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Common Assessment Framework

Analysis of responses to the consultation document



Introduction



This report has been based on 432 responses to the consultation document.  As some respondents may have offered a number of options for questions, total percentages listed under any one question may exceed 100%.  Similarly, some respondents may not have indicated a framework preference instead offering views, which appear in Annex B of this report.  Throughout the report percentages are expressed as a measure of those answering each question, not as a measure of all respondents. 



The organisational breakdown of respondents was as follows:



Health								116



Local Authority						80



Connexions							31



Voluntary and Community sector				30



Education							28



Social Care Local Authority				26



Early Years and Childcare					6



Police								6



Youth Justice						2



Member of the Public					2



Other								105*





The report starts with an overview and a summary of written responses to the questions posed in the consultation document, followed by Annex A which provides a quick view analysis of responses by respondent “type”.  Annex B lists additional suggestions and further comments made by respondents in answer to each question.  This annex is offered as an aide to our sponsors and is not intended as a formal part of the report for publication. 



Annex C lists all respondents to the consultation document.  Annex D lists respondents who would like to be included in further research or receive further consultation documents.  Annex E provides a list of respondents who offered help; wished to be included in the pilots, or wanted to be involved further in the development of the CAF. 



* The other category contained the following organisations or groups:

 

Professional Groups;

C & YP Strategic Partnerships;

Anonymous;

Children’s Trusts;

Multi Agency Partnerships;

Unions;

Consultants;

Faith Groups;

Charities.

�Overview

Many respondents said this was a comprehensive document and the concept of a Common Assessment Framework (CAF) was welcomed.  They felt the notion of a shared assessment and common language amongst practitioners and services working with children, young people (YP) and families would enable a more responsive service for children to develop.  Most respondents said CAF must be supported by electronic systems to store and share information easily and safely.



Respondents said that the implementation of a common quality assessment would depend on ensuring that the aims and principles were communicated and understood by all, and extensive training was provided.  Many had real concerns about the additional work CAF could bring to already over-stretched agencies.  They said there was a need for additional resources to embed the CAF principles across a range of agencies and practitioners especially for the implementation of training, generic skills, and organisational and practice changes.



Some felt the list of practitioners listed as being trained in using CAF was unrealistic due to training costs and time, and resources could be better used training a core of people in completing the CAF with a tiered approach for other practitioners with different levels of awareness.  Many felt that clarity on protocols for information sharing was absolutely critical.  Respondents felt the current position around information sharing was ambiguous and confusing and should be resolved if the CAF was to be successful.



The majority agreed that a child centred approach was vital.  Many respondents said the current culture must change to ensure that the needs and outcomes of children and families were of importance to all agencies, and practitioners must look beyond their own service provision in order to fully support them.  Practitioners must be more collaborative, share information and have joined up thinking if CAF was to work.

Many thought it was difficult to comment on the process without seeing a draft of the assessment.  They said it was regrettable that examples of the CAF forms and materials had not been provided with the consultation.



Some respondents said it was essential that the lessons learned from the implementation of the single assessment process were considered in the delivery of the CAF.  Many felt there was a potential for the CAF to become another layer of assessment unless it replaced, or at the very least led to simplification of other assessment planning processes.  Some respondents thought it was imperative that the CAF did not become so generic and basic in assessment that it only informed signposting rather than referral. 



Many respondents said the document was vague about the role of the lead professional.  They said it was unclear if many agencies were involved, who would take the lead, or how this decision was made.  Clear guidance was also needed on who was accountable for the completion of the CAF.

�Summary of responses to questions



Question 1.  Are these (paragraphs 3.1-3.19) the right aims and underpinning principles for the CAF?



There were 415 responses to this question.



300 (72%) said yes, 3 (1%) said no, and 112 (27%) said partly. 



192 (46%) respondents welcomed the proposal to develop a Common Assessment Framework (CAF) and to implement a common approach to needs assessment.  They said the aims underpinning the CAF were clear, appropriate and comprehensive.  181 (44%) thought greater emphasis should be placed on ‘reinforcing the culture change’ that was necessary for a common assessment process to work.  Some agencies would need a significant culture shift particularly in understanding and accepting other agencies thresholds, and trusting their judgements.  123 (30%) said the proposals in the consultation document had significant financial implications, firstly in terms of information sharing systems, including a data base, secondly in terms of training all practitioners, and thirdly in terms of conducting the assessment and meeting the needs as a result of the assessment.  107 (26%) felt that practitioners would have to be very careful about raising expectations of families by engaging them in the process of a common assessment only to find the needs identified cannot be met, or met within a relatively quick timescale.  It was felt this experience could deter families, YP and children from engaging in the process and would undermine the trust in both the process and public or other services.



93 (22%) felt that further guidance on thresholds for intervention was required.  In particular to ensure a shared understanding of the terms ‘vulnerability’ and ‘additional needs.’  Respondents said the terms were vague and confusing.  At present they felt that statutory thresholds were too high within local authorities and should not remain a matter for local judgement.  Guidance was also requested on the reference ‘first sign of difficulty’ with respondents asking how and who would define this.  93 (22%) felt that all practitioners and agencies must accept and use the CAF, and work more closely together to demonstrate coordination of support and communication.  They said the CAF must be recognised as an on going process and not as a one off piece of work.  The CAF must be a working tool for partnership services involved with children and families not as a piece of paper that moved families on to other services.  91 (22%) were concerned about the conflict of confidentiality with young people (YP).  If a CAF was to be completed by a teacher, many schools would automatically inform the parents or carers regardless of the wishes of the YP.  This could stop the YP from engaging with the process and in getting help.  



58 (14%) said that the framework must also apply monitoring and evaluation processes to ensure outcomes could be easily tracked and that interventions had made a difference.  50 (12%) respondents asked if CAF would replace the initial assessments currently carried out by social services.  24 (6%) thought that the question of ‘good enough’ parenting needed to be addressed to stop the CAF process alienating families children, and YP who had issues around housing, and poverty.



�Question 2.  Is the proposed coverage of practitioners and services right?



There were 404 responses to this question.



190 (47%) said yes, 24 (6%) said no, and 190 (47%) said partly.



138 (34%) thought that in order to embed the CAF principles across a range of agencies and organisations, there would need to be considerable multi agency training. 

108 (27%) said it was good that the voluntary sector was involved in the coverage of practitioners and services.  They felt that the voluntary sector could hold pertinent information about families and children which would help with the common assessment.

88 (22%) thought that at local level those in adult services predominantly in mental health and disability, would need an understanding of the framework and how it linked with any assessments they needed to make around the transition of young people 18 or over.



66 (16%) respondents felt that the expectation for all those listed to complete an assessment was not realistic or wanted.  They had reservations about the ability of people working in such a broad area of coverage to have the necessary child protection knowledge and the right skills to communicate, assess and analyse the CAF process.  There were also concerns about the training costs and time that would be necessary to carry out the CAF.  54 (13%) said the range of agencies involved was a positive step forward in ensuring the involvement of all services working with children and young people.  45 (11%) felt the range of coverage should include post 16 institutions, higher education establishments and training providers.  43 (11%) said there must be a requirement by senior staff to ‘sign up’ to the CAF to prevent individuals or organisations opting out of the process.  



26 (6%) respondents said that the CAF should provide pointers to what the practitioner themselves need to do, and what the child and family can do to prevent the danger of assuming ‘services’ are the only solution, rather than empowering the family.  21 (5%) suggested there was no representation from faith groups in the proposed coverage of practitioners.  A wide variety of church/religious associated groups come into contact with children and YP in a range of settings, and they should be familiar with safeguarding children and the CAF process.  They also felt many minority ethnic groups visited religious establishments when they had little contact with other social groups.



Question 3a.  Is the proposed process feasible?



There were 405 responses to this question.



166 (41%) said yes, 32 (8%) said no, and 207 (51%) said partly.



233 (57%) respondents raised many concerns in relation to consent, confidentiality and sharing information.  Some of these issues are listed below:



Clear understanding on why the information should to be shared, and once shared what happened to it long term;

 Issues about parental consent;

Storing the information.  Computer systems would be needed to keep the documents in shared areas but many agencies do not currently have or do not store information on a data base;

Practitioners should sign an information sharing protocol that clearly enables them to share information;

Further details in relation to consent and confidentiality, especially on recording practitioner details for potentially sensitive services, and recording concern about a child or YP.

181 (44%) said it was important to consider the extent and nature of the resources to develop and implement the CAF.  The training cost would be considerable because of the large number of practitioners within the children’s workforce.  Respondents also asked would practitioners have the time to act on their concerns, especially in schools were there would be a real problem with education practitioners finding enough time to liaise with other agencies within school time.  There were also concerns about access for voluntary organisations to training without the help of government funding.



174 (43%) had considerable concerns around the role of a lead professional and said further guidance was required on the function, responsibility, accountability and role of a lead professional in terms of improving outcomes for children and young people.  They felt that unless clear guidelines were issued, the child or young person could get passed from service to service.  Respondents raised the following issues:



Implications on practitioner work loads;

Impact of existing skills and expertise;

Does the initiating assessor assume the role of the lead professional.  If there are several professionals already involved then there must be some method of deciding who initiates a CAF;

Can the lead professional be working in a voluntary organisation;

Does the child or parent have any say in who the lead professional is;

How long does the role of lead professional last and when was the role reviewed;

What happened when there was disagreement between professionals and agencies about who should undertake the CAF. 

166 (41%) respondents felt that the CAF process relied on all practitioners working in children’s services to be aware of the roles and skills of all other practitioners in order to know who to contact, and to work together to achieve a common end.  140 (34%) said that the success and ability to share information between relevant agencies needs to consider sharing the information in a readily accessible manner.  Computer systems should be used to keep the information in shared areas.  Respondents asked how the assessment was to be kept up to date if the information was not kept electronically and the original paper copy was kept by the first professional to be involved.  An electronic system would also be needed for checking the involvement of other agencies.



99 (24%) asked how a practitioner would identify who else was involved with the completion of the initial CAF.  They thought there could be a danger of uncoordinated CAF completions.  Respondents suggested there should be more emphasis on the importance of checking with other agencies to find out if a CAF assessment had already been done, otherwise a child/YP could end up with several CAFs all completed by different professionals.  91 (22%) said that schools must be fully committed and actively promote the delivery of the CAF or it could fail, or develop erratically depending on the interest of head teachers.  They also felt there would be added pressure on schools to be perceptive in a way they may not be used to.  63 (15%) thought there should be a nominated worker to lead the CAF and support and advise colleagues.  A key worker would coordinate the process, and be responsible and accountable.



41 (10%) said that radically different environments and problems seen by those caring for children would militate against a truly common assessment becoming realistic.  There were no references to the needs of diverse communities and this should be an integral part of any assessment process.  The tension between local provision and a nationally driven process would need to be resolved.  40 (10%) felt that the assessment could be started by the health sector, especially for children under five years old.  Some suggested the effectiveness of the process would be dependent on each child having a unique reference number, and all children were given an individual national health number at birth.  This could be used in the CAF process for identifying and tracking each child.  39 (10%) strongly supported the idea of the form reflecting the Framework for the Assessment of Children in Need and their Families, (AFIA) as many areas particularly the health sector had successfully integrated the AFIA into their professional practice, and some voluntary agencies had also accessed AFIA training.



Question 3b.  How could this be improved?



There were 327 responses to this question.



178 (54%) suggested the training programme for implementation of the CAF was vital and common training should be undertaken and owned by all practitioners.  Some suggested training should be mandatory for practitioners in the children’s workforce, and to include students.  They also felt training must be carefully disseminated and cascaded throughout all agencies, and sufficient time should be allowed in each local authority to embed a training programme.  122 (37%) thought that the process in the consultation document was vague and further guidance was needed on the following issues:



Who was accountable for completing it;

When many agencies were involved who took the lead;

Where was the record held and by whom;

Appropriate use of terms such as ‘concerns’ and ‘needs’;

Review/repeal assessment;

Identifying risk.



117 (36%) said there was no mention of timescales for either the drawing up of assessments or for referrals.  They felt the significant time around completion of initial assessment and taking on the action by agencies had not been made clear.  114 (35%) thought there were serious IT implications that have to be addressed before the CAF was rolled out.  The CAF process would have to ensure that electronic communications between agencies was routinely available.  82 (25%) practitioners felt that the document paid insufficient attention to other systems and processes being developed, in particular:



The Assessment for Children in Need; 

The work on Information Sharing and Assessment;

NPflT;

Integrated Children’s System;

Connexions information requirements.

65 (20%) felt there should be regular audits of CAFs and database usage to ensure consistency and give confidence in the system to practitioners, children YP and their families.  They also felt there should be monitoring to track unmet needs. 48 (15%) said that the CAF should be a universal process, and would be more acceptable if it was for all children, not just vulnerable or needy.  47 (14%) suggested the CAF form should be made as simple as possible and easy to complete.  Currently the average assessment could take up to three hours to complete, and often included professional jargon which should be avoided on the new form.  33 (10%) said the success of the CAF would be dependent on how practitioners and families were consulted, informed and supported during the development of the CAF.



Question 4.  How can we ensure that the process is acceptable to parents, young people and children?



There were 385 responses to this question.



274 (71%) felt that parents should be consulted in the development of the CAF and involved in focus groups.  222 (58%) agreed that the focus should be on the child and families strengths.  The CAF needed to be regarded as a positive development that was viewed as encouraging and non-threatening to families.  Families must feel that their views contributed and were reflected in the assessment. 155 (40%) respondents said that in practice much would depend on how the assessment was explained to the family, child or YP.  They suggested the CAF should be presented, and experienced as something helpful to them, and not to imply there was parental deficit or inadequacy.



123 (32%) thought it was essential to ensure the wording and format of the CAF was user friendly so that young people and parents with poor literacy skills could understand it.  120 (31%) respondents said there should be a feedback process for parents, children and YP so they could challenge incorrect information which would help to prevent errors, and provide a true quality picture of the families needs.  93 (24%) needed further guidance on the course of action to take if the parent declined consent for assessment and information sharing.  92 (24%) thought it was extremely important to raise the awareness of the CAF to families.  Information should be displayed in a range of settings.  Leaflets and posters in GP surgeries, libraries, leisure centres, and post offices would achieve a widespread coverage and educate the public on the new CAF approach. 



83 (22%) agreed with the aim of cutting down the number of times a family had to tell their story to practitioners, and by not duplicating demands for information under different acts, agencies and systems.  51 (13%) suggested that families should be allowed to hold a copy of their own record as currently happened with health visiting records.  Practitioners must also ensure that parents sign the form for consent and acceptance of the contents of the document.  47 (12%) felt that families would be extremely concerned about information gathering, questions were asked about what would happen to the information collected and how  long it would be kept for.  34 (9%) said it was important that direct access to services by children, YP and families was encouraged and self referral and self assessment should be built into the process of accessing targeted services wherever possible. 



Question 5.  How can we best ensure consistency between local areas?



There were 347 responses to this question.



197 (57%) respondents recommended a standard national assessment form/template to ensure consistency in the collection of information that could be easily understood and shared between areas.  159 (46%) thought that multi disciplinary training was required at local level to make certain that the local network shared common understanding, perspectives and views.  158 (46%) said there was a need for clear national practice standards and eligibility criteria, the following issues were raised:



Development of a national training programme;

Guidance for children who cross boundaries;

Clarification about the status of an assessment indicating a need that cannot be met, or met in one area but not in another;

Uniformity/consistency of systems;

Prescribe national guidance about common assessment forms and how they should be completed;

Guidance in the uniformity of systems, recording formats, databases, service directories.



102 (29%) respondents suggested that developing a monitoring and evaluation system at the same time as developing a CAF would assist in ensuring quality assurance, ease of use, and appropriateness between the purpose of the assessment and measuring the success (or otherwise) of the interventions, and being able to report on them.  88 (25%) said consistency between local areas would be achieved by the dissemination of best practice, input from the trail blazers and initiatives from around the country.  87 (25%) believed there was a need to link ISA and databases within and across agencies to make them compatible.  50 (14%) said that records should be held on a central electronic form that practitioners could access easily and up-date on-line.  Paper copies should be avoided to prevent out of date information being transferred between agencies.  35 (10%) thought a trained professional within each agency was needed to have a designated responsibility to ensure a collaborative approach, and monitor; review and evaluate the CAF process.



Question 6.  How can the CAF and its materials be presented so as to ensure that they are perceived as relevant across the range of practitioners?



There were 367 responses to this question.



222 (60%) said the form should be easy to read, unambiguous and should avoid the use of professional jargon.  However they also suggested that the form should not rely on tick boxes.  159 (43%) thought that the materials would be perceived as relevant across the range of practitioners if there was interagency working, with clarity and consensus about purpose.  They felt work must be done to ensure there was a sense of ownership engendered amongst all practitioners.  142 (39%) felt that practitioners must be involved in the process, and a full consultation with the complete range of health, education, and social services professionals was essential to guarantee that the materials had relevance to all agencies.  120 (33%) said that training was vitally important to guarantee those completing the CAF had the expertise and knowledge to collect and record the correct information and that there was consistency in interpreting the assessments.



66 (18%) thought the contents of the CAF should aim to capture basic information, which practitioners could then use to build up a broad overview of a YP in their family context, and allow professionals to carry out specialist assessments.  54 (15%) said it was good that the conceptual framework for a Common Assessment would be based on the Framework for the Assessment of Children in Need, and their Families (AFIA).  51 (14%) said there was need for monitoring and quality assurance arrangements.  

46 (13%) respondents agreed with the development of a National Framework and said this would assist a common process of assessment for children who moved between different local authorities.  45 (12%) thought that the CAF process did not mention the need for links with the integrated children’s system (ICS).  Respondents asked how the CAF would link to the assessment pro forma’s developed for ICS, and would these pro forma’s need to be modified to accommodate the CAF.  31 (8%) said local authorities would need to provide basic IT training to a wider range of people and this should be funded by central government.  They felt the cost of developing and introducing systems was significant both in terms of ITC and staff time.



�Question 7.  How prescriptive should we be from the centre about the detail of assessment forms?



There were 369 responses to this question.

146 (40%) respondents said certain information must be universally recorded such as the child’s basic details, (DoB etc) and contact details but then there should be local discretion to develop the form in line with local good practice.  140 (38%) thought if the purpose of the CAF was to reduce differences in assessment, prevent duplication and ease of complexity, then the assessment form must be very prescriptive.  This would avoid different practices and different styles of assessment developing.  99 (27%) said the CAF must be easily understood, be jargon free, and seen to be applicable to all professionals working with children and young people.  A weakness of the AFIA was the perception that it was a social services work tool because of the terminology used.  Some respondents suggested it would be beneficial to include a glossary of terms used by different agencies.



93 (25%) thought the form must ensure there was a balance between prescription in method and flexibility in outcome, care should be taken to use the information and not perceptions.  They said the danger of centrally prescribed forms was that they could become complicated and restrictive to practitioners, who would then avoid them completely or badly complete them.  78 (21%) felt the CAF must allow transfer of information across agencies and areas in order to ensure compatibility.  The CAF must also allow the transfer of information between England and Wales, Scotland and Northern Ireland.  77 (21%) said the CAF needed to have a basic standard format so after training, agencies all responded in a similar manner.  Consistency of format would help in transferability and monitoring.  74 (20%) respondents felt the form should be fairly prescriptive about the headings under which practitioners recorded an assessment, but the DfES should not develop a single detailed national form.  It was vital that the bureaucratic requirements of the forms were kept to a minimum.



53 (14%) respondents thought that practitioners should be involved in a wide ranging consultation to produce the information that the form should contain.  45 (12%) said it was unhelpful to have local variations as the process would not be a ‘common assessment’.  They felt the validity of the assessment tool would be undermined by local variation.  Practitioners who crossed local authority boundaries should be able to follow the process easily and not be faced with different forms for different areas.

26 (7%) respondents felt a formal review period should be undertaken after the form was used in practice.  Feedback should be sought on how the form was working and amendments could then be made.  7 (2%) said the form should not be prescriptive otherwise there would be no engagement from the practitioners involved.



Question 8.  Which elements of which specialist assessments might be incorporated into the CAF?



There were 296 responses to this question.



125 (42%) respondents thought the CAF should provide common information and baseline assessment.  The CAF should underpin any additional specialist assessment in order to avoid repeated assessment.  They said the CAF should be the initial part of the information gathering process of all other assessments, including specialist, and this would avoid families repeating their family information to practitioners.  85 (29%) said the document did not give detail about how the CAF could encourage more specialist assessment processes to develop more commonality.  They suggested lists of the specialist assessments available need to be developed, and agreed locally, but with the benefit of national guidance.



48 (16%) said that specialist assessments should be kept separate from and additional to the CAF.  They felt it was unfair to expect practitioners to make specialist assessments outside of their own speciality.  It was also very unlikely that one discipline would trust the assessment of someone outside of their profession.  47 (16%) suggested that the headings in the assessment of children in need was an ideal starting point.  This covered a variety of aspects from health education and social issues.  It would also provide the required information for all specialist assessments.  35 (12%) thought professional groups should be consulted, and it was for them to decide in partnership what should be incorporated into the CAF. 



Respondents said the following elements of specialist assessments should be incorporated into the CAF.  Please see question 8 at Annex B for further comments:



41 (14%)	Child developmental

38 (13%	Health

37 (13%)	Special Educational Needs (SEN)

28 (9%)	Education

26 (9%)	Mental-emotional health

23 (8%)	Include history-statements

12 (4%) 	Speech and Language



Question 9.  How can the interface between common assessment and specialist assessment be best managed?



There were 329 responses to this question.



125 (38%) said there should be clear guidelines about what constituted a specialist assessment.  They suggested it would be helpful to make explicit the expectation that most children and young people referred to specialist agencies would have had a common assessment done by the referring professional and that specialist assessments should build on the existing work already undertaken.  113 (34%) felt the CAF should have a common threshold/trigger for ‘concern’.  They said that triggers for worry or concern at the initial identification stage could differ greatly between professionals.  They were concerned that the majority of initial ‘triggering’ would occur in universal settings, and felt that some practitioners would not be skilled in understanding this wider area of work.  106 (32%) respondents thought regular and consistent information between partners and professionals was the key to managing the interface between common and specialist assessment.  There should be trust and acceptance of each others professional judgements.



88 (27%) respondents said training was vital for practitioners to understand the purpose of the common assessment.  Training and on going support would make sure that the quality of the CAF was high, and there would be clarity on the accountability and leadership of the process.  63 (19%) felt it was imperative to link the development of the CAF to the Information and Sharing Assessment Initiative.  This would ensure that there was a lead agency locally which held a universal database which could hold information about children who have had a common assessment completed.  58 (18%) said the interface would be managed by ensuring the same use of language and continuity in the format.  Practitioners would be gathering similar information and needed to be clear what information meant the same, or what was different.  41 (12%) thought that a lead officer should be appointed.  Their role would be to provide advice, manage conflict and disagreement and co-ordinate the completion of the CAF.  24 (7%) respondents thought the specialist assessment should be a ‘bolt on’ module to the CAF rather than be in isolation.  



Question 10a.  Are the levers described above sufficient to implement CAF successfully?



There were 363 responses to this question.



112 (31%) said yes, 39 (11%) said no, and 212 (58%) said partly.



229 (62%) respondents thought it was essential that all the departments involved in the CAF i.e. DfES, DoH, Social Services and the Home Office agreed on the roles and responsibilities for their sectors, and then issued directives to their relevant agencies so that multi-agency teams could work and train together in partnership.  National and local protocols for referral, working with common aims, and joint cross-agency training would produce successful outcomes.  138 (38%) said that current proposals did not provide any funding commitment beyond the change budget and this would be insufficient to introduce the new CAF approach.  The time taken to train and implement the CAF was huge, and there would be financial and manpower implications for all services.  72 (20%) felt that a national format should be drawn up with accompanying paperwork and everyone should be made to use it.  They felt the CAF should be mandatory, as belief and expectation would not be sufficient to secure compliance.

57 (15%) felt that success would depend on how user-friendly the format of the framework would be to children, families and practitioners.  40 (11%) said it would be vital that any up to date assessments which formed part of the CAF did not have to be repeated if the process was to gain credibility and be seen as relevant by practitioners and families.  35 (10%) felt it would be difficult to recruit appropriate people to manage the CAF process.



Question 10b.  What more needs to be done by whom at local and national level?



There were 341 responses to this question.



199 (58%) suggested that nationally and locally work should be undertaken around workforce development to break down the barriers that existed between local agencies and professional groups.  All practitioners should receive common training to ensure there was co-operation, and a common understanding and approach in the completion of the CAF.  169 (50%) said a pilot scheme before the universal roll out of the CAF was needed so an evaluation process could be undertaken to iron out any problems encountered by practitioners.  121 (35%) raised concerns that the timetable for the publication of CAF materials and implementation plan has already been drafted.  It was too soon after the end of the consultation period to allow proper consideration of responses.  112 (33%) said there should be positive publicity and awareness raising focussed on the CAF and how it had improved the national and local services received by children, YP and families.  



95 (28%) felt it was important to keep as many staff in all agencies aware of the process and feedback during the first wave on implementation.  84 (25%) said an ICT system to support the Common Assessment Framework should be developed at the same time.  68 (20%) felt the role of the GP should be clearly defined.  Concerns were raised as to how much GPs would input, and them not being included in the duty to co-operate to promote the well being of children.  61 (18%) said that it was imperative that voluntary agencies were included to make the CAF a truly universal process.

54 (16%) thought that social services could receive the CAF as a central hub/ information storage so other agencies could access the knowledge that a CAF was being completed by another agency. 



Question 11.  What can be done to ensure maximum support of CAF by practitioners, parents, children and young people?



There were 323 responses to this question.



197 (61%) said there should be a national publicity and awareness campaign.

188 (58%) respondents felt it would take significant resources to implement the changes needed and thought training should be funded centrally and provided to all organisations.  139 (43%) said that parents and carers should be involved in the undertaking of a common assessment, and in the local development of the CAF. Account should be taken of their views.  107 (33%) felt that clear guidelines should be issued on the roles and responsibilities in relation to the CAF and specialist assessment.  106 (33%) felt practitioners should have a professional responsibility to ensure that the needs of families children and YP were being addressed.  85 (26%) suggested that practitioners should promote the value of the CAF to parents, clearly setting out that the common assessment would lead to more timely and effective services by adopting this common approach.  77 (24%) said the CAF must be user friendly and simple.  The process must be clear and transparent and easily accessed by all those it affects.



Question 12.  General Comments. 



There were 259 responses to this question.



91 (35%) respondents were concerned that the sharing of databases, although being developed in some areas of the country would take a long time to be implemented and become fully operational.  The CAF would not work without this development and needs further clarification.  68 (26%) said CAF could be too basic to be of any significant value to agencies and it must not become another tier of bureaucracy for practitioners.  Respondents felt care was needed to ensure the CAF was not seen as another social care document or process.  54 (21%) felt a key issue would be how compliance would be monitored locally by agencies and partnerships or nationally.  Respondents asked if national monitoring would be undertaken by Integrated Inspections or joint area reviews. 



48 (19%) said the working group did not represent the key practitioners this work was aimed at.  There were an insufficient number of health practitioners, voluntary sector agencies, police, and youth justice practitioners on the working group.  One of the reasons the Framework for Assessment had not been universally welcomed was the lack of involvement from health and education professionals in its design and implementation.  46 (18%) felt that the CAF process must be given full backing by ministers, civil servants and local authority chief executives.  Political consensus at parliamentary level was essential.  45 (17%) respondents thought the success of the CAF would depend on practitioners in the children’s work force feeling that the CAF would add value to the quality of their work without becoming bureaucratic and adding to their work load.



34 (13%) said the flow chart was very confusing as it stood, particularly around significant harm, as there could be many more reasons why a child in need required intervention by the statutory services.  Quite often you can’t identify if a child is at risk of significant harm until all the information from agencies and people who know the child have had the opportunity to contribute to the process.  They also felt that the CAF process represented in the flow chart was reliant on individual practitioners having considerably more knowledge of services than was currently the case.  Respondents were disappointed that the chart did not give a detailed idea of the content of the framework.  23 (9%) said the CAF process sounded ideal but it would not be easy to put into practice.  If assessments were to be completed at the ‘first sign of difficulty’, service providers had to match this in order to prevent assessment for assessment sake.  They also felt it would be difficult to share and retain confidentiality.  21 (8%) respondents said that missing from the consultation document was a clear message that there was a difference between working with young people and working with children.  This must be reflected in the design of the CAF.  18 (7%) respondents felt the Connexions Assessment Planning, Input and Review model (APIR) had a holistic approach and was young person centred.  Other specialist assessments already fed into the APIR process.  They suggested it was possible for more specialist assessment to be linked back to the APIR model.



