights the critical role of multi-disciplinary teams and voluntary
sector par ips in creating i change for underserved populations.

This initiative also provides key lessons for broader implementation and scaling. Addressing
barriers such as information governance delays and workforce challenges requires systemic
solutions, including ined p and i in specialized roles. The Brent pilot's
collaborative approach—blending clinical expertise, grassroots innovation, and robust data
analysis—offers a blueprint for future projects aiming to reduce health inequalities at scale. By
embedding these insights into long-term planning, the pilot sets a strong foundation for
transforming earfy-years health outcomes, not only in Brent but across the wider healthcare
system.
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Appendix 9a. Optivita Innovation Fund Monitoring and Narrative

Other

Volunteers Involved

Social isolation

Mental health

Language barrier

Chronic health conditions
Caring responsibilities
Depression

Anxiety

Lack of support network
Digital isolation

Other

Photos provided
Permission to use case s

Wider benefits to the community

Adult &
Community
Development
Academy
Number of families 28
Individuals 33
BAME X
Single Parents
People on Low incomes X
Learning Disability
Neurodiversity
Retired/retired age X
Working age X
Unemployed X
Refugees
Affected by cost of living crisis
Limited/no English knowle X
Health conditions X

y
n

Best Familiesin HASVO Home-Start Ignite Youth
Beginnings Action Barnet,
Together Brent and
Harrow
71 607? 86 n/a 1
124 80 92 n/a 1
X X X
X X X
X X X
X
X
X
X X
X
X
X

mothers raised in care as children

n/a 6 7 3

X X
X

X

X
X X
X
X
X

neurodiverse child

These quotes exclusively Project Participal Asian British (IR, a young mo Outcome:Moth Project update no case study yet

y y n
y y -

The Optivita project, though still in progress, has already delivered significant benefits to
the community by increasing health awareness, promoting preventive care, and
fostering social connections. Workshops and digital outreach have so-far helped boost
health literacy on essential topics like oral hygiene, immunisations, and chronic disease
management, enabling families to make more informed health choices. The project is
gradually building a culture of preventive care, with families beginning to prioritise health
maintenance to reduce future risks. Peer support networks, particularly for parents
managing Type 1 diabetes in children, are strengthening as the project continues.
Targeting low-income and refugee families has started to bridge health access gaps,
empowering disadvantaged households with critical information and resources. By
encouraging healthier lifestyles, such as smoking cessation, the project is contributing to
a healthier environment. While ongoing, our project is already helping create a more
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Appendix 9b. Families in Action Together

| Grant Monitoring
Unique Reference Number Ref: [OPEY10224]
Fund Optivita Parents & Early Years Innovation
Fund
Organisation Families in Action Together
Name Samreen Shah
Monitoring Period Duration (mm/YY-mm/YY) | 09/2024-11/2024

What has been achieved through your project?

Please fill out the following information for the monitoring period.

25 through the
workshops an
average of 11
mums per
workshop and
60 through the
extra baby
bank sessions

How many Harrow families have engaged with your project?

How many individuals have engaged with the project? 80

Where in Harrow are the majority of your families living? If possible please provide the
postcodes of the families engaged.

These are some of the postcodes we would be happy to send a comprehensive list if needed
HA3 5JA HA3 TEB
HA3 7DY
HA3TLZ
HA3 7FG
HA3 5D0
HA3 TNP
HA3 TSA
HA3 5D0
HA3 5RJ
HA3 8RG
HA3 5RT
HA3 TNB
HA3 5RB
HA3 7JS
HA3 7PB
HA1 4BS
HA3 TRT
HA3 5FH
HAZ 8AZ
HA3 7SL

Harrow Giving is a trading name of Hamow

HA3 8DX
HA12BQ
HA2 ONQ
HAT1XZ
HA3 7SP

Please describe additional characteristics and demographics of the people who have
benefited from this grant? (e.g. single parents, people with disabilities, people from black
and ethnically diverse backgrounds, people on low incomes etc.)

If you have specific numbers this would be preferable.

- Single mums

- Mums with mental health issues

- Lowincome

- Refugees

- Black & ethnically diverse backgrounds
- Mothers raised in care as children

How many volunteers have been involved in your project? 6

What were the most common types of needs andlor challenges amongst the families you
worked with? What rough percentage of visitors experienced these issues?

Among the mothers who participated in the group, all are low-income and face significant
financial hardship. Many are single parents without a broad support network—either due to a
breakdown in personal or community support or because they are new to the country.

A large proportion of these mothers struggle with mental health issues, including depression and
anxiety. Some also face challenges related to neurodiversity, such as ADHD. Additionally, a
significant number of them have at least one neurodiverse child, which presents further
challenges in managing their child'’s special educational needs (SEN).

Two mothers who joined specifically for the workshops shared that they were raised in care,
which adds another layer of complexity to their experience.

Harmow Giving is a trading name of Hamow
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What ways has your project made a difference to clients?

The project has created a supportive space where mothers can learn about and discuss issues
affecting themselves and their children

For example, the first session on oral health was very popular, attracting many new mothers.
The session provided an opportunity for learning, but participants especially appreciated being
able to speak with an oral health specialist about specific concerns related to their children.
Several mothers used the opportunity to discuss ways to support their neurodiverse children
and found it helpful to learn about referral options to community dental services.

Following the oral health session, we held a discussion session the next week. Many of the
group returned and shared how they had applied what they learned, including speaking with
their children about oral hygiene. Four mothers mentioned that, since the session, they had
made positive changes to their own and their children’s oral health routines.

The project has allowed mothers to learn together while also providing a space to discuss
challenges and find practical ways to improve their situations. For example, learning about the
“Conversation Café" was helpful for mothers who struggle with filling out forms. One mother
shared that she had already used this resource since the session.

Through these sessions, mothers have gained awareness of community resources and have felt
reassured that they are not alone in facing these challenges. For many, the project represents a
first step toward feeling empowered to make positive changes. Since attending, several mothers
have expressed interest in pursuing opportunities and services within Harrow to support their
families and personal growth

Tell us about any wider benefits to the community.

ng s  trading name of Hz

The project has addressed a strong sense of isolation and loneliness among mothers, which not
only affects them but also has a ripple effect on their children. By bringing together women from
different backgrounds and connecting them to topics relevant to life in Harrow, the project has
provided an opportunity for these mothers to see that they are not alone in the challenges they
face—and that there is support available.

On a practical level, the benefits include learning to care for their children's oral hygiene,
discovering services in Harrow, and gaining insights into supporting their children’s education.
On a deeper level, the project has empowered these women to feel more confident in accessing
local services and has fostered a sense of belonging in a community where they can find help
and resources.

