Joint Review of Therapy
Witness Sessions 4 March 2010

Notes

Session 1:  Hampshire County Council Children’s Services
Head of Partnerships & Commissioning - (Colin Hardy)

Education Officer, SEN - (Phil Butler)

· Broad continuum of need – parents and social background, children and schools all fall within a broader continuum, therefore the scope of the Panel’s interests has to be seen within this wider background and therefore is not, and cannot be representative of the whole, even though broader conclusions and recommendations may result.
· Universal services – scope to strengthen, particularly for early years

· Issues, service provision, needs and resources part of a complex whole, not yet fully understood.

· Progress with addressing the provision of therapy with the PCT has largely been very slow

· Work on service redesign and care/edu pathways has recently been initiated

· Better clarification is being sought on the extent and levels of need as well as the resources available to the whole system to meet those needs.

· SEN perspective suggests there is not enough therapy, but then the different provider services across the county follow largely historical approaches to delivering therapy support, therefore it is difficult to know what impact adoption of new delivery models might have on improving wider availability of therapy.
· Not clear what therapy needs to be delivered by a qualified therapist and what could/should be delivered by other trained people, including classroom staff and parents.

· There is a wide spectrum of need

· Modest investment could lead to significant improvements

· If requirements for therapy are stipulated by Health in a statement or a tribunal, then commissioning money should follow to provide the therapy from the effective date of the document, otherwise therapy should be prioritised against the ability of the system to deliver it.
· Management needs to keep track of which LSAs are specially trained to deliver therapy support and where they are currently located.

· Parental confidence is important and professional development for non teaching (and teaching) staff needs strong resourcing and organisation
· Consistency of experience of therapy is needed across the county

· When is the work on service redesign expected to complete – should be complete by July

· Strategically it is difficult to maintain a situation in which 7 different providers are delivering services across the county, there either needs to be a single provider or they need to come under a single management.
· The NHS has had a “poor commissioning handle” on this, therefore may accept the idea of providing from a single provider?
· Therapy can be provided in a number of different ways.  The more we accept that this care can be delivered in schools, the more we are likely to end up with the bill.

· Is this primarily a commissioning problem?  
· The situation has become adversarial and consequently expensive.  Commonly parents win tribunals, however it is not ideal because it is not possible for the County to know whether the quality of service provided by independent organisations is good or whether it is even good value for money.
· If LSAs were trained to a higher level and received accreditation for expertise gained in areas of therapy, it could go a long way to increasing parent confidence.
· Statements are getting better and Hampshire is better than many authorities as evidenced by some statements for children moving into the county, however there is scope to improve the specificity – but linked to the writing of statements is the system’s capacity to deliver the therapy indicated and this is a commissioning issue.
· Statements can be the start of an adversarial journey!  There are many children in the system who do not have statements.  More support in the system for classroom staff and social workers who can in turn support parents at an early stage would help mitigate the development of adversarial relationships.

· It was questioned what we can expect the NHS to provide
· Many children are in the grey area.  It is not apparent with Hampshire who pays for what, nor what would be the most appropriate mix of resources and skills that should be provided by the ‘system’.  The NHS apparently does not even know what it is currently paying for, including what it is spending on therapy!!!

· The Chairman requested an agenda and terms of reference be provided for the work being taken forward on service re-design – the Head of Partnerships and Commissioning agreed to provide the available documentation which exists primarily as a high level intention.
· Barriers to progress – funding is a serious one.  In addition it is important to recognise and plan for changing needs, eg. more profound and complex needs of the most needy, a steady rise in overall demand of 5 – 8% per year, and trends such as an increase in children diagnosed as ASD.
· Good therapy provision in the SE of Hampshire is probably due in part to there being more therapists per head of population for the area.

· Gaps exist in the LSA support in schools

· We can plot where specially trained LSAs are located, but we don’t

· It is expected that the number of tribunals will rise as parents are given and become more aware of their rights.  They will probable want to ensure that resources available for their children are protected if they are uncertain of the NHS commitment or that of Hampshire schools or the County.

Session 2: School perspective
Limington House School Head Teacher – (Petra Smillie)

The Romsey School ASD Unit – (Jo West) fed back
· The Romsey School unit is one of two such specialist resources in the County, although another is planned to open soon.  Because of their specialist role, the catchment area for pupils is quite large.  The unit is also able to provide some specialist support and input for classroom staff working with other statemented children with ASD in the school.  The unit works very flexibly, maximising the attainment value it can add for each child.  (see Appendix A for further details provided by the unit)
· Limington House School in Basingstoke receives good OT and Physio support, however has struggled to get SLT.  The school purchases SLT from an independent provider, Symbol.  (see Appendix B, C and D for further details provided by the school)
· Difficulty in obtaining services from the NHS was illustrated by reference to an attempt to get a suitable wheelchair for a pupil which left panel members questioning why the ‘system’ appears to be set up to be difficult even for professionals to negotiate.

· Personalisation agenda introduced into adult services, would appear to have much to offer children (or the parents of children) with SENs.
· Basingstoke is a pilot area for extending personalised budgets to children, and this has had some benefits.

· Dysphagia support is a huge issue for the school, and the Panel noted that this has also been an issue for other schools where SLT support for this has not been forthcoming from the NHS.

· It was questioned whether buying in therapy or therapy support in relatively small blocks of hours was a cost effective way to purchase therapy – there was some agreement that better arrangement ought to be possible and that there may be virtue in exploring other, better possibilities.
· It would be useful to have a directory of potential resource providers and potential sources of charitable funding since exploring these areas for the benefit of pupils can be a time consuming task for school staff.

· Various ideas were discussed around the issue of security of therapy provision, who, and how it could be provided such that parents would be confident that their children’s needs would be met.
Additional material provided:

· Limington House School: self review – Appendix One
· Limington House School: dysphagia guidance – Appendix Two

· The Romsey School: information – Appendix Three

Session 3:  Therapy Services

SLT Manager, Winchester area – (Marion Jones)

OT Manger, Winchester area – (Helen Gabriel)

· With suitable support, training and guidance, A lot of therapy can be given by trained LSAs

· Limits on resource/capacity in the NHS to provide therapy whether, SLT, OT or physio

· Therapy tends to focus on younger children, since this is where therapy support is often most effective

· Training provided throughout the County such as ‘Working with Children with Speech, Language and Communication Needs (SLCN) in the Primary Setting’ (for LSAs and SENCOs) is not accredited or followed through with support groups.

