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Interventions and approaches to support
practitioners in completing physical and
mental health and wellbeing assessments
(and act on findings during the care
journey) looked-after children and young
people

Review question

3.1a: What is the effectiveness of interventions and approaches to support practitioners in
completing physical and mental health and wellbeing assessments (and act on findings
during the care journey) for looked-after children and young people?

3.1b: are interventions to support practitioners in completing physical and mental health and
wellbeing assessments acceptable and accessible to looked-after children and young people
and their care providers? What are the barriers to, and facilitators for completion of physical
and mental health and wellbeing assessments and acting on their findings by practitioners?

Introduction

Looked-after children and young people have poorer outcomes in many areas, including
mental and physical health. The rate of mental health disorders in the general population
aged 5to 15is 10%. For those who are looked after it is 45%, and 72% for those in
residential care. Looked-after children and young people are required to undertake regular
health assessments. Health assessments are undertaken within the first month of a child
becoming looked after. If a child remains in care, health assessments will take place every
six months for children under 5 years, and every twelve months for children between 5 and
18 years. However, in some areas, non-attendance rates may be high for health
assessments. Varying quality of health checks and follow up (for example, delays in referral)
may also occur. Interventions that support practitioners in completing physical and mental
health and wellbeing assessments in looked-after children could help to improve a wide
range of outcomes including educational, relational, and physical, mental, and emotional
health and wellbeing.

Local authorities may use a range of techniques to help support the assessment and follow
up of looked after children and young people, however there is uncertainty about which
specific interventions work. The (2010) NICE guideline for looked-after children and young
people did not include recommendations on specific interventions to support these
assessments.
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Summary of protocol
PICO table

Table 1: PICO for review on interventions and approaches to support practitioners in
completing physical and mental health and wellbeing assessments (and act
on findings during the care journey) looked-after children and young people
Health practitioners for looked after children and young people (wherever
they are looked after) from birth until age 18, and, where relevant, their
families and carers (including birth parents, connected carers and
prospective adoptive parents)

Including:

e Health practitioners for children and young people who are looked
after on a planned, temporary basis for short breaks or respite care
purposes, only if the Children Act 1989 (section 20) applies and the
child or young person is temporarily classed as looked after.

e Health practitioners for children and young people living at home
with birth parents but under a full or interim local authority care order
and are subject to looked-after children and young people
processes and statutory duties.

o Health practitioners for children and young people in a prospective
adoptive placement.

¢ Health practitioners for children and young people preparing to
leave care.

e Health practitioners for looked-after children and young people on
remand, detained in secure youth custody and those serving
community orders.

Health and social care interventions and approaches to support practitioners
in:

a) completing assessments, including:

e Interventions to encourage uptake of health assessment checks (for
example, efforts to inform/promote the benefits of attending health
assessments; offering assessments in non-medical venues or
“virtual assessments”; combining appointments; approaches that
take into account school hours)

e Use of a dedicated service for LACYP for completion of health
assessments and their follow up

e Approaches to make services more friendly and welcoming to
LACYP

e Interventions to improve quality of health assessments (for example,
checklists, training programmes, questionnaires, and prompts for
information gathering, and tailored health assessments in addition
to the statutory standard)

b) acting on adverse findings on health assessments, including:

6
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e Interventions and approaches to improve follow up and completion
of actions identified in the health plan

e Interventions and approaches to improve attendance of follow up
appointments

Comparator could include standard care or another approach to a) support
practitioners in completing physical and mental health and wellbeing
assessments and b) act on findings

For practitioners:
e Uptake and completion of physical and mental health and wellbeing
assessments in a timely manner, as defined by statutory guidance
e Uptake and completion of actions from physical and mental health
and wellbeing assessments in a timely manner
For LACYP:
e Mental wellbeing and emotional wellbeing
e Health outcomes (e.g. improvements in sexual health, nutrition,
dentition, improved health behaviours, or risk-taking behaviours)
e I|dentification of need (quantitative attempts to triangulate or
estimate unmet need)

7
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SPIDER table

Table 2: SPIDER table for review on interventions to support care placement stability
in looked-after children and young people

Health practitioners for looked after children and young people (wherever they
are looked after) from birth until age 18, and, where relevant, their families and
carers (including birth parents, connected carers and prospective adoptive
parents)

Phenomenon of Health and social care interventions and approaches to support practitioners in:
Interest

a) completing assessments

b) acting on adverse findings on health assessments

Including focus groups and interview-based studies (mixed-methods studies will
also be included provided they contain relevant qualitative data).
Evaluation For practitioners:

e Experience of assessments and barriers and facilitators to improve
uptake and completion of health and wellbeing assessments, and actions
identified in health plan (including satisfaction and any unintended
consequences)

For LACYP:
e Experience of assessments and barriers and facilitators to improve

uptake and completion of health and wellbeing assessments, and actions
identified in health plan (including overall satisfaction and any unintended

consequences)
¢ Identification of need (from the perspective of LACYP)
Research type Qualitative and mixed methods
Exclusion criteria e Mixed-methods studies reporting qualitative data that cannot be

distinguished from quantitative data.

e Countries outside of the UK

e Studies older than the year 2010 (unless not enough evidence, then
progress to include studies between 1990 to current)

Methods and process

This evidence review was developed using the methods and process described in
Developing NICE guidelines: the manual. For further details of the methods used see
Appendix N. Methods specific to this review question are described in this section and in the
review protocol in Appendix A.

The search strategies for this review (and across the entire guideline) are detailed in
Appendix B.