�

Common Assessment Framework

Analysis of responses to the consultation document







Question 1.  Are these (paragraphs 3.1-3.19) the right aims and underpinning principles for the CAF?



There were 415 responses to this question.



 �health worker�working in a local authority�Connexions worker�voluntary and community sector worker�education worker�working in social care�working in the police�worker in early years and childcare�youth justice worker�member of public�other�Total��Yes�93�57�21�18�20�16�2�5�2�1�65�300�72%��No�2�0�0�0�0�0�0�0�0�0�1�3�1%��Partly�18�20�8�11�7�10�2�1�0�0�35�112�27%��

Welcome proposal�44�40�13�14�8�8�1�3�1�0�60�192�46%��Cultural change�43�44�15�11�8�12�0�2�1�0�45�181�44%��Financial investment�26�23�15�10�7�8�0�0�1�0�33�123�30%��Service delivery issues�22�21�10�12�7�5�0�1�1�0�28�107�26%��All to take on board�23�15�10�8�2�7�1�1�0�0�26�93�22%��Guidance on thresholds�15�16�7�6�7�4�1�1�1�0�35�93�22%��Permission-YP issues�17�18�16�5�4�3�0�0�0�1�27�91�22%��Monitoring�11�14�4�2�3�4�2�0�1�0�17�58�14%��What ass will CAF replace�8�14�5�5�0�5�0�0�0�0�13�50�12%��Parenting�5�5�1�2�1�2�0�0�0�0�8�24�6%��

�







Question 2.  Is the proposed coverage of practitioners and services right?



There were 404 responses to this question.



 �health worker�working in a local authority�Connexions worker�voluntary and community sector worker�education worker�working in social care�working in the police�worker in early years and childcare�youth justice worker�member of public�other�Total��Yes�60�36�6�15�18�8�0�4�0�1�42�190�47%��No�5�4�1�2�1�2�3�0�0�0�6�24�6%��Partly�42�35�21�13�8�14�2�2�2�1�50�190�47%��

Common training�23�29�14�13�6�9�2�3�1�1�37�138�34%��Voluntary sector�12�26�12�15�3�11�0�2�1�0�26�108�27%��Adult services-Mental Health�18�28�4�5�2�6�0�1�0�0�24�88�22%��Reservations�8�14�10�4�2�5�4�0�0�0�19�66�16%��Coverage good�14�14�2�4�3�4�0�1�0�0�12�54�13%��Post 16�3�12�15�0�0�4�0�0�0�0�11�45�11%��Senior commitment�13�12�5�0�1�2�0�2�1�0�7�43�11%��CAF specifies who & what to record�10�5�2�0�2�0�0�1�0�0�6�26�6%��Faithgroups�4�5�2�1�0�3�0�0�0�1�5�21�5%��



�







Question 3a.  Is the proposed process feasible?



There were 405 responses to this question.



 �health worker�working in a local authority�Connexions worker�voluntary and community sector worker�education worker�working in social care�working in the police�worker in early years and childcare�youth justice worker�member of public�other�Total��Yes�54�31�11�7�10�7�1�0�1�0�44�166�41%��No�3�8�2�5�2�3�2�0�0�0�7�32�8%��Partly�56�38�15�16�14�14�1�6�1�1�45�207�51%��

Address Confidentiality -info sharing procedure�58�55�22�15�12�12�0�1�2�0�56�233�57%��Time-Cost implications�50�39�16�14�12�8�1�3�1�0�37�181�44%��Clear guidance to lead professional�43�37�17�10�8�14�0�4�1�0�40�174�43%��Relies on co-operation-partnership�45�35�11�14�8�8�1�2�1�0�41�166�41%��Electronic systems-storage�35�28�17�8�9�9�0�3�0�0�31�140�34%��How to identify another agency�24�22�12�5�2�8�0�2�0�0�24�99�24%��Schools committed�8�25�8�5�7�8�1�0�0�0�29�91�22%��Key worker�13�14�6�3�4�3�1�1�0�0�18�63�15%��Diff environments effect CAF�8�8�5�3�4�3�0�1�1�0�8�41�10%��Health universal starting point�19�7�2�2�2�2�0�1�0�0�5�40�10%��Process reflects AFIA�11�10�2�3�0�4�0�0�0�1�8�39�10%��



�Question 3b.  How could this be improved?��There were 327 responses to this question.



 �Health worker�Working      in a local authority�Connexions worker�Voluntary and Community Sector worker�Education worker�Working in social care�Working in the police�Worker in Early Years and Childcare�Youth Justice worker�Member of public�Other�Total��Common training�48�38�15�9�10�11�1�3�1�0�42�178�54%��Central guidance�18�25�14�9�12�9�0�1�0�0�34�122�37%��Careful planning-timescales�30�23�10�8�8�6�0�0�2�0�30�117�36%��Compatible systems�25�21�16�6�8�3�3�3�0�0�29�114�35%��Links to other systems�8�25�9�7�1�7�0�0�0�0�25�82�25%��Evaluation�13�16�6�6�2�2�1�1�0�0�18�65�20%��Universal Assessment�13�9�5�3�3�1�0�1�0�0�13�48�15%��Simple process�10�11�1�4�1�3�1�2�0�0�14�47�14%��Consult different practitioners�9�8�4�0�0�0�1�3�0�0�8�33�10%��



Question 4.  How can we ensure that the process is acceptable to parents, young people and children?



There were 385 responses to this question.



 �health worker�working in a local authority�Connexions worker�voluntary and community sector worker�education worker�working in social care�working in the police�worker in early years and childcare�youth justice worker�member of public�other�Total��Consult&Involve�72�65�22�20�15�14�1�3�2�2�58�274�71%��Focus on Families�46�52�17�23�15�12�2�4�2�0�49�222�58%��Practitioners explain process�32�40�13�9�14�9�0�4�1�0�33�155�40%��Keep it simple�22�31�15�6�13�4�0�2�0�0�30�123�32%��Feedback process�22�33�9�10�4�6�1�4�1�0�30�120�31%��Parents don't agree�21�21�3�5�5�6�1�1�1�1�28�93�24%��Support materials eg leaflets�23�17�10�6�6�3�0�1�0�1�25�92�24%��Do not duplicate info�19�26�2�5�1�5�0�1�0�0�24�83�22%��Family holds record copy�10�11�1�8�3�3�0�0�1�0�14�51�13%��Clarify how long info is held�11�16�3�3�2�3�0�1�1�0�7�47�12%��Self assessment-referral�6�8�5�0�3�1�0�1�0�0�10�34�9%��Universal assessment�3�7�3�2�0�1�0�1�0�0�5�22�6%���Question 5.  How can we best ensure consistency between local areas?



There were 347 responses to this question.



 �Health worker�Working      in a local authority�Connexions worker�Voluntary and Community Sector worker�Education worker�Working in social care�Working in the police�Worker in Early Years and Childcare�Youth Justice worker�Member of public�Other�Total��Prescriptive about format�54�38�16�17�12�15�0�0�1�0�44�197�57%��Common training�55�28�18�11�7�6�0�3�1�0�30�159�46%��National guidance-support�38�41�16�9�10�9�2�3�1�0�29�158�46%��Evaluate + Review�22�22�9�7�9�4�0�1�0�0�28�102�29%��Best practice-input from trial blazers�21�15�6�6�4�5�0�3�1�0�27�88�25%��Links between databases�17�21�12�4�5�3�0�1�1�0�23�87�25%��Electronic forms�16�6�4�3�2�3�0�0�1�0�15�50�14%��Lead Worker�9�3�6�2�4�1�0�1�0�0�9�35�10%��

Question 6.  How can the CAF and its materials be presented so as to ensure that they are perceived as relevant across the range of practitioners?



There were 367 responses to this question.



 �Health worker�Working      in a local authority�Connexions worker�Voluntary and Community Sector worker�Education worker�Working in social care�Working in the police�Worker in Early Years and Childcare�Youth Justice worker�Member of public�Other�Total��Simple-no jargon�50�47�22�13�12�14�1�2�1�0�60�222�60%��Interagency working�36�25�16�9�12�7�2�3�1�0�48�159�43%��Consult involve practitioners on format�37�21�10�9�12�10�2�3�1�1�36�142�39%��Training�34�28�15�4�4�3�2�1�1�0�28�120�33%��Common core then flexibility�15�12�6�6�2�4�0�1�0�0�20�66�18%��Good CAF based on AFIA�15�11�4�6�1�5�0�1�0�0�11�54�15%��Evaluate�14�8�5�2�1�1�1�0�0�0�19�51�14%��Agree National framework�16�12�6�0�1�4�0�1�0�0�6�46�13%��Explain links to ICS�4�10�1�5�2�6�0�0�1�0�16�45�12%��Funding�2�9�6�2�2�2�0�0�0�0�8�31�8%���







Question 7.  How prescriptive should we be from the centre about the detail of assessment forms?



There were 369 responses to this question.



 �health worker�working in a local authority�Connexions worker�voluntary and community sector worker�education worker�working in social care�working in the police�worker in early years and childcare�youth justice worker�member of public�other�Total��Core-Min Data set�32�38�10�9�9�7�0�1�1�1�38�146�40%��Very prescriptive�47�18�12�10�11�10�2�1�1�0�28�140�38%��No jargon�15�20�9�10�5�4�0�2�1�0�33�99�27%��Flexible not rigid�23�22�9�5�7�3�0�2�0�1�21�93�25%��Allows transfer of info�20�20�2�6�3�3�1�1�0�0�22�78�21%��Standard format to ensure consistency�24�11�9�3�5�2�0�5�0�0�18�77�21%��Fairly prescriptive�20�18�3�7�4�4�0�2�0�0�16�74�20%��Develop-consult practitioners�10�10�5�3�4�5�0�2�0�0�14�53�14%��No local variations�16�8�3�2�0�5�0�0�1�0�10�45�12%��Evaluation & review�7�2�3�5�2�2�0�1�1�0�3�26�7%��Not prescriptive�0�2�0�3�0�0�0�1�0�0�1�7�2%��



�Question 8.  Which elements of which specialist assessments might be incorporated into the CAF?



There were 296 responses to this question.



 �health worker�working in a local authority�Connexions worker�voluntary and community sector worker�education worker�working in social care�working in the police�worker in early years and childcare�youth justice worker�member of public�other�Total��Basic info with indicators to spec ass�32�25�13�5�4�12�0�0�1�0�33�125�42%��Spec Ass developed with Nat Guidance�19�23�11�5�1�4�1�0�0�0�21�85�29%��Keep seperate from CAF�13�8�0�7�1�3�0�1�0�1�14�48�16%��Headings from Ass framework�13�9�4�4�0�3�0�1�0�0�13�47�16%��Developmental�16�3�3�0�6�2�0�0�0�0�11�41�14%��Health�18�2�3�0�4�3�0�1�0�0�7�38�13%��SEN �10�5�0�3�7�3�0�2�0�0�7�37�13%��Consult professional groups�13�10�2�2�0�0�0�0�1�0�7�35�12%��Education�11�0�4�0�4�1�0�1�0�0�7�28�9%��Mental-emotional health�11�1�0�3�4�3�0�1�0�0�3�26�9%��Include history-statements�9�1�2�1�4�1�0�0�0�1�4�23�8%��Speech-Lang�4�1�0�2�2�0�0�1�0�0�2�12�4%��

Question 9.  How can the interface between common assessment and specialist assessment be best managed?



There were 329 responses to this question.



 �Health worker�Working      in a local authority�Connexions worker�Voluntary and Community Sector worker�Education worker�Working in social care�Working in the police�Worker in Early Years and Childcare�Youth Justice worker�Member of public�Other�Total��Clear guidance�23�30�15�9�5�9�0�1�0�0�33�125�38%��CAF gives clear triggers-thresholds for referral�33�22�9�9�7�4�1�1�2�0�25�113�34%��Spec services involved-partnerships�28�22�10�4�7�8�0�2�2�1�22�106�32%��Multi agency training�22�29�6�5�2�7�1�1�1�0�14�88�27%��Shared data base�10�10�7�4�4�3�1�1�1�0�22�63�19%��Continuity in format�25�13�5�4�3�2�0�0�0�0�6�58�18%��Designated Prof�10�9�1�1�5�2�0�1�1�0�11�41�12%��Spec assessment bolt on to CAF�7�4�0�2�1�3�0�1�0�0�6�24�7%���Question 10a.  Are the levers described above sufficient to implement CAF successfully?



There were 363 responses to this question.



 �Health worker�Working      in a local authority�Connexions worker�Voluntary and Community Sector worker�Education worker�Working in social care�Working in the police�Worker in Early Years and Childcare�Youth Justice worker�Member of public�Other�Total��Yes�40�19�3�3�12�4�0�1�2�0�28�112�31%��No�8�1�4�5�3�6�1�0�0�0�11�39�11%��Partly�52�53�21�17�7�10�2�5�0�0�45�212�58%��

Multi agency partnership-training�54�49�18�17�15�12�2�3�1�0�58�229�62%��Financial implications�30�32�14�12�7�6�1�2�0�0�34�138�38%��National format�19�18�8�3�4�5�0�1�0�0�14�72�20%��User friendly format�13�13�8�4�5�3�0�1�0�0�10�57�15%��No duplicate demands for info�10�17�1�1�1�0�0�0�0�0�10�40�11%��Staffing�14�5�3�3�0�2�0�1�0�0�7�35�10%��

Question 10b.  What more needs to be done by whom at local and national level?



There were 341 responses to this question.



 �Health worker�Working      in a local authority�Connexions worker�Voluntary and Community Sector worker�Education worker�Working in social care�Working in the police�Worker in Early Years and Childcare�Youth Justice worker�Member of public�Other�Total��Common understanding and approach�49�42�17�11�16�11�0�3�2�0�48�199�58%��Pilot -review & feedback�37�36�16�15�11�8�1�4�1�0�40�169�50%��Implementation time�27�26�7�7�13�5�0�2�1�0�33�121�35%��Publicise nationally�27�26�12�7�5�8�1�2�1�1�22�112�33%��Keep staff informed�20�21�11�6�7�6�0�0�0�0�24�95�28%��Universal data base�23�16�13�4�3�3�0�1�0�0�21�84�25%��GP input�18�21�1�2�3�5�0�1�0�0�17�68�20%��Voluntary agencies involved�8�10�4�13�2�3�0�2�0�0�19�61�18%��Central info hub�15�11�4�3�4�3�0�1�1�0�12�54�16%���Question 11.  What can be done to ensure maximum support of CAF by practitioners, parents, children and young people?��There were 323 responses to this question.



 �Health worker�Working      in a local authority�Connexions worker�Voluntary and Community Sector worker�Education worker�Working in social care�Working in the police�Worker in Early Years and Childcare�Youth Justice worker�Member of public�Other�Total��Publicise and keep all involved�55�33�17�12�15�8�1�3�2�1�50�197�61%��Funding and Training�51�42�19�10�14�9�1�3�2�0�37�188�58%��Involve parents�33�23�8�15�9�8�1�2�1�1�38�139�43%��Professional responsibility�25�23�7�9�9�7�0�2�1�0�23�106�33%��Clear guidelines�23�23�9�9�9�6�1�1�1�0�25�107�33%��Practitioners promote locally�27�15�8�5�9�3�0�0�0�0�18�85�26%��Quick and easy�24�13�11�3�3�7�0�0�1�0�15�77�24%���Question 12.  General Comments. ��There were 259 responses to this question.



 �health worker�working in a local authority�Connexions worker�voluntary and community sector worker�education worker�working in social care�working in the police�worker in early years and childcare�youth justice worker�member of public�other�Total��Clarification of shared databases�27�17�5�4�5�5�2�2�1�0�23�91�35%��Another layer of ass/referral form�13�18�3�9�4�6�0�0�0�0�15�68�26%��Monitoring�12�14�5�1�5�1�1�1�0�0�14�54�21%��WG not representative�24�5�1�1�1�1�4�0�0�1�10�48�19%��Political agreement-lead�9�10�3�4�2�6�0�0�1�0�11�46�18%��Market CAF to all practitioners�9�9�7�2�3�1�1�2�1�0�10�45�17%��Flow chart issues�11�12�2�1�1�1�0�0�0�0�6�34�13%��Diff to put into practice�11�1�1�0�3�0�1�0�0�0�6�23�9%��Difference YP & child�1�3�12�1�0�0�0�0�0�0�4�21�8%��Connexions issues�1�3�10�0�0�0�0�0�0�0�4�18�7%��

�Common Assessment Framework

Analysis of responses to the consultation document

– further comments



Question 1.  Are these (paragraphs 3.1-3.19) the right aims and underpinning principles for the CAF?



This is a really good proposal and if taken on board by all agencies and practitioners will eventually work well. (Burnley General Hospital, Christine Hindle) ��I would agree with the principles in the consultation document. They are very similar to the principles supporting the Child Concern Model in Bolton. However, I would want to add the principle of gathering the appropriate level of information relevant to the child's need so that families do not experience an assessment process as being overly intrusive or unnecessary.  I would also want to add the need for self referral from service users as much as possible. (Tom O'Loughlin) ��It should provide a coherent system for linking all assessments done by a variety of different agencies OR supersede these into a new system that is comprehensive enough to include all these assessments.  It should be clear whether it is a tool for professionals (with a few comments on their judgements by the young person OR whether it is FOR the young person and their judgement about themselves hold paramount importance. (Rosie Chapple) ��First we need to know what is 'out there' to aid referral to appropriate service for the child as all too often practitioners are unaware of the role of voluntary agencies/short term projects etc and availability and waiting lists for these services.  3.9, unfortunately children, especially under 5 years cannot be assessed in isolation as they part of a wider family.  The parents needs are often unmet and impact negatively on the child therefore needs recognition of this on common assessment form e.g. parenting styles, addictions a fact highlighted in the chief nursing officers report into health visiting (2004) (North Lincolnshire PCT) 

Essential that this work is based on preventing duplication, eliminating gaps and multi-agency thinking as well as child centred.  There may be semantic issues with describing this process as assessment in that all health professionals make an initial assessment on first contact.  There are also other processes that are not part of this which will continue and are described as assessment, for example developmental screening.  The guidance mentions this as a National standard in a number of places but is this actually national if Scotland and Northern Ireland have different arrangements?  Or is this to be a U.K wide standard?  There is no mention of need to ensure appropriate access to preserve necessary confidentiality of information sharing and systems e.g. an HIV positive child and their family may not wish that information to be widely shared. (Wandsworth PCT, Veronica Cotterill) 

Health Visitors complete a universal holistic assessment of all babies (and their families) living in Coventry.  Following the major Health visiting review and the move away from the traditional delivery of services, Health Visitors are adopting the CAF model to tailor Services to individuals and families needs. �(Coventry Teaching PCT, Filippa Howells) 

There seems to be a failure to distinguish between the "framework" and the assessment itself.  The aims and principles raise a number of expectations that may not be met, and could be overly-ambitious in its span of age range, and of functions (e.g. that it will be a lever for multi-agency working).  There is nothing in the framework that will help to alleviate the tensions between universal and specialist services, and between the different purposes of the assessments they make (apart from the statement that "too often assessments simply lead to a decision that the child does not meet the threshold for service delivery by the assessing agency").  There is repeated emphasis on "identification of need" which may well lead to undeliverable expectations. The identification of unmet need is fine if you are also able to identify uncommitted resource. (Connexions Cornwall and Devon, Elaine Thomas) 

These are exactly the right principles but can already be found in the DOH Assessment Framework 2000.  To make it totally effective the assessment needs to be undertaken in a universal setting and it needs to be recognised it is an ongoing process not a one off piece of work.  The assessment needs to be badged by both the DFES and the Department of Health to ensure ownership of all professionals working with children the main weakness of the 2000 assessment was the perception that it was a social work tool. (Nottingham Integrated Children's Network, Susan Dryden) 

I attended one of the workshops for 'Every child matters' and was astounded at what may be available to help children but when it comes to obtaining practical help for families in trouble it is a different matter.  I have been a GP for 27 years and access is harder now than it has ever been.  There is no personal contact between health and social services never mind the many other organisations out there and unless these fine words are translated into coherent services with a central agency properly co-ordinating them and sufficient staff they will remain 'fine words' and as GPs are no longer family doctors the situation will deteriorate further. �(Fishpond Health Centre, Elizabeth Anstey) 

The aims and principles are generally correct.  However 3.2 suggests use of the CAF to help referral to the right service.  This does not embrace the possibility of using the CAF to trigger a multidisciplinary response instead of referral to isolated services.  3.6 suggests that agencies and practitioners should have access to CAF information rather than gathering their own, but this ignores the tendency for specialists to want to gather their own information.  The aim should go beyond providing access.  We should aim for the information to be used, with the appropriate safeguards. �(WDC Children's Services, Mark Molloy) 

Substance misuse crosses the five priority outcomes identified by Every Child Matters. Therefore substance misuse and appropriate associated issues need to be addressed in the CAF, associated guidance, training tools etc.  At all times, children, young people and families need to be consulted at every stage during its implementation. �(London Borough of Sutton, Emma McConville) 

We welcome the aim of a common approach to assessment across all agencies, which ensures a holistic approach, facilitates information sharing and multi-agency working, and reduces the need for repeat assessments.  We welcome the starting point of the 5 positive outcomes.  It is unclear how far the CAF is intended to influence specialist assessments.  There would be considerable implications for these assessments if the CAF is to operate as their 'front end', especially if the CAF is meant to reduce bureaucracy and not add a layer of assessment. �(London Borough of Sutton, Kevin Dillon) 

Northumberland County Council and Care Trust launched a Common Assessment Form in 2001.  It fulfils the same purposes set out in the Consultation Paper.  Workers from any agency may use it however take up has been patchy due to difficulties in making it freely available.  We have recently re-launched it and it can now be easily downloaded or printed from our Families and Children's Trust website: www.northumberlandfact.org (Northumberland County Council, Jeremy Cripps) 

NASUWT recommends that the Common Assessment Framework must take full account of the requirements of the National Agreement ‘Raising Standards and Tackling Workload’.  Teachers must not be required to take on administrative tasks relating to assessment and the Framework must not increase the workload burdens on teachers; WAMG and the IRU should be consulted at all stages of the development of the Common Assessment Framework, related tools and supporting materials. �(National Association of Schoolmasters and Union of Women Teachers (NASUWT), Chris Keates) 

RNIB welcomes the aim to improve the consistency and quality of assessment: to ensure a non-bureaucratic common method that involves the whole of the children's workforce.  RNIB agrees with the stated intention to improve the quality of referrals for those children who are unlikely to achieve the five outcomes without additional support. RNIB also supports the principles of a common process based on shared language to improve information sharing.  However, the CAF may become rather superficial in its implementation.  The emphasis on it being 'not time-consuming' might suggest a one off event which is inappropriate for some children.  The results may lack the depth and detail that may be needed to then plan for the needs of some children. �(Royal National Institute of the Blind (RNIB), Elizabeth Clery) 

The framework should not make any assessment too rigid. We agree that a child centred approach to work is vital.  Early intervention contributes to a greater chance of successful outcomes for children and young people, so this should be a key principle wherever possible. Involving children and young people's families at all stages is good practice.  There may be cases where this is not appropriate but where possible this should be the norm.  CAF should identify where a parent/carer may need support CAF should be seen as a working tool for partnership services involved with children and families, not as a piece of paper that moves families on to other services. We welcome agencies working more closely together.  All too often there is a demonstrable lack of communication and co-ordination of support between different agencies. �(School Home Support, Amelia Howard) 

The implementation of the Common Assessment Framework (CAF), alongside other elements in the ‘Change for Children’ program, will have significant resource implications to implement the necessary organisational and practice changes in London.  Yet, insufficient resources are currently being allocated to London for public investment and spending needs, as set out in the Mayor’s The Case for London report (GLA, 2004).  This has also been highlighted in the Prime Minister’s Strategy Unit London Project Report (Cabinet Office, 2004), which recognised the unique London challenges which place a strain on education, social care and health services over and above the challenges faced elsewhere in the country.  This is compounded by children’s services, across the range of social welfare agencies in the capital, working under extreme pressure with difficulties in recruiting and retaining key workers in social care, health and education. (Mayor of London Office, Safia Noor) 

Question 2.  Is the proposed coverage of practitioners and services right?��Needs to be an easy method for voluntary sector workers to 'get an assessment done' (West Midlands Fire Service - Youth Service, David Hackney) 

Very difficult to effectively involve voluntary groups - which are considered appropriate etc. Involving voluntary groups could jeopardise confidentiality - how much info shared etc. (Mid Hants PCT) 

We doubt that the aspirations in 3.13 are achievable.  It is important to ensure that the CAF retains currency value quality by providing proper training in its use, this is a massive undertaking without going into adult health and social services, immigration etc.  The roll out needs to be properly planned (Anstey Community Action, John Bryant) 

As schools have local management structures, are they going to be fully signed up to the CAF as duty, or will there just be an expectation that they will be partners in it? Schools, as the universal provision for all YP need to take the lead role in the CAF.  Will there be penalties for not engaging in the process?  Will it be included in league tables etc. looked at in OFSTED inspections?  There will be a huge multi-agency training programme needed. (NCC Children & Family Services, Sean Carter) 

Paragraph 3.3 - "First sign of difficulty" suggests that in most cases common assessments will occur at the primary care/first contact level.  It should therefore be relatively rare that specialist services complete the Common Assessment Framework. In the example given in paragraph 3.26 it would make more sense for the CAF to occur in the primary care rather than in the relatively rare and costly community paediatric clinic.  On the whole the CAF should be more geared to universal or "first contact" services.  As a key "first contact" in primary care GPs would need to be convinced of the value of this process or at least acknowledgement made of the other practitioners within primary care who would need to be involved to make this work.  Although later in the document lip service is paid to the centrality of the child/parent/carer in the process, is it anticipated that they themselves should be main repository of the assessment? Should they hold the CAF to transmit to other organisations and agents with whom they have contact?  Most children and young people with complex needs already have parents who do this.  This would ease the process of updating the CAF.  Overall the document still seems very professional orientated. In certain circumstances, (e.g. child protection) it may need to be but even in the worst circumstances it is best to start out from the assumption that the child/parents/carer are concerned to achieve the five objectives. (Suffolk Mental Health Partnerships Trust, Paul Laking) 

Although I also consider that CAFCASS practitioners should be included as an essential group - and training and awareness of the Framework will be essential for Family Group Conference Co-ordinators. (Boys & Girls Welfare Society, Pat Walton) 

Organisations need a flowchart of where to turn for advice/guidance re CAF.  Getting GPs to complete CAF will be difficult as they often off load problems to community staff e.g. health visitors therefore increasing their workload. (North Lincolnshire PCT) 

It also needs a Community Children’s Nurse (North Warwickshire PCT, David Widdas) 

As a community paediatrician leading a disability team I would be seeing child E. Currently that child would have had a fairly thorough assessment with a family support plan currently being reshaped to fit the Early Support Pilot Project (see DfES for details).  It would therefore be a backward step to 'initiate a common assessment'. In reality I would review what wasn't working and convene a review meeting.  I would most likely have difficulty enrolling social services disability team because the child would not meet their service criteria.  Provided the child was in a special school environment there would be good support network focussed on the school. If in mainstream therapeutic provision may be patchy at best. (North Bristol NHS Trust, Matthew Ellis) 

Educational psychologists work with education providers for the benefit of children and families.  They also work with various other agencies, and should be included in any discussions relating to issues of confidentiality about their work with children and families. (Liz Delaney) 

Children's Mental Health Services must be included. Currently Paediatric Services end at 16 years and there is a gap in acute Health Services for 16-18 year olds.  How will this be addressed since this brings in a new trench of health workers Professions Allied to Health must be included. �(Safeguarding Children Team, West Essex Health Service, Susan McClymont) 

I am very surprised that housing has not been included in this initiative and consultation process.  I do believe that housing providers play a big part in any assessment. We may be aware of the child’s needs and the needs within the local community.  Housing is surely a major part of any assessment.  Also there may be instances where a housing provider may be taking a course of action which the social worker may not be aware of e.g. applying for an ASBO, eviction action and as such we should be part of any planning for a child or his/her family. (Christine McKelvie) 

I am deeply concerned that the role of the Health visitor is the crucial one as they can ensure intervention and support at the earliest stage.  Their role seems to be changing, the number and frequency of visits to families with babies and young children seems to be on the decrease.  Through this unfortunate trend children become more isolated and vulnerable until they reach school when it can often be too late.  We need to ensure that numbers of Health visitors are increased and their role clearly defined. �(Sandy Hill County Primary and Nursery School, Andrew Fielder) 

Safety fire officers are becoming more involved with children in the community in particular with reducing juvenile arson they are going into schools and youth groups, so we feel they will have a role to play in CAF. (Ingol Peer Support Group) 

I think we need to be more firm about requesting that voluntary sector use framework. In practice child protection is an area which is not always paramount with childcare workers in the voluntary sector. (Preston PCT, Anonymous) ��

�Question 3a.  Is the proposed process feasible?