· OT and the SLT service has tried to help schools by providing resource packs

· ‘Hands-on’ therapy can often be provided by classroom staff and/or parents with the right guidance and oversight.

· Difficult to persuade some schools that therapy can be safely and effectively provided by staff trained by therapists, rather that therapists themselves – schools are autonomous, each, needing to be convinced.

· Therapists should teach and facilitate the development of skills by those who live or work with the children on a regular basis.

· Tribunals – Therapists are not commissioned to provide information for tribunals which can often take a significant amount of time.

Therapists are very reluctant to prioritise this time over providing therapeutic support for patients who have already been waiting to receive therapy, particularly if the child concerned is not on their caseload or has been discharged.  
· There is not enough capacity to encompass all the demands upon therapy services. 
· Benchmarking is often undertaken within the network of therapy managers in Hampshire.

· Many SLTs, including recently graduated therapists are unable to get jobs, despite the demand, because the financial capacity of the system is so limited.

· Therapists were asked how they managed to gain the support of parents, particularly in deprived areas, where higher proportions of children tend to have language and communication limitations.  
· Panel members were told about the recent Government initiative ‘Every Child a Talker’ (ECAT) which focuses on developing children’s ability to communicate as early as possible.  However, no funding for the Winchester, Eastleigh and Andover areas has been forthcoming. This funding is required to support the initiative, and early years centres can charge parents for their children to attend, thus effectively excluding some children from gaining what they most need.

· Members commented that some funding might be possible through the limited allowances each member has, related to their HATs responsibilities.  The Vice Chairman promised to look into the matter and communicate with the SLT Manager.

Session 4:  The Communication and Language Team

County Specialist Senior Educational Psychologist – (Jo Birbeck)

· CAL team works flexibly
· Trains classroom staff to provide language and communication support without direct SLT involvement (using SLCT assistants).  Also train classroom staff to provide Emotional Literacy and behaviour support (using ELSAs).

· Accreditation is important, but at the moment there is none, but those who do the training may get a certificate?

· Therapy support assistants are monitored and must attend supervision meetings to maintain status.

· Does not believe that an LSA Level3 specialist module in a therapy would provide sufficient expertise in itself to provide therapy without direct SLT involvement.

· It was postulated that the County could provide its own accreditation against its own syllabus (which presumably it uses as a basis for the SLCT training programme).
· It was noted that it was important for therapists as well as therapy support providers to do hands-on delivery in order to maintain their practical skills.

· It was cautioned that professional culture barriers (expressed as medical, educational or social models), that reflect different world views, agendas and priorities, including how practitioners see themselves, need to be understood and negotiated in order to make significant progress.

· Is there not a deal of frustration?  This is true, partly born out of previously proposed and failed initiatives, and often a failure of communication, both vertical and horizontal in organisations and between partners.

· There is need for fundamental change at a strategic level

· Difficulties exist in terms of knowing the extent of need, where priority areas are etc. because different services and organisations are collecting different data, and each child has its own starting place. 
Additional material:
Incidence of Speech, Language and Communication Needs – Appendix Four
Appendix One:  Limington House School: self review

Limington House School Self review – impact of services provided to the school

Therapy provision
· Pressure on health budget resulted in us using our budget to purchase services of key medical staff in the form of a Speech and Language therapy provision via a Service Level Agreement with Symbol UK. and more recently with an independent Occupational therapist to work with class teams , focussing on Sensory Integration.

· In Feb 09 we seconded a member of support staff to support SaLT provision  to our school  

· Estimated cost of full time SaLT service to school £72,000 ( figures from Nov 08)  i.e. therapist supported by SaLT therapy assistant – with 6 days of specialist dysphagia support ( which works out as a cost of £847  per pupil)

Cost of current SLA for academic year 09 -10 - £32,000 which covers:

· 2 days a week of Speech and language therapist  - 13 hours

· training of SaLT therapy assistant who is seconded to Symbol UK. SaLT assistant is paid for by school – works 3 days a week.(cost to school £7226)

· SLA includes 5 training days to school 

· 6 days specialist advice from SaLT with expertise in dysphagia  

· 6 days professional supervision and management 

The main focus of project is EYFS/ and KS1, plus management of eating and drinking throughout school.

We have a consultative and training speech and language therapy service which

Provides advice and guidance for pupils in Foundation and KS1 ( 33 pupils - increase of 8 since 08 review  - with a dysphagia caseload across the school) 

Offers assessment, programme, review and monitors pupils in Foundation and KS1

Provides a schedule of training for parent, school staff and others

Input to multi – disciplinary team feeding clinics

Current dysphagia caseload is; 12 pupils 

New Pupils being assessed.

We have very clear pros and cons identified
· Stretched other aspects of spending :  (To fund all the above  we reduced staffing allocation in Financial year 07 and supplemented from training budget
 and from a bid to Children’s Services in 09.

· Lack of willingness on part of health to support the initiative – resulting in withdrawal of service despite Symbol Uk offering to work in partnership to complement NHS service. Rationale behind NHS decision to withdraw – linked to issues around concerns regarding inequitable provision of therapy across the PCT and the limited resources available to MN ( service manager)  to provide a service.

Positive outcomes

Easier to link people together which has resulted in a more sophisticated approach to meeting pupil needs – a more sophisticate job is done – as evidenced by: 

· improvements in communication passports – these are used in all settings 

· eating and drinking passports

· Eating and drinking clinics

· Improvements in special diets provided by HC3s -

· Stronger working relationships with parents

· Parental confidence in support communication development of their child
 

· Improved skill base of class staff

· Ease of access to training that is school specific – e.g, Makaton, Supporting pupils with DS, Eating and drinking, 

· More cohesive approach in meeting pupil needs, supporting family – through SaLT Team input in providing Makaton training, advice to parents, attendance at First Steps, joint home visits with class teacher / SHIP worker.

