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Education and Culture Committee 

Children and Young People (Scotland) Bill 

NHS Ayrshire and Arran 

Ensure that children’s rights properly influence the design and delivery of 

policies and services by placing new duties on the Scottish Ministers and the 

public sector and by increasing the powers of Scotland’s Commissioner for 

Children and Young People  

1. NHS Boards will require, in strategy, policy and performance to make explicit 

children’s rights and steps taken to comply with this section of the legislation. 

This will require a culture shift across health services and whilst it is welcomed, it 

poses certain challenges. Guidance on implementation and monitoring 

performance would be welcome and this would also help to support a consistent 

approach across the country. It is suggested there will be particular challenges 

for those who work in services where the adult is the primary receiver of care and 

their understanding as to compliance with children’s rights in practice is crucial to 

the implementation of the legislation. In addition, health practitioners may face 

conflict in balancing the rights of adults receiving care with those of the adult’s 

children. 

Improve the way services support children and families by promoting 

cooperation between services, with the child at the centre  

2. We welcome the focus being on a child’s “Well Being”, however, we are 

concerned that many health professionals, in particular those caring for adults, 

will not have the required knowledge to recognise where a presenting situation 

may be a risk to a child’s “Well Being”. However, we are confident they can 

recognise a safeguarding or child protection situation as we have extensive 

training to support this area of activity.  

3. The focus on “Well Being” is likely to present challenges in staff having the 

confidence and willingness to share information even where risk to “Well Being” 

has been identified. 

4. We would suggest that consideration is given to some type of national initiative to 

raise aware of the issue of “Well Being” and also to develop a national training 

package for staff. The role of Public Health we would suggest is critical to this 

process raising awareness of the multiple factors that need to be considered and 

the methodology we need to share to fully evaluate the contribution Health and its 

partners can make. 

5. The Bill proposes NHS Boards will be responsible for ensuring every child from 

birth to school age has a Named Person. This leaves the legislation open to 

interpretation in allocating such a role. It is requested that the final legislation or 

guidance explicitly states this should be the role of the health visitor, who is the 

best placed professional to fulfil the responsibilities of the role and produce the 

best outcomes for children in the age group. 

6. We ask that clear and explicit national guidance is provided on the role and 

responsibilities for the named person to ensure consistency across Scotland. We 
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would invite the National GIRFEC Team to provide this along with training and 

education materials. 

7. The Children and Young People (Scotland) Bill sets out a requirement of 

professionals to share information with the child’s named person when there is a 

concern for a child’s safety or a presenting situation which may be a risk to their 

“Well Being”. 

8. The Bill proposes Health Boards will provide the role of named person for those 

children from birth to school entry and the local authority to do so for children 

from school entry until they have attained the age of 18 years. As previously 

suggested we support this division and would like Health Visitors to assume the 

role of the named person for children from birth to school age. 

9. For children of school age it is commonly considered likely that education will 

assume the role. 

10. Custom and practice across NHS Boards is that when a child attends a health 

service and this generates actual or potential concern about their wellbeing, this 

is communicated to the health visitor for pre-school children and the school nurse 

for school age. In addition, even those attendances that may not be of concern 

are also shared, such as attendances at Accident and Emergency Departments 

or sexual health services. This practice enables the collation of chronologies 

which are important in highlighting concern arising from an accumulation of 

health issues. 

11. Whilst for preschool children the proposed legislation will not change this 

practice, for school aged children this will require health services to share health 

information out with the NHS i.e. with the local authority/education. 

12. We would like consideration and clarity to be given with regards to the potential 

conflict between the proposed legislation and that pertaining to medical 

confidentiality. We feel guidance on sharing information with regards to risk to 

“Well Being” and information sharing to support the continuity of health care is 

required. 

13. Without clarification on the above, the well being of children and young people 

will potentially be at greater risk than is currently the case. 