The process does not cover any difficulties that might arise in identifying a lead professional. nor is there any definition of a lead professional.  I would suggest our own definition - the person who initially raises the concern about the child - is a reasonable indicator of how to identify the lead professional.  The process also needs to more strongly emphasise the importance of monitoring and review.  In particular, when a service's plan is organised following a common assessment, the process needs to highlight the need to reconsider the assessment if the child or young person or family drops out of services or the service's plan fails to adequately deal with the identified need. (Tom O'Loughlin) 

Because the APIR framework is not a specialist tool it was designed as a common assessment framework- the CAF will inevitably do one of two things if you go down the route the consultation outlines.  It will either replace APIR (you can't have two common assessments taking place) or it will simply add an unnecessary additional layer to the APIR process.  It cannot do anything else but which outcome it will depend on how well you balance the need for the CAF to be used by all with the need for it to cover all the areas of need a child/young person may have.  This needs to be clearly understood which continuing references to APIR as a specialist assessment tool make abundantly clear is not currently the case.  There is one other possibility.  If the CAF duplicates some but not all of the APIR framework, but the APIR framework includes all that the CAF would do (highly likely) then you could be in a position that by completing APIR you are, by default completing the CAF.  However, to do this would require, at best, cosmetic changes to APIR to make sure terminology etc was common to both and that you could easily extract bits for info sharing purposes etc.  This will cost money and I'm not sure there would be the will to do that - especially with the uncertainty over Connexions future. (Connexions, Alasdaire Duerden) 

I am not clear about actually how the process would work in reality.  There needs to be clearly assigned 'leaders' of the process i.e. Schools should allocate a lead person for CAF, except where there is a social worker involved or a Youth offending team person involved when they are the 'leads'.  One organisation needs to be assigned to lead the process at certain stages and then pass on the information and the lead role to another agency when appropriate  This might also clarify the data protection issues that may arise. (Rosie Chapple) 

It is very unclear about what you do (within the non statutory agencies) when you have done a CAF and you are unsure who or what service may be appropriate or are available. (North Hants PCT, Val Elliott) 

There is a paradox that in order to be able to be flexible and, if necessary, cross traditional boundaries, both agencies and individual professionals need to be very clear about their area of responsibility and expertise.  One only feels confident to share when one is very clear about one's role.  Some balances needs to be struck within the Child Assessment Framework to address the issue that part of the role and expertise of a specialist service is in assessing eligibility/relevance of what they have to offer.  It is hard to see that CAF would be able to do more than suggest a need for assessment by a particular service.  Experience of "referral forms" aimed at achieving a similar objective to the CAF suggests that there is a great variability in the quality of the information obtained and passed on.  Although quality control is mentioned later in the consultation document, solutions are not offered.  Could this be one of the criteria of the joint inspection organisation?  There needs to be some explicit process for highlighting and resolving disagreements about need.  This should particularly apply to the situation where the young person/parent/carer is unhappy.  This would be easier to address if the CAF was expected to be something that was owned by the "customer". �(Suffolk Mental Health Partnerships Trust, Paul Laking) 

Yes it is feasible for services if integrated within E.C.C. and if the documentation is not too onerous e.g. base line assessment to indicate need for CAF. (Patricia Hamiliton) 

Referrals from Children’s Ward out to services is a key area.�(North Warwickshire PCT, David Widdas) 

This should be carried out in steps - through building up area developments initially, prior to any national developments - as is happening currently.  The trust of families and agencies needs to be built up gradually.  Some agencies might see this database as a way of bullying parents or carers rather than working with them.  Mechanisms to avoid this happening should be in place. (Liz Delaney) 

It depends how well the agencies collaborate- Health visitors are your 'universal' starting point, especially with children under 5 years.  It will be the 'primary preventative public health' pathways tailored to individuals and families needs that will need more attention to the processes used in collaborative working. �(Coventry Teaching PCT, Filippa Howells) 

I would prefer to take out the word Referral, and find a form of words that implies sharing a case, rather than passing it on.  The examples given imply a level of response and resource not always found in practice.  The examples also imply that social services will be the key provider - this does not fit with the move to integrated Children's Trusts Arrangements. Any guidance written must clearly imply joint responsibility. �(J & S Progress Consultants Ltd., Janet Rose) 

Question 3b.  How could this be improved?��My making the assessment universal thereby not stigmatising individuals.  This could be started by health visitors and completed by education with other agencies having access to and amendment of record as required by need �(West Midlands Fire Service - Youth Service, David Hackney) 

I am pleased to note the CAF consultation.  As a psychiatrist working within an early intervention in psychosis service my only request is that you keep the questions down to a number and degree of complexity which can be answered in one short assessment with a young person who may be thought disordered, and may not wish other family members involved.  About half the new contacts we have are on screening found not eligible for our service. (Barnet Psychiatric Unit, Lester Sireling) 

Careful planning in the introduction to the various agencies to ensure consistency in the way the different practitioner’s interpretate the framework when applying it with children and families. (Burnley General Hospital, Christine Hindle) 

There has already been a robust initiative undertaken by the DH/DFES in developing tools for the Integrated Children's System.  The use of these tools as a foundation, instead of the development of a further set of materials would be a more effective use of resources.  At a practical level it would prevent future unnecessary duplication of assessments and demands on professionals, parents, and children. �(Whitstone Head School, David McLean-Thorne) 

Clearly defined 'leads of the CAF process.  Confidentiality and data sharing between agencies, both statutory and voluntary needs to be addressed.  A lot of present assessments cover the same ground if a nurse has assessed their health needs for example then the new organisation should not also be covering that ground but should have access to the health assessments and accept this.  Ditto for learning needs etc (Rosie Chapple) 

Does it help staff, interagency collaborative working and benefit children and young people?  I believe it will but those who will be using this need really substantial support via a good training package and acknowledgment of the hard work many professionals already do.  Advertising/Educating the general pubic may help.  As open as we try to be they may get the wrong idea.  Some still think social workers take children away.  If it became culturally/socially acceptable we may get improved results for children, their families and society. A&E may have difficulty depending on staffing etc to complete such a format.  I am working on this problem of assessment, decision making and referral at this time in my organisation.  They are very willing but extremely pushed due to the targets. (NHS, Jane Martub) 

Clarity from the outset.  Develop a mechanism, cost the mechanism and say what that is. Be transparent about who, what, when and cost.  It seems like those that will carry out the work are always being given poorly designed innovations and then demanded to make it function. (Rayleigh Primary School, Peter Malcolm) 

The CAF should make the child/parent./carer more central to the assessment process (for example, even in the consultation document this is not clearly stated until paragraphs 3.28 and 3.29).  The CAF should be more geared to the universal or "first contact" services.  Some quality control/evaluation should be built in to the process. (Suffolk Mental Health Partnerships Trust, Paul Laking) 

Information sharing will need to be co-ordinated with NPfit processes.  Consent from parents for this will be required very shortly after child's birth.  Children already on child health systems will somehow have to have their details transferred to other data bases how and when will this occur/ unless other agencies can access social services systems/data bases the process will fail. (Doncaster Central PCT, Caroline Hill) 

Need room on form for parents signatures (consent and agreement with content of form).  Form for 'children with special needs' as unable to assess using standard format (unable to record important health background information. (North Lincolnshire PCT) 

The referrer needs to remain active in the case after the assessment has been passed on.  Money needs to go into preventative services and support services.  Without building up the capacity of services offering support to vulnerable children and their families there will continue to be inappropriate referrals to statutory agencies that do not have the remit to deal with them.  The voluntary sector provides a lot of these preventative and supportive services, and there should be robust commissioning and funding for these.  There is a risk of people failing to make a referral because of a lack of clarity about where it should go, and who is responsible for it. �(The Care Forum, Elley Reinhart) 

There should be more focus on a multi disciplinary response rather than referral to social services (J & S Progress Consultants Ltd., Janet Rose) 

There must be no loopholes in this process.  It would help us all children were given a unique number not when they register at a school but as soon as they are born. Schools very often can have young children attend at very short notice and disappear off the register just as quick. It gives schools little time to track the child's progress, access records, or make an accurate assessment.  But if there is a data base that can be accessed quickly that tracks the child's movements from birth the relevant agency can be contacted quickly if there is cause for concern.  There are families and family members who take full advantage of the present system and have become adept at avoiding any kind of support or intervention for their children by moving locations quickly and without consultation.  The CAF will only work for those marginalised children and families if it is quick to use, effective, and not perceived as a threat by parents/carers. (Sandy Hill County Primary and Nursery School, Andrew Fielder) 

Housing problems cannot always be resolved, there are problems if there is debt or the house is in private ownership.  Agency workers need training in each others roles and in IT.  Multi agency training i.e. common core training for those involved in child protection, there will also be financial implications to deliver this. �(Ingol Peer Support Group) 

Information has to be shared electronically.  Ensure all professionals are aware of their responsibility Need to improve our style of record keeping.  Will the information be family linked/cross referenced to each child. (Primary Care Trust, Geoffrey Stuart) 

Because this is a far reaching change affecting the working practices of a very wide range of organisations and professional groups, the process of development, endorsement and implementation really needs to be spelled out.  Locally, we must know what work the Government will do nationally (with professional associations, representative employer bodies etc.) and what work - of telling and selling for example - will need to be done locally.  It is crucial that all relevant parts of Government - the DfES, the Department of Health; the Home Office, the ODPM - and relevant regulatory bodies - CSCI, Ofsted etc. - all indicate in the same terms the importance to be given to this development in the priorities and targets they set. �(Essex County Council, Andy Quin) 

Sexual abuse needs to be added to 3.15.  The examples given require further work. They do not adequately consider the issues for practitioners in completing the CAF. Accountability issues require further clarification for example.  Who is responsible for the CAF on its completion and following on in terms of service delivery.  The CAF from our experience will not automatically prompt multi-agency discussion and service provision.  Statutory enforcement will embed the CAF appropriately. 3.26 - this example raises concern that GP's will not have a responsibility to complete the CAF.  There should be an expectation that those outside of the statutory 'duty to co-operate' section of the Children Act 2004, should complete the CAF to access services.  GP's and schools in particular to 2 key bodies who should have this expectation placed upon them.  Any agency or service that sits out of completing the CAF will make implementation even more difficult. If it accepted that the CAF should replace initial assessments there will be huge training implications, but its status amongst child care workers is crucial. (West Sussex County Council, Ian Vinall) 

The effective implementation of CAF is dependent upon a comprehensive database being in place to enable agencies to share information, raise awareness of local resources and provide sufficient detail to aid rather than hinder further assessment. Para 3.31 states that only minimum data will be held.  Assessments and interventions will continue to be duplicated if practitioners are unable to find out what other assessments have been completed and the progress of interventions that follow.  Young people will also continue to fall through the net if there is a lack of awareness of when support breaks down.  There is also a risk of intervening too soon. In order to prevent this we recommend that the database should include: - an early warning system such as RYOGENS (developed to highlight risk of offending) would provide practitioners with the ability to flag concerns up to a threshold of 3 in a month before a response is triggered - mechanisms to share additional information such as specialist assessments including when and by whom they were completed - mechanisms for agencies to provide feedback on progress - information held at a central point accessed by a range of agencies, this could be local, regional or national providing it is possible for the information to be transferred across areas if necessary  We would recommend that information is maintained by an information manager with a specific remit for keeping the information up to date and ensure that the needs highlighted by the CAF are being met. (Rainer, Martin Hazlehurst) 

Find a better name to describe the process. Take away the word "assessment" - comes with too many overtones.  Means different things to different practitioners i.e. no common language covers it.  Need to think of it as an early planning tool, a means to match identified needs to services and therapeutic services. �(ISA Project, Penny Penny) 

There seems to be confusion over whether the assessment is undertaken by the first professional who has concerns, or whether a referral is needed.  For example, the GP refers to a paediatrician, an early years practitioners refers to a family support workers. What are the criteria for who undertakes the assessment - is this simply a matter of referring to someone trained and competent- if so this may lead to agencies 'referring on' to avoid having to use their own resources for the assessment.  Should there be agreed assessors for a location? (Frances Evesham) 

Question4.  How can we ensure that the process is acceptable to parents, young people and children?��By keeping the public involved including representatives for parents and children were appropriate. (Burnley General Hospital, Christine Hindle) 

Practitioners to provide full explanation of process and that it is a partnership in terms of assessment - helps to clarify issues which can be difficult to identify for some families/practitioners (Sure Start/NLPCT, Yvonne Grant) 

Stronger encouragement in relation to self referral from young people and families would make the process more acceptable.  Also an identified system for taking feedback and comments from families involved in the process would help.  Clarity in relation to how long information is held for and access of service users to information will also help to make the process more acceptable. (Tom O'Loughlin) 

Allow families to hold their own records, or at least a copy of them, as happens with health visiting records.  Make sure that parents and children are involved in training, maybe building on Sure Start areas which have already done a lot to empower parents. (NSPCC, Phil Taverner) 

Perhaps work with families with vulnerable children when they are in need and follow the process through - if the CAF gets the service they want in a reasonable time it may be acceptable - if it is a bureaucratic process that does little for them - it may not be acceptable.  Again acceptability is difficult to comment on without seeing a draft.�(KPCT, Sara Patience) 

It is essential to have an open approach, not raising false hopes and by ensuring that assessment leads to the provision of services based on the children and families view of what would be helpful to them in collaboration with a professional view of the impact of the current situation of the children. (North Hants PCT, Val Elliott) 

Need wide consultation and promotions prior to its introduction.  Need to be very clear about information sharing between agencies so there are no surprises for families. (Sarah Parsons) 

Process will only be acceptable if the benefits of wider information sharing are tangible i.e. significant improvement in available help and support.  Parental knowledge that information will be accessible to a range of agencies may inhibit discussion of parental health problems social problems financial problems (particularly DSS claimants).�(Doncaster Central PCT, Caroline Hill) 

Having as a starting point a wish list from parents and young people/children. Keeping the burden of information collection down to a minimum.  It does have the seeds of acceptability as it reduces the bug bear of having to regurgitate the story for each professional. (Heartlands Hospital NHS Trust, I M Rabb) 

Make the form short, not repetitive and logical therefore decrease confusion.  The current 2 hour completion time is far too long when parents are having to complete the form and supervise children etc.  Ensure parents sign the form for consent and acceptance that the contents of the document represents what was discussed.  Cross reference process to DOH chief nursing officers’ report/response to reflect views of parents - they want their needs met too. (North Lincolnshire PCT) 

If the paperwork stays with the family, as with child health records and pregnancy notes, then the family takes responsibility and ownership.  Consultation with families and young people at this stage of the process would involve people rather than imposing a new system on them.  Requiring a signature on the form from parents and children where appropriate. (The Care Forum, Elley Reinhart) 

Care and service pathways have to be agreed in concordance with families and individuals where ever possible.  All children have parent held records that are applicable into early adulthood that can be used to support recording of communications and actions especially between agencies. �(Coventry Teaching PCT, Filippa Howells) 

Question 5.  How can we best ensure consistency between local areas?��By having local groups training together to have common understanding. �(Burnley General Hospital, Christine Hindle) 

By issuing central detailed guidance and developing links between databases for key members of child protection services (Outcome Consultancy, Jill Britton) 

Use a unified system that incorporates information required by different agencies - i.e., assessments for LAC cover many of the aspects of assessments for SEN. �(Whitstone Head School, David McLean-Thorne) 

Central integrated team coordination of assessments e.g. children's trust/ACPC.�(Sure Start/NLPCT, Yvonne Grant) 

You have to be prescriptive about the content and detail of the assessment forms. (NSPCC, Phil Taverner) 

Once a core dataset has been defined this should be sent through to those other agencies so that the local format of the assessment tool is ultimately ion local hands (Addenbrookes Hospital, Rob Ross Russell) 

It was identified that inadequate training means the common assessment framework was and still is not used correctly - so big investment in training and policies around use (KPCT, Sara Patience) 

By using a national database accessed locally. �(Anstey Community Action, John Bryant) 

My view from experience of the National Framework Assessment is that you should not allow individual agencies to decide on their own format for the paperwork.  Please decide on the format nationally and make it compulsory for all agencies to use.  As long as you keep the paperwork under review and respond to constructive criticism, the paperwork can be amended as we start to experience how it works in practice.  In fairness to families they need to know the same format will be used wherever they live. (Devon County Council, Jan Liff) 

Engagement of partners and stakeholders at a local level in this important work is essential to successful implementation. (Harrow Council, Paul Clark) 

Compulsion, clear, unequivocal guidelines.  Same format for all areas. IT compliant/friendly format - personal identifiers.  Chronologies compiled for families/young people where there are on-going concerns. �(NCC Children & Family Services, Sean Carter) 

In paragraph 3.40 this question of local sensitivity to the overall aims produces a danger of diluting or avoiding the main thrust of the document.  Unfortunately consistency between local areas will not be properly achieved unless there is some central direction in the structure of the document.  The model of the Child Protection Framework may (where it has worked) be a way forward.  There is a great opportunity here for multi-professional and multi-agency training as has occurred (in Suffolk) within Child Protection. "Inter-agency culture" (paragraph 3.35) may be enhanced and fostered by training jointly.  Otherwise there will be a great tendency for agencies to do their own thing as it fits in with their schedules. �(Suffolk Mental Health Partnerships Trust, Paul Laking) 

Develop the approach at either a regional or a national level. Introduce a performance framework which ensures common standards in use of the CAF �(North Tyneside Children, Young People and Families Trust Approach Board, Claire Dawson) 

Standards drawn up at L.S.C.B level. Inter agency audit, single agency audit. I.T. systems that are compatible. (Patricia Hamiliton) 

Do not allow too much local flexibility on implementation.  The P.C.H.R. was an example of this and it has been reformatted on a national basis to improve consistency. �(Sarah Parsons) 

In the early years of implementation at least, being prescriptive.  Requiring evidence through particular agencies' inspection processes that they are complying.  Regular review of the efficacy of the CAF, and producing "news" of successful implementations. (Boys & Girls Welfare Society, Pat Walton) 

I think the national approach and presumably nationally produced training resources will get round this one.  The parent held red book ran into this problem with each local area having their own book which led to confusion. �(Heartlands Hospital NHS Trust, I M Rabb) 

We cannot ensure consistency between local areas. Current national frameworks, such as for example the 1996 Education act assessment framework, are reasonably consistent across the country.  It is rare for new areas to have to repeat a 1996 act assessment when a child moves into their area.  But consistent implementation will of course need to be monitored as part of the training and developmental processes. �(Tim Bunn) 

Dissemination of best practice and initiatives from around the country, development of national guidelines and/or standards and local audits (Oxleas NHS Trust, Peter Wells) 

It is difficult to get consistency within a Team, let alone across the country.�(J & S Progress Consultants Ltd., Janet Rose)��Question 6.  How can the CAF and its materials be presented so as to ensure that they are perceived as relevant across the range of practitioners?

By becoming a simple tool by which internally and externally agencies refer to each other including exceptions for high risk situations (SSD, Peter Ronan) 

Use a holistic approach to gathering and reporting information - i.e., as exemplified in the Integrated Children's System documentation (e-records). �(Whitstone Head School, David McLean-Thorne) 

If it benefits all concerned especially the children and staff/workers are supported properly. Good co-ordination by ACPC's. (Children's Boards (NHS, Jane Martub) 

Broadly as in the assessment triangle in use for assessing children in need.  Need to recognise different experience and skill of practitioner. (Mid Hants PCT) 

Involved professions - particularly Health and Education who in reality will be doing a lot of these assessments.  Involve professional bodies such as CPHVA, RCN, BMA, Royal College of Paediatricians (KPCT, Sara Patience) 

To ensure that bureaucracy is reduced, the CAF needs to avoid using any service specific sections from any of the agencies involved. �(Anstey Community Action, John Bryant) 

Redesign all child service functions to meet the Every Child Matters five goals.  This would necessitate a complete rewrite of the National Curriculum for Schools. �(Rayleigh Primary School, Peter Malcolm) 

The contents of paragraph 3.35 needs to be more at the front end of the CAF process and documentation. The "… parents and care givers feel respected and informed …" is still an "outside way" of putting this. It de-skills the parents. We all have experience of being a child, being cared for in whatever way, of parenting. Even this questionnaire itself does not allow one to be a professional and a parent and a child. (Although I have ticked "Health" as my area I regard my most important role at present as being a parent!) Using the existing "Framework for assessment-"presents the danger of alienating non social services agencies. It is too unwieldy and large. �(Suffolk Mental Health Partnerships Trust, Paul Laking) 

By keeping the CAF child focussed and ensuring that the information by each agency is linked to how it impacts on the child, agencies who are working with the adults may be helped to make the connection that the adult issues often impact on the welfare of the child.  It appears that at times this connection is not made. �(Northampton Review and Conference Centre, Diane Kemp) 

The relevance to the voluntary sector is rather different to the statutory agencies. Clients of the voluntary sector often approach us for services because we are not statutory agencies; there may be a resistance to or distrust of involvement with statutory providers.  If the voluntary sector is seen to be sharing information with others, it may lose the confidence of some of the most vulnerable clients or prospective clients. (The Care Forum, Elley Reinhart) 

Involve practitioners there are no health documents listed on your sources.  A key resource is the Red Book Child Health record.  There is large amount of good practice in health to draw upon, what about the children's NSF? �(North Warwickshire PCT, David Widdas) 

The relevance of CAF as a whole across a range of practitioners is unlikely to be a major issue.  There is widespread consensus that children's needs across different areas of expertise are linked, and that health, social care and education needs often have implications for each other.  But the boundaries between practitioners (say health & education) are likely to continue to present considerable challenges, especially in the context of local services which appear to those who deliver them to be faced with more demand than they can meet.  I would therefore suggest that the implementation of CAF (as with the other aspects of the processes of setting up more integrated local children's services) include fall back and checking processes by which 'buck-passing' and genuine delivery difficulties can be identified.  Such processes need to be set up on a local area basis. (Tim Bunn) 

Got to say different things to different practitioners.  For instance I need to know 'diagnosis' and 'impairments' (medical model) as well as needs (social model).  Clearly the CAF therefore needs to be grounded on both models.  The International Classification of Functioning (WHO) attempts to do this but looks very 'clunky' at present.  My guess it should require several people to complete it, and should have sections clearly identified for different disciplines.  I know that is very un-joined up but practically whenever I have been involved in a joint assessment process (just with health professionals) arriving at a final common document has involved hours of discussion and redrafting which is not feasible except for the tip of the iceberg.  The challenge will be to avoid a series of un joined up un professional assessments being 'stapled' together.  I would suggest the family support planning process is collective whereby the professionals and the family come together to decide on an action plan in the light of the common (but possibly divided assessment). �(North Bristol NHS Trust, Matthew Ellis) 

Fairness, honesty, professionalism, people with the right skills are all important. For families who want help these will probably be sufficient.  For those who don't welcome help / interference it is unlikely that anything would make the process acceptable to them.  I think there is a great need to have more staff in the community with skills in youth work and family support.  Families in need, need to be in touch with people who have an understanding of their situation / culture / youth issues. �(Birmingham Children's Hospital NHS Trust, Jeanette Hawkins) 

Ensure that the process can be used electronically - and shared electronically.  Keep it as short as possible, being careful not to use social care, health or education jargon Make it an inspection expectation across all agencies  Offer incentives for training - which needs to be ongoing particularly target hard to reach practitioners e.g. therapists, GPs, Head Teachers, Vol Sector, Mental Health Services.�(J & S Progress Consultants Ltd., Janet Rose) 

By discussion with front-line workers from each agency i.e. those expected to complete assessments.  By reducing the length of the current N Lincs tool into a more concise format.  By being less prescriptive and more flexible in assessment detail.  Currently much of the form is repetitive and leaves little option for professional judgement outside of prescribed format. (North Lincolnshire Primary Care Trust, Ann Marie Jones) 

The integrity of a system is only as good as the people that use it. Keep the data simple, easy to input, access, and diagnose.  Ensure that early entries on the system are picked up and acted upon appropriately.  Ensure that those trained to use it are given light touch training that ties into expertise and good practise that is already being used.  Ensure that certain important actions are taken at agency level before an entry is made on the CAF. (Sandy Hill County Primary and Nursery School, Andrew Fielder) 

Multi-agency/national logo (Frances Manning) 

Positive results from pilots.  Training with relevant case studies and multi agency if this replaces other forms e.g. cause for concern it will be more acceptable.  Ensure professional/responsibility (Ingol Peer Support Group) 

Ensure sign up /endorsement by variety of professional organisations who influence key agencies e.g. BMA, Royal Colleges (psychiatry, paediatrics, GPs) Home Office YJB LGA, ACPO APYCO BASW etc.  Without this 'universal' sign up individual practitioners may question the mandate to engage in the system. �(Dorset County Council, Jerry Brady) 

It is important that this is not seen as another tier of assessment and so it is important that the assessment is dovetailed into existing assessments such as assessment for children in need.  I think that the majority of practitioners working with children understand the concept of looking at the whole child and the impact other areas of a childs life have on their specialist area so a broad assessment at that stage is what is needed.  One that does not require too much detail. (S April) 

Practice materials should include a range of examples of how the CAF could work in practice.  Examples in current consultation were perceived as unconvincing:  Parent: Who is the community worker?  This could be a Sure Start worker but what if it non Sure Start area?  Health Visitor:  Voluntary sector expressing concern that creating child record for an issue that relates to housing is potentially stigmatising of a child (prefer family record).  Teacher:  Need to distinguish between referral to adult social services for assessment of grandmother or carers assessment.  There is no need to refer child to SSD. School Nurse:  More realistic to suggest that teacher notices child D is withdrawn and asks school nurse to speak to Mum. GP: unconvincing General Comments:all read as involving young children and examples of older children needed. Where are fathers?  Mothers are mentioned explicitly but fathers simply become parents. Examples are simplistic with no mention of resource constraints. �(Children and Young People's Partnership, Carol Hambling) 

Targeted material, quality material, not replicating existing material. �(Herefordshire Primary Care Trust, Lynne Renton) 

By starting with the 5 outcomes: all agencies working with vulnerable children and young people will be able to recognise their contribution to one or more of the outcomes, and the relevance of the CAF to them.  An emphasis on the generic process of assessment (information gathering, analysis and judgement of need, identification of outcomes to be achieved, intervention and review) will also help all agencies see the relevance.  The Assessment Framework triangle of 3 Domains, linked to the 5 outcomes, will also help. 3.35 Provides a very helpful set of principles.  There may be an important capacity issue for some voluntary organisations who are keen to be involved in the implementation because of their close working relationships with statutory services.  Completing a CAF for some families will be quite a task - beyond what some vol. orgs are used to.  The training programme and supporting materials will be particularly important here. (London Borough of Sutton, Kevin Dillon) 

It can be argued that the emphasis should not be on the presentation to practitioners, but rather that the CAF and its materials should reflect what is necessary to ensure that decisions are enabled that facilitate the best outcome possible for the child or young person.  Achieving this will be necessary to demonstrate the relevance to practitioners. The cultural change required for successful implementation of the CAF must accompany the introduction of new materials and processes.  Consideration needs to be given to how workloads will be managed if additional time is required to undertake assessments.  If this is not addressed, there is a danger that assessments will be completed to a poor standard requiring time to be spent redoing work, leading to frustration on the part of the practitioner for whom the relevance of the process will diminish over time.  Trust that assessments have been undertaken effectively will be essential in ensuring practitioners perceive the CAF as relevant.  Achieving the balance between gaining sufficient information to allow informed analysis and decision-making, and not burdening both practitioners and parents/carers, children and young people, is a complex task.  In Cambridgeshire a Common Referral Form has been developed for use within and between statutory agencies.  The consultation process to agree this form was lengthy and bumpy.  The end result is acknowledged to be very much a compromise, with few agencies really believing that the form meets individual needs. Paragraph 3.37 of the consultation document notes that the DfES intends to engage fully with practitioners and representatives to ensure that a CAF is provided that is fully usable within schools and other universal settings and does not impose unnecessary burden on staff.  This engagement will be essential if the materials are to be perceived as relevant.  Noting Cambridgeshire's experience, achieving this goal within the 6 week period from the end of the consultation to the issue of materials at the end of December seems highly ambitious.  However, on a more positive note, if the CAF really is the "front end" to all specialist assessments, this will help to promote its relevance to practitioners (Cambridgeshire Children and Young People's Development Team) 