Declarations of interest were recorded according to NICE’s 2018 conflicts of interest policy.
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Reviewed evidence

Included studies

The search for this review was part of a broader search for the whole guideline. After
removing duplicates, a total of 36,866 studies were identified from the search. After
screening these references based on their titles and abstracts, 42 studies were obtained and
reviewed against the inclusion criteria as described in the review protocol for interventions to
support practitioners in completing physical and mental health and wellbeing assessments
(Appendix A). Overall, 8 original studies were included. 34 references were excluded
because they did not meet the eligibility criteria.

The evidence consisted of four interrupted time series studies, two non-randomised
controlled trials, and one uncontrolled before-and-after study, and one qualitative study. See
the table below for a summary of included studies. For the full evidence tables, see Appendix
D. The full references of included studies are given in the reference section of this chapter.
These articles considered eight different interventions to support positive relationships in
looked-after children.

Excluded studies

See Appendix J for a list of references for excluded studies, with reasons for exclusion.

Summary of studies included in the effectiveness evidence

9
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Table 3: Summary of included quantitative studies

Quantitative evidence

Bruhn 2008
(USA - ITS)

Eicher 2011
(UK=ITS)

Hardy 2015
(UK=ITS)

Horwitz 2000
(USA —
NRCT)

Children
entering foster
care aged less
than 3 years

looked after
children in a
local authority in
London (age 0-
18)

Children in care
aged under 5
years

Children newly
entering foster
care age 11-74
months

Integrated

(centralized)
Assessment
Programme

Change Project

Complete
screening

Multidisciplinary
initial health and
mental health
assessment

Pre-
Integrated
(centralized)
Assessment
Programme

CAU

Routine
assessment

Usual Care

Pre-: 1141
Post-: 432

Change: 113
CAU: 112

Complete: 63
Routine: 61

Multidisciplinary
assessment: 62
Usual Care: 58

Whether initial
screening of the
looked after child
took place over 2
years

Referrals received
among those due a
health assessment
at 3-month follow
up

Number of "did not
attends" for
hospital
appointments at 3-
month follow up

Percentage of
children
recommended an
intervention at 12
months

Type of problem
identified by
provider: medical;
educational;
developmental;
Referral for
problem by
provider:

NICE looked-after children and young people: evidence reviews for interventions and approaches to
support practitioners in completing physical and mental health and wellbeing assessments (and act on
findings during the care journey) looked-after children and young people FINAL (October 2021)
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medical/educationa
I/developmental/me
ntal health

Children with at
least 1 service
recommended at
baseline

Children with at
least 1 service
recommended at
baseline who
received services
at 6-months/12-
months follow

Hunter 2008  Children in Specialist NA Specialist Proportion of

(UK — residential care  nursing service nursing service  children with BAAF

uncontrolled  (age not Pre: 162; Post: health record

BA study) reported) 152 booklet
Proportion with up-
to-date and
complete BAAF
books

Received a pre-
admission medical
With all age-
appropriate
immunisations

At least one
outstanding
medical referral
that had not been
taken up

NICE looked-after children and young people: evidence reviews for interventions and approaches to
support practitioners in completing physical and mental health and wellbeing assessments (and act on
findings during the care journey) looked-after children and young people FINAL (October 2021)
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Registered with a
dentist

Section of BAAF
book completed:
Centile chart; Eyes
(registered with an
optician and
received at least
one eye test)

Jee 2010 Children newly Screening Standard Questionnaires:  Rate of detection of
(USA—ITS) entering foster questionnaires screening 77 social-emotional
care (age 6 Standard: 192 problems
months to 5.5
years)
Risley- Children and Health Exam Routine Pilot: 1060 Number with
Curtiss 2007  young people Pilot Project assessments  Routine: 1447 complete
(USA NRCT) entering care examination over 1
(age 0-18) year follow up;

Number with exam
completed within
14 days;

Number with exam
completed 14-30
days

Information sharing
with out of home
care providers/
medical providers

Qualitative evidence

NICE looked-after children and young people: evidence reviews for interventions and approaches to
support practitioners in completing physical and mental health and wellbeing assessments (and act on
findings during the care journey) looked-after children and young people FINAL (October 2021)
12



FINAL

Interventions and approaches to support practitioners in completing physical and mental health and wellbeing assessments (and act on findings during the care
journey) looked-after children and young people

Swanson Foster parents A family Total: 19 Themes relating to

2016 medicine clinic the experience of,

(Canada — co-locating with acceptability, and

semi- the Children’s barriers and

structured Aid Society facilitators for the

interviews) (CAS) success of the
clinic

See Appendix D for full evidence tables
Summary of the evidence findings

Quantitative evidence

Table 4: Summary GRADE table (pre vs post- integrated (centralised) assessment programme)

Association between being in the post 2164 Beta Very An association

vs pre-programme period for whether coefficient: Low was observed in
screening of the looked after child took 0.29 (0.06 to favour of the
place 0.51) intervention group

(unable to assess
if effect size is
important)

NICE looked-after children and young people: evidence reviews for interventions and approaches to
support practitioners in completing physical and mental health and wellbeing assessments (and act on
findings during the care journey) looked-after children and young people FINAL (October 2021)
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Table 5: Summary GRADE table (pre- vs post- Change Project to support statutory health assessments for looked after children)

Referrals received among those due a 225 OR 583.20 Very Effect favours

health assessment (likely assessed [152.47, Low intervention group

using review of electronic referral 2230.75]

records)

Number of "did not attends" for hospital 225 OR 0.27 [0.09, Very Effect favours

appointments (likely assessed using 0.85] Low intervention group

review of electronic referral records) but may be less
than the MID

Table 6: Summary GRADE table (Complete screening vs routine assessment)

Children who were identified as having 124 OR 18.33 [6.80, Very Effect favours
difficulties after the screening over 12 49.45] Low intervention group
months