Information sharing between services in respect of Children and Young People or 

Parent’s Rights vs. the Rights of Children and Young People:  

14. In situations where child protection is an issue, this has been recognised, and the 

response from adult services is cooperative. In circumstances where the child 

could or will be at risk of harm due, for example, to the parent or carer’s alcohol 

or substance misuse, mental health, Fetal Alcohol Spectrum Disorders (FASD), 

the impact of the treatment programme, or out with health service issues such as 

criminal behaviour or the consequences of that behaviour, need to be 

considered. There is some distance to go before there are effective 

communication systems in place. National guidance would be welcome and 

would assist the process.  
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Strengthen the role of early years support in children’s and families’ lives by 

increasing the amount and flexibility of funded early learning and childcare;  

15. We would argue that this legislation should be supportive of parents and families, 

the nature of the support offered may not have the impact sought as to achieve 

this we need to work more directly with parents to enable them to become better 

parents. The proposal seems to supplement poor parenting.  

Ensure better permanence planning for looked after children by improving 

support for kinship carers, families and care leavers, extending corporate 

parenting across the public sector, and putting Scotland’s National Adoption 

Register on a statutory footing;  

16. NHS Boards will require clarity on the role of the corporate parent and the 

implications of this. Consideration will need to be given to the role of adult health 

services in particular in relation to those 16-25 years and action taken to ensure 

they understand the legislation and the interface with vulnerable adult legislation.  

Strengthen existing legislation that affects children and young people by 

making procedural and technical changes in the areas of children’s hearings 

support arrangements, secure accommodation placements, and school 

closures; 

17. Nil response 

Relevant issues: 

18. The solution to improved decision making and outcomes for children where there 

are wellbeing concerns (including those who are looked after), is via embedding 

the Getting It Right For Every Child (GIRFEC) approach in all services associated 

with children, young people and families. This includes adult services. GIRFEC 

provides a consistent way for all practitioners to work with all children and young 

people and also promotes as a core component, the views of children, young 

people and families in assessment, planning and intervention. GIRFEC provides 

a co-ordinated and unified approach to identifying concerns, assessing needs, 

and agreeing actions and outcomes for children. Therefore in embedding the 

Getting It Right For Every Child (GIRFEC) approach we expect to see improved 

responsiveness, communication, information sharing, assessment, analysis, 

planning, decision making and therefore the achievement of timeous, stable and 

permanent solutions for children and young people who have care needs.  

19. To embed the approach in a consistent and sustainable way will require changes 

in culture, systems and practice across all agencies including adult services that 

support parents and carers who have contact with children. Where resources are 

significantly constrained the transition to a new state is challenging within a 

timescale that is acceptable for our children and young people. Using the 

mechanisms in place through guidance, policy and scrutiny we can ensure that 

the implementation of this approach is being prioritised and strengthened by 

including key elements of the GIRFEC approach in the Children and Young 

People (Scotland) Bill. Here there is an opportunity not only to put key elements 

of GIRFEC in primary legislation, but also to develop secondary legislation and 
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guidance to ensure that the approach is sustainably delivered across all aspects 

of services impacting on children, young people and families in Scotland.  

Looked After and Accommodated Children 

20. Scotland needs to move to a position that ensures all children have a full health 

needs assessment in place and we would suggest that this needs to come from 

and be owned by the originating health board. Ideally Health Boards would like to 

keep our children and young people within the board area but where that is not 

possible there is an obvious disconnect between the Corporate Parenting agenda 

/ GIRFEC and everything else Scotland is trying to achieve in this area. If the 

originating health board worked with the receiving health board to commission 

the appropriate services then it would retain ownership and is more likely to 

facilitate a child coming home. Discussions should take place from the basis of 

what would be the most effective service and then design the support structures: 

both financial and operational.  

21. Paediatricians who deliver Comprehensive Medical assessments can feel by the 

time they see children for assessment of neglect that there has been months or 

years of delays in moving to permanence. This is caused by difficulties in 

gathering relevant health information and summarising the evidence of impact of 

neglect, caused by the cumulative significant harm.  

22. Decision making regarding removal of children is often left until significant harm is 

clearly evident and the delay can be lengthy. Social work records for example 

can show ample evidence of failure by parents to exercise their responsibilities. 

Health visitor notes show lack of engagement in preventive health, e.g. 

immunizations and dental health, and hospital and GP notes may show failure to 

attend for chronic health problems. The NHS could make far more effective use 

of the available information to predict and perhaps prevent issues from 

escalating. Effective sharing of information can demonstrate or highlight the 

significance of the problem. 

23. There are also major problems in ensuring that the health service is able to 

maintain an effective input as it may not be told where children are residing: 

placements often change with little notice and out of region placements are 

particularly challenging. Children arriving in an area having been placed in a 

residential unit from another authority are often unknown to the “host” area. 