The information should explicitly state that that CAF is a first stage of stages holistic assessment process for children & young people, which can be initiated by any practitioner irrespective of the employing agency.  The questions to be asked at initial assessment demonstrate a holistic approach and they are perceived by the range of practitioners as relevant and beneficial to their work process.  Practitioners will need to be feel confident in carrying out the assessment so there will need to be appropriate training in interview and case-history taking especially for those practitioners and agencies who do not usually engage in this type of activity.  Similarly front line staff will need to be able to answer questions so the development of for example frequently asked questions) about the framework would be useful.  For more specific complex questions there will need to be training and guidance for front line staff to be able to appropriately signpost the client to the relevant agency.  The work from the "Trailblazer" projects, and the Welsh NSF for children could provide useful lessons. �(Royal College of Speech and Language Therapists, Yvette Johnson) 

The CAF must have sponsorship at the highest level across the range of partner agencies to ensure shared management of the process.  Publicity and training needs to have a core common element with additional components targeting specific agencies and the community at large; lessons learnt from the Assessment Framework need to be incorporated in planning for success.  The materials should draw upon best practice e.g. Bolton and Herefordshire Child Concern Models in using a shared language about levels of concern: every agency needs to talk in the same terms.  Joint training events will promote this.  The CAF front end should be kept as simple as possible and fit with agency-specific assessments.  Simplicity is the key, both in presentation of the concepts and provision of electronic formats that are easy to use.  The materials must be user-friendly and avoid replicating existing material, so that practitioners feel that there will be outcomes as the completion of an assessment form is time-consuming. (Herefordshire Council, N M Pringle) 

The development of the Early Support materials gives a useful example of producing materials and tools valued by different agencies and families.  These were not driven from the centre but evolved from practice and extensive consultation with parents and practitioners.  A common format for the materials is preferable that can be shared between agencies.  The importance of common terminology of which all agencies have a common understanding, is very important.  These materials should be developed and agreed by the key statutory agencies so that ownership is joint.  They should contain the definitions that have been agreed by the different agencies.  The timescale for this is likely to be over ambitious if they are expected to be ready by December 2004 for implementation in April 2005. �(Royal National Institute of the Blind (RNIB), Elizabeth Clery) 

The materials will need to link in with existing assessment frameworks, in particular the National Assessment Framework that already has a multi-agency dimension to it.  This will also mean that it is compatible with the new Integrated Children's System.  Health professionals are particularly concerned that there will be recognition of the need/relevance of specialist assessment/in put, and at times there will be certain questions that are repeated as different cues will be looked for by different professionals.  Need to emphasise planning for the continued delivery of a number of assessment procedures for children and young people e.g. statutory SEN assessments will continue at least in the foreseeable future, how will these link with CAF? �(Haringey Council, Patricia Walker) 

This question is answered in part by our view that there needs to be two levels of implementation locally  that which follows from the adoption of the framework and influences the language and culture of children’s partnerships and that which leads to use of the common assessment.  Where possible, explicit links should be made between the Common Assessment Framework and other common processes to ensure that people do see a real reduction in the collection and production of hard data about individuals and their families.  Where the conceptual framework enables explicit links to be made with pre-existing assessment frameworks, this should be highlighted (e.g. APIR, NAF).  For many professionals the links with those used and accepted frameworks, designed for children in the greatest need, will make the value of the models self evident.  In the final analysis, practitioners in many services will perceive the materials as relevant if they enable them to make better judgements about those families with who they are in contact, and which facilitate access to services which are designed to deliver positive outcomes for the children.  Engaging in discussions with everyone involved, piloting the process, using common language and keeping the process as simple as possible are all ways of helping those working in the children’s workforce to sign up to the Common Assessment Framework.  A properly trained multi-agency workforce is key and this will be very demanding during implementation. In the longer term there will of course be opportunities to include the Common Assessment Framework in professional training and induction programmes for new staff.  Local authorities will need to provide basic IT training to a wider group of staff and this needs to be costed by central Government.  The cost of developing and introducing such systems are significant both in terms of ITC and staff time.  Current proposals do not provide any funding commitment beyond the very small Change Budget. �(Ass of Dir of Social Services (ADSS), the Local Gov Ass (LGA) & Confederation of Education & Children’s Services Managers (ConfEd), Linda Doherty)

Question 7.  How prescriptive should we be from the centre about the detail of assessment forms?

As a psychiatrist working within an early intervention in Psychosis service my only request is that you keep the questions down to a number and degree of complexity which can be answered in one short assessment with a young person who may be thought disordered, and may not wish other family members involved.  About half the new contacts we have are on screening found not eligible for our service. �(Barnet Psychiatric Unit, Lester Sireling) 

Without a standardised format, common definitions and clear expectations about what is presented and how it is presented - we will be back at square one with idiosyncratic practice across individual agencies and professionals.�(Whitstone Head School, David McLean-Thorne) 

You have to be prescriptive or the forms will have no use when children move from one part of the country to another.  Also, if the detail is grounded in the best available evidence, it should not differ significantly from area to area even if each did devise their own, so being prescriptive should not result in loss of important data.  It will stop people having to reinvent the wheel. (NSPCC, Phil Taverner) 

As regards the degree of prescriptiveness, we have found it helpful here to follow the format of the SEN code of practice and hence to divide some guidance into parts 1 and 2. Part 1 is the mandatory guidance which must be followed.  Part 2 is for guidance - professionals must have regard to it but can exercise some professional discretion. (Southwark Council, Tony Tarrant) 

Assessment must be prescriptive.  Failure can then be investigated and interpreted. Failure should be a clear flag, not an outcome. In this way all understand the parameters. (Rayleigh Primary School, Peter Malcolm) 

There should be prescription in relation to some agreed areas (particularly if there is a strong evidence-base) but we would like local discretion to develop the form in line with good practice locally. �(North Tyneside Children, Young People and Families Trust Approach Board, Claire Dawson) 

The final CAF should be drafted in legislation and not be able to be altered by different agencies.  They may find that there is only a part of the CAF that their particular agency finds relevant, however the format should be identical for every CAF. �(Northampton Review and Conference Centre, Diane Kemp) 

There needs to be some standardisation and general understanding in order to minimise cross boundary issues.  However, the focus should be on the need of the child or young person, not on which box they fit in.  There is a danger of bringing the detail of the form down to an absolute minimum which renders it little more than a nametag, rather than a useful and useable document.  There does need to be a clear understanding of who starts the process, and who maintains ownership of it. �(The Care Forum, Elley Reinhart) 

Totally, variation will miss the link with NPFIT and practitioners moving around the regions.  As long as discussion is held widely, this should be okay. �(North Warwickshire PCT, David Widdas) 

Forms should probably only cover headings, dates, and levels of assessment.  How practitioners choose to record their findings should not be prescribed.  What should be prescribed should cover what must be recorded on data bases only, including of course some indications of future actions and timescales. (Tim Bunn) 

Forms should have common headings with plenty of open fields to allow individual contributions.  On completing a recent 'child in need assessment form' I was struck by the long list of (in this case) irrelevant minutiae being asked for which of course I just put a line through!  Having been involved in preparation of research data-forms I am only too well aware of the temptation to seek maximum information especially when participating in a best practice committee based process.  But as we all know this limits take up so I would recommend plenty of headings to be used as prompts by the professional as opposed to boxes to be avoided by the professional! �(North Bristol NHS Trust, Matthew Ellis) 

Guide-lines already exist in those areas carrying out pilot studies, Leacester C and Shire & Rutland have created an easy to use system which is likely to be non-threatening to agencies and families alike - it provides a selection of closed statements which is sufficient to provide an alert.  There should always be an opt-out clause for the carers/families of those children where there is a clear reason for this, and parents and carers should always be re-assured about this. (Liz Delaney) 

Very, to ensure consistency between areas.  Space for additional information deemed necessary could be incorporated. (Rosemary Laughlin) 

Difficult to say as this rather depends on the quality of the form devised!  A prescriptive approach may lead to more consistency across different areas and will save time and money as Agencies will not feel the need to "re-invent the wheel" spending scarce resources redesigning the formats  However, they need to fit with other initiatives such as Integrated Children's System (J & S Progress Consultants Ltd., Janet Rose) 

It depends on whether we are talking here about an assessment 'framework' or an assessment 'tool'. We believe we are talking about the former.  Because there are still likely to be a number of assessment 'tools’ used by the different agencies, any form produced should not require too much prescriptive detail.  Beyond giving guidance about the headings under which practitioners should have the opportunity/be prompted to record an assessment, the DfES should not develop a single detailed national form. It is vital that the "bureaucratic" requirements of the form are kept to a minimum. However there needs to be absolute clarity about the purpose and function of the CAF, so that local variations do not subvert the integrity of the process.  One of the successes of the APIR has been the 'visual' element.  Young people and Practitioners both like the 'wheel' as a simple, visual representation of where the young person is at the time of the assessment snapshot. It also records positive elements of a YP's situation as well as those posing barriers.  We would argue strongly for something similar to be incorporated into the CAF.  It has the added advantage of being able to be recorded/plotted electronically on the CCIS or other electronic databases. �(Connexions Sussex, Chris Andrews) 

It doesn’t matter who controls the details as long as they follow a prescriptive format that emphasises the principles of: simple; easy to use; accurate; economical; a common language.  The most important part is the protocols and actions that lead up to the entries on the system. It is people that make a difference, not the form itself, if the form is cumbersome, bureaucratic, and a burden then it will obstruct rather than enable those people to act effectively.  Keep it simple no matter what pressures are put on to complicate it.  Please, no more complex forms to fill in, in triplicate, no more assuming that it is the process that is 'god', what is important are outcomes.  We won’t get there if either you at the centre or LAs make it so full of red tape, multi agency meetings, jargon, that nothing happens quickly enough and another child gets hurt or killed as a result. (Sandy Hill County Primary and Nursery School, Andrew Fielder) 

Information sharing needs to be very clear and concise.  Unless data bases are compatible or there is a good clerical system information will not be given time.  To ensure commonality it needs to be prescriptive. (Ingol Peer Support Group) 

The important factor will be that the CAF is communicated in a format that will be accessible to everyone's level of understanding.  A glossary of definitions may need to be included, depending on the 'shared language' developed.  Ideally the assessment should not be to lengthy, time consuming or laborious yet be concise and comprehensive ensuring the health and well-being of families. �(Special Parenting Service, Sue McGaw) 

You need to leave scope for specialist workers to ask questions about areas of a young person's life that may not apply to other young people.  For instance, we have developed a tool for assessing young carers that looks at their needs as carers. Generic documents would not pick these up and they don't apply to all children. (Princess Royal Trust for Carers, Alex Fox) 

I believe that the safety and well-being of children is paramount.  The assessment forms should be decisive, but you will need to consult to ensure their success.  This is too important an area to get it wrong! (West Hill Primary School, Sue Nield) 

This ISA partnership favoured high level of national standardisation.  Cannot be partial. The tension between sufficiency and bureaucracy many vary between agencies and areas, and that can be addressed locally, but clear leadership with the model would be helpful. (Dorset County Council, Jerry Brady) 

Guidance for the single assessment process for older people is quite prescriptive.  I feel that this gives a clear understanding of what is expected. (S April) 

For the forms to be inter-changeable with all agencies wherever a family moves to, there needs to be national guidance about the minimum requirements within an assessment.  The forms need to be service user friendly unlike the ICS forms.�(North Somerset County Council, Rosemary Gallagher) 

The centre should provide guidance as to what the forms should contain, not develop the forms themselves.  The guidance would ensure a consistency across authorities but avoiding being too prescriptive would allow local development of CAF to reflect local working and arrangements.  There remains a great danger of the CAF becoming over-detailed and bureaucratic.  Consequently, we propose the following minimum dataset should be required: �• child's basic details �• any relevant parent/carer basic details �• any relevant sibling basic details �• any relevant significant others basic details • child demographic information (ethnicity, any disability, etc) �• Fraser competency of child (which determines whether need parent/carer view/input) �• Identified needs �• Child/family strengths �(Leicestershire County Council, Peter Chesters) 

If consistency is required then it does need to be prescriptive.  Forms need to be very prescriptive due to huge variation in areas of expertise of completing professionals - 

Paragraph 2.2. of the consultation document notes that there is currently a lack of co-ordination and consistency around assessments as a result of each agency having its own approach.  If the CAF is seeking to overcome this, complete prescription will be required in the materials provided with clear accompanying guidance to facilitate consistent evaluation and analysis of information gathered.  Providing prescription in the documentation but flexibility in the process will allow individual authorities to focus on implementation without the distraction of seeking agreement from partner agencies on the materials to be used.  As noted in response 6, in Cambridgeshire, the process of agreeing the format of the Common Referral Form was lengthy and the end result is not to the satisfaction of all partners.  Furthermore, paragraph 3.34 of the consultation document notes that there is no single agency best placed to develop a framework which has relevance across the full range of Children's Services.  It is for this reason that the DfES states that it has taken on the responsibility for developing the CAF.  If it is not now prescriptive, that responsibility will be placed back upon the range of agencies working with children and young people without the clear leadership that has been identified as necessary. �(Cambridgeshire Children and Young People's Development Team) 

Our CAF was constructed on the basis of professional experience - Children's Nurses (including Health Visitors), Consultant Paediatrician, Child Psychiatry, Educational Psychology, Teaching, Social Work.  It includes "prompts" for the people completing it encourage them to think about the child/families whole needs. �(Northumberland County Council, Jeremy Cripps) 

Common formats would be useful.  Prescription of detail, however, is fraught with difficulty in the light of contextual differences.  This is exemplified by the varying criteria used across authorities to trigger SEN statutory assessments. �(Luton Borough Council, Anne Futcher) 

The CAF will not be able to satisfy the level of detail of analysis of need that would make it helpful to practitioners without becoming too bulky and lengthy.  Therefore it will need to ask key questions to get useful information. It needs to be able to signal a more specialist assessment with some authority.  For example, for disabled children, not necessarily asking about every possible disability but instead asking about evidence of disability in which case referral to a multi-agency expert should follow.  If practitioners know that there are questions leading to a referral to their service it would satisfy their need for detailed information.  If there is to be conformity and transferability of information from one agency or area to another, the format needs to be fairly prescriptive.  There should be wide consultation on the assessment format as it is developed. Sense would welcome the opportunity to be involved in this consultation. (Sense, Lucy Drescher) 

The very fact the CAF is optional and not mandatory makes the detail of assessment a dilemma.  The assessment forms should be seen as a tool for working with families. Some information is readily available whilst other information might take time to gather. For example, when a home visit is made.  Sometimes parents/carers and children are more willing to share information once a relationship has developed between them and the practitioner.  There should be basic information which is mandatory and the rest of the information could be updated as and when it becomes available.  It cannot just be tick boxes, as there needs to be room for description.  Data entered must clearly be explained as fact or opinion.  It raises more questions: - Once a number of professionals are involved will they continue to add, update and amend information to the CAF? - The lead professional might change over a period of time. In this case who takes lead responsibility? - Does the CAF only hold basic information so that it can accommodate more professionals? - The CAF will only be as good as the last updated piece of information, so regular updating must be integral. �(School Home Support, Amelia Howard) 

In order to be useful across agencies and across boundaries, the assessment will need to be fairly prescriptive.  There is scope for linking with the minimal dataset being developed for ISA projects.  With reference to question 4, the dataset will need to capture essential information without seeming irrelevant to families, children and young people.  A considerable amount of work has already been done by the Early Support Programme in designing ' family friendly' materials, some of which could provide useful templates for a common assessment framework. �(Waltham Forest Community Services, Jan Davies) 

Health professionals are of the view that they should be very prescriptive.  The local authority are more concerned that there is clear guidance, but that we can agree the detail locally to meet current practice across agencies here, as well as anticipate plans for change. For example we want to ensure it fits with our local inter- agency referral form, and our ICS formats, and ISA agreements. (Haringey Council, Patricia Walker) 

If every practitioner and agency must use the materials in the same way then the centre should be entirely prescriptive.  If the CAF is to be a framework with principles that allows for flexible use then a single format is not feasible.  However, then even more input will be required to establish clear and common criteria, with strong guidance that overcomes definitional problems, e.g. what is concern? �(Connexions York and North Yorkshire, Barry Hitchen) 

Question 8.  Which elements of which specialist assessments might be incorporated into the CAF?

Specialist assessments will need to continue the CAF should set the framework for these.  The assessment triangle is a useful tool but would require more health and education yot etc. input (SSD, Peter Ronan) 

Maybe a young person’s file could have a list of agencies which have undertaken specialist assessments.  We have an assessment tool for identifying the motivations for fire setting, one of the triggers for fire setting can be sexual abuse - we need to have and give indication to/from agencies which may be working re sexual abuse.�(West Midlands Fire Service - Youth Service, David Hackney) 

Any element related to the health, personal welfare, social care, educational, developmental and legal status of the child should be incorporated into the CAF. (Whitstone Head School, David McLean-Thorne) 

Occupational therapist, Speech and language, Development.�(Sure Start/NLPCT, Yvonne Grant) 

I feel that the common assessment should be a simplified form of the assessment framework initial assessment.  This is how we developed our own multi agency referral and assessment form.  From practitioner feedback and audits of our use of this form, the fact that we have developed it in two parts appears to have been useful so that very routine referrals for additional services for children at vulnerability level 1 does not necessitate unnecessary assessment and information gathering has been seen as effective and avoiding unnecessary intrusion. (Tom O'Loughlin) 

Para 3.30 refers to the depth and detail of the CAF being necessarily limited but then goes on to say that it needs to be able to identify needs earlier and with greater accuracy.  Surely, these are contradictory aims?  The APIR framework helps PAs to identify needs earlier and with greater accuracy but a minimum interview doing a full assessment can take 40 minutes to an hour and may require further interviews to complete fully.  That is exactly why the APIR framework was designed to be used over time and as the relationship and trust builds up between the practitioner and young person (another thing that will prevent the CAF being much used if the idea is to identify need before relationships have been established). (Connexions, Alasdaire Duerden) 

All statements, transition plans behaviour support plan, youth offending Team, APIR Leaving care team, social services, children in need care plans. (Rosie Chapple) 

The three domains Ref to diversity and respect.  Where possible recording of the views of the child young person concerned (NHS, Jane Martub) 

Development - emotional, physical social spiritual Opportunities available Limitations in core provided Health Educational attainment. (Mid Hants PCT) 

None (Anstey Community Action, John Bryant) 

Only the general information relating to the child and family, and nature of the problem(s).  Also a progress sheet for the initial practitioner to state further work/referrals etc.  A first plan. (Anonymous) 

Specialist assessments should dovetail with common assessment; specialist assessors should propose ways in which a decision tree could best be drawn. �(Southwark Council, Tony Tarrant) 

We were disappointed with the reference, in paragraph 3.30, to the relationship with specialist assessments.  This appears unclear and without substance.  We had anticipated that this would be an opportunity to look in to this in some depth, drawing on the expertise of leading clinical and social care experts and using research and practice experience. (Harrow Council, Paul Clark) 

We appreciate that detailed specialist assessments will be separate from the CAF, though the CAF will contain the basic information and the knowledge that a specialist assessment has been completed.  If the specialist is the first to see the child and identify concerns do they also complete a CAF?  This is unclear.  For example a paediatrician may refer a child to a play therapist, does this mean a CAF must be completed by anybody referring a child to another discipline? �(North Hants PCT, Val Elliott) 

Heritage model needs to be embedded in practice and explicit within CAF guidance otherwise a 'colour-blind' approach will develop.  This is a chance to really practice ADP. The Core Assessment doc. is also a multi-agency doc.  This has not turned out to be true in practice.  All agencies need to be able to 'own' the CAF and make use of it - not just as a referring-on tool. (NCC Children & Family Services, Sean Carter) 

If specialist reports are to be incorporated into the assessment, the assessment group needs to understand interpret and integrate the information. (Louise Eastwood) 

Once the format for the CAF is decided, where there is a specialist assessment conducted that is not able to be placed within the CAF fully, then there needs to be an addendum to the CAF because it may or may not be relevant to an agency seeking information. (Northampton Review and Conference Centre, Diane Kemp) 

Need to ensure that CAF is compatible and integral to Care Programme Approach. (Patricia Hamiliton) 

A minimum - the bare bones of different specialist assessment would be useful for other professionals and parents alike. (Heartlands Hospital NHS Trust, I M Rabb) 

Need to look at elements of social services initial assessment incorporating special needs elements to use or not as appropriate. (North Lincolnshire PCT) 

If the assessments are accessible on a need to know basis, they can be backed on to the CAF in a database format.  If the CAF is a paper document held by the parent/carer, there should be no reason for any of the information not to be incorporated into the document unless there is reason to believe that the child is at risk and assuming that the parent has given consent to information sharing. �(The Care Forum, Elley Reinhart) 

Life threatening medical data, i.e. allergies etc. �(North Warwickshire PCT, David Widdas) 

The assessment frameworks mentioned (Framework for Assessment of children in need, APIR, 96 act assessment, ASSET) and any other frameworks provide a set of 'dimensions' (e.g. 3 dimensions in the framework for assessment) and areas and sub areas within each dimension. CAF will need to be designed not to exclude any possibilities which more specialised assessments might envisage.  But in order to be manageable and not itself over complex, it will need to collect information at quite a broad level and in relatively simple terms.  There are therefore tensions towards inclusion of detail which are contrary to other tensions towards comprehensiveness. Some key elements of specialised assessments are not currently consistent with CAF, for example 96 act assessment is widely understood as problem/deficit/barrier oriented rather than strengths and difficulties oriented.  It may be worth considering a model of the links between CAF and specialised assessment at more than two levels (common and specialised) envisaged.  There might perhaps be three levels. In an education context and this would correspond roughly to assessment at class teacher level, at Senco level and at statement level.  There might perhaps be a need for a fourth level in the mental health context, where there are currently seen as 4 tiers of service delivery, with movement from level to level requiring further more specialised assessment. �(Tim Bunn) 

I need frequently to results of standardised tests including IQ or equivalent, behavioural e.g. Connors, neurology, development (Schedule of Growing Skills), autism (more contentious which tool), special educational needs, current IEP targets, I would LIKE to see parenting assessment of some sort, perhaps in the context of a Webster-Stratton course, and some measure of the environment (no idea how this could be done).�(North Bristol NHS Trust, Matthew Ellis) 

That the service is/has been involved , but not specifying on what basis - in relation to services dealing with particularly sensitive matters - how this is handled should be discussed with the leader of each of such local services. (Liz Delaney) 

There will still be a need for specialist assessments where there are complex needs and issues for the child and family. Professionals should be able to make what is now the Initial Assessment and then a multi-disciplinary team can decide what further input is needed from specialists �(Safeguarding Children Team, West Essex Health Service, Susan McClymont) 

This is a front end assessment - there will always be professionals who are unhappy with the questions and the depth of the assessment.  I have consulted with a range of professionals on this issue.  In order to meet their needs in terms of deciding if the case reaches the threshold for their involvement, they require a wide range of detail.  This is an area that causes discussion, confusion and disagreement.  Currently, many therapists accept referrals with extremely brief information - but are willing to accept it because of the source of the referral, or because they will then go on to do their own assessment.  The CAF needs to provide enough information for a therapist / professional to assess if their input is appropriate.  This input may take the form of a specialist assessment.  This is also a training issue to ensure that the circumstances of the child and family are described objectively and in sufficient detail to enable this decision to be made (J & S Progress Consultants Ltd., Janet Rose) 

It should be for local agencies to decide how far the CAF meets their requirements, as proposed in the consultation document. If the CAF is to be used as a simple, helpful tool within busy universal service settings it should not include specialist sections.  An excellent outcome would be that a service begins to harmonise their assessment and record keeping with the CAF. (Connexions Sussex, Chris Andrews) 

School Action and School Action plus. Education Pych diagnostics.  Teacher assessments (and SAT results).  Reading age v Chron age.  Frequency of meetings/communications with parents (refs to diary entries).  GP and/or Health visitor reports. (Sandy Hill County Primary and Nursery School, Andrew Fielder) 

Any elements which may add to the analysis of need/risk to inform decision making and planning. Including adult assessments e.g. mental health (Frances Manning) 

Child development. (Preston PCT, Anonymous) 

Parenting, social, education, physical and emotional health and development, resilience factors, known risk factors.  All this needs to be child focused. �(Ingol Peer Support Group) 

Will need to have an area for each specialism that can be added i.e. each agency have own slip-in type assessment form. (Primary Care Trust, Geoffrey Stuart) 

Mental Health Disability Long term health problems Child protection History Anything that is particularly relevant so that child and family are linked to the five principles. (Preston PCT, Edwina Dewhurst) 

Family Health - physical - emotional Housing Income Education Support Networks Referrals mode Child protection issues (Preston PCT, Anonymous) 

Psychological health Emotional Health & Wellbeing Assessment Framework Systematic Approach (Preston PCT, Anonymous) 

We are not sure we can answer this, and feel it is more important to centre on how the APIR framework, ASSET, and the SEN Code of Practice link in, and for all to be clear about that. (Connexions Cornwall and Devon, Elaine Thomas) 

The specialist’s assessments should build on an agreed common assessment. It would have been good to have had some examples of specialists assessment so there is common understanding of what that means.  But I think it must include such diverse areas as children with complex health needs and those working with youth offending teams to cover the whole range of health and social care. �(Nottingham Integrated Children's Network, Susan Dryden) 

The Parent Assessment Manual is an excellent format for assessment incorporating evidence based practice and provides a functional, holistic assessment.  The PAM assesses knowledge, skills and practice across 364 parenting skills (focusing on the needs of both child and parent) and includes a family history. �(Special Parenting Service, Sue McGaw) 

Aspects of child-friendly Young Carers assessments (under Carers Acts 1995, 2001, 2004) should be included.  Young Carers will still have a right to an assessment under these acts. (Princess Royal Trust for Carers, Alex Fox) 

In 3.5 you have highlighted the need to identify the broader needs of a child that is judged unlikely to achieve the 5 outcomes without additional support.  This would seem to be the purpose of the CAF. Broader information would then be rightly passed to specialists for their expert guidance in a particular area. �(West Hill Primary School, Sue Nield) 

An opportunity exists to replace some single agency assessment tools in favour of CAF. CAMHS at tier 1 for example specialist assessment tools can be appended. Works well already for local referral processes, e.g. using drug screening tools. �(Dorset County Council, Jerry Brady) 

The domains of the Assessment Framework: child development, parenting capacity and family and environmental factors should be the cornerstone of CAF. �(Children and Young People's Partnership, Carol Hambling) 

If electronic records have drop down box with - a range of CAMHS assessment - a range of Disability assessment including LD - Substance misuse - Youth Justice Board assessments - SEN assessments - LAC Reviews including Health Assessments - Initial assessments - Core assessments - Specialist Health Assessment. �(Herefordshire Primary Care Trust, Lynne Renton) 

The more generic assessments could be incorporated wholly into the CAF which virtually becomes part one of any assessment.  Specialist assessment may also enhance the core, thus there needs to be a loop back.  There could potential be dispute in terms of who takes the lead.  An arbiter may be needed. �(Connexions Derbyshire, Lynne Marson) 

If areas of risk have been identified within specialist assessments then the findings may need to be incorporated into the CAF or some reference made, on a needs to know basis. (Paediatric Occupational Therapy Team, Nottingham, Jane Bingham) 

Need to agree core information that will be in CAF. Dimensions of Assessment Framework would be a useful model to form part of CAF.  Need to address risk factors and protective factors within CAF. �(North Somerset County Council, Rosemary Gallagher) 

The assumption this question is based upon needs to be further explored.  The CAF could be a descriptive information gathering process that precedes a considered and analytical assessment.  In this way it remains independent of the skill level of the worker who is undertaking it.  It needs to have a genericism that can then be built upon and integrated with other frameworks (such as APIR) and specialist assessments, the Assessment Framework for children in need and their families, ICS, etc.  For example if the CAF collect a certain set of standard information then each practitioner with a differing level of training or professional view point should be able to use and draw conclusions depending on their training and own professional needs. �(Leicestershire County Council, Peter Chesters) 

One CAF incorporating all of the current assessment frameworks would be ideal.  Could the CAF be tiered to incorporate different levels of services - including specialist services e.g. page 1 would focus on the initial assessment, page 4 would focus on specialist needs - disability, YOT, etc. (Reading CYPSP, Andrea King) 

It was felt that this question was very difficult to answer without having seen the CAF paperwork and knowing what would be included in the universal assessment.  This would need to be very carefully managed as every practitioner is going to want elements of their own assessment included and the whole process must be kept manageable for the staff delivering it. (Stockport PCT, Sue Kardahji) 

We do not consider that the CAF should specify what elements of specialist assessments might be incorporated, as they will differ from profession to profession. Each professional group should provide its own format but there should be a common way of flagging to the database that the assessment has been prepared. �(Association of Educational Psychologists (The), Charles Ward) 

The consultation document has made it clear throughout that the CAF is to provide basic assessment information only.  In view of this, it is important that it is seen as distinct from more specialist or next stage assessments.  The CAF should provide basic information only and not probe further into specialist needs.  However, there should, with full training and preparation for its use, be a clear understanding that additional needs may be necessary and reference made on the assessment form for referral on. The basic information will not need to be gathered again if a specialist assessment then follows. (National Association of Independent Schools and Non Maintained Special Schools, Cris Lewis) ��Question 9.  How can the interface between common assessment and specialist assessment be best managed?