Table 7: Summary GRADE table (Multidisciplinary initial health and mental health assessment vs Usual Care)

Number with medical problem identified 120 OR 0.72 [0.34, Very Could not

by provider 1.54] Low differentiate an
effect

Number with educational problem 120 OR 1.42 [0.63, Very Could not

identified by provider 3.21] Low differentiate an
effect

Number with developmental problem 120 OR 13.74 [4.83, Very Effect favours

identified by provider 39.08] Low intervention group

Number with mental health problem 120 OR 3.69 [1.49, Very Effect favours

identified by provider 9.13] Low intervention group

NICE looked-after children and young people: evidence reviews for interventions and approaches to
support practitioners in completing physical and mental health and wellbeing assessments (and act on
findings during the care journey) looked-after children and young people FINAL (October 2021)
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Number referred with medical health
problems by provider at baseline (of
those with an identified problem)

Number referred with educational 120
problems by provider at baseline (of
those with an identified problem)

Number referred with developmental 120
problems by provider at baseline (of
those with an identified problem)

Number referred with mental health 120
problems by provider at baseline (of
those with an identified problem)

Children with at least one service 120
recommended at baseline
Children with at least one service 120

recommended at baseline who received
services at 6-months follow up

Children with at least one service 120
recommended at baseline who received
services at 12-months follow up

Association between being in the 120
intervention group and receipt of

services in children for whom services

were recommended

Table 8: Summary GRADE table (Specialist nursing service pre vs post)

Proportion of children with BAAF health 152
record booklet: special nurse evaluated -
number of children with carer-held

records (BAAF books)

OR 0.52[0.14,
1.95]

OR 3.47 [0.34,
35.06]

OR 8.32[0.43,
162.00]

OR 1.28 [0.25,
6.69]

OR 3.23 [1.52,
6.87]

OR 2.73[0.99,
7.51]

OR 2.27 [0.78,
6.58]

OR 3.67 (0.9 to
13.64)

OR 0.64 [0.36,
1.12]

Very
Low

Very
Low

Very
Low

Very
Low

Very
Low
Very
Low

Very
Low

Very
Low

Very
Low

Could not
differentiate an
effect

Could not
differentiate an
effect

Could not
differentiate an
effect

Could not
differentiate an
effect

Effect favours
intervention group
Could not
differentiate an
effect

Could not
differentiate an
effect

Could not

differentiate an
effect

Could not
differentiate an
effect

NICE looked-after children and young people: evidence reviews for interventions and approaches to
support practitioners in completing physical and mental health and wellbeing assessments (and act on
findings during the care journey) looked-after children and young people FINAL (October 2021)
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Proportion with up-to-date and complete OR 104.97 Very Effect favours
BAAF books: specialist nurse evaluated [39.90, 276.10] Low intervention group
- a BAAF book is considered complete

and up to date if all verifiable health

information relating to each specified

procedure or practice has been entered.

Received a pre-admission medical: 152 OR 1.49[0.95, Very Could not
specialist nurse evaluated - using BAAF 2.34] Low differentiate an
book effect

With all age-appropriate immunisations: 152 OR 22.04 [9.21, Very Effect favours
specialist nurse evaluated unclear 52.76] Low intervention group
source of information

Registered with a dentist: specialist 152 OR 10.36 [5.97, Very Effect favours
nurse evaluated unclear source of data 17.97] Low intervention group
With an up-to-date BAAF health 152 OR 6.95 [4.13, Very Effect favours
assessment (comprehensive medical): 11.69] Low intervention group

specialist nurse evaluated - a BAAF
book is considered complete and up to
date if all verifiable health information
relating to each specified procedure or
practice has been entered.

Section of BAAF book completed: 152 OR 7.55 [4.31, Very Effect favours
centile charts 13.22] Low intervention group
Section of BAAF book completed: eyes 152 OR 26.51 Very Effect favours
(registered with an optician and received [13.58, 51.79] Low intervention group

at least one eye test);

Table 9: Summary GRADE table (Screening questionnaires used in assessment of children newly entering foster care vs Standard
Screening)

Rate of detection of social-emotional OR 7.02 [2.90, Very Effect favours
problems: defined using clinical cut off 16.97] Low intervention group

NICE looked-after children and young people: evidence reviews for interventions and approaches to
support practitioners in completing physical and mental health and wellbeing assessments (and act on
findings during the care journey) looked-after children and young people FINAL (October 2021)
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on Ages and Stages Questionnaire
scores (unclear in standard screening

group)
Rate of detection of social-emotional 139 OR 20.89 [2.52, Very Effect favours
problems (infants): defined using clinical 173.00] Low intervention group

cut off on Ages and Stages
Questionnaire scores (unclear in
standard screening group)

Rate of detection of social-emotional 65 OR 4.58 [1.06, Very Effect favours
problems (toddlers): defined using 19.77] Low intervention group
clinical cut off on Ages and Stages but may be less
Questionnaire scores (unclear in than the MID
standard screening group)

Rate of detection of social-emotional 63 OR 13.06 [2.18, Very Effect favours
problems (preschool): defined using 78.05] Low intervention group

clinical cut off on Ages and Stages
Questionnaire scores (unclear in
standard screening group)

Table 10: Summary GRADE table (Health Exam Pilot Project vs Routine assessments)

Number with complete health 2507 OR 7.13 [3.40, Very Effect favours
examination over 1 year follow up 14.96] Low intervention group
(rural): data from automated child

welfare case management data system

Number with complete health 2507 OR 14.80 [6.20, Very Effect favours
examination within 14 days (rural): data 35.33] Low intervention group
from automated child welfare case

management data system

Number with complete health 2507 OR 0.47 [0.25, Very Effect favours
examination between 14-30 days (rural): 0.91] Low intervention group