It's been inspiring to see that this experience has motivated some mothers to consider returning
to education or work, seeing new possibilities for themselves and their families.

Case Study (MAX 350 words) — Please give a short description of an individual who
accessed your project and how your services helped and supported them.

R, a young mother of eight, attended our first session on “Services in Harrow.” Raised in care
and struggling with mental health challenges, she has faced significant isolation, compounded
by the responsibility of raising two children with special educational needs. With limited family
support, R often feels overwhelmed and alone.

At her first session, R leamed about several local resources, including the Green Doctors (a
service that offers advice on energy efficiency and reducing utility costs) and the Conversation
Café, a community support space. She also shared her difficulties with housing, and we were
able to guide her to the appropriate support services. After this initial session, R expressed a
sense of relief, saying, “All my needs have been met today.”

Since then, she has become a regular attendee, actively engaging in discussions and making
the most of the space. Through the group, she has found a supportive community that provides
her with a newfound sense of belonging. For someone who has felt so isolated, this network
offers her both practical help and emotional support, forming a safety net she can rely on. By
gaining an understanding of the services available, R now feels more empowered to navigate
life’s challenges and knows she has a place where she is valued and supported.

Do you have photos that can be used alongside the case study? Yes

Can we (Voluntary Action Harrow and Harrow Giving) use this case study
and any photos publicly? It will be placed on our public website and Yes

communications.

Please email any photos, along with this form, to grants@harrowgiving.org.uk

Harmow Giving is a trading name of H
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Appendix 9c. Ignite Youth

| Grant Monitoring

Unique Reference Number Ref: [OPEY10224]

Eund Diptivita Parents & Early Years Innovation
Fund

Organisation Ignite Youth

Name Patricia Mitchell

Monitoring Period Duration {(mm/"-mm"Y) | 01/10/2024 - 31/10/2024

‘What has been achieved through your project?

Please fill out the following informafion for the monitoring peried.

How many Harrow families have engaged with your project? 1

How many individuals have engaged with the project? 1

Where in Harrow are the majority of your families living? If possible please provide the
postcodes of the families engaged.

HA1

Please describe additional ch istics and ds aphics of the people who have
benefited from this grant? (e.g. single parents, people with disabilities, people from black
and ethnically diverse backgrounds, people on low incomes etc.)

If you have specific numbers this would be preferable.

* single parent
* care experienced
* learning disability

QOwer the initial stage of the project, we have focused on outreach work to establish cenfacts and
promote the project. We have developed relationships with staff at local erganisations who
suppart young mothers, such as Graingry Care, Cariad baby bank, Harrow YIMCA & Grange
Farm Estate community centre. Many of our contacts have mentioned they know women who
would benefit from our service. As part of our outreach, we have already received a referral from
Graingny care, a mother and bay assessment unit. We have also promoted our service in local
baby banks to reach vulnerable young women who are experiencing financial difficulfies,
unemployment or have limited access fo support and resources. In addition to this, we have
attended coffee memings at local libraries, job cenfres and primary schools to speak to mothers
about our service.

Froem the community outreach werk that we have conducted so far, it is apparent that our
suppaort may have to be adapted so that young mums find it easier to access the service. Az an
example, we are exploring the possibility of delivering a portion of the sessions at Grainsn:,
Care, in the mother and baby unit.

What ways has your project made a difference to clients?

How many volunteers have been involved in your project? 3

Our safe space offers a supportive envirenment where young mothers can come together,
socialise and share experiences. Through discussicons and visiting speakers, we hope to
improve parental confidence, as well as build knowledge and confidence in accessing available
support.

Ourweekly one-hour beginners® fitness class encourages young mothers to stay active,
increasing physical and mental wellbeing. By engaging in group exercise, it can also reduce
feelings of isolation and loneliness.

As well as our exercise classes, we have planned visitors and discussion in the upcoming
sessions to cover the fopics below:

Early-years parenting education
Dental care

Mental health care

Postnatal care

Vision care

Healthy Relaticnships

Early intervention

Mutritional education
Employment

What were the most common types of needs andior challenges amongst the families you
worked with? What rough percentage of vigitors experienced thege issues?
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Tell ug about any wider benefits to the community.

The programme has many wider benefits to the community:

Reducing poverty and social exclusion: Our young mums’ space provides young mothers with
access to resources like baby banks, healthcare, job training and financial literacy courses,
supporting their immediate needs and alzo their future goals.

Improve mental health and wellbeing: The space offers a safe environment where young
maothers can share experiences, reduce feelings of loneliness, and receive emotional support.

Stronger community bonds: The group sessions build new relationships between young
mothers, fostering a sense of community and reducing social isolation.

In addition to this, our young mums' space and benefits serve as a model other communities
can adopt, extending its impact and reaching more people.

Case Study (MAX 350 words) — Please give a short description of an individual who
accessed your project and how your services helped and supported them.

As we have focused the first stage of the preject on outreach work, we haven't seen enough of
an impact on an individual to provide you with a meaningful case study. Once we establish
regular sessions, we look forward to providing you with a case study on how our services have
helped and supported them.

OYes

Do you have photos that can be used alongside the case study? =

Can we (Voluntary Action Harrow and Harrow Giving) use this case study O¥es
and any photos publicly? It will be placed on cur public website and ONo
communications.

Please email any photos, along with this form, to grantsé@harrowgiving.org.uk

134



Appendix 9d. HomeStart (Barnet, Brent, and Harrow)

|Grant Monitoring

How many Harrow families have engaged with your project? i~
Unique Reference Number Ref: [OPEY10224]
Fund Optivita Parents & Early Years Innovaticn How many individuals have engaged with the project? MiA
Fund Where in Harrow are the majority of your families living? If possible please provide the
Organisation Home-Start Eamet, Brent & Hamow postcodes of the families engaged.
Name Guljabeen Rahman MNiA
Monitoring Period Duration (mm/¥y-mm/vY) | 08/24 - 10/24 Please describe additional characteristics and demographics of the people who have

benefited from this prant? (e.g. single parents, people with disabilities, people from black
and ethnically diverse backgrounds, people on low incomes etc.)

What has been achieved through your project? If you have specific numbers this would be preferable.

Please fill out the following infermation for the monitoring period. MIA
Dad Matters Project Update How many volunteers have been involved in your project? MIA
As this is a new area of work for us, the preject has taken some time to get off the ground. What were the most common fypes of needs andior challenges amongst the families you
There have been particular challenges around engagement with NHS and midwifery, including worked with? What rough percentage of visitors experienced these issues?
locality teams. Although there has not yet been interaction with parents in the reporting period,
key achievements during this fime have been: NIA

Recruitment and Induction:
What ways has your project made a difference to clients?