This links into information for Joint Review of therapy for disabled Children 

meeting – Thursday 4th March 2010

History of ‘cost shunting’ where: 

· therapy has been specified in statements or by Tribunals

· NHS is believed to be responsible for providing the therapy, but is unable or fails to provide it in all areas when it is needed

· Where the NHS does not provide the therapy
, it leaves the LA with the ultimate responsibility to provide it, and/or pick up the cost of it

From special school perspective 

Not enough therapy input

· Not all, but many special schools do not receive enough NHS therapy support; there is also an issue around the difficulty of getting nursing

School funded therapy

· Most special schools use some of their own funds to employ therapy input.

· The SEN unit in a mainstream school had no NHS input at all.  Speech and Language therapy was provided by the HCC Communication and Language team, and Occupational Therapy was bought in by the school.

Management of therapy resources by the school

· Some head teachers ( including us)  would prefer to manage the therapy resource (not the clinical aspects) so that closer integration with classroom work could be achieved
 -

· The common approach to providing therapy input for children is on the basis of setting up appointments with the school, but our preference is for better integration of therapy with classroom work – a different style of delivery
.

Innovations

Without exception special schools  have been forced to ‘innovate’, or buy in therapy resources either to complement/add to any Health provision, or to compensate for no NHS provision at all
.  A minority of schools reported therapy or specialist support being delivered by one of their LSAs (Learning Support Assistants) who had received some special training
.

Seek evidence that commissioners and providers are in line with government priorities

· showing commitment 

· are fully transparent about their funding

· plan to address current inequitable  provision of therapy services 

· focus on gaps in provision

· where improvement can be achieved

· allocation of resources that are sufficient to address identified gaps in provision

So how do we agree on who has responsibility for funding/ provision
 

What is our planned commitment to provide services
Issue is that service and delivery is rooted in history

our evidence is that this service and delivery no longer meets need – historic focus is Silo working – appointment system  

There is a perceived mulitiplicity and complexity of provision – as opposed to viewing support network 

Therapy services for disabled children are key to improving pupil outcomes – communication . independence, being healthy

Where need can be shown and therapy identified as having a potential for a given child to help them reach the potential that their other achievements suggest should be possible – we could  conclude that this money is being spent wisely and well for the benefit of all

Review panel looking at

· Level and pattern of funding over recent years

· Overall view by all is that a Special school better served re therapy provision  ( p4 Overview paper) – inequitable 
provision in special schools in terms of therapy provision  

Issue with Wheelchair services – contracted out – pupils have to have what is available – which isn’t always what they need

Other areas school has used budget to support

· Eg.  Issue of not being able to provide power packs to wheelchairs, ( 19 stone to push – limits access to activities.)

· Able to have wheelchair supplied but wont supply head support because child doesn’t need it – however needs to have head support for travelling on bus

· Pupils in hip spica – no suitable wheelchair can be provided – child and family therefore unable to go out.- 

Other

· not having electric wheelchair supplied until show can actually operate one , limited range available – 

· anything other than ‘mainstream’ has to financed by parents or via charity. 

Access to other therapies / equipment – 

CAMHS team – access to support has improved in our area but not at full capacity constant changes in boundaries   Also Team hasn’t been able to recruit Clinical Psychologist 

Play therapy – purchased by school from Treloars. Play therapists on G floor – cant offer service 

Continence service ( ie Nappies) – again variation across county. Basingstoke wont provide pull ups  - which impacts on toilet training – so parents often buy their own ( additional costs to families) However Winchseter service do provide pull ups.

Also families have to take nappies on offer – again not what their child may need – what  fits their child best. Also alloance is 5 nappies per 24 hours – some pupils need more than 5 changes a day etc – cant have – again have to buy 

When we have adequate support / provision we can also share service with mainstream – as part of our outreach provision / package – we would act as broker – would result in cohesive approach  - as we do with St Bedes , Oakley and HW 
We have a Service level agreement with SYMBOL UK –since Sept 07  which is reviewed on an annual basis to ensure that changes to our needs and service provision are highlighted and planned for well in advance – links into our School self review and School improvement plan. In April 09 we also secured the services of an OT experienced in sensory processing – this was initially on a sesSional basis – moving on to staff training and then one to one training – working alongside OT 

Our project  has demonstated that it is easier to link people together – evidence all EYFS ; further evidence  CB, CM, BS

1. Why would a school provide therapy 
out of their own budget when the NHS might reasonably be expected to provide that service?  [eg. SEN Code of Practice, Chapter 8, paragraph 8.50 “Prime responsibility for the provision of speech and language therapy services to children rests with the NHS
…” 

NHS should provide dysphagia support – Once we identified that we needed advice and discovered NHS not able to provide this we then had range of very difficult issues to deal with – which made for difficult relationships -  until we managed to buy in support for child, family, school, respite and paediatrician – hospital stated that the child’s the therapist had to be present when they carried out the video fluroscopy 

Having identified one pupil – risk assessments were
 carried out on others – significant case load identified  - so until NHS provide  a service we will need to 

 -  our case load isn’t likely to diminish and we need to look at how sustainability – cant afford to buy permanent hands on from band 8 – so working with Symbol Uk on options for Sept 2010 – 11 onwards
 

2. Why would head teachers state that in an ideal world they would prefer to be able to manage therapy in their schools
?

3. It has been commented that the way therapy is allocated to schools currently, does not track the needs of the child.  Do you have any better suggestions for how therapy might be provided in schools?

Options could be…  NHS providers devolve funds for Special Schools to Children services – who then either 

· identify a SLA with providers/ independent therapists  to provide service in special schools

· or Children’s services employ therapists 

· Or Children’s services devolve money through formula to school and schools purchase provision 
All the above have pros and cons

Note Recommendation 13 from conclusion and recommendations of the 2008 independent review  states:

· The issue of resourcing therapy services to special schools requires separate attention.

· A group of relevant interested parties to be set up to map need and provide option analysis for equitable service delivery
.

Some of the difficulties put forward by NHS therapists managers 

              Some therapy services have been destabilized as a result of boundary reconfiguration and have lost expertise to neighbouring trusts

           The burden of providing therapy services has largely been carried by the PCT, irrespective of the very large number of educational establishments both mainstream and special that require a service and of the impact of supporting inclusion in mainstream schools
. 