NICE looked-after children and young people: evidence reviews for interventions and approaches to
support practitioners in completing physical and mental health and wellbeing assessments (and act on
findings during the care journey) looked-after children and young people FINAL (October 2021)
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data from automated child welfare case
management data system

Number with complete health 2507
examination over 1 year follow up

(urban): data from automated child

welfare case management data system

Number with complete health 2507
examination within 14 days (urban): data

from automated child welfare case

management data system

Number with complete health 2507
examination between 14-30 days

(urban): data from automated child

welfare case management data system

Information sharing with out of home 2507
care providers (rural)

Information sharing with medical care 2507
providers (rural)

Information sharing with out of home 2507

care providers (urban)

Information sharing with medical care 2507
providers (urban)

OR 22.13 Very
[17.16,28.54]  Low

OR8.92[7.32, Very
10.86] Low

OR1.96 [1.63, Very
2.36] Low

OR 63.44[3.82, Very

1052.53] Low
OR0.05[0.01, Very
0.38] Low
OR10.95[7.54, Very
15.90] Low
OR 27.28 [8.50, Very
87.57] Low

but may be less
than the MID

Effect favours
intervention group

Effect favours
intervention group

Effect favours
intervention group

Effect favours
intervention group

Effect favours
control group
Effect favours
intervention group

Effect favours
intervention group

(a) No meaningful difference: crosses line of no effect but not line of MID; Could not differentiate: crosses line of no effect and line of MID; May favour: confidence intervals do not
cross line of no effect but cross MID; Favours: confidence intervals do not cross line of no effect or MID

Qualitative evidence findings

Table 11: Summary CERQual table (foster carers experience of co-location of a medical clinic and a non-profit agency)

Themes

illustrative quotes

Studies*

CERQual
concerns

CERQual explanation

NICE looked-after children and young people: evidence reviews for interventions and approaches to

support practitioners in completing physical and mental health and wellbeing assessments (and act on

findings during the care journey) looked-after children and young people FINAL (October 2021)
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Access to a common location

Access to a common location was a recurrent
theme in the conversations with foster
parents. Bringing children in care to one
location for their medical care provided a
forum for children to meet and get to know

"They cannot go to a normal doctor’s office
and sit with really lots of normal kids that
don’t have any of the mental problems that
these kids all have .... They are all
associated with each other. They all see
each other at the visitor’s [lounge], at the big
waiting rooms, so a lot of the kids know
each other. So it’s like old home week. They

1
Swanson 2016

ML: Minor
C: No concerns
A: Serious concerns

R: Serious concerns

Minor concerns about
recruitment strategy.
Serious concerns about
adequacy of single
study. Serious concerns
about relevance of
context in Canadian

Acceptance of children's behaviour

Children’s behavioural difficulties were
acceptable at the clinic, which is less often the
case in a family doctor’s office setting.

medical clinic, | am usually there with
special needs children, a child with fetal
alcohol syndrome that is screaming and
banging their head on the tile floor, and in
the mainstream [medical clinic] the other
people are looking at me as if | am a
monster, looking at me as if | am a bad

Swanson 2016

C: No concerns
A: Serious concerns

R: Serious concerns

other children in similar circumstances. feel normal there; every other person in \C,)verall-llz healthcare system.
there is in the same boat." ery_ ow
Confidence
[In] a waiting room in a mainstream 1 ML: Minor

Minor concerns about
recruitment strategy.
Serious concerns about
adequacy of single
study. Serious concerns
about relevance of
context in Canadian

Consistency

Children in care are frequently moved; thus,
access to the clinic provided a consistency not
found in other areas of their lives.

mother." Overall: healthcare system.
Very Low
Confidence

It’s the continuity. There are so many 1 ML: Minor

variables in this child’s life that to have one
thing that is continuous is wonderful.”

Swanson 2016

C: No concerns
A: Serious concerns

R: Serious concerns

Overall:
Very Low

Confidence

Minor concerns about
recruitment strategy.
Serious concerns about
adequacy of single
study. Serious concerns
about relevance of
context in Canadian
healthcare system.

Support and care

“When | go into the clinic, the other mothers
are looking to me like, ‘Oh my goodness, |
had a baby like that last year. I'm probably
going to have a baby like that this year. Let

1
Swanson 2016

ML: Minor

C: No concerns

Minor concerns about
recruitment strategy.
Serious concerns about
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Access at the clinic provided support and care
for the foster parents.

me offer some help here.”

A: Serious concerns

R: Serious concerns

Overall:
Very Low

Confidence

adequacy of single
study. Serious concerns
about relevance of
context in Canadian
healthcare system.

Accessible staff instills confidence in
foster parents.

The clinic staff were accessible to the foster
parents and their support helped the foster
parents develop confidence in the job they
were doing.

“[Without the clinic] | wouldn’t have as much
of a peaceful confident time in being a foster
parent. Because | rely on them to help me
out of situations .... It would help me being
more confident in being a foster parent in
knowing they’re around. They know the kids
better than we do as foster parents. | cannot
foster properly without them. They give me
peace to know | can talk so someone at the
clinic and know they know what they’re
talking about. One parent’s tensions were
eased with the intervention of the clinic staff.
“The [birth] parents were there early and
found out who | am because they have
mental issues as well .... They met me with
the kids and kind of surprised me.”

1
Swanson 2016

ML: Minor
C: No concerns
A: Serious concerns

R: Serious concerns

Overall:
Very Low

Confidence

Minor concerns about
recruitment strategy.
Serious concerns about
adequacy of single
study. Serious concerns
about relevance of
context in Canadian
healthcare system.