We have spent the first few menths of the project focussing on recruitment and inducticn of a
Dad Matters Coordinator. The post holder commenced in role frem September. Since jeining, he
has completed an induction to the role and has attended several training courses on Paranting, MiA
Train the Trainer and Parent Infant Mental Health, which will enable him to provide 1-2-1
suppaort as well as deliver workshops as the project develops.

Tell ug about any wider benefitzs to the community.

Marketing and Development:
* Development of promotional material including posters, banner and branded uniform MIA

+ “Dear Dads" leaflet with information, resources and signposting details
Case Study (MAX 350 words) — Please give a short description of an individual who

* Social media including Facebook and dedicated webpage for project accessed your project and how your services helped and supported them.

Outreach and Engagement:

* Meetings with local stakehelders and voluntary sector groups, including Blossom MIA
* Permission sought to start weekly engagement at Morthwick Park Hespital maternity ward Cves
from 18" November Do you have photos that can be used alongside the case study? ONe
* An outreach plan is in place to visit community maternity venues, display posters and - — -
distribute leaflets (now printed) and engage with fathers. Can we (Voluntary Action Harrow and Harrow Giving) use this case study Cves
and any _pho_los publichy? It will be placed on our public website and CNo
We are confident that the work will pick up momentum towards the end of November, and we communications.
will be able to report on actual engagements and planned outcomes in ime for the next
monitoring report. Please email any photos, along with this form, to grants@@harrowgiving.org.uk
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Appendix 9e. Adult & Community Development Academy

Harrow Giving

Grant Monitoring

Unique Reference Number

Ref; [OPEYID224]

Fund

Optivita Parents & Early Years Innovation Fund

Organisation

Adult & Community Development Academy (ACDA)

Name

Vick Virdee

Monitoring Period Duration (mm/yy-mmiyy)

06/24 to 10/24

What has been achieved through your project?

Flease fill out the following information for the monitoring period.

postcodes of the families engaged.

Where in Harrow are the majority of your families |

How many Harrow families have engaged with your project? [ 28
How many individuals have engaged with the project? [EE

ing? If possible, please provide the

POST CODES | PEOPLE
HAT4ED
HAT1EH
HAT 14U
HA11LD
HAT1TH
HAT1XZ
HA1 2BO
HAT ZBX
HAT ZHD
HAT 23K

HAY 2TH
HAT 30N
HAT4EU

ala]|a|mla]a|a]|a|a]a]s]==

T

The table below shows a breakdown of the Harrow postcodes for all the project participants:

POST CODES PEOFLE
HAT ANA
HAT 4TF
HAZ BPZ
HA3 SRF
HA3 9HR
HAS 1NE
HAS ZAR
HAS ILW
HAS 4EE
HAS 4HP
HAS 4JS
Other
TOTAL

Blen| || =n[n]n]a]a]a]=]=

The map below shows a map with the Harrow postcodes for all the project participants:

.' " &

]

Harmow Glving Is a trading name of Hamow Togather (ragistersd charlty no. 1167770) and Is administersd by Voluntary Action Hamow Co-operative

Harrow Giving

The table below shows a breakdown of the demographics and additional characteristics of the project’s
participants focusing on gender, age, employment status, education, ethnicity and ESOL level.

GENDER:
Female 23
Male 10

AGE GROUP:
19-24 years
25-34 years
35-44 years
45- 54 years
55-65years
65- 74 years
75 years or over
Mot provided

R L L

EMPLOYMENT STATUS:
Employed

Unemployed

Out of work - locking for work

Out of work - NOT looking for work
Studying

Mot provided

=R

EDUCATION:

Below Primary education

Lower dary education or equi
Upper dary education or equival
Post-secondary education or equivalent
Higher education or equivalent

Shewmoo

ETHNICITY:

Asian or Asian British - Afghani
Asian or Asian British - Chinese (Hong Kong)
Asian or Asian British - Indian
Asian or Asian British - Nepali
Asian or Asian British - Other
Asian or Asian British - Sri Lankan
Asian or Asian British - Pakistani
Black or Black British - African
Other Ethnic Group - Arab

White - Other

B = e SRR D=

ESOL LEVEL:
Pre-entry
Entry 1

Entry 2

Entry 3

Level 1

= pamoo g

136



Harrow Giving

The table below shows the breakdown of the main barriers experienced by the project’s participants:

BARRIERS:

Lack of confidence n
Low income 25
Low skilled 14
Mot having a Level 2 in Maths and English 19
English language needs 33
Digitally excluded 27
Megative experience of education 4
Long-term health conditions 1

Aged 50+ 1
Childcare responsibilities 21

The key highlights from the above identified barriers are:
* 100% of the project’s participants identified their low English language skills as a main barrier.
*  Almost 75% of those who we engaged with on the project were on a low income.
*  Around 80% had stated that their lack of or low digital skills were an issue,

*  About 63% of those who engaged with the project highlighted their childcare responsibilities as
being a challenge.

Another significant barrier noted as one of the largest issues for non-engagement was childcare. We had
several parents who were very keen 1o join our sessions but were not able to as they didn't have
adequate childcare in place or expected our service to provide a créche facility. This meant that many
individuals missed out on accessing our sessions.

For future sessions we will be taking the above into account when planning our delivery to ensure that as
many Harrow residents who are suitable can engage with our project’s activities,

Harrow Giving

By engaging with our ESOL and IT for Health programme participants have reported improvements in the
following areas:

Level of English language skills

Confidence in speaking in English

Level of Digital Skills {IT)

Understanding of local Children’s Health Services in Harrow
Overall understanding of the importance of Health

General confidence, self-esteem and wellbeing

Participants were asked whether they were registered with a GP and with a Dentist. This was to ensure
that anyone who wasn't registered would be provided with the relevant information to help them get
registered especially as we were supporting a number of participants who were recent arrival to the UK,

We also asked participants whether they were confident in:

* Booking an appeintment with their Doctor / Dentist / Nurse or Health Professionals
Speaking with a Doctor / Dentist / Nurse Health Professionals in person or over the phone
Attending an Online Doctor’s Appointment / Consultation e.g. using 'PATCHS'

Asking the pharmacy for help and advice

Using NHS 111

Using NHS App

Describing your / your child's symptoms and pain

p y we asked particip whether they

Understood the benefit of vaccinations for them, their child(ren) and their family

Had (or plan to have) a Covid-19 or Flu vaccination

Knew if their child(ren) had their childhood immunisation vaccinations

Understood what a healthy diet is

Understood how their weight can affect them and their child’s health

* Knew where to go or who to ask for support or resources that can help you take care of your
wellbeing and mental health

Answers to the above helped our trainers to ensure that the programme was tailored to address
identified gaps and was relevant to them individually so that they could benefit as much as possible
from our programme.