Signposting to the assessors - not giving details of the assessment results to everyone. (West Midlands Fire Service - Youth Service, David Hackney) 

Through the development of integrated children's services with a shared database - which can be accessed nationally if required (i.e., for child protection where families keep moving from locality to locality). (Whitstone Head School, David McLean-Thorne) 

In relation to specialist assessments, I feel that when these have been commissioned or organised to ensure an adequate response to a child's needs, they should be referenced in the Common Assessment so that practitioners are aware of their completion and how to access them if necessary.  I feel it is very important to separate out tools used to screen for information, such as questionnaires and scales, the home inventory, the SCODA guidance on assessing the impact of parental substance misuse on children, screening tools for assessing use of substances with young people, from an assessment form.  The ideal situation would be to have staff trained in assessment skills and the completion of a common assessment form, but then having access to a range of screening tools to help them in the process of gathering the information systematically. (Tom O'Loughlin) 

I don't know how feasible it will be to balance the need to limit depth and detail - so that everybody can use it - with the need to identify early.  We already know that most young people in need have multiple problems so a CAF will be necessary in most cases. Identifying accurately what needs are and which is the appropriate agency/service to refer to is not going to be easy using a CAF limited in depth and detail and without the time to establish working relationships with those being assessed.  That approach is more likely to lead to inaccurate identification and inappropriate referrals. (Connexions, Alasdaire Duerden) 

Draft the CAF and then consult on an individual basis OR throw the whole lot out and have a meeting of all practitioners who are assessing and draft a totally new plan that then goes out for consultation (Rosie Chapple) 

Different levels of information only available to particular workers.  Key workers holds all info and has guidelines of what needs to be shared with whom - a need to know basis. (Mid Hants PCT) 

Kept as a separate cross referenced appendix (Anstey Community Action, John Bryant) 

Specialist assessment forms could be used alongside the CAF, until it is clear what sections are duplication.  Specialised assessments would need to evolve. (Anonymous) 

Without the existence of a central data base how will practitioners know if an assessment has taken place.  We understand that the process for establishing such a system is in its infancy and many years away from reality.  The challenges remain high within health to establish a common record of all who are providing services for children! (North Hants PCT, Val Elliott) 

The decision about intervention must lie with the resource holder, not another agency referring to that agency.  Disputes about thresholds and eligibility needs to managed within the agencies line management processes with referral to an external arbitrator if agreement cannot be reached.  Referring on from a CAF needs to be definite and written down at end of CAF: - 1 - NFA and closure. 2 - Further/different intervention planning - SMART. 3 - Referral for specialist assessment from CAF info. �(NCC Children & Family Services, Sean Carter) 

I suspect that this interface will be best managed by the common assessment being more centrally the property of child/parent/carers rather than the practitioners.  Whether this is practical or not is another question particularly Child Protection concerns. However I suspect that in a majority of cases this would be possible. �(Suffolk Mental Health Partnerships Trust, Paul Laking) 

Where specialist assessment has been carried out, it needs to be an addendum to the CAF and held with that agency so that it can be accessed by others in the future. (Northampton Review and Conference Centre, Diane Kemp) 

There is concern that C.A.F. will increase duplication of work where a specialist assessment is inevitable.  Specialist assessment forms will need to be adjusted if C.A.F. completed. (Sarah Parsons) 

By individual and specialist agencies incorporating the Common Assessment within their own specialist assessments. (Boys & Girls Welfare Society, Pat Walton) 

If everyone is using the common assessment then the boxes will link up. �(Heartlands Hospital NHS Trust, I M Rabb) 

A database can be as discrete as necessary, with the various different professional additions accessible or not, depending on the need to know. �(The Care Forum, Elley Reinhart) 

There needs to be an explicit recognition that professional and agency boundaries will be threatened by this process, especially where more specialised and higher status practitioners are concerned.  This recognition will need to include threats to agency demand management (if professionals feel they are likely to be asked to do more and have less control of what they do, they will reduce co-operation).  The processes should be seen as developing over time and should allow for and expect the explicit development of specialised assessments as well as the development of CAF itself.  The further development of specialised assessments should be seen as matters in which specialist expertise is crucial and cannot and should not be compromised by demands from government or from other professional groups.  Of course, specialised expertise within a national service context has to take account of national structures and constraints.  These potential limitations need not to be seen as greatly threatening to professional expertise and integrity. (Tim Bunn) 

BOLT -ON modules, (North Bristol NHS Trust, Matthew Ellis) 

An alert placed on the system and directed at a particular service, is acknowledged by the appropriate receiving service co-ordinator by some marker on the database. Service co-ordinators are known to the database managers. (Liz Delaney) 

I think I am correct in thinking that there are several projects nationally to create national electronic records, e.g. NHS electronic patient records (NPfIT), National health number from birth to replace individual hospital numbers and the DfES Information and assessment (ISA) system.  Perhaps there could be a way that when someone has done a CAF assessment they can ask the systems available nationally whether anyone has done a specialist assessment on the child using their NHS number as the way to explore.  If you had a "yes" return on an enquiry you would then have to ask the system for permission to access that specialist assessment because it could contribute information to an existing CAF in a child in need / child protection / safeguarding situation. (Birmingham Children's Hospital NHS Trust, Jeanette Hawkins) 

By agreement through interagency service planning- Paragraph 3.19 demonstrates the difficulties.  The Health Visitor will hold a lot of information about this child and family and may already have serious concerns.  The process needs to be more tightly linked, otherwise it will not avoid duplication. (Coventry Teaching PCT, Filippa Howells) 

Common assessment needs to identify the factors that suggest the child qualifies for the specialist service to avoid unnecessary assessments being made only then to turn the child down for care. (Rosemary Laughlin) 

We suggest a system of documentation to support this process which reflects the domains of the common assessment framework enabling practitioners to write in appropriate sections and thereby enable a comprehensive record easily accessed by all workers. (Corinne Clemson) 

Need to review content of CAF and requirements of specialist assessment together, so that the specialist assessment builds on the CAF.  It would be expected that most agencies would also check some of the details in CAFs or specialist assessments with individual service users and/or their families. (Oxleas NHS Trust, Peter Wells) 

The interface is best managed as proposed in the document, with specialist assessments evolving in the light of CAF.  The document rightly highlights the need to avoid duplication; local specialist assessment mechanisms will need to be reviewed in detail to ensure that this does not happen (in addition to the national review planned) There should also be clear boundaries between common assessment and specialist assessment, and clear processes about how the information flows from one into the next, both with paper records and electronic.  This should be implemented through a phased approach, with guidance containing specific reference to statutory timeframes and requirements. (Connexions Sussex, Chris Andrews) 

By ensuring the assessments dovetail and lack repetition.  By ensuring common assessment provides relevant information needed to give solid foundation for specialist assessment. (North Lincolnshire Primary Care Trust, Ann Marie Jones) 

Make the whole process paper free.  Ensure that all agencies use IT to record reports, observations, diagnostics, and assessments.  These should then be accessible from a drop down menu on a child's CAF front page.  Insist that paper copies are not required other than for the families themselves.  Insist that all agencies only use an accepted IT data base to record all the above direct into the CAF data base, locating a child's page that was set up automatically at birth.  This means that all present good specialist practice can be kept and moved from a paper based activity to purely an IT one and is firmly embedded within the same system and location as the common assessment. There should also be the capacity for all agencies to cut and paste important documents into the CAF �(Sandy Hill County Primary and Nursery School, Andrew Fielder) 

Families must be aware of the need for additional specialist assessment.  Good inter-professional liaison Key worker (Preston PCT, Anonymous) 

On an individual basis between person completing the form and the specialist service. (Ingol Peer Support Group) 

This can be problematic as specialist will want to go over things even though they have a good idea of the problems. (Preston PCT, Edwina Dewhurst) 

By using the Parent Assessment Manual, which has the flexibility to be utilised through a multi disciplinary approach.  Appointing a lead professional/service to co-ordinate the CAF.  This will depend on the needs of the family.  Provide a list of specialist assessments for professionals and practitioners to refer to and review during multi agency meetings. (Special Parenting Service, Sue McGaw) 

Use of domains and dimensions of assessment framework lend themselves to being clear about the specific focus of specialist assessments.  Some training materials describe this as the 'toast rack ' model.  It enables in depth work on aspects of a child’s safety and welfare to be placed in a holistic context. �(Dorset County Council, Jerry Brady) 

This is difficult because if you don't want it to be seen as another level of assessment then it has to be incorporated by each specialist service as the initial part of their assessment. (S April) 

Two way interface needs to be kept updated.  How will this be done and who will update CAF? (Paediatric Occupational Therapy Team, Nottingham, Jane Bingham) 

Once core elements of CAF have been established, the specialist assessments will need to be reviewed to eliminate any overlapping or repeated information.  Need to pilot the new paperwork to see how it works in practice. �(North Somerset County Council, Rosemary Gallagher) 

Because the CAF should utilise the dimensions of the Assessment Framework for Children in Need it will be consistent with existing frameworks.  This means information from the CAF can be used as the ‘front end’ to the more specialist assessments. (Leicestershire County Council, Peter Chesters) 

It is important that information collected through the common assessment should follow the child. Electronic transfer could help pre populate a specialist assessment.  We should ensure that any specialist assessments undertaken should be referred to in the common assessment.  To enable this CAF must have the capacity for professionals to log appropriate issues.  Equally, it will be important that we consider how information held will be updated and removed.  Common and more specialist assessments could be linked to service thresholds so that as more specialist or intensive or interventionist services are considered a more specialist assessment is undertaken to ensure that services are needs led and outcome focused.  The common information core must be up to date and accessible to all agencies who work with children.  How will it be integrated into the NHS National Programme for IT.  Data base searches need to include 'near matches' to ensure relevant record are not missed. �(Dacorum PCT, Catherine Pelley) 

An assessment framework and process which is common across all agencies, organisations and professionals working with children and young people 0-19 will be the key to the success of the CAF.  If the CAF is based solely on the NAF and doesn’t draw on extensive work of other Government departments, it may appear that the CAF is a Social Services assessment.  The opportunity presented by the Green Paper and the 5 priority outcomes for children and young people should be used as the basis for the CAF, to enable true multi-disciplinary approaches to be embodied from the outset. More emphasis should be placed on outcomes and processes resulting from assessment if we are to enable progression for children and young people. (Connexions Leicestershire, Jenny Hand) 

If the domains and dimensions of the Framework for the Assessment of Children in Need and their Families form the core of the common assessment, other, specialist assessments could be linked into the same framework.  So, for instance, a specialist health assessment would interface with those more basic, general health issues explored as part of the common assessment. �(Loughborough and Cardiff Universities, Harriet Ward & Andrew Pithouse) 

To avoid the CAF becoming another tier of assessment, specialist assessments would need to start with a completed CAF, and build on that.  Specialist assessments could be structured so that information from a completed CAF could be electronically fed into the specialist assessment to start it off.  For this to happen, professionals will need to accept each others judgements. There may be a need to loosen some of the different professional terminology.  Some specialist assessments are deeply rooted in a particular professional and policy focus and statutory obligation.  There may be a need to loosen some of the regulations governing some specialist assessments. �(London Borough of Sutton, Kevin Dillon) 

The advent of an assessment framework which will be common across all agencies presents a one-off chance to bring together the range of assessments which are currently undertaken by the range of 0 - 19 services.  We view this as being key to the success of the CAF. If the CAF is based on the National Assessment Framework as proposed, this will mean that agencies other than Social Services will have to try and manage an awkward 'fit' of their assessment criteria (or factors) to those of the National Assessment Framework.  This will be detrimental to the whole ethos of the CAF.  We have a golden opportunity to develop a core set of assessment factors based on the five priority outcomes for children and young people.  This core could be used as a basis for common assessment.  Each agency should be able to develop the core factors most relevant to its own area of work in order to be able to carry out specialised assessment. (Connexions South Yorkshire, Sally Jones) 

The interface needs to be dynamic.  CAF may highlight the need for a specialist health assessment, but also trigger a program of work to enhance a young person's sense of belonging and identity.  CAF should not cease when a complex assessment is begun. We suspect that if CAF consists of a collection of risk assessments relating to concerns and negative outcomes, then the matching of data to specialised systems will be a problem at this early assessment stage.  Specialised systems tend to deal with track-records and facts. CAF will have to deal with the less precise area of likelihoods.  Since the five positive outcomes reflect a holistic view of children and young people, the data collected in the domains of health, safety, enjoyment and achievement, belonging and making ends meet are common ground and a useful interface.  CAF data should be individually tagged so that it can, by consent, be incorporated in detailed assessments. Chronologies, numbered ratings, plans and actions are all useful material to analyse for detailed assessments. (Childhood Bereavement Network, Alison Penny) 

It would be helpful that agencies agreed on formats to be used at the outset of an assessment.  Specialist assessments should contain more detail around the same domains as set out in the Assessment Framework i.e. under the headings of Parenting Capacity, Family and Environmental Factors and Child’s Developmental Needs. It is hoped that all the specialist assessments can be couched in these terms. This will reduce confusion and assist in the development of appropriate action plans for the child and family. (Herefordshire Council, N M Pringle) 

This is the area of greatest concern.  There are issues for children with low incidence disabilities where a lack of knowledge may lead to a misunderstanding of the cause of concern.  For instance, health visitors sometimes do not identify a visual impairment in very young children.  Specialist understanding of the particular developmental needs of some groups of children is necessary to support the CAF: a lack of understanding may result in some children not being referred for appropriate assessment or others being referred inappropriately.  Training in low incidence needs should be at the level of awareness raising to support early identification.  Referral routes for specialist assessments at local level must be made transparent as part of the structure underpinning the CAF, including referral to national centres of excellence.  Those children with complex needs where identification of need is evident, often at birth, could also benefit from the principles underpinning the CAF as a trigger for the statutory assessment process.  It may be useful to consider how systems for children with emerging vulnerability support those for children with an identified serious need: a fast track approach could possibly be built in to the 'common front end' of the CAF. �(Royal National Institute of the Blind (RNIB), Elizabeth Clery) 

The CAF can only provide a common front end.  The specialist assessment will obtain information pertinent to that child’s therapeutic needs.  The Association of Paediatric Chartered Physiotherapists are well placed to assist in the development this section of the form and have produced guidelines on Special Educational Needs assessment.  By ensuring the forms give good reason for referring on and experts are available to help. Clear guidelines on the process of referral are required as is training on the appropriate services to involve for each individual circumstance.  Concerns have been raised that inappropriate referrals may lengthen waiting lists �(The Chartered Society of Physiotherapy, Leonie Dawson) 

The pathway from one (the core CAF) to the other (Specialist) needs to explicit and laid out clearly.  The development of CAF provides an opportunity to look at the relationship between a core assessment and specialist assessments, but we would be very clear that what is presently proposed in CAF should not provide an opportunity for removing or devaluing specialist assessments.  For some children it may be possible to include some aspect of specialism but for deaf blind / msi (multi-sensory impaired) children and other disabled children with complex needs specialist assessment has opened doors to more equal support.  Huge progress has been made in education, in particular, as the result of children having their unique and distinctive needs identified and met - because of their right to have an assessment from people who have the skills and knowledge to do it. (Sense, Lucy Drescher) 

By providing guidance about best practice and encouraging local authorities and agencies to take ownership of this guidance and sufficiently empowered to implement it.  Set up benchmarking groups on a regional basis and engage in light touch monitoring.  Make sure that young people are involved in providing their views about this process.  Provide some kind of guidance to local authorities about minimum levels of funding for core activities e.g. Educational Psychology as funding levels differ greatly between different authorities and this impact significantly on the level of service that can be provided (Warwickshire Educational Psychology Service, Ros Sinclair) 

The CAF needs to be primarily for general information which the specialists will draw down on for their own specialist assessment.  For many "venerable" or "hard to reach" families, there will be a myriad of agencies and each will have their own needs and systems.  Question: Does CAF replace another form of assessment or become a necessary stage in its own right? (School Home Support, Amelia Howard) 

This issue is of crucial importance if the common assessment framework is not to become another layer of assessment.  From the consultation paper, there appears to be confusion about this interface.  For example: the main message of the consultation paper seems to be that CAF is to be the new method of needs assessment replacing others (para. 2.3), but later it talks about agencies reviewing and developing assessment systems to take account of CAF (para. 3.49), but opting out of CAF is not an option (para. 3.51).  A clearer message is needed if we are to avoid multiple assessment processes. In particular, the interface between CAF and other assessments, notably children in need and children with special educational needs, is unclear.  The attachment of some draft materials might have helped to clarify this. (Waltham Forest Community Services, Jan Davies) 

This will depend on ISA implementation and good multi disciplinary team working.  The guidance should specify that where a CAF assessment leads to a specialist referral there should be a seamless process.  This will be enabled if the lead professional/practitioner for the CAF remains as a link at the point of referral and planning re a specialist assessment.  Agreement may then be reached that the lead professional/practitioner role should transfer, particularly if complex needs are identified.  Links also need to be made to service directories, which include details of referral arrangements for all agencies. (Haringey Council, Patricia Walker) 

There are three ways to support this - firstly by changing the specialist assessments so that they cannot be completed without the CAF being completed first; secondly by creating an expectation that self assessment drives the material and that the child, young person and parent hold a copy of their CAF and thirdly by ensuring that the identified lead professional acts in a co-ordinating role. �(Commission for Social Care Inspection (CSCI), David Walden) 

�Question 10a.  Are the levers described above sufficient to implement CAF successfully?

The integrated children's services need to be accountable to a similar integrated body or bodies (development of policy & practice; regulation, inspection & compliance) at national level. (Whitstone Head School, David McLean-Thorne) 

I feel that we have a reasonable start in Bolton due to our experience of the Child concern model over the last eight years.  We have an established rolling programme of multi-agency training, including training on assessment skills.  We also have several years experience of encouraging agencies to use a multi-agency referral and assessment form.  I feel that the timing for implementation should be in line with the implementation timescale for the Integrated Children's system which is January 2006. (Tom O'Loughlin) 

Ensure all staff that come into contact with children and families are valued as part of the safeguarding and child protection network.  Don't just focus implementation on the community staff.  Link with named professionals.  Don't just devise paper work that relates solely to primary care.  The 2000 Assessment framework can be used anywhere.  Ensure clarity of role titles and therefore expertise and responsibility.  What is meant for example by key worker in one organisation can be different in another.  This is confusing for staff and families.  Don't assume all workers have the same experience or qualifications.  I work with school nurse who have degrees in child healthier and development who work with Connexion workers who are paid more who have less qualifications and experience.  Some Connexions workers are comparable and excellent. (NHS, Jane Martub) 

3.49 refers to agencies taking CAF development into account when they are developing new assessment frameworks or models.  If you want CAF to be implemented successfully, you should not allow agencies to develop their own frameworks or models other than for specialist assessments.  To avoid months of wrangling, time wasting etc, it would be best to draw up a national framework with accompanying paperwork and insist that everyone uses it.  Otherwise, expect hidden agendas personal power games and inconsistency to abound. (Devon County Council, Jan Liff) 

Must involve operational managers and practitioners to ensure that it works.  Must invest sufficient resource to implement (i.e. how do we take people off delivery to train etc).  Must set up new ways of working - much more integration- focusing on commissioning services under the Children’s trust would be a good conduit.  Identify where more integration can take place e.g. schools and colleges. �(Connexions Surrey, Richard Savage and Barbara Turley) 

A standard format for initial information gathering may be valid but the detail and process needs further development. (North Hants PCT, Val Elliott) 

Schools/health authorities need to be fully committed to the CAF as a process - not as an option to dip into as they see fit.  Development of good local arrangements can only go so far if individual bodies/agencies are not full partners in delivery.  There need to be frameworks/duties/penalties/inspection criteria that ensure that the CAF works. �(NCC Children & Family Services, Sean Carter) 

How can we recruit appropriate people to orchestrate this process? (Louise Eastwood) 

Although I am, relatively speaking, used to reading official documents this question leaves me puzzled.  "Levers" is clearly management speak which means something specific to those designing this questionnaire.  I believe the key to successful implementation will be joint cross-agency mandatory training which is brief, clear, focuses on the practical issues.  Training should be made relevant by making our own experiences as children and parents central.�(Suffolk Mental Health Partnerships Trust, Paul Laking) ��Question 10b.  What more needs to be done by whom at local and national level?

Further involvement of voluntary sector agencies and health practitioners.�(Outcome Consultancy, Jill Britton) 

An initial start by trialling common recording in education and social care - such as using e-records for all children with additional/special needs addressed under the Children and Education Acts. (Whitstone Head School, David McLean-Thorne) 

Involve parents in training. (NSPCC, Phil Taverner) 

Clarity and valuing of staff where ever they work. Clear definition of roles and responsibilities. Thresholds.  A clear definition of the complex issue of vulnerability. Vulnerable may mean to a health worker that a child had no immunisation and therefore could be vulnerable to say meningitis, to another professional vulnerability may mean because the mother has not got the child immunised due to neglect.  This is a complex area but creates much heart ache with health staff. (NHS, Jane Martub) 

Change management. (Mid Hants PCT) 

Section 3.25 'local arrangements' need more attention.  This implies that CAF cannot be in place unless local arrangements are robust. In reality 'local arrangements' may take a long while to develop.  These need development by a multi-agency committee, and all need to sign up to them. (Anonymous) 

Firm, timely guidance to 'catch the mood' and promote current enthusiasm. Joined up govt. to roll out across departments and include all agencies working with young people. Local 'champions' appointed.  Feedback from trailblazers to everyone else - inc. 'tweaking' to make it work.  Workforce planning - work on job families needs to be taken forward to reflect the comparative 'worth' of different individuals within the children and young people arena. It would be nice to see social workers classed with teachers and paid/valued as such. Workforce training programme.  This will be a massive exercise and may clash with elections.  A clear plan needs to be put into place now to ensure that this is achieved, whoever is in power centrally or young people will miss out and matters will drift. (NCC Children & Family Services, Sean Carter) 

Because families move on a regular basis throughout the country, there needs to be some central point to access information from another county in order for the information not to be lost.  This needs to be easily accessible for professionals so that you are not chasing a paper trial. �(Northampton Review and Conference Centre, Diane Kemp) 

Clear prescriptive national standard forms and then locally all services sign up to it. No opt out of any service.  Locally needs a champion and close supervision of its use initially. ?  Will the I.T. systems be in place locally. (Sarah Parsons) 

Nationally- more thought and investment re IT systems, attempting a paper system will ensure failure. Locally- much more multi agency planning of processes.  At present there is a lot of strategy but no planning. (Doncaster Central PCT, Caroline Hill) 

A steady stream of awareness raising info on the progress of the pilot sites and starting the training now and not when it is about to be rolled out. �(Heartlands Hospital NHS Trust, I M Rabb) 

Consultation with those areas who have already gone some way down the road of developing a local multi agency assessment form.  Network of good practice set up on the internet. (The Care Forum, Elley Reinhart) 

An introduction to CAF needs to be written which includes the problems and inconsistencies which this consultation process throws up, as well as setting out the genuine and positive case for CAF.  It is likely that the development of CAF and with it further links with specialised assessment and service will require a bigger and longer effort than currently appears to be envisaged. (Tim Bunn) 

All this feels very social service led.  This runs the risk of the doctors retiring into their burrows. Allow them some space for a medical component! �(North Bristol NHS Trust, Matthew Ellis) 

Piloting current projects and sharing the outcomes (Liz Delaney) 

Raising the profile through various Government departments to ensure that it is part of all child associated, projects, policies etc. and major media promotion campaigns, getting many children’s charities on board to help also, e.g. NSPCC, NCB, child line, parent support groups, health support groups etc. �(Birmingham Children's Hospital NHS Trust, Jeanette Hawkins) 

Local Level: Communication and evaluation from the Trail Blazer sites Joint approaches between agencies (Local Authority lead) early preparation including review of current assessment systems to identify potential impact and comparative benefits/dis benefits of the introduction of CAF.  Nationally: Clarity on Information Sharing and removal of legal barriers National guidance provided in a timely way.  Core competencies for working with and assessing children developed and incorporated into all professional under-graduate training as well as development of common child professionals training. (Wandsworth PCT, Veronica Cotterill) 

Work needs to be done between local and national reps to ensure consistency between areas. This would benefit families and staff alike who move areas. (Rosemary Laughlin) 

Support particularly required from those delivering universal services (e.g. GPs).  This would help to strengthen the support from other professionals. Identification of benefits from Trailblazer projects, in particular where there are identified improved outcomes for children or improvements in local multi-agency working.  If Trailblazer projects identify that additional resources are required to implement CAFs, then these resources should be made available to other Local Authorities to implement CAFs in their areas. Identification of good practice from Trailblazers. (Oxleas NHS Trust, Peter Wells) 

Ensure that it is absolutely clear how this fits with other statutory and regulatory systems such as the Assessment Framework, SEN arrangements, and Youth Justice arrangements for example. (J & S Progress Consultants Ltd., Janet Rose) 

The most important factor in the successful implementation of the CAF to ensure early intervention and information sharing is the extent to which it is seen as helpful by those who are expected to use it, primarily within universal services.  There is no substitute for the motivation and commitment generated by the immediate credibility of the tool itself.  Compulsion/pressure around an inappropriate tool would do enormous damage to the cause of children's services reform at the most important level - that of delivery. Our experience in implementing the APIR is that if the tools provided to staff are user friendly, and clearly help them do their job better to the benefit of young people, there is no difficulty about securing their acceptance and use.  There are slightly different issues around the use of the CAF by specialist agencies. If there is resistance to the use of information generated through a CAF because of professional protectionism this will need to be tackled directly at a senior level.  It will not always be easy, however, to distinguish such protectionism from genuine concern at the complexity of issues which a child's needs raise.  Embedding the appropriate use of a CAF will take time and may not be helped by precipitate compulsion.  The consultation also contains a number of contradictions, which make it very unclear whether CAF will be optional or mandatory, and where the responsibility lies for development, implementation and review.  Clear lines of accountability are essential to successful local implementation. �(Connexions Sussex, Chris Andrews) 

The role of Health visitor and GP needs to be clearly defined.  They should be laying the foundation to the parent/carers understanding of CAF and all its ramifications. Without this essential task being done CAF will become seen by families as just another form of what we already have and feel threatened by it.  There needs to be clear guidance for LAs to raise the profile of CAF and the role of key agencies that structure it, especially health visitors and GPs. �(Sandy Hill County Primary and Nursery School, Andrew Fielder) 

Local co-ordination and contact person - easily accessible for advice. �(Preston PCT) 

Implementation needs to be planned and paced right and there will be a need for detailed local implementation plans with realistic time-scales.  There should, however, be examples of practice round the country (e.g. in Plymouth, the introduction of the Child Concern Model). Funding for training and materials will need to be available. (Connexions Cornwall and Devon, Elaine Thomas) 

At a National Level the CAF needs to be jointly badges by the DFES and the Department of Health, and it needs to be much closely linked to children's guidance like the NSF and Every Child Matters.  It is important that there is a national multi agency training strategy which is monitored for its uptake and effectiveness for the joint inspection process.  There needs to be a cross agency ownership at all levels from government ministers to team leaders at a local level.  At a local level implementation of the CAF needs to be within the remit of children's leads, lead directors and chief officers to ensure implementation. �(Nottingham Integrated Children's Network, Susan Dryden) 

More consultation should be carried out with disadvantaged, hard to reach groups. (i.e. Disability groups (physical and learning disabilities, mental health, substance abusers) Appendix 1 (CAF Working Group) appears to have missed some of the above groups and is not representative of all parts of the country.  The group appears to have considerable representation from Education and Social Services and less from the Health services. (Special Parenting Service, Sue McGaw) 

Guidance needs tightening up at a national level, and CAF form produced. National work is also required to work out common language across different assessments and initiatives, e.g. 'at risk' is now used in Education differently from in Social Services. Local implementation/ training/ /information needs to go hand in hand with National launch/publicity and issuing of information tailored to different audiences. �(Tameside MBC, Cheryl Eastwood) 

Establish clarity of relationship between CAF process and role of lead professional, which could be controversial.  Agencies also need to consider how management information for use in service planning by children's trusts could be generated by the CAF/ISA tools, identifying priorities and unmet needs. �(Dorset County Council, Jerry Brady) 

There needs to be a specific strategy for engaging voluntary organisations who work with children in this process probably more at local level although national guidance on this may help the process. (S April) 

Better links between DFES, DOH and Home Office. National IT system, e.g. RYOGENS. (Herefordshire Primary Care Trust, Lynne Renton) 

There needs to be more consistency in terms of funding levels and services to reduce the differentiation of provision currently experienced by children, young people and parents. (Connexions Derbyshire, Lynne Marson) 

Co-ordinator to take responsibility both at local and national levels �(Paediatric Occupational Therapy Team, Nottingham, Jane Bingham) 

The NUT notes that the DfES has examined the potential benefits of CAF by learning from initiatives in North Lincolnshire and a number of information sharing and assessment trailblazers.  It is essential that the thinking of the DfES draws on the experience of local initiatives before developing a specific proposal.  It is important that this process is not rushed.  The NUT is concerned that the DfES plans to implement common assessment within first wave authorities from April 2005. This is a very short time frame. (National Union of Teachers (NUT), Judy Ellerby) 

Question 11.  What can be done to ensure maximum support of CAF by practitioners, parents, children and young people?