Neutral space

Access to the clinic was a neutral space
where foster parents and birth parents could
meet while maintaining the privacy of their
own personal space.

"I would not have invited the birth mother to
my family doctor’s [office]. Were the clinic
not there she would not have been part of
that initial first visit. It keeps it a bit more at
arm’s length from my personal life, the
children in care, and my personal life. The
doctors [at the clinic] are used to dealing
with foster and [birth] parents, so they know
how to treat us in a situation that could be
tense.”

1
Swanson 2016

ML: Minor
C: No concerns
A: Serious concerns

R: Serious concerns

Overall:
Very Low

Confidence

Minor concerns about
recruitment strategy.
Serious concerns about
adequacy of single
study. Serious concerns
about relevance of
context in Canadian
healthcare system.

NICE looked-after children and young people: evidence reviews for interventions and approaches to
support practitioners in completing physical and mental health and wellbeing assessments (and act on
findings during the care journey) looked-after children and young people FINAL (October 2021)

20




FINAL

Interventions and approaches to support practitioners in completing physical and mental health and wellbeing assessments (and act on findings during the care

journey) looked-after children and young people

Enhancement of communication and care.

The clinic co-locating with the CAS made it
easy for social workers and child protection
staff to meet with foster parents, birth parents,
and the children during medical care visits.
This in turn facilitated communication and
record keeping, leading to a better
understanding of the issues and planning and
maintaining care.

"It is best for everybody in the CAS family to
be all here in the same place, the same
doctors, all the files are together and the
knowledge of the kinds of kids we get in
care and the kinds of issues we deal with
and that kind of thing. It’s centralized. It is
there for them [CAS staff] as opposed to
them having to deal with umpteen different
family doctors in different parts of the
province | guess as | am [more than an hour
away]. When | go to my family doctor’s or
the hospital or to a walk-in clinic I'm there
on my own; when | go to the clinic the social
worker is in the building and usually attends
and a support person is there as well .... It's
monumental. It’s huge.”

1
Swanson 2016

ML: Minor
C: No concerns
A: Serious concerns

R: Serious concerns

Overall:
Very Low

Confidence

Minor concerns about
recruitment strategy.
Serious concerns about
adequacy of single
study. Serious concerns
about relevance of
context in Canadian
healthcare system.

Convenience

Access to consultants and the sharing of
information was also easier when the medical
records were all in one place.

"Psychiatric consult is different; knowledge
they have of the child’s files, an intimacy
you can’t get elsewhere. Workers come
down and talk to the doctors separately
from the child’s appointment. When we had
a very difficult child here who had mental
health issues, the agency set up a consult
with the [child psychiatrist] and they sat in a
room at a table [of] 8 to 10 people. [The
CAS doctor] was part of that. So that you
would never get anywhere else. | was able
to speak to the CAS doctor and because he
already had interviewed the former foster
mother he was able, with my knowledge, he
was able to prescribe ... for ADHD [attention
deficit hyperactivity disorder]."

1
Swanson 2016

ML: Minor
C: No concerns
A: Serious concerns

R: Serious concerns

Overall:
Very Low

Confidence

Minor concerns about
recruitment strategy.
Serious concerns about
adequacy of single
study. Serious concerns
about relevance of
context in Canadian
healthcare system.

Opportunities for change.

The foster parents expressed some
opportunities for change in the future

"The only thing the CAS does is the yearly
physical; my family doctor does everything
else. Regulations say any newborns or
[others who] come into care, come in for a
medical exam; doesn’t happen in time

1
Swanson 2016

ML: Minor
C: No concerns

A: Serious concerns

Minor concerns about
recruitment strategy.
Serious concerns about
adequacy of single
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allotted so go to family MD [medical doctor]
and then have to go back to medfical] clinic.
My expectations are that there should be a
doctor available during regular hours .... |
would prefer that the clinic be open during
regular 9 to 5 hours."

R: Serious concerns

Overall:
Very Low

Confidence

study. Serious concerns
about relevance of
context in Canadian
healthcare system.

See appendix F for full GRADE tables and CERQual tables.
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Economic evidence

Included studies

A systematic review was conducted to cover all questions within this guideline update. The
study selection diagram is available in Appendix G. The search returned 3,197 publications
since 2000. Additionally, 29 publications were identified through reference tracking. All
records were excluded on basis of title and abstract for this review question. An updated
search was conducted in November 2020 to identify any newly published papers. The search
returned 584 publications. After screening titles and abstracts five publications were
considered for full text inspection but did not meet the inclusion criteria and were excluded
from the evidence report. Reasons for exclusion are summarised in Appendix J.

Economic model

No economic modelling was undertaken for this review question.
The committee’s discussion of the evidence

Interpreting the evidence

The outcomes that matter most

Outcomes reported to the committee in this evidence review included whether the initial
health assessment took place, completion of routine health assessments, timely completion
of health assessments, and quality of the completion of health records. Other outcomes
referred to the follow up after completion of health records i.e. rate of detection of social-
emotional or health problems, number recommended services who actually received them,
and number referred to hospital services who did not attend. In addition, some qualitative
evidence was presented regarding themes relating to the acceptability, barriers, and
facilitators to the success of a medical clinic co-residing with an agency providing services to
looked after children and young people. The committee were particularly interested in the
outcomes regarding completion and follow up of assessments, and identification of need.
However, it was noted that some studies were unclear in how they had defined these
outcomes (e.g. Hardy 2015, Horwitz 2000, and Jee 2010). For example, Horwitz 2000
reported number of “problems” identified but it was unclear what measures and thresholds
were used to define these. Another problematic example was a study by Jee et al. which
compared rates of detection of social-emotional problems for children five and younger,
however, it was unclear how detection of social-emotional problems was defined, and,
indeed, the classification of these may have differed between comparison groups. The
committee took this uncertainty into account when making recommendations.