Qur English and IT for Health is a programme of learning about child and family health matters, accessing
support and services, raising awareness and building confidence for speakers of English as a second
language. Health inequalities are higher amongst those who have English as an additional language needs.
When English is not your first language, navigating a new healthcare system can be an overwhelming
challenge.

The groups we are working with were statistically more likely to develop conditions such as heart disease,
stroke, diabetes, respiratory health, experience baby loss and miss vital appointments for vaccinations
and screening checks. This programme helped to address many if these issues in a relaxed and engaging
manner that was also accessible while supporting participants to improve their health knowledge,
understand the relationship between services and individuals, interact effectively, and make informed
decisions,

Our ESOL and IT for Health programme has provided Harrow residents with the chance to leam and
develop important skills that will in turn lead to better opportunities and outcomes for them and their
families which can profoundly impact their future.

Qur community-based ESOL & Digital Skills for Health outreach service aimed at reducing barriers to
health ent by actively ing with Harrow communities who are disproportionately
dizsadvantaged and are at greater risk of poorer health outcomes due to their lack of English language
and digital skills.

The overarching aim of our project was to reduce identified health inequalities by empowering and
upskilling some of the most vulnerable families in Harrow through a tailored ESOL and Digital Skills for
Health programme.

We created a dedicated network of community-based hubs led by ESOL & IT Health Trainers at specific
row around the local community within libraries and children’s centres where
with and support our target group.

s . o, werepregnant women and those with children under 5 years of age. However,
our programme was open to other members of the family including fathers and grandparents who also
want to attend sessions to develop their English language and IT skills and, in the process, also improve

their own knowledge around health and to find out about relevant local health services and agencies.
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project Participant Nome: |

-Is 8 45 year old mother living in Harrow. She is married
with 3 children under the age of 16 years. There are 5 people in
total who live in her household.

She is originally from India and could not speak a word of English
when she arrived in May 2010,

Her education level was below primary level and her ESOL level
was assessed as Pre-entry level.

-hadellmﬂed- d ding of the educati

She lacked confidence, had low digﬁcl skills and poor Engl:sn
language skills.

found out about our ESOL and IT for Health programme and | was very I:ecn to ;oin s really

wanted to imp her English language skills so she could speak i and ly with her

doctor.

- has an autistic son; he was a main motivator in her joining the programme as she has to speak
with several health professionals.

Joined our programme in October and has already seen improvements in not only her language

ilts but also her understanding of using the NHS app, speaking 10 her ph y, the imp e of
vaccinations and being able 1o describe her child’s symptoms 1o health professionals.

pecdonck rom SN

"My experience has been great. | am very happy because now | can speak [a] little bit of English and am

1 have felt a big boost in my speaking power. When we speak in class and do drama activities | enjoy a lot.
In future | want to do 2 simple job.*

learning new words. ! feel very safe in class, | feel good when | come to Jearn it helps me gain confidence.”

B0 (08
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Appendix 9f. Best Beginnings

Harrow Giving Harrow Giving

Grant Monitoring Please describe additional characteristics and demographics of the people who have
benefited from this grant? (e.g. single parents, people with disabilities, people from black

Unique Reference Number Ref: [OPEYI0224] and ethnically diverse backgrounds, people on low incomes etc.)

Fund E)L?:(\j.'lta Farents & Early Years Innovation e SreETE CEmire s e,

Organisation Best Beginnings (Baby Buddy) Over the reporting period, the Baby Buddy app reached 71 families in Harrow.

Name Alex Paterson — Head of Impact
Between May and October 2024, around 70% of users were mothers, and almost 21% were co-

Monitoring Period Duration (mm/YY-mm/YY) | May-Oct 2024 parents or fathers. Around 6% were healthcare professionals. Around two-thirds of parent users

in Harrow were aged between 30-3%9 years old (66%). 21% of users were aged between 25 and
29 years old. The remainder 13% were over 40 years old. There were no users aged under 24
_ - years old. Less than a fifth of the Baby Buddy app parent users in Harrow identified as White
What has been achieved through your project? (18%), and more than half identified as Asian (52%). About 6% identified as Black or Mixed.
Another 4% identified as Other ethnicities, and 20% chose not to share the ethnicity they identify

Please fill out the following information for the monitoring period. as. Most users in Harrow spoke English as their first language (82%). The other top languages
spoken were Gujarati, Romanian, Polish, German and Tamil.

How many Harrow families have engaged with your project? 7 Mare than half of users did not disclose their household income (58%). Around 9% of users
oD T T T e G L (e (T 2 B 124 we_re_eaming under £25k. More than 25% eamed over £45k. O_\rer half of all users were ina
: paid job (58%). Around 13% were on parental leave, and 4% did not currently have a job due to
Where in Harrow are the majority of your families living? If possible please provide the being a student or other reasons. Over 25% did not disclose their employment status (withheld
postcodes of the families engaged. or blank responses).
Harrow Wards During the reporting period, over half of all parent users in Harrow signed up for Baby Buddy in

the first six months immediately after birth (53%). More than 24% signed up for Baby Buddy
during pregnancy - of all three trimesters, Trimester 2 was the period with the highest

uptake. When parents sign up to the Baby Buddy app, they are asked whether they are on their
own, with the dad, with the mum or with their partner (4). During the reporting period, there were

- 2 single parents who identified as female (responded that they are on their own).

How many volunteers have been involved in your project? MNA

needs/challenges:

&
R
3 3 3 3 i a4 a4 a4
What were the most common types of needs and/or challenges amongst the families you
worked with? What rough percentage of visitors experienced these issues?
1 1 1 1 Harrow families viewed in-app content, including written articles, videos, glossary terms and
FAQs at least 453 times over the reporting period. Below are the top 10 Discover articles and
l l l . videos viewed by users across Harrow during this period, which gives insights into their

Pinner, Greenhill and Marlborough were the Harrow wards with the highest number of hich vaccinations can my child have and when? 5
registrations for the Baby Buddy app over the reporting period, with 8, 7 and 6 registrations Should 1 have the “whooping cough” vaccine when I'm 4
respectively. regnant?

hat should | do when my baby starts teething? 4

Harmow Glving Is a trading name of Hamow Together (ragistered charity no. 1167770) and Is administerad by Voluntary Action Hamow Co-operaive ) )
Harmow Giving I a trading name of Hamow Together (registered chartty no. 1167770) and ks administersd by Voluntary Action Hamow Co-operative
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'What are the best positions for labour and birth?