Ensuring that people know what will be shared and what will not i.e. share that the fire service has undertaken an assessment but only share the results with those who need to know (West Midlands Fire Service - Youth Service, David Hackney) 

By keeping all informed and involved. (Burnley General Hospital, Christine Hindle) 

By explaining the outcome of CAF process, i.e. what services may be offered as a result of identifying a need.  People generally have a poor understanding of this and is part of the fear of social services - things are bad so all anyone can do is take my child. (Outcome Consultancy, Jill Britton) 

The development of a common Code of Practice - directly focussed on assessing and meeting needs – and carer/agency/professional roles and responsibilities for doing so. (Whitstone Head School, David McLean-Thorne) 

Involve parents in dialogue with professionals at local level, perhaps using Sure Start as a model. (NSPCC, Phil Taverner) 

Ensure all means of awareness raising are used.  That staff will be supported.  That there will be training funded centrally to all organisations not just Social Services.  That any paperwork is multi agency orientated and not determined solely by social services. It can be understood by all.  No jargon. (NHS, Jane Martub) 

Education and involvement of workforces overburdened by change constantly will be a huge problem - need to show passionately the value of it all. (Mid Hants PCT) 

Ensure that the document leads to an outcome and not ignored by other agencies (KPCT, Sara Patience) 

Involve them direct in the consultation don't just talk to the senior managers, it is the people who have to complete the forms and the people who are the subject of the forms who need to have the greater say in how this process should be developed. (Devon County Council, Jan Liff) 

End results of a CAF need to be demonstrably good for a family/young person. It cannot afford to be seen as a middle-class, ‘policing’, judgement exercise on those families who live at the margins of society.  There needs to be a clear recognition that ADP needs to be built in at all levels to create the opportunity to challenge oppression - see work done by Black Resources service and Adolescent Services in Northants.  This would make the process relevant for all BME families and young people, not a further tool to discriminate against them. (NCC Children & Family Services, Sean Carter) 

This development/ proposal makes sense.  However, it will have less chance of success if it is seen as something practitioners "do to" parents, children and young people.  Even this consultation document is insufficiently collaborative. �(Suffolk Mental Health Partnerships Trust, Paul Laking) 

A well, communicated, sufficiently resources approach which ensures improved outcomes for children, young people and families.  This should not just increase the amount of paperwork for practitioners.�(North Tyneside Children, Young People and Families Trust Approach Board, Claire Dawson) 

Continue to focus on the positive aspect and on going consultation throughout the implementation period. (Northampton Review and Conference Centre, Diane Kemp) 

Honest assessment of current gaps in service provision and plans to develop solutions to these gaps.  Avoid political spin and have relative implementation plan.  Do not assume that practitioners do not know how to work together.  Look instead at agency/organisational barriers put in place by Finance Depts/politicians. �(Doncaster Central PCT, Caroline Hill) 

Parents need to understand the benefit of less assessments, and if they hold the documentation it will be an immediate involvement in and ownership of the process. (The Care Forum, Elley Reinhart) 

The key is ownership, hand held records, the red book etc are now highly successful due to parental ownership. Use school and colleges to design it.  The working group has virtually no health representation, suggest - Children’s Nurse, Health Visitor, School Nurse, Ward Nurse, Doctor, GP, Paediatrician, Contact Fiona Smith RCN, unison, HVA. Also Voluntary agencies, contact a Family, Diabetes UK etc. �(North Warwickshire PCT, David Widdas) 

Get multi-agency case studies going by encouraging social services to join up with governance slots in local health organisation (North Bristol NHS Trust, Matthew Ellis) 

Distribution of information/training/ and opportunities for users to feed -back any concerns or issues.  This would best be managed by independent area "holding" agencies so that appropriate use of the database is ensured, and any problems are readily addressed quickly. (Liz Delaney) 

To demonstrate the benefits to both.  To ensure that replication is prevented to avoid increased workloads.  Joint MD sessions to facilitate appreciation of interdisciplinary roles. (Rosemary Laughlin) 

Keep it simple.  Ensure that it replaces existing systems Insist on parental and child involvement where possible.  Do not promise that it will bring new resources for children in need (J & S Progress Consultants Ltd., Janet Rose) 

Reduce length of assessment document and make less prescriptive.  Ensure CAF is completed at an appropriate level of concerns, negotiated and agreed by all agencies. Ensure service provision matches the levels agreed.  Comprehensive multi agency user groups consisting of front line workers and families to ensure their voices are heard. Audit of tool, process and outcomes at regular intervals to ensure appropriate evolution. (North Lincolnshire Primary Care Trust, Ann Marie Jones) 

Keep it simple!!  Don't drown us in training, courses, updates, paperwork, red tape, and redundant procedures.  Make sure that any software and hard ware solutions actually work and are tried and tested.  Don't introduce things too quickly, keep the pace of change constant and within reasonable boundaries.  The CAF needs to be seen not just as a preventer of child abuse and neglect but also as a deterrent. �(Sandy Hill County Primary and Nursery School, Andrew Fielder) 

Training by both single and multi-agency trainers perhaps a national training team so that CAF is not seen to favour one agency. Introduction through schools and parent forums. National publicity campaign (Frances Manning) 

Public awareness and education.  Positive advertisement.  Link to child surveillance/benefits systems.  User friendly for everyone.  Launch nationally �(Preston PCT) 

Training education awareness.  Resources.  Encouragement from a positive pilot. �(Ingol Peer Support Group) 

Ensure ownership by all agencies and the children and families they serve.  Ensure assessments lead to better services and outcomes for children and their families.  Ensure training is multiagency 4).  Ensure implementation is part of the joint inspectorate process (Nottingham Integrated Children's Network, Susan Dryden) 

Perhaps use incentives, linking with job descriptions and recruitment procedures.  Include in Induction training for new staff.  Appropriate media coverage/advertising.  Appoint lead practitioners in each area of expertise amongst professionals (health, education, social services, schools, voluntary, private and community sectors).  Be sure to feedback information from consultation to practitioners, parents, children and young people. 6. It may be necessary to have a follow up consultation. �(Special Parenting Service, Sue McGaw) 

Early identification of tool in training / core competencies approach.  Reasonable time period in which to embed change, and sustainable services.  Background material re CAF has so far been thin on evidential basis/background to the initiative. �(Dorset County Council, Jerry Brady) 

Certain products will underpin successful implementation and need to be in place for roll out of CAF:  Electronic comprehensive service directory, capability to have electronic transfer of information from CAF to other systems within agencies using electronic records (Connexions, SSD).  Enhanced IT capacity in some agencies that are still predominantly paper based.  CAF form doubles as referral form to another agency when needed.  Clear guidance to all practitioners from all Government. Departments and professional bodies about information sharing.  Involvement of children and young people and parents in roll out from beginning which may slow pace but be more successful in longer term.  CAF will support integration of children's services at local level but it cannot drive it.  Encourage local areas to roll out according to local strengths e.g. between particular agencies or groups of staff to build momentum. (Children and Young People's Partnership, Carol Hambling) 

Small pilot areas written up in a range of professional journals as the reports are positive.  Case history reports to show how the process works. �(Middlesbrough PCT, Margaret Lines) 



Question 12.  General Comments.



Please note that para 3.18 to 3.26 refers to all professionals as "she" however refers to the G.P as "HE". I hope that this will be rectified! (Stacey, J) 

This has the potential for really positive protection of vulnerable young people; however, nothing should be shared between agencies without the consent of the young person and/or their parent carer.  Stress again the need for as many voluntary as well as statutory organisations to have an involvement. �(West Midlands Fire Service - Youth Service, David Hackney) 

CAF is a brilliant idea.  There had been confusion around the AF (2000) as the implementation was somewhat chaotic in some areas and not as multi agency as it could have been.  Clear training packages would have help with scenarios of how and when to use. E.g. the core assessment initially in two areas where I worked only asked health for health info i.e. growth etc and missed out parental capacity and other information health staff actually had a great deal of.  This also links in with how we are developing our supervision strategy for staff where they assess a complex situation before it reaches section 17 even. (NHS, Jane Martub) 

3.31 Sharing databases, although being developed in some parts of the country, will take a long while to be fully operational. I think that it is unclear at this stage, how to work without this development, and needs further clarification from DfES.  3.35 Notes that it needs to be 'needs led', not 'service led'.  The reality is that services that are missing (and there are some), cannot always be resourced without a great deal of work and realignment of current funding arrangements.  It may be thoughtful to consider recommending local school profiles (including health and social care needs) and social profiles, to identify exactly what is 'needed' before CAF is implemented.  3.41 Notes 'removing legislative and technical barriers' when is this going to happen? Who is going to remove it. (Anonymous) 

Concerned that the trailblazers have produced and been successful in implementing CAF but all in very different ways.  How can we ensure a standardised approach that all understand.  How much resource will be available to make this happen.  Who will monitor its use and for how long will it be supported or steered. �(Connexions Surrey, Richard Savage and Barbara Turley) 

There are few health representatives on the working group and this may explain why the example case scenarios involving the school nurse and the GP appear to us to be over simplified.  The reader may deduce that the school nurse does not involve the school with her concerns, or that GPs are not to be involved in the common assessment framework at all.  There are no paediatricians, senior nurses with child protection expertise, GPs or child psychiatrists on the working group i.e. it is not clear who represents the involvement of the Royal college or ADSS.  I believe that membership of the working group should be revised and this would enable more effective and meaningful engagement of partners and stakeholders. �(Harrow Council, Paul Clark) 

We are concerned about the lack of reference to the Framework for the assessment of Children in Need and Their Families in this proposal.  Here was a proposal that Children In Need would be identified in a structured way, much was promised about them having an initial assessment using the framework model, the reality is that this has not increased the number of children in need receiving services at an early stage. The timescales that were introduced for the completion of the assessments were welcomed but the reality of high thresholds for acceptance of referrals by social services in our area have meant that few have resulted in the expected and hoped for response.  We appreciate that the CAF is an attempt to enable others to identify early on in structured way what they can provide and who else is involved and therefore reduce the numbers of children being referred to SSD inappropriately.  The Framework for Assessment has been valued by those in the statutory and voluntary agencies who use it in our area, it would be a shame to detract from this model of assessment which has proved its worth.  We would like to see mention of the three domains inn the language of the CAF form. (North Hants PCT, Val Elliott) 

Although I fully support Every Child Matters I do not commend any action as an 'add on' of current practice.  Every Child matters is a pivotal document.  We must now decide are we serious about reform to the systems for children within the state, or do we intend to leave most alone and tack on a few bits?  At the moment it seems the latter.�(Rayleigh Primary School, Peter Malcolm) 

Paragraph 3.37 is the part of the document on which the CAF hinges - I hope that this is expanded and built upon. (NCC Children & Family Services, Sean Carter) 

The fact that the CAF materials and implementation plans are published during the four weeks after closure of the consultation period suggests the decisions about all the above have all been pretty much made. Is it really possible that the CAF implementation process will be affected by the consultation? It has taken me two and a half hours to prepare this response including reading the document.  I have been able to do this firstly because I believe it is essential that practitioners who see children and will have to operate the Framework should give their comments.  Secondly, it is only fortuitous that I have this space.  Thirdly, I have previously been delegated to explore the subject of children's trusts and the fall-out from the Children's Bill.  I hope that the "Focus Group" part of consultation also includes a representative group of practitioners from different agencies. (Suffolk Mental Health Partnerships Trust, Paul Laking) 

There was concern that the CAF working group was lacking in representation from the acute side of health including clinicians. It is clear that all attendees would like to see a clear statement of the implications for Bristol in terms of resourcing, staff, training, timetable etc as early as possible. (Nicola Waterman) 

The major risk re this proposal is that it will be just another form to be completed.  The form will be sent to the relevant agency but will not be actioned as there never seems to be funding for pro-active prevention work. e.g. current situation re children in need referrals - rarely actioned until situation escalates result disillusioned demotivated staff and parents, no improvement in children’s situation. �(Doncaster Central PCT, Caroline Hill) 

Overall CAF is welcome and has scope over time to change for the better many aspects of children’s services and children’s and parents lives.  The scale of the challenge should not be underestimated.  Problems as well as opportunities should be recognised. Implications for children’s services and for professionals and practitioners need to be acknowledged more openly.  Explanations of the process and of CAF should be developed and more widely publicised at every step. (Tim Bunn) 

I found early distribution of pilot materials relating to ESPP as PDF files useful for dissemination and would recommend same. (North Bristol NHS Trust, Matthew Ellis) 
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Organisation�Ref No.��Abbott Laboratories (Len Gooblar) �194��Addenbrookes Hospital (Rob Ross Russell) �26��Advisory Teaching Service (Lynne Williams) �222��Afasic (Alison Huneke) �172��Airedale NHS Trust (Karen Walker) �228��Alder Hey Children's Hospital (Roger Cooke) �169��Anite Public Sector (Elaine O'Leary) �265��Anonymous �32��Anonymous �66��Anonymous �424��Anonymous �426��Anonymous �433��Anonymous �121��Anonymous �105��Anstey Community Action (John Bryant) �29��Appleton, Roger (Wandsworth Borough Council) �340��April, S �119��Association for Professionals in Svs for Adolescents (APSA) (Martin Gaughan) �369��Association for Spina Bifida and Hydrocephalus (ASBAH) (Gill Winfield) �370��Association of Chief Children's Nurses (ACCN) (Judith Ellis) �242��Association of Chief Police Officers (ACPO) for the Youth Issues Group (YIG)�386��Ass of Dir of Social Services (ADSS), the Local Gov Ass (LGA) & Confederation of Education & Children’s Services Managers( ConfEd)�448��Association of Educational Psychologists (The) (Charles Ward) �145��Association of Teachers and Lecturers (Gwenlian Evans) �301��Association of the British Pharmaceutical Industry (ABPI) (Richard Tiner) �345��ATD Fourth World (Matt Davies) �396��Audit Commission (Maxine Nunn) �292��Axford, Nick �343��Bacup & Stacksteads Sure Start (Ricky Hirst) �116��Barking and Dagenham DEAL (Brian Davis) �399��Barnardo's (Di McNeish) �316��Barnet Psychiatric Unit (Lester Sireling) �6��Barnsley Children and Young People Trust (Michele Moran) �351��Barnsley Metropolitan Borough Council (Ann Cardwell) �307��Bath & North East Somerset Council (Lorraine Morgan) �379��Birmingham and Solihull Connexions Service (Martin O'Connor) �376��Birmingham Children's Hospital NHS Trust (Elizabeth Morgan) �288��Birmingham Children's Hospital NHS Trust (Jeanette Hawkins) �67��Birmingham City Council (Tom Tierney) �401��Bissett, Trish (London Borough of Merton, Children's Services,) �274��Black Country Connexions (Darren German) �330��Blackburn West Sure Start (Christine Dixon) �139��Blackpool Borough Council (Amanda Hatton) �372��Blacon Common Assessment Framework Project (Cheshire) (Steve Langridge) �210��Bolton Social Services Department (Andy Robertson)�374��Borough of Poole, Information Sharing & Assessment Project (Alison Hart) �378��Boyes, Satpal �13��Boys & Girls Welfare Society (Pat Walton) �52��Bracknell Forest Borough Council (Sandra Maxwell) �296��Bradford Social Services (Richard Coles) �263��Brayshaw, Deborah (Independent - currently with NSPCC) �226��Briggs, Mal �62��Brighton and Hove Children's Trust (Nicola Woods) �100��Bristol North Primary Care Trust (Madeline Mackay) �36��Bristol North Primary Care Trust (Juliet Norman) �257��British Association of Social Workers (Bridget Robb) �297��Britton, Jill (Outcome Consultancy) �11��Bromley LEA (Helen Norris) �304��Broxtowe and Hucknall Primary Care Trust (Sue Dryden) �104��Buckinghamshire County Council (Nick Powley) �253��Buckinghamshire County Council (Sue Imbriano) �435��Bunn, Tim �60��Burnley General Hospital (Christine Hindle) �10��Burnley, Pendle and Rossendale PCT (Susan Crorken) �220��Bury MBC �199��Calderdale Children and Young Peoples Strategic Management (Glenys Allin) �388��Calundon Castle School (Breeda Williams) �442��Cambridgeshire Children and Young People's Development Team �209��Care Forum, The (Elley Reinhart) �58��Careers Bradford (Liz Hemsley) �368��Castle, Karen �80��Castle Point and Rochdale PCT (Stephanie Farr) �175��Castle Point and Rochford PCT (Smilie, Marion)�202��Catholic Education Service (Daniela Stansby) �407��Central London Connexions (Sandy Cotton) �344��Central Manchester PCT (Marian Basu) �88��Chapple, Rosie �20��Chartered Society of Physiotherapy, The (Leonie Dawson) �364��Chelsea & Westminster Hospital (Paul Hargreaves) �305��Cheshire County Council (Maxine Bretherton-Budd) �216��Cheshire Domestic Abuse Partnership (Sue Bridge) �213��Childhood Bereavement Network (Alison Penny) �348��Children and Young People's Strategic Partnership (Kulbinder Thandi) �383��Children and Family Court Advisory and Support Services (CAFCAS)  �360��Children and Young People's Partnership (Carol Hambling) �120��Children's Fund & ISA, Warrington (Alan Green & Tracy Ryan) �174��Children's Play Council (Issy Cole-Hamilton) �338��Children's Society, The (Frank Jenny) �309��Children's Society, The (Kathy Evans) �390��Church of England Education Division (Liz Carter) �380��City of York LEA (David Waite) �410��Clark, Cindy (Children's Centre) �447��Clemson, Corinne �78��Commission for Social Care Inspection (CSCI) (David Walden) �439��Connexions (Alasdaire Duerden) �17��Connexions Cornwall and Devon (Elaine Thomas) �101��Connexions Derbyshire (Lynne Marson) �123��Connexions Herefordshire & Worcestershire (Roger Little) �147��Connexions Humber (Ros Garrod-Mason) �339��Connexions Lincolnshire and Rutland (Rod Tait) �208��Connexions Norfolk (Kathryn Cox) �135��Connexions Somerset (Rachel Bendall) �322��Connexions Somerset (Yeovil Office PA's) (Susie Figg) �254��Connexions South Yorkshire (Sally Jones) �217��Connexions Surrey (Richard Savage and Barbara Turley) �35��Connexions Sussex (Chris Andrews) �83��Connexions Swindon (Lisa Miriam Taylor) �310��Connexions Tyne and Wear (Martin Lightfoot) �215��Connexions West of England (Ian Fryer) �232��Connexions West Yorkshire (Patricia Farren) �440��Connexions York and North Yorkshire (Barry Hitchen) �425��Contact a Family �224��Coram Family (Nick Bidmade) �41��Council for Disabled Children (Christine Lenehan) �203��County Durham Youth Engagement Service (Christina Blythe) �176��Coventry C & YP's Partnership �260��Coventry City Council (Pete Morgan) �115��Coventry Teaching PCT (Filippa Howells) �72��Croydon CYPSP incor Children's Trust & ACPC (Laura Ritchie) �283��Dacorum PCT (Catherine Pelley) �140��Darlington PCT (Lucy Wheatley) �156��Delaney, Liz �65��Delvalle, Tracey �167��Department for Culture, Media and Sport (Patricia John) �355��Derby City Social Services (Justine Gibling) �421��Derby City Social Services (Margaret McGlade) �201��Derby's Children and Young People Strategic Partnership (Frances James) �408��Derbyshire Dales and South Derbyshire PCT (Joanne Fairfield) �73��Devon and Cornwall Constabulary (Susan McGrath) �417��Devon County Council (Alison Davis) �193��Devon County Council (Jan Liff) �30��Director of Care (Rebecca Riley) �262��Doncaster Central PCT (Caroline Hill) �51��Doncaster Metropolitan Borough Council (David Yarnell) �268��Dorset and Somerset Strategic Health Authority (Adrian Wells) �261��Dorset County Council (Jerry Brady) �114��Duckers, Heather �53��Dudley Children and Young People's Partnership (Christine Russell) �285��Dunning, Jenny (Bristol North Primary Care Trust) �367��Durham County Council (Mark Gurney) �259��Durham County Council Education (Lindsay Smith) �276��Early Childhood Forum (ECF) (Ann-Marie McAuliffe) �341��Early Years & Childcare Service (Ronnie Hartley) �9��East & North Hertfordshire NHS Trust (Mary Emson) �395��East Riding County Council (Jack Blackmore & Jon Mager) �164��East Sussex County Council, Education Welfare Service (Reece Buckley) �291��East Sussex CYPSP ESCC (Alison Jeffery) �221��Eastwood, Louise �43��Edwards, Helen �79��Enfield Council (Liz hill) �195��Essex County Council (Andy Quin) �163��Essex Southend and Thurrock Connexions (Steve Hackett) �413��ESWS Oxfordshire County Council (Shelagh Harlow) �75��Evesham, Frances �323��Family Welfare Association (Bridget Lindley) �444��Fielder, Andrew (Sandy Hill County Primary and Nursery school)  �86��Fishpond Health Centre (Elizabeth Anstey) �134��Florence Nightingale School of Nursing and Midwifery (Jacky Price) �132��Garlinge Junior School (F J Wallace) �42��Gateshead Council (Grainne Fegan) �74��Gateshead Primary Care Trust (Maggie Lilburn) �239��Gateshead Primary Care Trust�126��General Teaching Council (Dawn Samwell) �443��Gloucester Social Services - FPSS Activities Team (Sarah Hilton) �342��Gloucestershire Connexions (Eugene O'Kane) �346��Gloucestershire Education Welfare Service (Annie Corn) �437��Gloucestershire SSD-CWD Team �347��Gowland, Kenny �34��Greater Manchester Connexions (Dave McLoughlin) �318��Greater Merseyside Connexions Partnership Limited (David Howard) �392��Green, Lisa �27��Green, Margaret �266��Greenwich Children's Trust �329��Growing Through (Pete English) �7��Hamiliton, Patricia �48��Hampshire County Council – Info. Sharing and Assessment (Steve Love) �427��Hampshire County Council (Vidya Young) �233��Hampshire County Council-CAF Group (Sue Smith) �182��Hand, Jenny (Connexions Leicestershire) �157��Haringey Council (Patricia Walker) �415��Harrison, Mark (Wirral) �8��Harrow CAMHS (C Sturge) �76��Harrow Council (Paul Clark) �37��Hartlepool Social Services Department (Terry Manley) �414��Harvey, Pamela �255��Harwood, Stephen �19��Heartlands Hospital NHS Trust (I M Rabb) �55��Heartlands PCT (Christine Pateman) �128��Henry, Jane (Local Preventive Strategy Steering Group) �284��Herefordshire Council (N M Pringle) �361��Herefordshire Primary Care Trust (Lynne Renton) �122��Hertfordshire Children and Young People Strategic Partnership (John Harris) �247��Hertfordshire County Council Children, Schools and Families (John Harris) �225��Hosking, Sheron (Kensington and Chelsea PCT) �280��Hunter, Annie �206��Hyland, Helen �319��Hyndburn and Ribble Valley Primary Care Trust (Bridget Hilton) �423��IGEN Leeds Careers (Terry Walsh) �14��Ingol Peer Support Group�93��Investigation and Referral Support Co-ordinator Network (Phyllis Shoults) �402��IRT Trailblazer for Telford & Wrekin and Shropshire (Sara Tough) �151��ISA Project (Penny Penny) �264��Islington PCT (Jenny Finch) �191��Islington PCT Trust (Polly Landsberg) �430��Kent County Council (Graham Badman) �270��King's School, The (Faith Jarrett) �136��Kirklees School Effectiveness Service (EiC) (Alison Vikis) �118��Laidlaw, Jean �446��Lancaster University ISA Research Reference Group (S Regan) �335��Laughlin, Rosemary �77��Leggett, Judy (Chair of Governors at Middle School) �252��Leicestershire City Council (Paul Phillips) �293��Leicestershire County Council (Peter Chesters) �130��Leicestershire, Northamptonshire and Rutland SHA (Jane Appleby) �106��Lincolnshire County Council Social services (David Bliss) �190��Lincolnshire South West PCT (Philip Garner) �124��Liverpool and South Sefton PCT (Tilly Jones) �249��Liverpool City Council (Judith O'Loughlin) �352��Lockwood, Bev �22��London Borough of Brent (Janet Palmer) �286��London Borough of Bromley, Oxleas NHS Trust, Vol Orgs, PCT �391��London Borough of Ealing, IRT Project Board (Rachel Kelly) �356��London Borough of Enfield (Peter Lewis) �295��London Borough of Havering (Ruth Jenkins) �333��London Borough of Lewisham (Natalie Acton) �389��London Borough of Newham SSD & Health Education partners (Sue Williams) �409��London Borough of Redbridge (Mandy Hill) �269��London Borough of Southwark (Romi Bowen) �281��London Borough of Sutton (Emma McConville) �186��London Borough of Sutton (Kevin Dillon) �192��London Child Protection Committee (Barry Quirk) �141��Loughborough and Cardiff Universities (Harriet Ward & Andrew Pithouse) �159��Lovelace Primary School (Michael Readin) �357��Luton Borough Council (Anne Futcher) �358��Madeley Court School (T Lean) �434��Manchester City Council - Joint Children's Unit (Iain Low) �419��Mann, Jacqueline �45��Manning, Frances �89��Martub, Jane (NHS) �23��Mayor of London Office (Safia Noor) �418��McKelvie, Christine �70��McLean-Thorne, David (Whitstone Head School) �12��Medway Council (Harry Harrison) �411��Metropolitan Borough of Wirral (Howard Cooper) �184��Metropolitan Police Service (Ian Angus) �289��Mid Hampshire PCT Health Visitors (Anne Whitmore)�256��Mid Hants PCT �25��Middlesbrough PCT (Margaret Lines) �137��Morris, Jenny �113��Multi Agency Quality & Performance Children (Bernadette Dawson) �438��National Association of Connexions Partnership (Rachael Hanning)�207��National Association of Connexions Partnerships (Cynthia Starkey) �350��National Association of Headteachers (NAHT) (Jan Myles) �325��National Association of Independent Schools and Non Maintained Special Schools (Cris Lewis) �150��National Association of Paediatric Occupational Therapists (Felicity McElderry) �273��National Association of Principal Educational Psychologists (Harriet Martin) �227��National Association of Schoolmasters and Union of Women Teachers (NASUWT) (Chris Keates) �354��National Childminding Association (NCMA) (L Bayram) �334��National Children's Bureau (Lisa Payne) �299��National Children’s Homes (Jacqueline Davies) �404��National Deaf Children's Society (David Jones) �178��National Institute for Mental Health in England (John Scott) �359��National Society for the Prevention of Cruelty to Children (NSPCC) (Chris Mills) �441��National Society for the Prevention of Cruelty to Children (NSPCC) (Karen Keenan)�241��National Society for the Prevention of Cruelty to Children (NSPCC) (Phil Tavener)�21��National Union of Teachers (NUT) (Judy Ellerby) �127��NCC Children & Family Services (Sean Carter) �40��NE Lincolnshire ISA Project/NEL CYPSP (William Abe) �219��New Avenues Youth and Communities (Derek Cox OBE) �422��Newham Educational Department (Judith Cameron) �183��NHS Direct East Midlands Seaton House (Mary E H Stanley) �212��Noctor, Enid �229��Norfolk County Council (Phil Holmes) �158��Norfolk Health Child Protection Team (Andrea Elsdon) �321��North Bristol NHS Trust (Matthew Ellis) �61��North Hants PCT (Val Elliott) �38��North Herts & Stevenage PCT (Cath Slater) �177��North Lincolnshire Children's Services (Ellen Chant) �394��North Lincolnshire PCT �56��North Lincolnshire PCT (Karen Rhodes) �148��North Lincolnshire Primary Care Trust (Ann Marie Jones) �85��North Somerset County Council (Rosemary Gallagher) �129��North Tyneside Children, Young People and Families Trust Approach Board (Claire Dawson) �46��North West Region Assessment & ICS implementation (Shelley Lewis) �160��Northampton Review and Conference Centre (Diane Kemp) �47��Northamptonshire County Council (Richard Ward) �403��Northumberland County Council (Jeremy Cripps) �311��Northumberland Social Services Department (Amanda Gibson) �235��Northumberland Tyne & Wear Strategic Health Authority (Vicky Gilroy) �246��Nottingham City PCT Community Midwifery Service (Julie Smeed) �230��Nottingham City Primary Care Trust (Janet Sheard) �211��Nottingham Integrated Children's Network (Susan Dryden) �107��Nottinghamshire County Council (Joe Foley) �162��Nottinghamshire County Council (M Pape) �214��NSPCC (Karen Keenan) �241��NSPCC (Phil Taverner) �21��O'Dwyer, Kath �170��Oldham Children and Young People's Partnership (Gerard Gudgion) �236��Oldham PCT (Jacqui O'reilly) �250��O'Loughlin, Tom �16��Ormiston Children & Families Trust (Diana Read) �400��Osaba Women's Centre (Penny Parrott) �327��Oxfordshire County Council (Pat Matheson) �197��Oxleas NHS Trust (Peter Wells) �81��Paediatric Occupational Therapy Team, Nottingham (Jane Bingham) �125��Parsons, Sarah �49��Patience, Sara (KPCT) �28��Peterborough City Council (Bintu Tijani) �416��Plymouth C&YP Strategic Partnership (John Baker) �298��Powys ACPO Lead on Violent Crime (Terence Grange) �308��Pre-school Learning Alliance (Pauline Henniker) �337��Preston PCT (Anonymous) �91��Preston PCT (Anonymous) �92��Preston PCT (Anonymous) �96��Preston PCT (Anonymous) �97��Preston PCT (Anonymous) �98��Preston PCT (Anonymous) �99��Preston PCT (Edwina Dewhurst) �95��Preston PCT (Geoffrey Stuart) �94��Preston PCT (Liz Thompson) �90��Price, Dawn (Sure Start Langley Hollin) �87��Princess Royal Trust for Carers (Alex Fox) �109��Rainer (Martin Hazlehurst) �223��Rayleigh Primary School (Peter Malcolm) �39��Reading CYPSP (Andrea King) �131��Redcar and Cleveland Borough Council (Mark Gray) �200��Respect (Jo Todd) �173��RNID (Suszanne MacKenzie) �143��Rochdale CSF (Sharon Hubber) �189��Roe, Joa'o �185��Ronan, Peter (SSD) �3��Rose, Janet (J & S Progress Consultants Ltd.) �82��Rotherham Children and Young People's Services (Sue Hare) �272��Rotherham District General Hospital (Carmel Stagles) �68��Rotherham Domestic Violence Forum (Sandra McNeill) �154��Rotherham Metropolitan Borough Council (Steve Mulligan) �142��Roughton, Sue (North Yorkshire Child Protection Health Advisory Group) �278��Royal College of General Practitioners (Maureen Baker) �315��Royal College of Nursing (Beverly Malone) �180��Royal College of Paediatrics and Child Health (Needlam Ladher) �373��Royal College of Speech and Language Therapists (Yvette Johnson) �336��Royal National Institute of the Blind (RNIB) (Elizabeth Clery) �363��RTB Associates �258��Sabin, Rob (Warwickshire Clubs for Young People) �231��SACCS (Patrick Tomlinson) �244��Safeguarding Children Team, West Essex Health Service (Susan McClymont) �69��Salford City Council (Ruth Hardman) �245��Sanderson, Helen �271��Sandwell LEA - EYDCP (Lynn Beckett) �385��Sandwell Metropolitan Borough Council (Adrian Child) �428��School Home Support (Amelia Howard) �405��Scope (Katherine Sullivan) �234��Scott, Liz �54��Seber CBE, Andrew �63��SEN Support Service - Wakefield (Barry Young) �187��Sense (Lucy Drescher) �375��SENSSA (Peter Rennie) �161��Sheffield City Council (Hayley Morris) �397��Sheffield Parent and Family Forum (Lianne Sahu) �331��Shribman, Sheila (Royal College Of Paediatrics and Child Health) �445��Shropshire County Council (Carolyn Downs) �103��Slough Borough Council (Ann Domeney) �282��Slough PCT (Naomi Smith) �431��Soanes, Louise �102��Social Services Directorate (David Hills) �326��Social Software Ltd (Marc Radley) �382��Social, Emotional and Behavioural Difficulties Association (Cynthia Cross) �328��Solihull MBC CYPSP (Sue Barnett) �290��Solihull PCT (Annette Williamson) �314��Sollosi, Stephanie �138��Somerset County Council (Suzanne Grogan) �248��South Devon Healthcare Trust (S Picken) �366��Southend Borough Council Children and Young People's Strategic Partnership �377��South Gloucestershire Social Services (Ruby Parry) �111��South Somerset Primary Care Trust �393��Southampton City Council (Susan Allan) �320��Southwark Council (Tony Tarrant) �33��Special Parenting Service (Sue McGaw) �108��St Paul's Community Development Trust (Anita Haliday) �238��Stacey, J �2��Stephenson, Pauline �31��Stockport Metropolitan Borough Council (Jim Dobson) �240��Stockport PCT (Sue Kardahji) �144��Stockton-on-Tees LEA (Alison Stephenson) �205��Strong, Helen �243��Strong, Jackie (Leicestershire LEA) �294��Suffolk County Council (Barbara Newton) �218��Suffolk Mental Health Partnerships Trust (Paul Laking) �44��Sure Start North Lincolnshire PCT (Yvonne Grant) �15��Sure Start North Lincolnshire PCT (Sharon Godfrey) �303��Sure start Rotherham Central (Barbara Neiust) �306��Sure Start Waterbridge (Elsie Brown) �332��Sure Start Waterbridge (Janet Dawes) �436��Sure Start Waterbridge (Clive Acraman) �275��Surrey Children & Young Peoples Partnership Boar (Roger Booker) �179��SW Surrey CAMHS (Mike O'Connor) �371��Tameside and Glossop Acute Trust (Sue Ward) �313��Tameside MBC (Cheryl Eastwood) �112��Telford & Shropshire IRT T'blazer (Fran Beck) �181��Tettenborn, Mike �84��Thames Valley Police �398��Thurgate, Claire �57��Thurrock Pct (Belinda Coates) �149��Torbay Social Services Directorate (Sally Kendrick) �204��Tower Hamlets Council (Chris Munday) �349��Turning Point (N Didlock) �365��University of East London (Sheila Wolfendale) �432��Wald, Sue �165��Waltham Forest Community Services (Jan Davies) �406��Wandsworth PCT (Veronica Cotterill) �71��Warren, Ann-Marie �171��Warwickshire Children's Strategic Partnership (Keith Edwards) �324��Warwickshire Educational Psychology Service (Ros Sinclair) �384��Waterman, Nicola �50��WDC Children's Services (Mark Molloy) �166��Wells, Lesley (William Hutson Junior School) �5��West Berkshire CYP Partnership (Pam Robinson) �155��West Hill Primary School (Sue Nield) �110��West London Mental Health Trust (C Lucey) �381��West Midlands Fire Service - Youth Service (David Hackney) �4��West Sussex County Council (Ian Vinall) �196��West Sussex County Council (Ian Vinall) �387��Western Sussex PCT (Jill King) �429��Westminster City Council (Tracy Grant) �198��Whiting, Mark �168��Widdas, David (North Warwickshire PCT) �59��Wigan MBC (David Hoyle) �188��Wilkinson, Paul (Connexions Cheshire and Warrington) �317��Wilson, Olwen (B.U.H PCT) �302��Wolverhampton City Council (Fiona Byrne) �412��Worcester County Council SSD (Chris Parker) �64��Wyre Forest NHS Primary Care Trust (Mary Weller) �267��Young Minds (Dinah Morley) �133��Youth Access and the National Youth Agency (Barbara Rayment) �277��

�Common Assessment Framework

Respondents who would like to be included in further research or receive further consultation documents



3�Peter Ronan�SSD ����Unthank family centre����3a Unthank road����Norwich����NR2 2PA���� ����peter.ronan@norfolk.gov.uk��4�David Hackney�West Midlands Fire Service - Youth Service����Fire Service Headquarters����Lancaster Circus Queensway����Birmingham B4 7DE���� ����dave.hackney@wmfs.net��7�Pete English�Growing Through����43 Cheswick Way����Cheswick Green����Solihull����B90 4HF���� ����peteenglish@lineone.net��8�Mark Harrison�Wirral���� ����markharrison@wirral.gov.uk��12�David McLean-Thorne�Whitstone Head School���� ����david.mcleanthorne@btopenworld.com��10�Christine Hindle�Burnley General Hospital����Children's Out Patient Department����Burnley General Hospital����Casterton Avenue����Burnley��11�Jill Britton�Outcome Consultancy���� ����jill@outcome-consultancy.co.uk��23�Jane Martub�NHS���� ����jane.martin@york.nhs.uk��14�Terry Walsh�IGEN Leeds Careers����1 Eastgate����Leeds����LS2 7LY���� ����Terry.Walsh@leedscareers.co.uk��15�Yvonne Grant�Sure Start/NLPCT����Sure Start����7 West Street����Scunthorpe����North Lincolnshire���� ����yvonne.grant@northlincs.gov.uk��20�Rosie Chapple�Connexions����Reed House����47 Church Road����East Sussex Careers Ltd����BN3 2BE��21�Phil Taverner�NSPCC����National Society for the Prevention of Cruelty to Children (NSPCC))����21 The Avenue����Southampton����SO17 1XL��22�Bev Lockwood�Rotherham Crime Reduction Programme Trust����St Stephens House����St Leonards Road����Rotherham����S65 1PA��30�Jan Liff�Devon County Council����Devon County Council Social Services����Independent Review Unit����Magdalen House����56 Magdalen Road����Exeter EX2 4 TL��31�Pauline Stephenson�New Bridge Park Complex����Unit 23-28����Brentfield Harrow Road����London����NW10 0RG��34�Kenny Gowland�kenkris@waklike.fsnet.co.uk��38�Val Elliott�North Hants PCT����NHPCT����North Hants����Parklands Hospital����Aldermaston Rd����Basingstoke����RG24 9RH���� ����Val.Elliott@nhpct.nhs.uk��44�Paul Laking�Suffolk Mental Health Partnerships Trust����Suffolk Mental Health Partnerships NHS Trust����Ivory House����CAMHS����23 Henley Road����Ipswich����IP1 3TF���� ����Paul.Laking@Ihp.nhs.uk��45�Jacqueline Mann�Dean Clarke House����Southernhay����Exeter��46�Claire Dawson�North Tyneside Children, Young People and Families Trust Approach Board����North Tyneside PCT����Equinox House����Cobalt Business Park����Newcastle���� ����claire.dawson@northtyneside-pct.nhs.uk��49�Sarah Parsons�Windsor, Ascot & Maidenhead PCT����St Marks Hospital����St Marks Road����Maidenhead����SL6 6DU��51�Caroline Hill�Doncaster Central PCT����White Rose House����Ten Pound Walk����Doncaster����DN4 5DJ��52�Pat Walton�Boys & Girls Welfare Society����The BGWS Centre����Schools Hill����Cheadle����Cheshire����SK8 1JE��53�Heather Duckers�North Tees & Hartlepool NHS Trust����University Hospital of North Tees����Stockton on Tees����TS19 8PE��55�I M Rabb�Heartlands Hospital NHS Trust����Birmingham B9 5SS��56�Anonymous�North Lincolnshire PCT����Health VisIting Team����Riverside Surgery����Barnard Avenue����Brigg����North Lincs����DN20 8AS��58�Elley Reinhart�The Care Forum����The Vassell Centre����Gill Avenue����Fishponds����Bristol����BS16 2QQ��60�Tim Bunn�Children’s and Families Service����Springfield����Cliftonville����Northampton����NN1 1 BE��64�Chris Parker�Worcester County Council SSD����The Pines����Bilford Road����Worcester����WR3 8PU��65�Liz Delaney�26, Kingsbridge Avenue,����Mapperley����Nottingham,����NG3 5SA���� ����lizdelaney@ntlworld.com��67�Jeanette Hawkins�Birmingham Children's Hospital NHS Trust����Ward 15����Steelhouse Lane����Birmingham����B4 6 NH���� ����JEANETTE.HAWKINS@bch.nhs.uk��68�Carmel Stagles�Rotherham District General Hospital����Moorgate Road����Rotherham����S60 2UP��70�Christine McKelvie�Elgar Housing Association����Grovewood Rd����Malvern Link����Worcs WR14 1GD���� ����cmckelvie@festivalhousing.org��71�Veronica Cotterill�Wandsworth PCT����Teak Tower����Springfield Hospital����Tooting����SW17 7DJ���� ����veronica.cotterill@swlondon.nhs.uk��73�Joanne Fairfield�Derbyshire Dales and South Derbyshire PCT����Repton Health centre,����Askew Grove,����Repton,����Derbyshire,����DE65 6SH���� ����jaonne.fairfield@deerbysdales-pct.nhs.co.uk��74�Grainne Fegan�Gateshead Council����Passport to Services team����Interchange Centre����West Street����Gateshead����NE8 1BH���� ����grainnefegan@gateshead.gov.uk��83�Chris Andrews�Connexions Sussex����53 Queens Road����Brighton����BN1 3XB���� ����Philip.ward@connexions-sussex.org.uk��85�Ann Marie Jones�North Lincolnshire Primary Care Trust����C/o West Common Lane����Medical Centre����Dorchester Road����Scunthorpe����North Lincs��86�Andrew Fielder�sandy hill cp and n school���� ����head@sandy-hill.cornwall.sch.uk��87�Dawn Price�Sure Start Langley Hollin����1 Broughton Close����Langley����Middleton����M24 4HY��263�Richard Coles�Bradford Social Services���� ����richard.coles@bradford.gov.uk��88�Marian Basu�central Manchester pct����Mauldeth house����Mauldeth road west����Chorlton����Manchester����M21 7RL���� ����marian.basu@centralpct.manchester.nwest.nhs.uk��90�Liz Thompson�Preston PCT����Ashton Health Centre����Ashton PCT����Ashton����Preston��95�Edwina Dewhurst�Preston PCT����Ellen House����1-3 Ellen Court����Preston����PR1 7RH��100�Nicola Woods�Brighton and Hove Children's Trust����Kings House����Grand Avenue����Hove����East Sussex����BN3 2LS���� ����Nicola.Woods@brighton-hove.gov.uk��101�Elaine Thomas�Connexions Cornwall and Devon����Tamar Business Park����Pennygillam Industrial Estate����Launceston����Cornwall. PL15 7ED���� ����Elaine.Thomas@connexions-cd.org.uk��107�Susan Dryden�Nottingham Integrated Children's Network����Children's Services����Children's Centre����City Hospital Campus����Hucknall Road����Nottingham NG5 1PB���� ����susan.dryden@broxtowehucknall-pct.nhs.uk



��109�Alex Fox�Princess Royal Trust for Carers���� ����afox@carers.org��110�Sue Nield�West Hill Primary School���� ����admin@west-hill-primary.devon.sch.uk��111�Ruby Parry�South Gloucestershire Social Services����St Luke’s Close����Emersons Way����Emersons Green,����South Glos. BS16 7AL���� ����Ruby.Parry@southglos.gov.uk��112�Cheryl Eastwood�Tameside MBC����Council Offices����Wellington Road����Ashton -u- Lyne OL6 6DL���� ����cheryl.eastwood@tameside.gov.uk��114�Jerry Brady�Dorset County Council����County Hall����Colliton Park����Dorchester����DT1 1XJ���� ����j.brady@dorsetcc.gov.uk��116�Ricky Hirst�Bacup & Stacksteads Sure Start����The Maden Centre����Rochdale Road����Bacup����Lancs����OL13 9NZ��118�Alison Vikis�Kirklees School Effectiveness Service (EiC)����The Al-Hikmah Centre����28 Track Road����Batley���� ����alison.vikis@kirklees.gov.uk��119�S April�Brendon Valley House����218-220 Garratt Lane����Wandsworth����SW18 4EA��123�Lynne Marson�Connexions Derbyshire����Godkin House����2, Park Road,����Ripley,����Derbyshire DE5 3EF���� ����lynn.marson@connexions-derbyshire.org��125�Jane Bingham�Paediatric Occupational Therapy Team, Nottingham����D Floor����East Block����Queen Medical Centre����Nottingham��126�Anonymous�Gateshead Primary Care Trust����3 Gladstone Terrace����Gateshead����NE8 4DY��128�Christine Pateman�Heartlands PCT����Health Centre����Saffron Road����Biggleswade����SG18 8DT���� ����Christine.Pateman@blct.nhs.uk��132�Jacky Price�Florence Nightingale School of Nursing and Midwifery����JCMB����57 Waterloo Road����London����SE1 8WA���� ����jacky.price@kcl.ac.uk��134�Elizabeth Anstey�Fishpond Health Centre����Fishponds����Bristol��135�Kathryn Cox�Connexions Norfolk����2nd Floor����Wensum House����Prince of Wales Road����Norwich����NR1 1DW��140�Catherine Pelley�Dacorum PCT����Isbister Centre����Chaulden House Gardens����Hemel Hampstead����Herts����HP1 2BW��141�Barry Quirk�London Child Protection Committee����Association of London Government����59 Southwark Street����London SE1 0AL��143�Susanne MacKenzie�RNID����1923 Featherstone Street����London����EC1Y 8SL���� ����Suzanne.Mackenzie@rnid.org.uk��144�Sue Kardahji�Stockport PCT����Floor 8����Regent House����Heaton Lane����Stockport����SK4 1BS���� ����Elizabeth.Elton@stockport-pct.nhs.uk��147�Roger Little�Connexions Herefordshire & Worcestershire����County Buildings����St Mary's Street����Worcester����WR1 1TW���� ����KRobinson@connexions-hw.org.uk��148�Karen Rhodes�North Lincolnshire PCT����Health Place����Wrawby Road����Brigg����North Lincolnshire���� ����Vivienne.Simpson@nlpct.nhs.uk��151�Sara Tough�IRT Trailblazer for Telford & Wrekin and Shropshire����IRT Trailblazer Project����Madeley Training Centre,����Court Street,����Madeley, Telford,����Shropshire, TF7 5DZ.���� ����sara.tough@telford.gov.uk��155�Pam Robinson�West Berkshire CYP Partnership���� ����bclay@westberks.gov.uk��156�Lucy Wheatley�Darlington PCT����Dr. Piper House����King Street����Darlington DL3 6JL���� ����lucy.wheatley@darlingtonpct.nhs.uk��265�Elaine O'Leary�Anite Public Sector���� ����elaine.o'leary@anite.com��157�Jenny Hand�Connexions Leicestershire����2nd Floor����6 Millstone Lane����Leicester����LE1 5JN��158�Phil Holmes�Norfolk County Council����Norfolk Room����County Hall����Martineau Lane����Norwich��161�Peter Rennie�SENSSA����Special Educational Needs Support Services Ass����(SENSSA)����The Manor House����Church Street����Kimberworth����Rotherham����S61 1EP���� ����Peter.Rennie@rotherham.gov.uk��163�Andy Quin�Essex County Council����County Hall����Chelmsford����Essex���� ����andy.quin@essexcc.gov.uk��165�Sue Wald�Children and Young People's Strategic Partnership����c/o Swindon Education����Sanford House����Swindon����SN11QH��168�Mark Whiting�Royal College of Nursing����CCN Forum����20 Cavendish Square����London����W1G 0RN��169�Roger Cooke�Alder Hey Children's Hospital����Royal Liverpool Children's NHS Trust����Alder Hey����Eaton Road����Liverpool����L12 2AP���� ����Dawn.Boyle@RLC.NHS.UK��170�Kath O'Dwyer�Halton Borough Council����Grosvenor House����Runcorn����Cheshire���� ����Kath.O'Dwyer@halton-borough.gov.uk��171�Ann-Marie Warren�Hertfordshire Partnership NHS Trust����99 Waverley Road����St Albans����Hertfordshire���� ����Ann-Marie.Warren@HPT.nhs.uk��172�Alison Huneke�Afasic����2nd Floor����50-52 Great Sutton Street����London����EC1V 0DJ��176�Christina Blythe�County Durham Youth Engagement Service����CDYES Headquarters����Durham County Council����County Hall����Durham���� ����Lee.Ward@durham.gov.uk��177�Cath Slater�North Herts & Stevenage PCT����Solutions House����Dunhams Lane����Letchworth����Herts����SG6 1BE���� ����Jo.Rogers@nhst-pct.nhs.uk��178�David Jones�National Deaf Children's Society����15 Dufferin Street����London����EC1Y 8UR��179�Roger Booker�Surrey Children & Young Peoples Partnership Boar����County Hall����Penryn Road����Kingston upon Thames��180�Beverly Malone�Royal College of Nursing����20 Cavendish Square����London����W1G 0RN��182�Sue Smith�Hampshire County Council-CAF Group��183�Judith Cameron�Newham Educational Department��187�Barry Young�SEN Support Service - Wakefield����SEN Support Service����The Heath View Centre����Queen Elizabeth Road����East Moor����Wakefield���� ����byoung@wakefield.gov.uk��188�David Hoyle�Wigan MBC����c/o Education Dept����Progress House����Westwood Park Drive����Wigan����WN3 4HH���� ����D.Hoyle@wiganmbc.gov.uk��189�Sharon Hubber�Rochdale CSF����Oakenrod Primary School����Bury Road����Rochdale���� ����Sharon.Hubber@Rochdale.Gov.UK��190�David Bliss�Lincolnshire County Council Social services����Lincolnshire County Council����Orchard House����Orchard street����Lincoln��192�Kevin Dillon�London Borough of Sutton����Civic Offices����St Nicholas Way����Sutton����SM1 1EA���� ����kevin.dillon@sutton.gov.uk��193�Alison Davis�Devon County Council���� ����alison.davis@devon.gov.uk��226�Deborah Brayshaw�Independent - currently with NSPCC���� ����dbrayshaw@partner.nspcc.org.uk��194�Len Gooblar�Abbott Laboratories����Government Relations Manager����Abbott Laboratories����Norden Road����Maidenhead����Berkshire SL6 4XE���� ����Len.gooblar@abbott.com��196�Ian Vinall�West Sussex County Council���� ����ian.vinall@westsussex.gov.uk��195�Liz hill�Enfield Council���� ����liz.hill@enfield.gov.uk��197�Pat Matheson�Oxfordshire County Council����Children's Services Learning & Culture����Bury MBC����Children and Young People's Strategic Partnership����Castle Buildings����Market Place����Bury MBC����BL9 0LT��203�Christine Lenehan�Council for Disabled Children����National Children's Bureau����8 Wakley Street����London����EC1V 7QE��205�Alison Stephenson�Stockton-on-Tees LEA����Education, Leisure and Cultural Services����PO Box 228����Municipal Buildings����Church Road����Stockton����TS18 1XE��207�Anonymous�National Association of Connexions Partnership����5-15 Watson’s Chambers����Castle Square����Sheffield����S1 2GH��208�Rod Tait�Connexions Lincolnshire and Rutland����Witham House����Pelham Centre����Canwick Road����Lincoln����LN5 8HE��211�Janet Sheard�Nottingham City Primary Care Trust����Buwell Health Centre����Main Street����Bulwell����Nottingham����NG6 7QJ��214�M Pape�Nottinghamshire County Council����County Hall����West Bridgford����Nottingham����Nottinghamshire����NG2 7QP��215�Martin Lightfoot�Connexions Tyne and Wear����Unit 10����Kingfisher Way����Silverlink����Wallsend����Tyne and Wear��217�Sally Jones�Connexions South Yorkshire����1 Arena Link����Broughton Lane����Don Valley����Sheffield����S9 2DD��219�William Abe�NE Lincolnshire ISA Project/NEL CYPSP����Children's Fund����Unit 4����Acorn Business Park����Moss Road����Grimsby����NE Lincs����DN32 0LT��220�Susan Crorken�Burnley, Pendle and Rossendale PCT����Trust Headquarters����31-33 Kenyon Road����Lomeshaye Estate����Nelson Estate����Lancashire��221�Alison Jeffery�East Sussex CYPSPc/o ESCC����c/o East Sussex County Council����St Anne's Crescent����Lewes����East Sussex���� ����Sharon Paine [Sharon.Paine@eastsussex.gov.uk]��222�Lynne Williams�Advisory Teaching Service����Juniper Avenue����Matson����Gloucester����GL4 5UZ���� ����COPAS, Carol [carol.copas@gloucestershire.gov.uk]��223�Martin Hazlehurst�Rainer����Rectory Lodge����High Street����Westerham����Kent����TN16 1JF