As in previous reviews, the committee were primarily interested in objective findings, such as
those derived from medical records and with clear definitions e.g. whether the screening of a
looked after child took place, whether referrals for a health assessment had been received,
number of “did not attends”, number of referrals for a medical problem following assessment,
number registered with a dentist, number with complete BAAF books, whether assessment
took place within a set time period (14 days in one study). While the reported qualitative
outcomes were considered helpful, these were highly time and context dependent for their
relevance to the UK population of looked after children and young people.
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The quality of the evidence

The committee considered the overall quality of the evidence presented. There was no
randomised controlled trial evidence presented meaning that there may be important
differences between comparison groups. Some studies used interrupted time series-type
study designs or uncontrolled before and after studies, meaning comparison groups were not
selected in a prospective design. Studies did not always fully report baseline characteristics,
making it difficult to assess for this risk of bias. In addition, the amount of missing data was
also commonly not reported. As described above, some studies were unclear in how they
measured their outcomes. The committee noted that the control groups were also frequently
poorly defined, this made interpretation difficult. To be able to assess the external validity of
a study’s findings, the committee needed to make a judgement call regarding whether the
standard of care in the control arm was comparable to standard practice in the UK. In many
studies this was unlikely to be the case, particularly when the study was based in a different
social context such as the USA or Canada and particularly when the cohort was recruited
many years ago. For example, care planning has developed and improved considerably in
the UK since 2010.

As described above, context was particularly important in interpreting the findings of the
qualitative study looking at the acceptability, barriers, and facilitators to the success of a
medical clinic co-residing with an agency providing services to looked after children and
young people (Swanson 2016). The committee noted that this study was based in Canada,
and that it was unclear how comparable their social care context was. In addition, the
strength of qualitative findings was hampered by the fact that there was only one study
identified. The study authors recognised that their recruitment strategy may have been a
limitation, as they did not actively seek out participants who may have more negative views
of the clinic, and that participants agreeing to participate may have been those with more
positive views, leading to possible selection bias.

Benefits and harms

Evidence from eight studies was presented to the committee, this included results from four
interrupted time series, two non-randomised controlled studies, one uncontrolled before and
after study, and one qualitative study.

The committee considered evidence from one interrupted time series from the USA showing
that the introduction of a centralised screening programme (relying on screeners specifically
employed and trained for this purpose who delivered an in-home assessment within 45 days
of entry into care). This was compared to a previous system whereby caregivers were
required to bring their children to specific locations for screening. The committee noted that
this study was from 2008 and based in the USA. They also considered that the standard of
care described was poorer than that currently received in the UK where a child receives a
statutory initial health assessment within 20 working days from entry into care. This includes
an assessment of the effect of the child’s health history on his or her development, and
screening for defects of hearing or vision (see Promoting the health and well-being of looked-
after children Statutory guidance for local authorities, clinical commissioning groups and NHS
England, 2015). Rather than being carried out by employed screeners, UK law requires that
a registered medical practitioner carry out this initial assessment.

Next the committee considered evidence from a UK-based interrupted time series looking at
the “change project’. This was a project introduced to support statutory health assessments
for LACYP. This study used a named nurse as a “change agent” to support multiagency
working to improve statutory health assessments for LACYP. The activities of this named
nurse included, identifying key stakeholders, attending social care team meetings, facilitating
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the passage of information between stakeholders using an email system, and a three-
monthly service review meeting in which information was shared between providers and any
concerns about the children raised and solutions discussed. In addition, assessment
paperwork was streamlined, clear guidelines developed, and a new system of prompts for
helping social workers achieve more timely assessments was established. These changes
resulted in improvements in number of referrals received among those due a health
assessment, and a reduction in the number of “did not attends” for hospital appointments.
However, the committee noted that the study was old and had occurred prior to care review
and assessment reforms since 2010. The group did not want to be prescriptive with regard to
making specific recommendations for email systems or prompts for social workers, since
these may not be applicable or helpful in all cases. However, the principle of facilitated
multiagency working was considered to be important, since this is the means by which
systems can adapt to cope with local challenges. Particularly, the committee were interested
in the use of regular meetings, or forums, for care providers to facilitate the exchange of
information and to provide the opportunity to adapt care systems to meet the needs of looked
after children. This was considered important not just for health assessments but for broader
care issues such as the need to upskill in response to the needs of unaccompanied asylum
seekers. Therefore, the committee recommended that local authorities consider establishing
a forum to facilitate communication and bring together expertise from different agencies in
the network of care providers for looked after children. Additionally, this research paper
measured the success of the project using two 3-month audits, one before and one after the
implementation of the Change Project. Likewise, the committee recommended that health
care professionals responsible for the care of LACYP should audit the uptake of health action
plans to ensure service provision (and any adaptions of service provision to meet the need of
LACYP) improves the outcomes of children in their care. The committee noted that these
audits should have multidisciplinary input, something that would be facilitated by the use of
multiagency forums.