Dads can use Baby Buddy too

When should | start my antenatal care?

When will my baby start to talk?

How do you burp a baby?

How do | take care of haby teeth?

'What are my choices for pain relief in labour?

[T) L] OS] R) PR R

MRI scans at different points during pregnancy

Cuddling and movement

The “trafiic light” system

Is my baby growing?

'What your baby is telling you

Is my baby moving enough?

"Your tummy muscles

Chatting with baby

\What is an acfive birth?

Recognising sleep states

ol | | e enf | |~

What ways has your project made a difference to clients?

choices/maternity care also being important topics.

W Baky Wy
W i wterniy cans B Feading

W wore Support W Talk and play

The app section most engaged with by users in Harrow over the reporting period was the Baby
section with 239 views. This means that parents are most often using the app to track fo get
support to understand their baby's growth during pregnancy or after birth. A significant number
are also looking to the app for support with their own well-being, with infant feeding and birth

App sections by engagement (views) in Harrow

Mantal
health

W Lagourand oirth
W Wental heslth
W Hrw o uze Babw Bodchy

15 3 brading name of Hamur Toosther charity nn 11R7770) and s

hw Wnlurdany Antinn Harmw Crennemative

Harrow Giving

Our most recent app-wide analysis of family experiences shows that 99% of parents using Baby
Buddy say it is easy to use and has helped them to take care of their children. Baby Buddy
increases the confidence of parents (94%) and supports users to get more out of their
engagement with Healthcare Professionals (76%); whilst improving breastfeeding, parental self-
efficacy, matemnal and infant bonding and strengthening multi-disciplinary working amongst
healthcare professionals.

Tell us about any wider benefits to the community.

The Baby Buddy app supports timely access to healthcare services, by providing personalised
daily information from conception to a child's first birthday and signposting families to relevant
services and NHS resources. Both internal and external evaluations have found evidence that
Baby Buddy strengthens relationships, improves parental knowledge and confidence, supports
breastfeeding and bonding and improves parental mental health.

As part of this project, we have been running/promoting targeted ads for Hamow
residents/families. The first was posted 1st October (for 2 weeks) and 25th October (for 2
weeks). These ads have now been seen 112, 951 times with 951 viewers clicking through to
download the Baby Buddy app. This means there is now a wider awareness of the Baby Buddy
offer across the community in Harrow. In the next phase of the project, we will be running further
fargeted promotions, as well as distributing print collateral (stickers and posters) across the
borough, further building awareness of this support across the community.

Total Link | Total
Ad/ L ns: reach: | : : ntrate:
Hamow (+ 10
Baby Buddy Promotion 1 mille radius) 30,232 19,323 279 279 1.4%
Harrow (+ 10
Baby Buddy Promaotion 2 mille radius) 82,719 54,248 B45 845 1.2%
Total social media ads
112,951 73,571 924 924 1.3%

Case Study (MAX 350 words) — Please give a short description of an individual who
accessed your project and how your services helped and supported them.

Hamow Giving s 3 trading name of Harmow Togather (ragistered chanty no. 1167770 and ks administerad by Volniary Action Hamow Co-operatve
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Asian British (Bangladeshi) First Time Mum, 27 Years old with a 9-Month-Old Child,
Living in London

I am a Mum to my first child who is five weeks old. Being a Mum is s0 rewarding and these past
five weeks have been great. My son is growing really well and although it has been hard
adjusting affer having a C section, my husband has been fantasfic at supporting me. | first
discovered Baby Buddy when my husband noticed it on a billboard at the hospital when we went
for our twelve week scan. Since then, | have been using it every day and always read the daily
articie. It is so simple to use and the menu af the bottom makes everything straightforward. it
answers all of my pregnancy and baby related questions. For example, when my son had his
BCG jabs coming up, I went on the app and it told me exactly what it is and what to expect. |
have found the transition between pregnancy and birth within the app to be seamless. | was
overdue and found some really helpful information about what to expect with induction, which
helped me fo feel prepared. | have used lots of the videos and find that | can always find what is
relevant to me at the time. When | was pregnant, | was wafching videos about pelvic floors and
since my baby has armived, | have been watching the videos about building core strength. I love
using ‘my space’ to save videos and frequently share what | have learnt on the app with my
husband as well sharing the updated with my siblings on our group chat!

OYes
Do you have photos that can be used alongside the case study? X No
Can we (Voluntary Action Harrow and Harrow Giving) use this case study OYes
and any photos publicly? It will be placed on our public website and ¥ No
communications.

Please email any photos, along with this form, to grants@harrowaiving.org. uk

Harmow Giving I a trading name of Hamaw Together (registersd charity no. 1167770) and ks administerad by Voluntary Action Hamow Co-operative
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Appendix 9g. Harrow And Somali Voluntary Organisation (HASVO)

Grant Monitoring

Unigque Reference Number

Ref: [OPEYI0224]

Dpfivita Parents & Early Years Innovafion

Please describe additional characteristics and demographics of the people who have
benefited from this grant? (e.g. single parents, people with disabilities, people from black
and ethnically diverse backgrounds, people on low incomes etc.)

If you have specific numbers this would be preferable.

Fund Fund
Organisation HASVO
Name “usuf Yusuf
Monitoring Period Duration (mm/YY-mm/YY) | 07/24 - 10/24

What has been achieved through your project?

Please fill out the following infermafion for the monitoring peried.

How many Harrow families have engaged with your project? 86

How many individuals have engaged with the project?

92

postcodes of the families engaged.

Where in Harrow are the majority of your families living? If possible please provide the

Grand Total

100% of the direct beneficiaries were from low income households

152 were further reached by WhatsApp

How many volunteers have been involved in your project? T

@ |

| Ry

(5]

Grand Total 9

142



What were the most common types of needs andior challenges amongst the families you
worked with? What rough percentage of visitors experienced these issues?

The most common types of needs and challenges among the families served by the Qptiviia
project included:

1. Language Barriers:

o Families, particularly those from refugee and low-income backgrounds, often
struggled with language barriers, impacting their ability to access health services
and information.

o Estimated Prevalence: Approximately 60% of participants faced language-related
challenges.

2. Lack of Health Literacy and Information:

o Many families lacked essenfial knowledge about preventive healthcare measures,
including cral health, routine immunisations, and the importance of early dental
registration.

o Estimated Prevalence: About 70% of participants encountered challenges related
to health literacy.