       Any economies of scale that could have been made as a result of becoming one PCT,   

            have not been possible as services have continued to be provided by historic    

           providers

        In excess of £5 million is being spent on therapy services
 in Hampshire:
	Service 
	Cost

	Speech and Language Therapy
	£2,859,549

	Physiotherapy
	£1157,872

	Occupational Therapy
	£1059,853


            Therapists may advise on strategies, design programmes and monitor progress but there will never be sufficient numbers of therapists to do the ‘hands on’ work, nor is that necessary. Direct intervention by therapists will be largely limited to the most complex conditions requiring highly specialist skills.

Workforce development will be largely about skilling up the wider children’s workforce, developing their competencies.  To achieve this  will probably still be a need to increase the numbers of qualified therapists to oversee the work and contribute to the training of others.

Meeting expectations of parents/teachers

· Parent, and sometimes teacher expectations, can exceed the ability of therapy to meet expected outcomes
 

· Honesty and clarity is needed around information provided and given to parents who simply want the best for their children – it is not clear that parents are fully aware of available sources of help
, how their children might benefit, or what outcomes they can expect – issue around how well statements are written and the extent to which they are free of distortion.

Ability profiles of children

· Sometimes (or often?) a statement, especially if vaguely expressed, may indicate a child needs therapy, but care needs to be taken, especially in a context of limited resources, that therapy will result in desired outcomes – a child’s overall profile of ability may suggest where therapy would have limited success.  Therapists can struggle to convince parents and teachers that therapy may not always be warranted.



SEN Code of Practice, Sections 8:49 – 8:52

8:49 Case law has established that speech and language therapy can be regarded as either educational or non-educational provision, or both, depending upon the health 
or developmental history of each child. It could therefore appear in either Part 3 or Part 6 of the statement or in both. However, since communication is so fundamental in learning and progression, addressing speech and language impairment should normally be recorded as educational provision unless there are exceptional reasons for not doing so.59

8:50 Prime responsibility for the provision of speech and language therapy services to children rests with the NHS. This applies generally and also to any specification of such services in a statement of special educational needs, whether in Part 3 as educational provision or in Part 6 as non-educational provision, or in both parts. Health authorities are responsible for purchasing therapy services through the contracts they make with providers of health care (NHS Trusts). The NHS provides a professionally managed speech and language therapy service covering pre-school, school-age and adult age groups, which has close links with the other child health services.
8:51 Where the NHS does not provide speech and language therapy for a child whose statement specifies such therapy as educational provision, ultimate responsibility for ensuring that the provision is made rests with the LEA, unless the child’s parents have made appropriate alternative arrangements. Schools, LEAs and the NHS should cooperate closely in meeting the needs of children with communication difficulties.

8:52 It is important that the nature and extent of provision required for individual children should be examined very carefully and that full consideration is given as to how such provision can best be delivered. In some cases, for example, children may need regular and continuing help from a speech therapist, either individually or in a group. In other cases, it may be appropriate for staff at the child’s school to deliver a regular and discrete programme of intervention under the guidance and supervision of a speech and language therapist.
Appendix Two: Dysphagia Guidance from Symbol UK
1: Awareness and Knowledge of Dysphagia

	
	Level I

Staff members who work as part of a team with therapists, to meet the needs of clients with Dysphagia
	Level II

Staff members who have additional responsibilities specifically related to Dysphagia
	Level III

Therapists who manage a caseload of clients with non-complex dysphagia
	Level IV

Therapists who manage a caseload of clients with complex Dysphagia
	Level V

Therapists with  highly specialist skills in Dysphagia

	1.1 

Anatomy of mechanism for eating, drinking and swallowing
	Awareness of basic relevant anatomy and physiology relevant to dysphagia: basic structures and essential functions. 
	Basic knowledge of relevant anatomy and physiology relevant to Dysphagia.

Basic knowledge of relevant motor issues (including types of  tone and relevant reflexes)

Basic awareness of most common associated gastro-intestinal tract disorders. 


	Detailed knowledge of relevant anatomy & physiology with specific relevance to function. 

Knowledge of cranial nerves relevant to dysphagia.

Comprehensive knowledge of motor factors important in dysphagia.

Knowledge of most common diagnoses associated with dysphagia.

Knowledge of anatomical differences between young child and adult and their implications in dysphagia.

Knowledge of most common associated gastro-intestinal tract disorders.


	Advanced knowledge of condition specific anatomy and physiology.

Knowledge of range of associated disorders related to gastro-intestinal tract.

Knowledge of dysphagia issues and

Tracheotomy.

Knowledge of management of dysphagia issues in young infants.


	Extensive knowledge of anatomy/physiology specific to a range of conditions associated with dysphagia.

Extensive knowledge of associated disorders related to gastro-intestinal tract.

Specific knowledge of tracheostomy management.

Advanced knowledge of management of dysphagia issues in young infants.



	1.2 

Neuro-Physiology related to dysphagia
	Awareness of distinct phases of swallowing.
	Basic knowledge of phases of swallowing.

Some understanding of abnormal swallowing and its implications.
	Detailed knowledge of each phase of swallowing.

Knowledge of abnormal swallowing phases, and understanding of their implications.

Ability to identify non complex swallowing difficulties with support.


	Ability to identify non-complex swallowing difficulties without support and more complex swallowing difficulties with some support.
Knowledge of most commonly prescribed medications associated with Dysphagia


	Skilled at identifying a wide range of swallowing abnormalities.

Extensive knowledge/experience of conditions commonly resulting in highly complex dysphagia.
Extensive knowledge of relevant medications and their impact on Dysphagia.


	1.3 

Knowledge of develop-mental sequences
	None required.
	Awareness of developmental sequences for eating and drinking skills.

Developing ability to identify clients who are not following normal sequence.


	Detailed knowledge of developmental sequences for eating and drinking skills.

Knowledge of sensory development related to Dysphagia.
	Advanced knowledge relating to sensory development and Dysphagia.

Awareness of Dysphagia issues linked to puberty and ageing.
	Extensive knowledge of developmental sequences and the effects of a range of factors upon the developmental process.

Advanced knowledge relating to dysphagia associated with puberty and ageing.

Advanced knowledge of developmental sensory issues related to dysphagia.



	1.4 

Awareness of role of posture
	Understanding of: good/bad postures for clients and carers and implications of poor posture.

Awareness of importance of type of seating.