The committee considered a UK-based interrupted-time-series looking at the use of
enhanced mental health screening for early intervention in looked-after children entering care
before 5 years of age. This study introduced a more in-depth interview with foster carers
(expanding on the use of the ages and stages questionnaire and social emotional growth
chart). This extra information was discussed with the paediatrician after the initial health
assessment (IHA), then all the information from the IHA (screening questionnaires,
observations, developmental and health information) and background information was
integrated into a summary compiled by a Child and Adolescent Mental Health Services
(CAMHS) clinical specialist which included recommendations for a child’s social and
emotional development. The committee noted that this service resulted in greater number of
children identified as having difficulties (compared to the prior 12 months). This was a UK-
based study which described a level of assessment greater than that currently used in
practice (including involvement of CAMHS, for instance). The committee were in consensus
that current initial health assessments were often insufficiently detailed to pick up mental
health needs to allow for early mental health provision for looked after children entering care,
and that effort should be made to ensure children entering care, who needed it, had had their
mental and emotional health needs assessed in full. Recognising the reality that such an
assessment can’t be squeezed into the initial health assessment, the committee
recommended that after the initial health assessment for looked-after children and young
people, practitioners should consider the need for an additional specialist mental and
emotional health assessment, particularly for babies and children, once the looked-after
person has begun to form a relationship with the primary caregiver. The committee noted
that mental health problems are commonly overlooked in young children and babies in whom
mental health symptoms may be less obvious.
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This study also included a compilation and summarising of health records as a key
component of the intervention. The committee discussed the importance of having health
records that are neatly compiled, highlighting and summarising key events, and giving a
sense of a timeline of care for the looked after person. It was noted that work to compile
records is something that is done inconsistently across local authorities. Therefore, a
recommendation was made to create a chronological summary and compilation of health
records to give a clear sense of the looked after child’s past, present, and future health
needs. By consensus, the committee considered that this simple intervention had the
potential to be transformative for the care of looked after children by facilitating the passage
of information between agencies and preventing important needs and health plans from
becoming lost.

By consensus the committee also considered the importance of gaining a full health
record/health history from the birth parents to create a complete record of the looked-after
child’s health. However, it was noted that gaining consent for this may be a difficult or lengthy
process. Therefore, the committee discussed the importance of attempting to gain this
consent as soon as possible in the care process in order to prevent missing important health
information that could be important for directing the plan of care. The committee
recommended for all children and young people, on entry into care, to engage birth parents
to gain consent to retrieve information about birth parent’s health, and child’s birth records for
inclusion in health records.

Next the committee considered a non-randomised controlled trial from the USA which used a
foster-care-specialist multidisciplinary clinic to provide complete medical examination,
developmental assessment, psychological assessment, speech and language assessment,
and motor evaluation compared to community providers administering the same tests. This
study found that the specialist clinic identified more developmental and mental health
problems and referred more children for follow up services. However, once again, the study
was old (participants were recruited between 1992 and 1993) and from the USA, therefore
the committee were unable to decipher how comparable the standard of care was in the
control group to that of current UK practice.

Another qualitative study was presented which also considered the co-location of a
multidisciplinary medical clinic sharing space with a non-profit agency to provide a more
tailored experience for looked after children and young people. The committee noted that the
study gained the opinions of foster carers only, rather than the looked after children
themselves. Overall, the committee considered this to be a harmful intervention since it
segregated looked after children from the rest of society. A lay member mentioned that there
are already sufficient services to create a common space for looked after children and young
people and that to do so for the purpose of medical examination is unnecessary and merely
perpetuates the sense that children and youth in care are different from others. However,
one of the themes drawn out from this study involved an appreciation of the continuity of
medical professionals in the care of LACYP (“there are so many variables in this child’s life
that to have one thing that is continuous is wonderful”), the committee agreed with this, and
considered the importance a medical professional who is familiar with the looked after child,
and their medical and social history, to perform routine health assessments. This is important
both to promote a trusting (and medically adherent) relationship between the child and the
medical practitioner, but also to help the practitioner to spot important changes in the health
needs of the child to support better care. Therefore, the committee recommended that
continuity of medical professionals in completing routine health assessments for looked after
children should be promoted.
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Next the committee considered evidence from a USA non-randomised controlled study which
considered the establishment of a work group composed of personnel from child welfare,
medical, and dental services. The work group aimed to establish a service providing a
complete health assessment within 14 days of entry into foster care including a standardised
assessment using common checklists across the two treatment counties. The committee
noted the positive outcomes from this older (2007) study, which included improvements in
the completion of health records over a year and an increase in the speed of health
assessments (more examined within 14 days). The committee considered that this USA
study was setting up a service similar to that which exists in UK practice. The timescale
employed in this study was considered aspirational but also comparable to the speed of
health assessments in UK-practice (20 working days).

The committee then considered evidence from a UK-based study that considered the use of
a specialist nursing service in residential care for promoting the completion of health
assessments, for liaising with health professionals and social care providers to ensure the
health needs of children were being met, and for ensuring standard health recommendations
were being adhered to. The committee noted that this intervention resulted in improvements
in the number of children with up to date and complete BAAF health record booklets, number
with complete immunisations, and number registered with a dentist. However, the committee
noted the age of the study was a problem, recruitment having occurred between 2006-2007.
The committee considered that the improvements in statutory-level care review and
assessments meant that it was unclear whether intervention described would still be as
effective relative to standard care today. The intervention was also considered to have
resource implications since not all residential care units could employ a full-time specialist
nurse. In any case, the committee considered that one of the key components of this
intervention was to improve communication between disciplines to facilitate multiagency
working between health professionals, social care providers, and residential care home staff.
And to ensure that statutory guidance was being adhered to. As such, the recommendation
previously made regarding the use of multiagency forums and audits was applicable.