Health records should be in place early enough in the process to inform the care 

plan and these records should go with the child rather than following some weeks 

or months later. These children often have complex needs that remain unmet 

until the process catches up. A more robust procedure for notifying Health and 

arranging assessments would help. This could be backed up by a more uniform 

approach to what is expected during such assessments. 

24. Health services should develop IT systems that are able to easily share 

information across primary and secondary care. Enabling any part of the health 

service to assess the level of neglect by accessing data from across the system, 

for example immunisation and child health surveillance data, dental records, and 

A/E attendances to check for level of engagement in preventive programmes. 

There are pockets of good practice across Scotland, such as AyrSHARE, 



66 

Ayrshire and Arran’s system, where for example A/E staff can access systems to 

check the status and concerns about children attending; they can also send 

information electronically to the Named Person. This level of IT provision is 

essential to collating information and can help to identify cumulative neglect early. 

Examples of good practice such as AyrShare could be adopted by other Health 

Boards rather than investing in similar systems independently of each other.  

25. The question about at what stage of the assessment and decision-making 

process health is involved also requires clarification. The local authority from 

where the child originated has a duty to notify the NHS Board where the child is 

going to live; this includes out of area placements. The guidance implies that the 

NHS Board the child is living in is then responsible for the child’s health care, 

which means for any child from another NHS Board/Local Authority in Scotland 

who moves into a Health Board area, that Health Board has responsibility for that 

child’s health care and vice versa. Current provision of LAAC health services is 

often not compliant with both of these; Health Boards are not notified by other 

LAs of their LAAC children in their area and therefore are unable to routinely 

provide LAAC health care to them.  

26. Discharge / Through Care: In general health services and partner agencies 

tend to assume an individual reaches adulthood by looking at their calendar age. 

By comparison, parents assume that their own children are supported to look 

after themselves by a strong family network, until they are at least in their early 

twenties. Yet for this group of vulnerable children who are potentially least able to 

maintain their own household, the support to make the transition from childhood 

into adulthood brings many additional challenges. Better supports need to be 

put in place and minimum expectations for all agencies involved should be 

clearly established. Ensuring consideration is given to neglect in the context of 

additional needs for children with disability or chronic disease, particularly when 

the parent has their own difficulties or a disability and is being expected to cope 

with more than the average level of care is critical. The hesitation to consider the 

parent unable to meet the needs of the child, while nevertheless caring deeply for 

that child in the emotional sense, is often a barrier to decision making or a 

situation where the solutions that aim to address parental choice and to provide 

the practical help needed for the child’s care result in delay to permanence 

decisions, so staff need to be better equipped to make such decisions? 

Early intervention and predictive factors: 

27. The following outlines examples of issues that are in the main entirely 

preventable, but are lifelong conditions, that may be disproportionately 

represented within this group. If these conditions are not known or have not been 

diagnosed then it is likely that the current methods of intervention are not going to 

be effective. “Because we now understand the importance of the 0-2 period in 

creating solid psychological and neurological foundations to optimise lifelong 

social, emotional and physical health, education and economic achievement, we 

believe policy emphasis needs to shift to reflect this” Ensuring the health of 

prospective parents and parents is critical to ensuring that a child reaches its full 

potential. It is a combination of lack of support to prevent or reduce these 

problems that increases any individual’s chance of being received into care. 
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Parental attachment and the provision of a nurturing environment are critical: the 

impact of a parent’s poor physical and or mental health has a clear impact on a 

child’s behaviour, yet we often fail to take a holistic approach to the family’s 

health often treating the child or young person in the absence of this information. 

The need to improve the exchange of information, for the benefit of the child or 

young person and their parents, between adult services - be this criminal justice, 

health, social work the third sector or other services there are a range of factors 

which we know are critical to ensuring a child is able to reach his full potential. 

These include: Good health in the parents and prospective parents, parental 

attachment and the provision of a nurturing environment, the health of the wider 

family (holistic approach), Improving the exchange of information for the benefit 

of the child or young person and their parents, between adult services - be this 

criminal justice, health, social work the third sector or other services, needs to be 

captured within the legislation. 

Jim Carle 
Child Health Commissioner, NHS Ayrshire & Arran 

26 July 2013 