Awareness of role of physiotherapist and Occupational therapist.
	Understanding and knowledge of postural management for non-complex dysphagia clients.

Knowledge of most commonly used postural equipment and where to obtain it.

Knowledge of carers positioning in line with best practice.


	Comprehensive knowledge of postural management for complex dysphagic clients.

Knowledge of range of postural equipment. 

Ability to advise on position of feeders in line with best practice. Ability to work jointly with Physios/OTs to achieve optimum posture for clients with non-complex dysphagic clients.
	Advanced knowledge of movement/tone disorders in relation to Dysphagia and impact on posture.

Advanced knowledge of postural management and wide range of equipment/supportive devices.

Ability to contribute to multidisciplinary assessments of posture for complex dysphagic clients. 
	Extensive knowledge of postural issues including specific movement/tone disorders, spinal/orthopaedic issues and impact on management.

Extensive knowledge of postural equipment options and significant experience in leading multi-disciplinary seating assessments for highly complex dysphagic clients.

	1.5 

Sensory Issues


	Awareness of five senses.

Understanding of significance of environment (noise level lighting atmosphere) in mealtime settings.


	Awareness of five senses and relevance to eating and drinking.

Knowledge of optimum environment requirements.
	Functional knowledge of the sensory system (to include all five senses).

Knowledge of oral-sensory development and its relation to mealtimes.

Demonstrates knowledge of specific sensory issues in relation to feeding i.e. hyper/hypo-sensitivity.
	Advanced knowledge of sensory processes related to eating and drinking.

Specific knowledge of impact of visual impairment linked to dysphagia.

Knowledge of sensory integration theories and their relevance to Dysphagia.

Knowledge of sensory processing disorders in specific diagnoses.
	Extensive knowledge of sensory processes related to eating and drinking.

Extensive knowledge of sensory integration theories and ability to consider these issues in devising care plans. (Has completed specific  training in this area)

Extensive knowledge of sensory processing disorders for specific diagnoses.



	1.6

Augment-ative Equipment
	Demonstrates understanding of the use of augmentative equipment/utensils. 

Awareness of role of occupational therapist.
	Knowledge of most commonly used utensils/equipment and where to obtain.

Some ability to suggest suitable utensils/equipment with supervision.
	Knowledge of range of augmentative utensils/equipment available (and where to obtain).

Demonstrates good clinical judgement in recommending equipment for trial/ use.

Ability to jointly assess with OT.
	Skilled at participating in multidisciplinary assessments for provision of augmentative equipment/utensils.

Skilled at identifying specific utensils/equipment for clients benefit.
	Extensive knowledge of augmentative equipment and applications for a range of Dysphagic difficulties.

Extensive experience of multidisciplinary assessments for augmentative equipment provision.



	1.7. 

Nutritional /Hydration Issues
	Awareness of importance of nutritional/hydration status.

Awareness of role of dietician.


	Basic knowledge of nutritional/hydration issues common to Dysphagia.

Basic understanding of use of common dietary supplements.
	Advanced knowledge of nutritional/hydration issues related to dysphagia.

Clear understanding of role of dietetic intervention.

Knowledge of range of dietary supplements.


	Ability to jointly assess & manage clients with Dietitian.

Advanced knowledge of full range of dietary supplements.

Ability to address complex nutrition and hydration issues with support from senior Dysphagia therapist.
	Extensive knowledge of complex nutritional & hydration issues related to dysphagia.

Extensive experience of joint working with Dietitian and medical team to address complex nutrition and hydration issues.

	1.8

Texture modific-ation and food/drink preparation
	Awareness of role of texture/consistency modification for clients with Dysphagia.

Awareness of link between appearance of food and appetite stimulation.
	Knowledge of role of texture/consistency modification for clients with Dysphagia.

Knowledge of texture and consistency, as described in “A guide to food textures” (Paediatric Dysphagia SIG).

Awareness of common thickening agents and how to use them.

Ability to categorise food/drink according to texture/consistency.


	Knowledge of developmental oral-motor skills linked to texture/consistency and impact on oral motor skills/swallowing.

Ability to analyse oral motor skills for non-complex clients in relation to appropriateness of textures/consistencies provided.

Ability to recommend modifications to food/drink to improve functional skills for non- complex dysphagic clients and ensure safety.


	Skilled at analysing oral motor skills for complex dysphagic clients in relation to appropriateness of textures/consistencies provided.

Ability to recommend modifications to food/drink to improve functional skills for complex dysphagic clients and maintain and ensure safety.
	Comprehensive knowledge of texture modification.

Knowledge/experience of range of difficulties arising from texture/consistency issues and ability to advise on appropriate therapy strategies for highly complex dysphagic clients.



	1.9  

Psycho-social issues
	Awareness of psychological impact of swallowing/feeding difficulties for both the client and the carer.


	Basic awareness of psychological and behavioural issues linked to dysphagia.

Ability to appreciate emotional issues linked to dysphagia for clients and carers and respond to these appropriately with support/supervision.
	Knowledge of psychological and behavioural issues related to dysphagia.

Ability to address psycho-social issues for non-complex dysphagic clients with support from senior Dysphagia therapist.
	Ability to address psycho-social issues for non-complex dysphagic clients without support.

Ability to address psycho-social issues for complex dysphagic clients with support from senior Dysphagia therapist.

Involvement in specialist team focusing on psychosocial issues.

Skilled at addressing  range of psychosocial issues related to dysphagia

(Completed further study in emotional/behavioural issues linked to dysphagia).

Skilled at working with individuals/families to address complex dysphagia issues.


	Highly skilled at addressing wide range of psycho-social issues related to dysphagia.

Completed significant additional training/extensive experience in emotional/behavioural issues linked to dysphagia.

Highly skilled at working with individuals/families to address complex psycho-social issues.

Able to work as part of specialist team focusing on psycho-social issues.

Highly skilled/experienced at working with individuals/families to address highly complex dysphagia issues.



	1.10 

Alternative  methods of feeding
	Basic awareness of alternatives to supplemental feeding.
	Basic knowledge of supplemental feeding and implications for client/family/carers.
	Specific knowledge of naso-gastric tube and gastrostomy feeding.

Basic knowledge of other types of supplementary feeding.

Ability to joint work with Dietitian to support nutritional/hydration issues.