3. Chronic Health Conditions:

o Parents of children with chronic cenditions like Type 1 diabetes faced specific
challenges, including difficulties managing the transition to self-management for
their children.

o Estimated Prevalence: Roughly 20% of participants dealt with issues related to
managing chronic conditions.

4. Limited Access to Preventive Services:

o Some families were unfamiliar with available prevenfive services, such as smoking
ceszsation support and routine immunisafions.

o Estimated Prevalence: Approximately 50% of families had limited access to or
awareness of preventive services.

5. Financial Constraints:

o Being from low-income households, all families faced financial constraints that
affected their ability to priorifise health needs.

o Estimated Prevalence: 100% of visitors faced economic challenges as they were
all from low-income households

What ways has your project made a difference to clients?

The Qpfivita project has made a significant impact on clients in the following ways:

1. Increased Access to Health Services:

o The project assisted parents in registering with NHS dentists, overcoming
language and informational barriers. This proactive approach has enabled families
te pricritize preventive care, reducing future health complications.

2. Improved Health Literacy:

o Through workshops on oral health, diabefes awareness sessions, and leafleis on
routing immunizations, the project has raised awareness among families about
essential health practices. This knowledge has empowered parenfs to make
informed decisions and take preventive actions for their children's health.

3. Support for Chronic Condition Management:

o The diabetes awareness sessions provided a platform for parents to share
experiences and leam from others managing Type 1 diabetes in their children,
This support has helped ease the transition to self-management, preparing
parents for future challenges and improving the care quality for children with
chronic health conditions.

4. Promotion of Healthier Lifestyles:

o By providing information on smoking cessation rescurces, the project encouraged
healthier behayisrs among parents, benefiting both them and their families. Many
parents expressed gratitude for this support, noting it as an invaluable resource for
themselves or their pariners.

3. Enhanced Awareness of Immunizations:

= Reminding parents about routine childhood immunizations ensured that essenfial
vaccines were not missed. This has helped maintain high immunization rates
among yoeung children, reducing the risk of preventable diseases within the
community.

6. Tailored Support for Refugee and Low-Income Families:

o Recognizing the unigue needs of refugee families and those from low-income
backgrounds, the project provided culturally sensitive and accessible support. This
fecus on inclusivity has fostered a supportive environment, making it easier for
these familizs to navigate health challenges despite language and financial
barriers.
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Tell us about any wider benefits to the community.

The Qpfivita project, theugh sfill in progress, has already delivered significant benefits to the
community by increasing health awareness, promoting preventive care, and fostering social
connections. Workshops and digital outreach have so-far helped boost health literacy on essential
topics like oral hygiene, immunisations, and chronic disease management, enabling families to
make more informed health choices. The project is gradually building a culture of preventive care,
with families beginning to pricritise health maintenance to reduce future risks. Peer support
networks, parficularly for parents managing Type 1 diabetes in children, are strengthening as the
project continues. Targeting low-income and refugee families has started to bridge health access
gaps, empowering disadvantaged households with crtical information and resources. By
encouraging healthier lifestyles, such as smoking cessation, the project is confributing to a
healthier environment. While ongeing, our project is already helping create a more resilient,
connected, and health-aware community

Case Study (MAX 350 words) — Please give a short description of an individual who
accessed your project and how your services helped and supported them.

Case Study: Oral Health Workshop

Background:

Maother Z attended an Oral Health workshop organized by HASWVO, aimed at providing parents
and caregivers with practical knowledge and resources for children’s oral health care. During the
workshop, Mother Z received an urgent phone call from her sen’s school, inferming her that her
son had a fall and lost his fwo front teeth. Distressed and unsure of the next steps, she shared
her concern with the on-site oral health professional.

Intervention:

Upon hearing about the incident, the oral health professienal immediately offered guidance to
Maother 2. She explained the recommended steps for handling the loss of a child’s teeth in an
emergency, including:

+ Immediate Dental Care: Advising Mother £ to contact a dentist immediately fo assess
her son’s oral health.

+ Preserving Lost Teeth: Educating her on the importance of placing lost teeth in milk to
preserve them, as well as promptly transporting them to a dentist fer potential
reattachment.

+ Further Medical Attention: Suggesting an x-ray to check for any additional trauma, such
as damage to the gums or underlying adult teeth, to prevent future complications.

+ Follow-up Support: Offering reassurance that if Mother Z's regular dentist was unable to
see her son that day, HASVO would provide additional support fo secure an appointment
with a denfist urgently.

Outcome:
Mother 2 expressed immense grafitude for the support and practical advice she received at the
workshop. In her feedback, she shared:

"I benefited greatly from the workshop. [ was able fo seek advice on whether my child nesded to
=ee a dentist after his fall. | was advised on how to care for the lost feeth by placing them in
milk, fo ses a dentist immediately, and that he might need an x-ray fo check for any frauma fo
his gume or underiying sdult teeth. The oral hesith professional even assured me that if my
dentist couldn’t ses my son that day, she would follow up through HASVO fo assisf in getting a
dentist. | was very grateful. Her advice meant | knew what to do fo help my child, what to sxpect
at the dentist, and what fo do if | couldnt find a dentist.”

Do you have photos that can be used alongside the case study? Yes

Can we (Voluntary Action Harrow and Harrow Giving) use this case study
and any photos publichy? It will be placed on cur public website and
communications.

Yes

Please email any photos, along with this form, to grants@@harrowaiving.org uk
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Appendix 10. Postnatal Group Consultations invitation

Antenatal and Postnatal Group Consultations

North West London

additional time and access to a team of

Groups focus on mood and wellbelng and

the professionals in the group can answer.

risk of developing perinatal mental iliness or

\, further eligibility.

/ What is a group consultation? '\

Group consultations provide individuals with

healtheare professionals and peer support.

advice on Infant care and educatlon. Parents
will have the opportunity to ask questions which

These groups are suitable for patients who have
been identified as being vulnerable due to having
a current perinatal mental illness or who are at

social disadvantage. See Incluslon criterla for

Information for
Professionals

[ Aims of the groups: )

+ Provide additlonal one-to-one support
and help patlents to set geoals to help
improve their physical, mental, and
emotional well-being

Provide education around caring for
baby including advice around caring for
your child if they are unwell, feeding,
sleep and crying.

Provide a one to one check In with a
member of the Multi Disciplinary Team
(MDT) to help provide more personalised
support.