Finally, the committee also heard expert testimony evidence (see Appendix M) on the
journey and care of unaccompanied asylum seekers by two experts: Alex Stringer (AS), a
Service Manager for UASC in Kent and Ann Lorek, a Doctor for Child Protection in Lambeth.
These testimonies touched on many aspects of the health needs of LACYP from arrival in
the UK to leaving care, see Appendix M. Expert testimony highlighted specific and prevalent
health needs of unaccompanied asylum seekers compared to the broader population of
looked after children and young people in the UK. These include: nutritional deficiencies,
including vitamin D deficiency, issues of adjusting to the UK diet, and gastrointestinal
symptoms; oral health and dentition problems as a result of not having had access to UK
routine dental care; infectious diseases such as TB, and blood borne infections such as HIV
and hepatitis; sensory and developmental health problems as a result of lack of previous
screening for example, hearing, vision, and mobility problems; mental health problems,
particularly trauma; sexual health issues, including sexually transmitted diseases; problems
relating to previous assault and abuse, and including abuse linked to faith and culture (for
example, FGM and breast flattening); unaccompanied asylum seekers were frequently found
to have problems acclimatising to a regular sleep schedule as a result of travelling long
distances, often with continuously disturbed sleep; finally, the material needs of
unaccompanied asylum seekers was found to be important since many unaccompanied
asylum seekers may arrive with very few possessions. Accordingly, the committee
recommended tailored initial health assessments which should address the additional risks
posed to unaccompanied asylum seekers, listed above, as a result of their country of origin
and journey to the UK. These assessments should also address difficulties in communication
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due to language barriers with provision of an in-person translator — particularly for the initial
health assessment.

Cost effectiveness and resource use

No economic evidence was presented to the committee for this review question. The
committee made recommendations on the effectiveness evidence presented for this review
question and, in the absence of economic evidence, used their expertise to inform discussion
around the expected resource impact of these recommendations.

The committee highlighted that the initial health assessment is an important event for LACYP
as it allows for the identification of existing needs and forms the basis for an individualised
care plan. The initial health assessment should therefore include an accurate and
comprehensive history of the health of a LACYP. As the initial health assessment is a
statutory requirement there should not be any additional costs to the system. The majority of
recommendations simply highlight best practice in delivery of initial health assessments and
reinforce the importance of this statutory requirement. The committee also agreed that if an
initial health assessment is not carried out in sufficient detail and/or inappropriately
documented, the provision of care for a LACYP could be delayed, thereby resulting in
additional costs and an overall negative experience for the LACYP. The committee noted
that better communication between agencies providing care to LACYP could prevent
duplication of care efforts, information loss and could improve continuity of care for LACYP.

The committee discussed that there may also be a need for a detailed mental and emotional
health assessment, following the initial health assessment. The committee recommended
that this should be considered once the LACYP has begun to form a relationship with the
primary caregiver. The committee agreed that these assessments could be useful in
identifying mental health needs to allow for early mental health provision for children entering
care and avoid the substantial long-term costs and consequences incurred when these
issues go unidentified. The committee also believed that identifying LACYP with these
mental and emotional health issues as early as possible would allow them to receive
interventions that may prevent them from requiring more substantial/intensive CAHMS
treatment in the future. However, the committee did note that providers are currently
struggling to meet current initial health assessment targets and it is likely to be both costly
and challenging to implement and therefore were only able to recommend that an additional
assessment is considered and not offered to all LACYP.

The committee recommended that an history of health records should be compiled to give a
clear sense of the looked-after persons past, present and future physical and mental health
needs. The committee noted that this is current practice in some local authorities but is done
inconsistently across the country. However, as noted above, health assessments conducted
with insufficient detail can lead to delays in the provision of care, resulting in additional costs
and negative experiences for the LACYP. Therefore, it is expected that any costs associated
with compiling these detailed health records would be offset by long-term savings and
improved experiences for LACYP.

The committee also recommended that a full health record should be obtained from the birth
parents of the LACYP and that gaining this consent should be done as early as possible in
the care process to prevent missing important health information. Requesting this information
and consent as early as possible in the care process is likely to be less resource intensive as
such an approach would increase the chances of having direct contact with the birth parents
and obtaining the required health information.
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The committee agreed that healthcare professionals preforming the initial health assessment
in unaccompanied asylum seekers should be aware of the specific physical and emotional
needs of such children and should consider risk factors associated with specific countries of
origin/route of travel and the context of the child’s expatriation. The committee agreed that
increased awareness of these considerations among healthcare professionals can be
facilitated by additional training, through invited feedback from children that were once cared
for in these circumstances and/or by requesting testimonies from specialist organisations in
the voluntary sector. It was anticipated that such information could be provided as part of
existing in-house training, ensuring that the delivery is tailored to different professional
groups and their level of familiarity in providing care for unaccompanied asylum seekers.
Funding for this additional training should already be available through general funds that
support routine training and activities (e.g. team awareness days) for healthcare
professionals.
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journey) looked-after children and young people

Appendices

Appendix A — Review protocols

Review protocol for RQ3.1: Interventions and approaches to support practitioners in completing physical and mental health
and wellbeing assessments (and act on findings during the care journey) for looked-after children and young people

ID

Field

Content

0.

PROSPERO registration number

1.

Review title

Interventions and approaches to support practitioners in completing physical
and mental health and wellbeing assessments for looked-after children and
young people.

Review question

3.1a: What is the effectiveness of interventions and approaches to support
practitioners in completing physical and mental health and wellbeing
assessments (and act on findings during the care journey) for looked-after
children and young people?

3.1b: are interventions to support practitioners in completing physical and
mental health and wellbeing assessments acceptable and accessible to
looked-after children and young people and their care providers? What are
the barriers to, and facilitators for completion of physical and mental health
and wellbeing assessments and acting on their findings by practitioners?

Objective

Quantitative
a) To determine the harms and effectiveness of interventions and
approaches to support practitioners in completing physical and
mental health and wellbeing assessments for looked-after children
and young people
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