Knowledge of emotional/psychosocial issues related to supplemental feeding.


	Advanced knowledge of range of supplemental feeding methods.

Ability to work with multidisciplinary team on issues related to supplementary feeding.

Skilled at managing emotional/psychological issued related to supplemental feeding.
	Extensive knowledge of range of supplementary methods of feeding and indications for each.

Ability to lead discussions with a range of professionals on issues related to supplementary feeding. Highly skilled/experienced at managing emotional/psychological issued related to supplemental feeding

	1.11 Ethics
	Basic understanding of risk issues linked to dysphagia.

Basic understanding of issues of consent.

Knowledge of organisational and local child protection policies.

Awareness of own role/abilities and limitations.

Ability to seek support as appropriate.
	Knowledge of risk issues linked to Dysphagia.

Knowledge of issues of consent.

Awareness of ethical issues linked to Dysphagia.

Knowledge of own role/abilities and limitations.

Ability to seek support as appropriate.
	Knowledge of ethical issues and risk analysis surrounding dysphagia.

Ability to address non- complex ethical issues with support.

Ability to carry out a risk analysis with support.
	Ability to address non- complex ethical issues without support. 

Ability to address complex ethical issues with support.


	Extensive knowledge/experience of ethical issues and risk analysis in relation to dysphagia.

Skilled at addressing highly complex ethical issues.



	1.12 Policies & Procedures
	Awareness of local policies relating to dysphagia.
	Knowledge of local and organisational policies relating to dysphagia. Ability to recognise when policies are not being adhered to and inform line management.
	Able to implement strategies to ensure compliance with local and organisational dysphagia policies.
	Contributes to development of local dysphagia policies. Able to deal effectively with issues of compliance.
	Responsibility for developing, updating and reviewing local and organisational dysphagia policies.

Skilled at addressing issues of compliance.




2: Assessment

	
	Level I

Staff members who work as part of a team with therapists, to meet the needs of clients with Dysphagia
	Level II

Staff members who have additional responsibilities specifically related to Dysphagia

	Level III

Therapists who manage a caseload of clients with non-complex dysphagia

	Level IV

Therapists who manage a caseload of clients with complex Dysphagia

	Level V

Therapists with  highly specialist skills in Dysphagia

	2.1 
Information

gathering
	Ability to collect basic information, using standard form, from client or carer. 

Ability to complete form/checklist as selected by or devised by supervising team member and discussed with supervising team member prior to observation. 

Able to report information back for interpretation.
	Enhanced observation skills and ability to complete more advanced checklists based on additional knowledge.

Ability to carry out basic swallowing assessment. (from checklist etc.):-

Able to determine through observation obvious signs for risk of aspiration.

Ability to trial and evaluate modifications during assessment for non-complex dysphagic clients with support.

Able to record all information accurately and completely.


	Ability to obtain comprehensive case history (to include birth, medical, respiratory and feeding histories and obtaining all relevant information from involved professionals and care staff and families, including foster/respite carers.

Ability to make comprehensive swallowing assessment with use of checklists (including assessment of: tone, reflexes, oral-motor skills, posture, equipment, emotional/behavioural issues, sensory issues, effects of medication, nutritional issues, oral hygiene, management of secretions, food/drink texture/consistency etc.)

Ability to observe and consider all areas related to the mealtime and record accurately and completely.

Ability to trial and evaluate modifications during assessment (for non-complex dysphagic clients without support and for complex dysphagic clients with support), prior to writing support plan/guidelines with explanation to staff/carers.

Knowledge of further investigations and ability to refer when appropriate e.g. for Videofluoroscopy, dietetics and further medical investigation.


	Skilled at obtaining full relevant history and related information with occasional reference to checklists.

Ability to make full assessment of complex dysphagic clients with support.

Advanced ability to evaluate information gathered, formulate hypothesis and immediately inform management of client.

Ability to refer for further investigations e.g.  for Barium swallow, pH study, cervical auscultation, FEES, SATS, motility studies and surgical/medication management)
	Highly skilled at obtaining full relevant history and related information (without checklists).

Skilled/experienced at obtaining full assessment of highly complex dysphagia cases.

Skilled at complex evaluation of long term dysphagic clients, including those who previously have not had access to comprehensive advice and intervention.

Extensive knowledge of investigations and skilled at identifying implications of investigation outcomes.

	2.2 Interpret-ation of information
	None required
	Some ability to interpret advice/information from selected professionals and with support to begin to formulate hypothesis for intervention with non-complex dysphagic clients.

Ability to communicate findings within own staff team.
	Ability to interpret relevant information from other professionals and

formulate hypothesis for intervention in conjunction with information gained from assessment for non-complex dysphagic clients.

Ability to interpret observations and deliver feedback to carers/staff with any suggested modifications, prior to synthesising all sources of information.

Ability to communicate findings and recommendations to carers/other professionals.
	Skilled at formulating hypotheses to inform intervention in conjunction with information gained from assessment for complex dysphagic clients.
Enhanced skills in communicating information and leading discussion with families/carers around eating, drinking and swallowing difficulties.
Ability to manage demanding/distressing case scenarios with significant psycho-social and emotional impact with minimal support. 

	Highly skilled in complex problem solving, with regard to diagnosis, treatment/therapy options, ethical dilemmas, quality of life issues, cultural issues and psychological issues.
Highly skilled in working with families/carers to inform/support their decision making and develop their knowledge of eating, drinking and swallowing difficulties.
Highly skilled in managing extremely demanding highly complex case scenarios with a high psycho-social and emotional load. 



3. Provision of Eating/Drinking support plans
	
	Level I

Staff members who work as part of a team with therapists, to meet the needs of clients with Dysphagia
	Level II

Staff members who have additional responsibilities specifically related to Dysphagia
	Level III

Therapists who manage a caseload of clients with non-complex dysphagia
	Level IV

Therapists who manage a caseload of clients with complex Dysphagia
	Level V

Therapists with  highly specialist skills in Dysphagia

	3.1
Identification of areas to address in Eating/Drinking

Support plans
	Basic ability via discussion with supervising therapist. Developing awareness of areas for potential intervention.
	Following on from assessment process, ability to identify specific areas to address in support plan for non-complex dysphagic clients, through discussion with supervising therapist.
	Following comprehensive assessment, ability to identify specific areas with potential for change to address in support plan, for non- complex dysphagic clients.
Ability to identify specific areas to address in support plan, following comprehensive assessment for complex dysphagic clients with support.