Connect patlents with other services
available to support their ongoing needs

Facllitate access to peer support from
other parents attending the group
consultation sessions

\_ v

Groups run monthly at:
Hillview Children’s Centre

2 Grange Road, South Harrow,
HA20LW

Del
www.blossomantenatal.com

/" Who can use these groups? N

Led by a social prescriber link worker as part of the
Optivita Early Years project, to attend people must
meet ALL the below criteria:

Antenatal group consultations

People who are currently pregnant and
thelr partners or birth partner

Postnatal group consultations

People who have had a baby In the last
3-8 months and thelr partners

AND
Live In the London borough
of Harrow and be reglstered with a GP practice
within the Sphere or Collaborative
Primary Care Network (PCN)

Sphere PCN - Elliott Hall Medical Centre, GP Direct,
Hatch End Medical Centre, St. Peter's Medical Centre,
Streatfield Health Centre and The Northwick Surgery

Collaborative PCN - Sphere PCN Elliott Hall Medical
Centre, GP Direct, Hatch End Medical Centre, St.
Peter's Medical Centre, Streatfield Heslth Centre and
The Northwick Surgery

AND
\ meet any of the incluslon criterla j

Gom TliiRpow OPtivita

Early Years

Antenatal and Postnatal Group Consultations

North West London

4 Inclusion Criteria: N\
= Mild-moderate antenatal or postnatal
depression, anxiety disorder and/or adjustment
disorder (not currently under or discharged by
perinatal mental health team to the community)

= High risk of perinatal mental illness

* No age limit for using the service. Could
particularly benefit young parent (aged <22)

+ Lack of practical and or emotional support:
first time mother, single-mother, social isolation,
frequent attendances to GP/UCC/A&E for minor
ilness/due to lack of social support

= History of abuse as a child
= Late booker (after 20 weeks gestation)

= Mild concems about the parent infant
relationship and emotional well-being of infant

= Relationship/family/social problems (e.g.
\soci al services involvement) _/

[How torefer: \
If you have access to the JOY system:

* Complete the Perinatal Support Group
Consultatlon option.

If you DO NOT have access to JOV:

«Complete the online referral form at
www.blossomantenatal.com/referrals

Self-Referral by Patient :

Alternatively, patients can self-refer by
completing our online referral form
www . blossomantenatal.com/referrals

All referrals will be reviewed by the soclal
prescriber link worker who will contact the
parent. If they are sultable for the service the
parent/s wlll be Invited to the next avallable
group. If they are not, other appropriate

/" ExclusionCriteria: )
The service Is not sultable for:

* Those currently under the Perinatal Mental
Health team

*Previous/current psychiatric in-
patient/received mental health crisis
intervention

= Severe mental illness: psychotic disorders,
bipolar disorder, and either major depression
with psychotic symptoms or treatment-
resistant depression

= Any mental disorder with severe impairment
of day-to-day functioning, treated or not (e.g.,
OCD, ADHD, depression, anxiety, PTSD,
personality disorders and eating disorders)

* Emotionally unstable personality disorder
= Current self-harm

= Previous suicide attempt/suicidal ideation

= Severe concemns about the parent infant
relationship and emotional well-being of infant
(e.g., baby is not respending to social cues
and stimuli, appears shut down, etc.)

\ alternatlve optlens will be discussed.

= Alcohol and substance misuse ‘/

\

Multiple members of our MDT
including:

Qversight by GF lead
Perinatal mental health nurses
Health visitors

Early support workers

Family Link Workers
Voluntary Sector Partners
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What can you expect?

Develop goals and strategies to help you look after your physical
and mental heatth

_.’ Help you improve: your confidence around how o care for your baby
Give you advice about and connect you with offer services avalable

-’ for ongaing support for your specific needs e.g. referral to Home-Start
volunteer family support or access to children’s centre classes.

How can | be referred?

Please speak to your GP, health visitor or children's centre
about being referred to us.

Alternatively, you can self-refer by completing our self referral
form. Visit www.blossomantenatal.comireferrals

What happens after | have been
referred?

All referrals will be reviewed by the social prescriber link worker
(SPLW), and if this service is suitable for your needs, you will be
contacted with appointment details.

If there are more appropriate alternalive services for you, we will let
your GP/you know so that this can be discussed with you.

You will be contacted by our SPLW inviting you for an appointment
and asking you to complete a consent & confidentiality form and
questionnaire which must be returned before you can attend.

NHS

North West London

Antenatal
and
postnatal
support

-\\\l,

Pregnant or new parents?

It'simportant to talk about how you feel

Antenatal and postnatal group consultation support
in the London Borough of Harrow

How are you feeling ?

Whether you are pregnant or have just had your baby we are
here to listen and offer support if you feel you need it.

We know that when you are pregnant, or when you become new
parents, especially firsi-time parents, there can be pressure fo feel
like you must be happy all the time. It can become really difficult to
talk about any negative feelings you may have.

Adjusting to life with a new baby can be tough, and it is very
common and normal for parents to feel anxious and overwhelmed
at imes. It is important to talk about how you feel and to get
the support you need.

How can we help ?

How toaccess urgent help

Please be aware that our support group is not an urgent or emergency healthcare service. If you
require help urgently, please contact your GP if within their working hours or 111. Inan
emergency dial 999.

Optivita

Early Vears

peivered by S:ZZ HEALTHY
S0 CEHARRON

To help if you are having difficult feelings, we are running antenatal
and postnatal group consultations at the Hillview children’s
centre. We aim to provide you with some extra support for your
physical and mental health and well-being.

We are a team of mental health practitioners, early support
children's centre staff, link workers and charity partners, with GP
input, who are here to support you.

You will be able to attend one group consuttation with other parents
and a team of healthcare practiioners.

Together, we wil discuss topics and answer your questions around
caring for your new baby and how o look after your wellbeing and
mood.

You will also get a one-to-one check in with one of our team for more
personalised support.

Who can use these groups?

Antenatal groups

People who are currently pregnant and their partners or
birth partner

Postnatal groups
People who have had a baby in the last 3-6 months and
their partners

Open to anyone:

Living in the London borough of Harrow who is registered
with a GP practice within the Sphere or Collaborative Primary
Care Network (PCN). See the below list of surgeries.

Sphere PCN - Elliott Hall Medical Centre, GP Direct, Hatch End
Medical Centre, St. Peter's Medical Centre, Streatfield Health Centre
and The Northwick Surgery

Collaborative PCN - Sphere PCN Elliott Hall Medical Centre, GP
Direct, Hatch End Medical Centre, St. Peter's Medical Centre,
Streatfield Health Centre and The Northwick Surgery

AND - If any of the following applies :

« Struggling with feelings of anxiety or depression

+ Have a diagnosis of mild to moderate anxiety ar depression

« Feelisolated and/or don't have much access to support from their
community, family or friends and feel like some extra support about
parenting and caring for your child could be beneficial.