���� ����Gemma Buckland [gemma.buckland@raineronline.org]��225�John Harris�Hertfordshire County Council Children, Schools and Families����County Hall����Hertford����SG13 8DF��227�Harriet Martin�National Association of Principal Educational Psychologists����County Hall, Cauldwell St., Bedford MK42 9AP���� ����harriet.martin@bedscc.gov.uk��228�Karen Walker�Airedale NHS Trust���� ����karen.walker@anhst.nhs.uk��230�Julie Smeed�Nottingham City PCT Community Midwifery Service����NHS����1 Bailey Street����Old Basford����Nottingham����NG6 5FS���� ����julie.smeed@nottinghamcity-pct.nhs.uk��231�Rob Sabin�Warwickshire Clubs for Young People����The James West Centre����Riverside����Adelaide Road����Leamington Spa����CV32 5AH���� ����someone@wabc.freeserve.co.uk��232�Ian Fryer�Connexions West of England����4 Colston Avenue����Bristol����BS1 4ST���� ����Ian Fryer [ifryer@ConnexionsWest.org.uk]��233�Vidya Young�Hampshire County Council����Information Sharing & Assessment����Social Services Department����Trafalgar House����Winchester����SO23 8UQ���� ����vidya.young@hants.gov.uk��234�Katherine Sullivan�Scope����6 Market Road����London����N7 9PW���� ����katherine.sullivan@scope.org.uk��235�Amanda Gibson�Northumberland Social Services Department����County Hall����Morpeth����Northumberland����NE61 2EF���� ����agibson@northumberland.gov.uk��236�Gerard Gudgion�Oldham Children and Young People's Partnership���� ����Gerard.gudgion@oldham.gov.uk��248�Suzanne Grogan�Somerset County Council���� ����segrogan@yahoo.com��238�Anita Haliday�St Paul's Community Development Trust����Hertford Street����Balsal Heath����Birmingham����B12 8NJ���� ����Anita Halliday [anita.halliday@stpaulstrust.org.uk]��239�Maggie Lilburn�Gateshead Primary Care Trust����Dunston Hill Hospital����Whickham Highway����Gateshead����Tyne & Wear����NE11 9QT���� ����ros.potts@ghpct.nhs.uk��240�Jim Dobson�Stockport MBC����Lapwing Centre����Lapwing Lane����Brinnington����Stockport���� ����james.dobson@stockport.gov.uk��242�Judith Ellis�Association of Chief Children's Nurses (ACCN)����Great Ormond Street Hospital for Children NHS Trust����Great Ormond Street����London����WC1N 3JH��243�Helen Strong�Social Services����Central House����Gladstone Street����Darlington����DL3 6JX���� ����helen.armstong@darlington.gov.uk��244�Patrick Tomlinson�SACCS����Mytton Mill����Montford Bridge����Shrewsbury����SY4 1HA���� ����patrick.tomlinson@saccs.co.uk��245�Ruth Hardman�Salford City Council����Crompton House����100 Chorley Road����Swinton����Manchester����M6 6BP���� ����Hardman, Ruth [Ruth.Hardman@salford.gov.uk]��247�John Harris�Hertfordshire C&YP Strategic Partnership����County Hall����Pegs lane����Hertford����SG13 8DF���� ����john.harris@hertscc.gov.uk��252�Judy Leggett�Chair of Governors at Middle School����30 Garrick Green����Old Catton����Norwich����NR6 7AL��253�Anonymous�Buckinghamshire County Council����Nick Powley and Stephen Bagnall����Buckinghamshire County Council����County Hall����Walton Street����Aylesbury����Bucks����HP20 1UZ��254�Susie Figg�Connexions Somerset (Yeovil Office PA's)����Yeovil Connexions Centre����40-42 Hendford����Yeovil����BA20 1UW��255�Pamela Harvey�Directorate of Social Care and Health����Walton Building����PO Box 11����Martin Street����Stafford����ST16 2LH���� ����wendy.thornley@staffordshire.gov.uk��257�Juliet Norman�Bristol North Primary Care Trust����King Square House����King Square����Bristol����BS2 8EE��261�Adrian Wells�Dorset and Somerset Strategic Health Authority���� ����adrian.wells@dsha.nhs.uk��258�Anonymous�RTB Associates����31 Victoria Road����London����N4 3SJ��260�Anonymous�Coventry C 7 YP's Partnership����Council House����Earl Street����Coventry���� ����Carter, Debbie [Debbie.Carter@coventry.gov.uk]��262�Rebecca Riley�Director of Care����Rainbows Children's Hospice����Lark Rise����Loughborough����Leicestershire����LE11 2HS���� ����beccariley@rainbows.co.uk��264�Penny Penny�ISA Project����Room G07b Education Dept����Town Hall, Hornton Street����London W8 7NX���� ����Penny.Penny@rbkc.gov.uk

��266�Margaret Green�Child Protection Department����Sycamore House����St Mary's Hospital����Greenhill Road����Leeds����LS12 3QE���� ����mgreen@nhs.net��271�Helen Sanderson�34 Broomfield Rd����Heaton Moor����Stockport SK4 4ND���� ����helen@helensandersonassociates.co.uk��268�David Yarnell�Doncaster MBC����Haynes House����Haynes Road����Thorne����Doncaster����DN8 5HS��269�Mandy Hill�London Borough of Redbridge����Room 343����3rd Floor����Ley Street House����497-499����Ley Street����Ilford����Essex����1G2 7QX���� ����helen.murphy@redbridge.gov.uk��270�Graham Badman�Kent County Council����Education and Libraries����Sessions House����County Hall����Maidstone����Kent����ME14 1XQ���� ����nikki.patient@kent.gov.uk��272�Sue Hare�Rotherham Children and Young People's Services����1st Floor����Norfolk House����Walker Place Rotherham����S65 1AS���� ����sue.hare@rotherham.gov.uk��274�Trish Bissett�London Borough of Merton, Children's Services,����Merton Civic Centre����London Road����Morden����Surrey����SM4 5DX���� ����trish.bissett@merton.gov.uk��275�Clive Acraman�Sure Start Waterbridge����Suite 3����Linden Business Suite����Linden Road����Colne��276�Lindsay Smith�Durham County Council Education����Educational Psychology Service����Education Development Centre����Enterprise Way����Spennymoor����Co Durham����DL16 6YP��277�Barbara Rayment�Youth Access and the National Youth Agency����2 Taylors Yard����67 Alderbrook Road����London����SW12 8AD��278�Sue Roughton�North Yorkshire Child Protection Health Advisory Group����Selby & York PCT HQ����37 Monkgate����York Heath Services����YO31 7PB���� ����slroughton@ntlworld.com��282�Ann Domeney�Slough Borough Council����Town Hall����Bath Road����Slough����SL1 3UQ���� ����madeline.grato@slough.gov.uk��283�Laura Ritchie�Croydon CYPSP incor Children's Trust & ACPC����Taberner House����Park Lane����Croydon����CR9 2BA���� ����laura.ritchie@croydon.gov.uk��284�Jane Henry�Local Preventive Strategy Steering Group����c/o Joint Commissioning Unit����Whittle Court����Town Road����Hanley����Stoke-on-Trent����ST1 2QE���� ����jane.henry@northstaffs.nhs.uk��285�Christine Russell�Dudley Children and Young People's Partnership����Commissioning and Review����6 St James’s Road����Dudley����DY1 3JL���� ����christine.russell@dudley.gov.uk��286�Janet Palmer�London Borough of Brent����6th Floor����Mahatma Gandhi House����34 Wembley Hill Road����Wembley����HA9 8AD���� ����manveen.patwalia@brent.gov.uk��288�Elizabeth Morgan�Birmingham Children's Hospital NHS Trust����Steelhouse Lane����Birmingham����B4 6NH���� ����jaki.kinghorn@bch.nhs.uk��289�Ian Angus�Metropolitan Police Service����Room 1.2.06����Cobalt Square����1 South Lambeth Road���� ����ian.angus@met.pnn.police.uk��290�Sue Barnett�Solihull MBC CYPSP����Solihull MBC����PO Box 20����Council House����B91 3QU���� ����sbarnett@solihull.gov.uk��291�Reece Buckley�East Sussex County Council, Education Welfare Service����East Sussex County Council����St Annes Crescent����County Hall����Lewes����East Sussex���� ����Reece.buckley@eastsussex.gov.uk��321�Andrea Elsdon�Norfolk Health Child Protection Team����Colman Road Health Centre����169 Colman Road����Norwich����Norfolk����NR4 7HG���� ����andrea.elsdon@norwich-pct.nhs.uk��295�Peter Lewis�London Borough of Enfield����7th Floor Civic Centre����PO Box 56����Silver St Enfield����EN1 3XQ���� ����caroline.hirst@enfield.gov.uk��296�Sandra Maxwell�Bracknell Forest Borough Council����4th Floor Time Square����Market Street����Bracknell����RG12 1JD��297�Bridget Robb�British Association of Social Workers����16 Kent Street����Birmingham����B5 6RD��298�John Baker�Plymouth C&YP Strategic Partnership����Department for Social Services����Plymouth City Council����Civic Centre����Plymouth����PL1 2AA��299�Lisa Payne�National Children's Bureau����8 Wakely Street����London����EC1V 7QE��301�Gwenlian Evans�Association of Teachers and Lecturers����7 Northumberland Street����London����WC2N 5RD���� ����csullivan@atl.org.uk��303�Sharon Godfrey�Sure Start, North Lincs PCT����West Common Lane MC����Dorchester Road����Scunthorpe����Lincs����DN17-1��304�Helen Norris�Bromley LEA����Phoenix Children's Resource Centre����40 Masons Hill����Bromley����Kent����BR2 9JG���� ����jackie.hornewood@phoenixsch.org.uk��311�Jeremy Cripps�Northumberland County Council����County Hall,����Morpeth,����Northumberland,����NE34 6AL���� ����jcripps@northumberland.gov.uk��322�Rachel Bendall�Connexions Somerset����Crescent House, The Mount, Taunton, Somerset TA1 3TT���� ����rbendall@connexions-somerset.org.uk��316�Di McNeish�Barnardo's����Tanners Lane����Barkingside����Ilford����Essex����IG6 1QG���� ����alison.webber@barnardos.org.uk��317�Paul Wilkinson�Connexions Cheshire and Warrington����Partnership Office����2 The Stables����Gadbrook Park����Northwich����CW9 7RJ���� ����paul.wilkinson@connexions-cw.co.uk��320�Susan Allan�Southampton City Council����14 Cumberland Place����Southampton����S015 5TU

��324�Keith Edwards�Warwickshire Children's Strategic Partnership����Children's Planning Section, Warwickshire SSD����Orion House, Athena Drive, Tachbrook Park, Warwick CV34 6RQ���� ����keithedwards@warwickshire.gov.uk��368�Liz Hemsley�Careers Bradford����Connexions Centre����1 John Street����Bradford����West Yorkshire����BD1 3JT���� ����liz.hemsley@careersb.co.uk��325�Jan Myles�National Association of Headteachers (NAHT)����1 Heath Square����Boltro Road����Haywards Heath����West Sussex����RH16 1BL���� ����Jan Myles [JanM@naht.org.uk]��328�Cynthia Cross�Social, Emotl and Behavioural Difficulties Assoc����Church House����1 St Andrews View����Penrith����Cumbria����CA11 7YF���� ����tedcole2@aol.com��331�Lianne Sahu�Sheffield Parent and Family Forum����54 Whirlow Court Road����Sheffield����S11 9NT���� ����jlsahu@blueyonder.co.uk��334�L Bayram�National Childminding Association (NCMA)����8 Masons Hill����Bromley����Kent����BR2 9EY���� ����liz.bayram@ncma.org.uk��336�Yvette Johnson�Royal College of Speech and Language Therapists����2 White Hart Yard����London����SE1 1NX���� ����Yvette Johnson [yvette.johnson@rcslt.org]��338�Issy Cole-Hamilton�Children's Play Council����8 Wakley Street����London����EC1V 7QE���� ����ICole-Hamilton@ncb.org.uk��339�Ros Garrod-Mason�Connexions Humber����24 Priory Tec Park����Hesel East����Riding����HU13 9PB���� ����rgarrod-mason@connexionshumber.co.uk��340�Roger Appleton�Wandsworth Borough Council����The Town Hall����High Street����London����SW18 2PU���� ����Miriam, Helen [hmiriam@wandsworth.gov.uk]��341�Ann-Marie McAuliffe�Early Childhood Forum (ECF)����8 Wakley Street����London����EC1V 7QE���� ����amcauliffe@ncb.org.uk��342�Sarah Hilton�Gloucester Social Services - FPSS Activities Team����Hill View House����North Upton Lane����Barnwood����Gloucester����GL4 3TL





��345�Richard Tiner�The Association of the British Pharmaceutical Industry (ABPI)����12 Whitehall����London����SW1A 2DY���� ����rtiner@abpi.org.uk��343�Nick Axford�Warren House����Dartington����Totnes����TQ9 6EG���� ����naford@dartington.org.uk��344�Sandy Cotton�Central London Connexions����125 Freston Road����London����W10 6TH���� ����sandy.cotton@rbkc.gov.uk��349�Chris Munday�Tower Hamlets Council����62 Roman Road����Bethank Green����London���� ����beatrice.bonna-ashiabor@towerhamlets.gov.uk��350�Cynthia Starkey�National Association of Connexions Partnerships����5-15 Watsons Chambers����Castle Square����Sheffield����S1 2GH���� ����Cynthia.Starkey@connexions-mob.org��351�Michele Moran�Barnsley Children and Young People Trust����BMBC����Wellington House����36 Wellington House����Barnsley����S70 1WA���� ����juliegovan@barnsley.gov.uk��352�Judith O'Loughlin�Liverpool City Council����1st Floor, Millennium House,����60 Victoria Street.����Liverpool����L1 6JQ���� ����Judith.O'Loughlin@liverpool.gov.uk��359�John Scott�National Institute for Mental Health in England����2nd Floor, Blenheim House����West One, Duncombe Street����Leeds LS1 4PL���� ����john.scott@dh.gsi.gov.uk��356�Rachel Kelly�London Borough of Ealing, IRT Project Board����Strategy Planning and Partnerships����2nd floor North-West, Perceval House����14-15 Uxbridge Road����London W5 2HL���� ����BoothM@ealing.gov.uk��357�Michael Readin�Lovelace Primary School����Mansfield Road����Hook����Chessington����Surrey����KT9 2RN���� ����michael.reading@btclick.com��358�Anne Futcher�Luton Borough Council����Unity House����111 Stuart Street����Luton����LU1 5NP���� ����FutcherA@luton.gov.uk��369�Martin Gaughan�Association for Professionals in Services for Adolescents (APSA)���� ����apsassoc@btopenworld.com��363�Elizabeth Clery�Royal National Institute of the Blind (RNIB)����105 Judd Street����London����WC1H 9NE���� ����Elizabeth.Clery@rnib.org.uk��364�Leonie Dawson�The Chartered Society of Physiotherapy����14 Bedford Row,����London WC1R 4ED���� ����dawsonl@csp.org.uk

��365�N Didlock�Turning Point����New Loom House����101 Backchurch Lane����London����E1 1LU���� ����nicola.didlock@truning-point.co.uk��367�Jenny Dunning�Bristol North Primary Care Trust����King Square House����King Square����Bristol����BS2 8EE���� ����jenny.dunning@bristolnorth-pct.nhs.uk��371�Mike O'Connor�SW Surrey CAMHS����61 Buryfields����Guildford����GU2 4AX���� ����Mike.OConnor@shb-tr.nhs.uk��372�Amanda Hatton�Blackpool Borough Council����Progress House����Clifton Drive����Blackpool��374�Andy Robertson�Bolton Social Services Depart����Le Mans Crescent����Bolton����BL1 1SA��375�Lucy Drescher�Sense����11 - 13 Clifton Terrace����London����N4 3SR���� ����Lucy.Drescher@sense.org.uk��383�Kulbinder Thandi�Children & Young People's Strategic Partnership����Children's Partnership Team����Kingston House����438 High Street����West Bromwich����B70 9LD���� ����Kulbinder.thandi@os-pct.nhs.uk��378�Alison Hart�Borough of Poole, Information Sharing & Assessment Project����c/o Children & Families Social Services����14a Commercial Road����Parkstone, Poole����BH14 0JW���� ����A.Hart@poole.gov.uk��379�Lorraine Morgan�Bath & North East Somerset Council����PO Box 25����Riverside����Temple Street����Keynsham����Bristol BS31 1DN���� ����Lorraine_Morgan@BATHNES.GOV.UK��380�Liz Carter�Church of England Education Division����Education Division����Church House����Great Smith Street����LONDON SW1P 3NZ���� ����liz.carter@boe.c-of-e.org.uk��381�C Lucey�West London Mental Health Trust����South East House����West London Mental House Trust����Uxbridge Road����Southall Middlesex���� ����Carol.Jervier@wlmht.nhs.uk��384�Ros Sinclair�Warwickshire Educational Psychology Service����22 Northgate Street����Warwick���� ����rossinclair@warwickshire.gov.uk��385�Lynn Beckett�Sandwell LEA - EYDCP����Early years & Childcare Unit����TDC����Popes Lane����Oldbury����West Midlands����B69���� ����lynn_beckett@sandwell.gov.uk��386�Charles Clark�Association of Chief Police Officers (ACPO) for the Youth Issues Group (YIG)����ACPO Youth Issues Group����Chief Constable’s Office����Essex Police����PO Box 2����Springfield����Chelmsford����CM2 6DA���� ����Michelle Bradley(formerly Hartard) [Michelle.Bradley@essex.pnn.police.uk]��387�Ian Vinall�West Sussex County Council����Sussex House����12 Crane Street����Chichester����West Sussex����PO19 1LJ���� ����Margaret.Tuckwell@westsussex.gov.uk��388�Glenys Allin�Calderdale Children and Young Peoples Strategic Management Partnership ]����1 Park Road����Halifax����West Yorkshire����HX1 2TU���� ����Gillian Simpson [Gillian.Simpson@calderdale.gov.uk]��389�Natalie Acton�London Borough of Lewisham����Strategy and Performance,����Social Care & Health����Town Hall Chambers����Rushey Green����Catford����London SE6 4RU���� ����Pam.Seymour@lewisham.gov.uk��390�Kathy Evans�The Children's Society����Edward Rudolf House����Margery Street����London����WC1X 0JL���� ����kse@childsoc.org.uk

��391�Anonymous�London Borough of Bromley, Oxleas NHS Trust, Vol Orgs, PCT����Children and Families����3rd Floor Stockwell Building����Civic Centre����Stockwell Close����Bromley��392�David Howard�Greater Merseyside Connexions Partnership Limited����Head Office����The Tea Factory����3rd Floor����82 Wood Street����L1 4DQ���� ����David.Howard@connexions-gmerseyside.co.uk��394�Ellen Chant�North Lincolnshire Children's Services����The Angel����Brigg����North Lincolnshire����DN20 8LD���� ����Ellen.Chant@northlincs.gov.uk��395�Mary Emson�East & North Hertfordshire NHS Trust����Lister hospital����Coreys Mill Lane����Stevenage����Hertfordshire SG14AB���� ����mary.emson@nhs.net��396�Matt Davies�ATD Fourth World���� ����daviesm@atd-uk.org��403�Richard Ward�Northamptonshire County Council����John Dryden House����8-10 The Lakes����Northampton����NN4 7DD���� ����RCWard@northamptonshire.gov.uk��405�Amelia Howard�School Home Support����Unit 6 Bow Exchange����5Yeo Street����London����E3 3QP���� ����Tomb@schoolhomesupport.org.uk��406�Jan Davies�Waltham Forest Community Services����Leyton Municipal Offices����High Road����London����E10 5QJ���� ����janice.davies@soc.ibwf.gov.uk��407�Daniela Stansby�Catholic Education Service����39 Eccleston Square����London����SW1V 1BX���� ����dstansby@cesew.org.uk��408�Frances James�Derby's Children and Young People Strategic Partnership����County Hall����Matlock����Derbyshire����DE4 3AG���� ����Arscott,Dianne (Education) [dianne.arscott@derbyshire.gov.uk]��409�Sue Williams�London Borough of Newham SSD and Health Education partners����1 High Street South����East Ham����London����E4 4EN���� ����sue.williams@newham.gov.uk��410�David Waite�City of York LEA����Mill House����North Street����York����YO1 6HQ���� ����david.waite@york.gov.uk

��411�Harry Harrison�Medway Council����Family and Adolescent Centre����67 Balford Road����Chatham����ME4 6QU���� ����Ellen.byrne@medway.gov.uk��413�Steve Hackett�Essex Southend and Thurrock Connexions����The Matchyns����London Road����Rivenhall End����Essex���� ����Hackett, Steve [Steve.Hackett@estconnexions.co.uk]��414�Terry Manley�Hartlepool Social Services Department����85 Station Lane����Seaton Carew����Hartlepool����TS25 1DX���� ����Terry.Maley@hartlepool.gov.uk��415�Patricia Walker�Haringey Council����Health and Social Care Policy Team����Civic Centre����High Road����London����N22 8LE���� ����patricia.walker@haringey.gov.uk��416�Bintu Tijani�Peterborough City Council����Education and Children’s Department����Bayard Place����Broadway����Peterborough����PE1 1FD���� ����Baxter Mary [AAD889@peterborough.gov.uk]��419�Iain Low�Manchester City Council - Joint Children's Unit����3rd Floor Overseas House����Quay Street����Manchester����M3 5BB���� ����Iain Low [iain.low@notes.manchester.gov.uk]��422�Derek Cox OBE�New Avenues Youth and Communities����162 Brick Lane����Bethnal Green����London����E1 6RU��423�Bridget Hilton�Hyndburn and Ribble Valley Primary Care Trust����Red Rose Court����Clayton Business Park����Clayton Le Moors����Accrington����BB5 5JB���� ����kristianne.ackland@hrvpct.nhs.uk��425�Barry Hitchen�Connexions York and North Yorkshire����Marlborough House����York Business Park����Nether Poppleton����York��427�Steve Love�Hampshire County Council - Information Sharing and Assessment����Hampshire County Council����Social Services����Trafalgar House����The Castle����Winchester����Hampshire SO23 8UQ��429�Jill King�Western Sussex PCT����Amberley Building����9 College Lane����Chichester����West Sussex PO19 6FX��430�Polly Landsberg�Islington PCT Trust����Health Centre����Hornsey Rise����Islington����N19 3YU��431�Naomi Smith�Slough PCT����61 Moor Road����Holyport��435�Sue Imbriano�Buckinghamshire County Council����County Hall����Walton Street����Aylesbury����Bucks����HP20 1UA��436�Janet Dawes�Sure Start Waterbridge����Lancs��437�Annie Corn�Gloucestershire Education Welfare Service����Education Welfare Service����Tuffley Centre����Grange Road����Tuffley����Gloucester���� ����www.gloucestershire.gov.uk��440�Patricia Farren�Connexions West Yorkshire����Park View House����Woodvale Office Park����Woodvale Road����Brighouse��442�Breeda Williams�Calundon Castle School����Axholme Road����Wyken����Coventry����CV2 5BD��446�Jean Laidlaw�NHS����Mansfield Park Surgery����Lymington Bottom Road����Medstead����Hants��

�

Common Assessment Framework

List of Respondents who have offered help or wish to be included in the pilots etc.



Ref�Organisation / Address�Summary��16�Tom O’Loughlin

 Bolton Advice and Assessment�Bolton has a reasonable start due to 8 years experience of the child concern model. Have established rolling programme of multi-agency training. ��63� Hampshire County Council

 County Office

 Education Dept

 The Castle

 Winchester

 Hampshire�Support the initiative and if you feel that Hampshire county council could assist with any developments please get in touch.��100�Brighton and Hove Children's Trust 

Kings House

Grand Avenue

Hove

East Sussex

BN3 2LS�Group are very supportive and keen to begin implementation in Brighton and Hove.��103�Shropshire County Council 

Shirehall Abbey 

Foregate 

Shrewsbury 

SY2 6ND�Shropshire has made significant progress bedding down their own common assessment in the identification and referral tracking pilot areas.  They will be rolling out the processes involved to the whole country over 2005/6 and look forward to working with you and improve and refine this important initiative.��109�Princess Royal Trust for Carers

afox@carers.org�Happy to submit examples of multi agency young carer’s assessments from around the UK.��145�Association of Educational Psychologists (The) 

26 The Avenue 

Durham 

DH1 4ED�If the DfES is proposing to set up subsequent consultations on the nature and format of the CAF itself, we would wish to provide more helpful responses.��151�IRT Trailblazer for Telford & Wrekin and Shropshire

IRT Trailblazer Project Madeley Training Centre, 

Court Street, 

Madeley, 

Telford, 

Shropshire, 

TF7 5DZ.�Look forward to information about training and applying the new initiative. Document is weak in addressing how practitioners complete CAF were child/YP refuses to engage/consent.  Their local sharing protocol addresses this.��157�Connexions Leicestershire 

2nd Floor 

6 Millstone Lane 

Leicester 

LE1 5JN�Subject to ensuring Connexions is covered for implementation changes and of clarification linking CAF and APIR processes and frameworks they look forward to pilot as a key member of the local IRT pilot.��162�Nottinghamshire County Council

Nottinghamshire Area Child Protection Committee 

Social Services Dept 

Nottinghamshire County Council County Hall 

Bridgeford 

Notts�Nottinghamshire ACPC is supportive of the principles behind CAF and is keen to work towards its implementation in the county.��166�WDC Children's Services

PO Box 156 

Shute End 

Wokingham 

Berks 

RG40 1WN�Wokingham have developed a common assessment tool kit.  We would be keen to trial its use as part of a national pilot programme.��190�Lincolnshire County Council Social services

Lincolnshire County Council 

Orchard House 

Orchard street 

Lincoln�Need to know urgently who ‘the first wave authorities’ will be although would also welcome consultation about how they are to be selected.  For those selected (and they would not by choice want to exclude themselves from this group), planning needed to start at least 3 months ago for implementation between April 2005 and April 2006.��192�London Borough of Sutton

Civic Offices 

St Nicholas Way 

Sutton 

SM1 1EA�Would welcome a positive response to their request to be the first wave.��224�Contact a Family 

209-211 City Road

London 

EC1V 1JN�Multiplicity of assessments endured by disabled children and families.  This is a complex issue and they would be very happy to work with you to develop the CAF framework to meet disabled children’s needs.��244�SACCS

Mytton Mill 

Montford Bridge 

Shrewsbury 

SY4 1HA�Recommends that working groups need to be set up to look at specific issues, including the interface between specialist assessments and CAF, and SACCS would like to offer its involvement in this.��273�National Association of Paediatric Occupational Therapists

McElderry@Napot.fsworld.co.uk�Would welcome further opportunities for stakeholder engagement in plans to adapt the materials.��283�Croydon CYPSP incorp Children's Trust & ACPC

Taberner House 

Park Lane 

Croydon 

CR9 2BA�Included examples of some of their own work, including a common assessment pathway, definition of vulnerable and process map, developed before central proposals, Would be happy to discuss these further if it would help.��294�Leicestershire LEA 

bmason@leics.gov.uk�Would wish to be involved in further consultation as the detail of the process is developed.��309�The Children's Society

Project Manager 

National Young Carers Initiative 

The Children’s Society 

Unit 2 Wessex Business Park 

Wessex Way 

Colden Common 

Hampshire 

SO21 1WP�Contact them to arrange an opportunity to share information.  They did not hear about the events in October so could not attend.��316�Barnardo's

Tanners Lane 

Barkingside Ilford 

Essex

IG6 1QG�Barnardo’s welcome the aims of the common assessment framework and would be glad to be involved in further consultation

As the details are finalised.��334�National Childminding Association (NCMA)

8 Masons Hill 

Bromley 

Kent 

BR2 9EY�NCMA would keen to explore with the working group how community child minding networks could be used in the implementation phase within Trailblazer and other first wave authorities from April 2005. Two potential community childminding networks (Kent and Hampshire) could be involved and they could provide more information on this.��335�Lancaster University

ISA research reference group

Lancaster

LA14UY �Pleased to progressively inform on their research findings.��358�Luton Borough Council 

Unity House 

111 Stuart Street 

Luton 

LU1 5NP�Look forward to seeing more detail of the Framework and materials and hope that there is a further opportunity to input into their development.��371�SW Surrey CAMHS 

61 Buryfields 

Guildford 

GU2 4AX�Provides an example of an initial specialist assessment that may be useful as a guide.��375�Sense 

11 - 13 

Clifton Terrace 

London 

N4 3SR�Sense would welcome the opportunity to be involved in discussions relating to its implementation with disabled children and their families. ��401�Birmingham City Council

BIRMINGHAM CITY COUNCIL 

THE COUNCIL HOUSE 

VICTORIA SQUARE 

BIRMINGHAM 

B1 1BB�Would be interested in discussions with DfES to become a pilot area for CAF.��411�Medway Council

0163403310429�Completed a power point based demonstration of a CAF style system.  It may be helpful to share this with the Reference Group for discussion.��416�Peterborough City Council 

Education and Children’s Department 

Bayard Place 

Broadway 

Peterborough 

PE1 1FD�The local strategic partnership for children and young people in Peterborough is committed to the philosophy that underpins the introduction of the CAF and is eager to take forward its implementation.��418�Mayor of London Office

02079834158�The Mayor of London welcomes the approach set out in the consultation paper and the opportunity to comment on further guidance as it is developed.��432�School of Psychology

University of East London

Stratford Campus

Romford Road

London E15 4LZ

02082234495�Wants to contribute directly to the continuing work on developing the CAF.��438�Multi Agency Quality & Performance Children 

Social Services Headquarters 

Brunswick House 

Strand Close, 

Beverley Road, 

Hull, 

Hull HU2�Hull has already appointed dedicated staff for CA development and has commenced a pilot process.  They are currently developing aspects of CAF for the pilot including process, guidance, recording tools etc.  ��443�General Teaching Council (GTC)

Dawn.Samwell@gtce.org.uk

�GTC wish to be consulted and involved in the development of the CAF.��
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