	Skilled at identifying specific areas to address in support plan, following comprehensive assessment of complex dysphagic clients with support where required.
	Highly skilled at identifying  all areas which require consideration within the support plan for highly complex dysphagic clients- (to include consideration of risk factors, advice/aims of other professionals, family/carer’s concerns, skills of those following the support plan)

	3.2
Devision of

Eating/Drinking Support plans
	Developing awareness of modifications to mealtime environments to ensure safety and enjoyment across all mealtime environments within location.
	Ability to propose and negotiate modifications to mealtime environments for non-complex dysphagic clients to ensure safety and enjoyment across all mealtime environments within location.
	Ability to identify, implement/include strategies to ensure safety and enjoyment across all mealtime environments within location.

Ability to devise comprehensive eating and drinking support plans for non-complex dysphagic clients without support.

Ability to devise comprehensive eating and drinking support plans for complex dysphagic clients with support

	Skilled at addressing all aspects of safety/enjoyment throughout range of mealtime environments.

Skilled at devising comprehensive eating and drinking support plans for complex dysphagic clients without support.


	Highly skilled/experienced at developing comprehensive intervention plans within range of multidisciplinary frameworks for highly complex dysphagic clients.



	3.3 
Communication & Negotiation
	Developing skills for communicating effectively with clients and carers.
	Ability to communicate and intervene effectively with clients/carers with non-complex dysphagia with support from supervising therapist.
	Ability to communicate and negotiate with client, carers and other professionals for clients with non-complex dysphagia without support and for those with complex dysphagia with support from senior therapist.
	Skilled at communicating and negotiating and communicate with clients/carers with both non-complex and complex dysphagia. Ability to consult and negotiate with family and other professionals to resolve and maintain rapports.
	Highly skilled at consultation and negotiation with both other professionals and carers targeting provision of accurate support plans/programmes.

Ability to negotiate and remediate rapport with families and other professionals in highly complex dysphagia case scenarios.

Skilled at leading negotiation where required.




4. Planning & Delivering Intervention 

	
	Level I

Staff members who work as part of a team with therapists, to meet the needs of clients with Dysphagia
	Level II

Staff members who have additional responsibilities specifically related to Dysphagia
	Level III

Therapists who manage a caseload of clients with non-complex dysphagia
	Level IV

Therapists who manage a caseload of clients with complex Dysphagia
	Level V

Therapists with  highly specialist skills in Dysphagia

	4.1

Identific-ation of areas to address in intervention
	Not required
	Able to identify some basic key areas to target in intervention for non-complex clients with support.
	Ability to identify specific areas which require intervention and have potential for change (taking into account developmental and psychosocial issues) for non-complex dysphagic clients without support and for complex dysphagic clients with support from senior therapist.

	Skilled at identifying specific areas which require intervention and have potential for change (taking into account developmental and psychosocial issues) for both non-complex and complex dysphagic clients 
	Highly skilled at identifying all areas which should be targeted for intervention in complex and highly complex dysphagic clients. 

Highly skilled at differentiating those areas which require intervention and those that need maintenance with clear priorities.

Skilled at prioritising intervention strategies in consideration of client/carer’s needs.



	4.2 
Planning intervention
	Not required
	Ability to contribute to basic intervention plan for non-complex dysphagic clients with support.
	Ability to establish short and long term objectives for inclusion within intervention strategies.

Ability to develop intervention strategies for non- complex dysphagic clients without support and for complex dysphagic clients with support from senior therapist.

	Skilled at developing strategies for intervention for complex dysphagic clients within multidisciplinary framework.


	Highly skilled at developing comprehensive intervention plans within multidisciplinary frameworks for highly complex clients.

Ability to plan for a wide range of further investigations.



	4.3 Multidis-ciplinary working
	Ability to work with other professionals as directed by supervising therapist.
	Enhanced ability to liaise with other professionals, supervised by therapist.
	Effective multidisciplinary practitioner.

Ability to coordinate small team targeting clients with non-complex Dysphagia without support.
	Skilled at working effectively within a wide multidisciplinary framework.

Ability to coordinate team targeting clients with both non-complex and complex dysphagia.

	Highly skilled at devel-oping multidisciplinary services through fostering relationships with allied medical professionals at a local level and working with stakeholders to monitor and improve services.

Skilled/experienced at leading multidisciplinary teams /specialist clinics for clients with highly complex dysphagia. 




5. Implementation of Intervention Strategies
	
	Level I

Staff members who work as part of a team with therapists, to meet the needs of clients with Dysphagia
	Level II

Staff members who have additional responsibilities specifically related to Dysphagia
	Level III

Therapists who manage a caseload of clients with non-complex dysphagia
	Level IV

Therapists who manage a caseload of clients with complex Dysphagia
	Level V

Therapists with  highly specialist skills in Dysphagia

	5.1

Evaluation of implement-ation of support plans/interve-ntion
	Ability to monitor implementation of support plans, as directed, and report back to supervising therapist/relevant staff members.
	Ability to evaluate implementation of support plans and report back to supervising therapist/relevant staff members with some suggestions of modifications.
	Skilled at implementation of support plans and modifications as required for non- complex dysphagic client’s needs and for complex dysphagic clients with support as required.
	Skilled at reviewing implementation of support plans and modifying as required to meet needs of complex dysphagic clients.
	Highly skilled/experienced at evaluating outcomes for highly complex dysphagia cases.

Skilled at developing innovative support plans for highly complex cases.

	5.2

Facilitation of implement-ation of 
support plans
	Ability to facilitate implementation of support plans for specific location as directed by supervising therapist/relevant staff members.


	Ability to model techniques to support implementation of support plans following briefing from supervising therapist. Ability to monitor use of support plan across locations and report back to supervising therapist 

	Ability to train range of staff/carers in implementation of support plans across a range of environments. 

Ability to train staff groups on dysphagia related issues within own competency levels.
	Skilled at delivering training packages to a range of other staff groups to support implementation of support plans.

Ability to train members of own staff group in line with competency levels.
	Highly skilled/experienced in training a range of carer/ staff and other professional groups.