« Experienced traumatic events or life experiences that are negatively
impacting your experience of parenting

Unfortunately, this service is unable to provide care for parents
who are under the perinatal mental health team.
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Appendix 11. Optivita Postnatal Group Consultation

Time Activity Rationale

9.10am Set up room: - Creates an informal and welcoming atmosphere that feels safe, to make it
- Chairsin a circle, playmat or similar on the ground in the centre of the easier for parents to be vulnerable and reveal their needs in front of strangers.
chairs with a few toys. - The presence of a playmat and toys calms new parents fears of their baby
- Refreshments laid out. crying as they can see this is a baby friendly space.
- iPad charged with forms loaded. - The circle of chairs signifies that everyone is equally important.
- Flipchart with the word ‘Welcome!’ and a second sheet prepared as a table | - Refreshments are important as parents often forget to eat and drink in the
for names of rush to get to an appointment. It also further relaxes parents by reassuring

participants, their needs and goals. them that this is a safe, comfortable environment.

- Optional: Relaxation music
- Ensure everything needed is laid out in advance. This helps the session to
flow and maximises time with parents.

9.30am Parents begin to arrive. Staff help them get settled and comfortable with - Continues to enable parents to relax and feel safe in the session.
informal introductions and drinks. They are assisted to fillin pre session - Ensures health and safety with prams to one side.
evaluation and it’s explained to them why we do this. - Ensures all documentation is completed.

9.50am Social Prescriber: - Helps parents understand why they are in the group and what they can
- Welcome everyone to the group expect so they can share appropriately.
- Explain the purpose of the group and the goals that will be set. - Important aspects such as confidentiality are understood to increase a
- Go over the ground rules sense of safety.
- Ask everyone to say theirs and baby’s name and age (include staff). Write - Writing the parents’ names on the flipcharts (and later their needs and goals)
parents’ names on the flipchart. helps to keep everyone focussed.

9.55am Perinatal Group Facilitator: - Research shows that if people in a group speak at the beginning of a session
- Ask everyone (staff included) to share something they’re enjoying (or thatis | they are more likely to share throughout the session.
good) about being a parent - Sharing good things about parenting keeps the session balanced and starts
- Ask everyone (staff included) to share current parenting challenges positively.

- Sharing challenges for everyone helps to normalise common difficulties
Social Prescriber: Writes the challenges on the flip chart as parent shares - Depressed parents may have times of staring blankly, for example.
them Traumatised parents may appear to zone out when talking about their births
or become pale and tearful. Therefore, careful observation can assistin

Group facilitator observes the parents carefully throughout the session to working out how best to help. Parents may bottle feed the baby lying flat,
look for signs of distress/depression/trauma; and how they’re responding to | which could explain reported difficulties like apparent reflux in the baby which
and caring for their baby in the session to help to plan the services that may be helped with paced bottle feeding.
might be useful.

10.15am Perinatal Group Facilitator then works through the challenges that have A discursive approach empowers parents to practice tackling challenges by:

been shared — grouping together similar challenges while also answering
questions and providing information as needed. Parents are invited to share
more detail, encouraging group discussion of the challenges and for others

- Demonstrating respect by thanking them for their contributions.
- Sharing evidenced based information for them to consider and comment on.
- Sharing resources and services that can be helpful.

147



(both staff and parents) to share what has helped them or they’ve seen help
others before. If appropriate, the group will be split up to have someone to
one time with staff, especially if some challenges don’t apply to all parents —
for example if there are newborn feeding issues for one parent but other
parents need to discuss teething worries. NB: A break for refreshments
may be taken halfway through if needed.

- Overcoming barriers (such as easing fear of attending a parent and baby
group by talking through what happens there, how to get there and what to do
when you get there).

11.10am Social Prescriber takes responsibility for noting down goals for individual - Keeps the session solution focussed.
parents on the flipchart and on their ‘goal postcards’ to take home. (She - Models the approach to parents for future issues they may face.
also enters these on the parent’s NHS records later). - Further empowers parents as they meet their goals.
- Allows for evaluation of the session.
11.15am To close the session, the facilitator leads everyone in an appropriate 5 - Enables parents to calm and self-regulate if difficult topics like Birth Trauma
minute activity which might be: were discussed
- Blowing bubbles for the babies but using this as deep breathing for - Brings the parents back to everyday life after concentrating on challenges.
parents. - Prepares the parents to leave the session feeling positive.
- Sharing some simple, useful and fun Baby Yoga techniques for everyone to | - Shares play ideas and general ways to enjoy being with their baby which may
enjoy. be missing where there have been early challenges.
- Sharing some baby massage strokes with simple songs. - Shares ideas to support babies’ development.
- Sharing some simple postnatal exercises that can be done with baby.
11.20am Everyone assists parents to fill in post session evaluation forms. - Ensures appropriate data is collected for evaluation.
Drinks and snacks are offered. - Ensures parents leave the session feeling good
- Gives a few moments for any final one to one support.
- Supports parents as many use this time to talk to each other and even swap
phone numbers for ongoing support.
11.30am Session ends.

Itis essential to note that timings are approximate. New parents find it very difficult to attend on time due to the unpredictable nature of babies. They may also be

attending the group consultation because of additional difficulties like postnatal depression, a very unsettled baby or difficult home life. This creates additional

barriers to attending. Therefore it is common for parents to arrive late, sometimes through the duration of the session. This requires staff leading the session to use
considerable skill to proactively adapt timings and activities in order to maintain a cohesive feel and flow to the group consultation, ensuring that important
realisations and lightbulb moments already reached are not lost. Techniques used to achieve this can include: scheduling a break earlier or later to enable

welcoming of new arrivals, one staff member welcoming a new arrival while the facilitator continues with the other parents and splitting the group into 2 or 3 to

allow parents with similar challenges to talk together.
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Appendix 12. Toolkit ‘improvement journey’ for BYCP programmes

Process for setting-up and monitoring feasibility, implementation, sustainability of early years child health integrated care

Improvement Journey

Engage
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projects and discus
these with colleagues.
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building
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[ seom |
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I Improve
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Practical teaching on
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stal

been considered and
engaped with the
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Output: ProvEmEents
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Diffusion of successiul
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are sustained and that
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dewveloped throwgh

P oycles become
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and learning from
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Emotional mapping
Benefit= Realization

Demand E Capacity

Thinking Hats

Continuous
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stakeholders and
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learning
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Project lead
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Fishbone diagram
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