Advanced skills in addressing problems arising from support plan provision having ability to lead in discussion of factors which may impinge on application of remedial strategies such as quality of life issues & ethical issues surrounding supplemental methods of feeding.



	5.3

Provision of training
	Not required
	Ability to deliver basic training package with support. Ability to assist senior therapist with delivery of training packages.
	Ability to devise basic training package without support. Ability to plan and deliver training packages appropriate to range of locations within own competency level.
	Skilled at devising and delivering training packages for a range of staff groups on a number of related Dysphagia topics.

Ability to train own and other professional groups in line with own competency levels

Skilled at providing advice/support/mentoring to less experienced staff
	Highly skilled/experienced at developing and delivering a range of training packages across all environments.

Ability to train own and other professional groups in line with own competency levels.

Highly skilled/experienced at providing advice/support/mentoring to less experienced staff.

Ability to act as clinical resource to both colleagues and other professionals in the field of Dysphagia.




Appendix Three:  The Romsey School – information
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�Average Training course costs £100 – £350 per day, cost of cover  plus cost of travel. Research shows that impact on professional development of off site training courses is 5%.  Impact of coaching / working alongside is over 80%


�Snow play , simple two sided leaflets – ideas on how to support language development during day to day activities  - geared to development level of the child – pmld / ASD/ sld


�


Despite the trauma of going to a tribunal, the parents may nevertheless regard it as a better defined and understood route than continuing to  ‘battle with’ the education system





�We have 5 pupils who have Speech  therapy paid for by LA  - delivered by private therapists


�We have strong nursing provision – have excellent relationships with nursing and community nursing team which is impacting positively on outcomes for pupils and their families – evidence of supporting access to after school events through training, information, health plans and improvement to the transition into adult services – nursing team part of school – attend training , provide training – has become a more seamless approach – strong support with continuing health care packages / palliative care support


– our issue is other therapeutic support – such as SALT,- which includes Dysphagia  Physio, OT and wheelchair services











�Our projects with Symbol Uk and with OT- Helen Nunn  supports this view 


�Again outcomes of our project support this new style of delivery – cross ref to outreach support – resource base 


� Our issue is that when we buy in therapy to complement – NHS withdrew – do not appear committed to work collaboratively  - use money instead to prop up other areas


�If go down this route our evidence shows need to second – to develop training / competencies – it means we have to resource over and above if we want to ensure sustainability/ integrated working


�SALT 


Major area  - Dysphagia


Salt support – early years


�Panel not made aware of innovative approaches either in strategy 


or commissioning  - at moment each school is doing their own thing – pressures are such that we have to do something 


�Dysphagia and oral motor ( includes stutter) should be  NHS along with clinical supervision –we currently purchase OT support and pay for clinical supervision


With our SLA with Symbol UK clinical supervision is included as part of the contract – not my responsibility – and they provide training . supervision for the member of staff we have seconded as a Speech and Language therapy assistant


Also they provide training – Health  could provide training programme  - children’s service have responsibility for rest within special schools 





�And historic perception of expectations/  needs/ rights of our children and their families


�


Therapy staff employed on fixed term contract  - Employ band 5 staff – cant attract  higher bands - results in lack of Continuity, 


Need to rebuild relationships


According to point 23 page 8  Basingstoke and North Hants NHS Foundation Trust ( PT and OT)  is a larger service and therefore better able to deploy their resources flexibly / have capacity for specialist posts – Query Sensory Processing support – have specialism but no capacity to allow this to happen… discussed working with us ( Dve Hse and LHS) to buy in additional OT. Issue we have as schools is how much say do we have in how that person is used - we want/need hands on input / training 


�


2 days physio – case load = 32 of which 13 are no input- 


Of the 19 half seen fortnightly – rest half termly / termly


1.5 days OT – case load 18


focus equipment – appointed on a one year fixed term contract – had 3 different OT in for past three years – 2 of whom have been band 5 ‘s – long induction involved  - impacted on team building / relationships focus has been on equipment and not hands on


Physio – case load – see   pupils on a fortnightly basis


Pupils on a half term / termly basis





22 puils seen in othotics 


5 days nursing 


Health therapy assistant to support the team








�Heads are responsible for the delivery of the statement of special educational needs – we are brokers ensuring services are provided. If they aren’t then we have a duty to do something 


�Supply of therapists with the right specialist skills is not sufficient to meet needs /demand in special schools (in all areas  - Issue of Dysphagia  - Health and safety – of child and feeder 





highly specialized – band 8 


if do have staff at this level they have a high level of  management tasks – and little capacity for hands on – why cant they set up a system like AST/ Advisory therapist – could have one / two for county – – Focus is on 


(we have 4 therapy provider organisations in Hampshire, some better resourced than others) – typically resources are stretched – what prevents them from pooling resources into one provider – could then purchase range of skills we need – not these are the skills we have so this is the provision you get.





�These are very detailed  - several pages and need a lot of observations – time allocated to make detailed assessment 


�Dysphagia competencies sheet





�Cross ref to outcomes of our project


Plus we would be better placed to match therapy to need  - those who are vociferous get a better deal for their child  -we have parents who have low expectations of their child / haven’t got necessary skills/ resources  to go to tribunalfighprofessionals 


�Excellent- we need a time line – plus outcome… not just reports of what should happen 


�One pot for education – all PCT contribute and then either Health manage service or they delegate funds to LA to purchase provision  -


�Is this for adults and children services – or just children?








�Due to our lack of understanding -  need to work more closely with one another to understand restraints working within


�Which is why First Steps, lead professional role, Symbol Uk project (and hopefully OT project)  has proved so valuable – taken the anxt./ need to fight out of the equation – I iust would like NHS to support and not pull out / decline to work with us





Also managers don’t discuss with us what the priorities are for the service they need to provide in the special schools - why isnt dysphagia a priority  given safety issues   





�If support put in early – build up trust and relationships – opportunity for discussion on how best to meet child’s specific need – without constant mention of resource availability – would go a long way – i.e. focus on what we can do. Plus have access to therapist – cant get hold of them – based in lots of different places – spend a lot of time travelling….. 


� So need to put dysphagia issues in non educational section – statements just says advice and support of 


The Quality of initial assessments impacts on quality and value of child ‘statement. 
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