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Structure of the work and of this report 
 
The work of the task and finish group was carried out through a series of three full 
group meetings, rounds of separate one-one discussions and interviews and several 
case study visits. This evidence fed into this report for Ministers. The good practice 
in information-sharing captured by the task group has been collated and will be 
made available to local commissioners and providers through the website of the 
DfE’s current Foundation Years strategic partner (4Children). 
 
In addition to the work of the group, we have called upon findings of recent national 
reports including the Munro Review of Child Protection, the Department of Health’s 
(DH) report Celebrating Early Implementer Achievement – One Year On, the 
National College for School Leadership’s Highly effective leadership in Children’s 
Centres report, and the DH health visitor delivery partnership commissioned report, 
Children’s Centres and health visitors: unlocking the potential to improve local 
services for families’ 
 
While the views in this report have been developed with input from DfE and DH 
officials, they do not necessarily always reflect current government policy. Instead, 
they are intended to stimulate discussion about how policy might further develop in 
future, so as to meet the high aspirations which government holds for the future of all 
children, and for disadvantaged and at-risk children in particular.  
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Information	  Sharing	  in	  the	  Foundation	  Years	  ‘Task	  and	  
Finish’	  Group	  

	  
Executive	  summary	  

 
1. The need for a task group on information-sharing is illustrated by real-life 

experiences like those below. 
 

A six month-old child of a depressed mother in a failing relationship, where 
the local children’s centre did not know of her existence and so was unable to 
provide support.  
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A private nursery where staff did not share concerns about possible 
safeguarding issues because they were afraid they would lose the parent’s 
trust and subsequent custom. 
  
A young disabled child whose parents had multiple appointments on different 
days with various professionals at a Child Development Centre, because staff 
believed that information governance rules prevented them from sharing 
information. 
 
A three-year-old child attending a nursery where staff, noting that she did not 
talk a great deal, decided to ‘give her a term to settle in’ before taking action, 
not knowing that she had previously had support from a home-visiting service 
coordinated by speech and language therapists. 
 

2. Information exchange about young children is an issue for all agencies 
providing education, health and social care services. Currently, local 
authorities struggle to get basic information from the health service about live 
births, so that children’s centres can let new parents know about the services 
they offer; the health service struggles to get information about what schools 
children attend so that school nurses can pass on vital information about 
healthcare needs to teachers. Education and children’s services staff are not 
always sufficiently aware of parents’ rights to be asked for consent to share 
information. They may, for example, discuss information with health staff 
about a family’s difficulties without seeking an agreement first.  Conversely, 
information governance models in health services can place a stress on 
confidentiality that goes way beyond sensible sharing of information about a 
child’s developmental status and needs.  

 
3. Finding a solution to the problem of failure to transfer basic bulk data (such as 

live births) is urgent. In April 2013, the NHS Commissioning Board will take 
over commissioning of the Birth to Five Healthy Child Programme from 
Primary Care Trusts, potentially putting at risk the few local agreements that 
have so far been reached on the transfer of bulk data on live births from the 
NHS to local authorities so that they can notify children’s centres. In 2015 
commissioning of the Birth to Five programme will pass to local authorities, 
along with responsibility for commissioning Child Health Information Systems. 
Local authorities will simply not be able to fulfil these roles without adequate 
information from the NHS.  
 

4. When we asked parents for their views on information sharing, they told us 
that they want an appropriate level of information shared with their consent, 
in a timely, efficient manner in order to better deliver the support services that 
they need. In fact, this is what the majority of parents assume is already 
happening; they are surprised and often shocked to find that it is not.  

 
5. We have explored the barriers to information sharing and concluded that 

lingering issues are more about institutional and professional practice and 
culture than national regulation. Current legislation and guidance all make 
clear that information can be shared if there are agreed local processes 
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designed to meet specific legal requirements about confidentiality, consent 
and security of information. Recent changes to the law, with the passing of 
the Health and Social Care Act, may make the transfer of bulk information 
even easier. In addition the proposed reforms to Special Educational Needs 
and Disability provision for children and young people from birth to 25, which 
are due for implementation from 2014 as part of the Children & Families Bill, 
place a strong emphasis on early intervention and the need to work across 
professional boundaries so as to ensure good outcomes for children. 

 
6. The barriers therefore are less about actuality and more about the clarity of 

existing guidance, whether different groups of professionals have actually 
seen it, and about professionals’ attitudes and beliefs. Barriers include:  

 
• Published guidance/information – lack of up-to-date guidance 

/information that is straightforward about what information can and cannot 
be shared in a context of integrated working. 

• Trust and different cultures – the need to build trust between health, 
social care and children’s service staff.  

• Strategic leadership – lack of dedicated strategic local leadership to 
champion information sharing and reinforce its benefits.  

• Weak operational management – some managers may not understand 
the benefits of integrated working, or give staff time to work together and 
build trust.  

• IT systems – incompatible IT systems make it difficult to share 
anonymised or aggregated information, as well as case-by-case and pre-
planned or bulk information. IT systems, both between agencies and within 
a single agency, simply do not ‘talk’ to each other.  

• Awareness of the role of children’s centres – health staff are not 
always aware of the current role and core purpose of children’s centres, 
which are sometimes seen as stigmatising rather than universal. This can 
lead to practitioners making their own individual decisions about the 
benefits and value of sharing information rather than applying consistent 
protocols. 

 
• Continuous professional development / education and training – a 

lack of a consistent explicit focus on information sharing in the context of 
integrated working in current professional development frameworks for 
the range of staff who work with young children and their families. 

 
• Cross border working – transferring information about families who move 

from one local area to another, or about families who live in one area but 
are registered with services in another is a constant challenge.  
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• Specific challenges – communicating the benefits of information sharing 
and seeking consent to share can be challenging where with families have 
literacy or language needs. 

 
7. Overcoming these barriers will require action by central government, by 

regulators, by local commissioners and service managers, and by 
practitioners and their professional bodies. Some of the issues can be 
resolved by strengthening information sharing lines in strands across a range 
of current national guidance. Others, such as the use of the NHS Number to 
provide a link between health and schools data for children and young 
people, may be more contentious.  

     
 

8. The most challenging barriers, those relating to different cultures of working 
and lack of trust between different groups, will take even longer to address. 
Ultimately they are about the professionalisation of the early years workforce, 
and about integrated teams working together from children’s centres, with 
health visitors as the crucial ‘bridge’ to the GP practice and to school nurses, 
and children’s centre staff as the vital bridge to any early years settings the 
child may be attending. 

	  
9. Our report makes the following recommendations for Ministers to consider:  

 
A single birth to five ‘programme’, jointly commissioned 

 
• At national level, government consider integrating its guidance on the core 

purpose and accountabilities of children’s centres with its guidance on the 
new role of health visitors and the shape of the Healthy Child Programme. In 
our view, there should be a single birth to five ‘programme’, setting out a 
single set of outcomes for children and families, the roles and responsibilities 
of different agencies and professionals in delivering these outcomes, and a 
single ‘reward’ system for achieving them. The key to information sharing is 
working together within such a shared outcomes framework. Much of this is 
already in place through the proposed set of Public Health outcomes; 
additional outcomes have been suggested by the Children and Young 
People’s Health Outcomes Forum, and we support their recommendations.  

 
• Government amend the draft SEN provisions to	  specify that at local level joint 

commissioning of integrated education, community child health and care 
provision should apply to all children and young people, not solely those with 
special educational needs (SEN). We found effective information sharing to 
be best promoted where joint commissioning of this nature was in place 
across current local authority and health structures. Much SEN is preventable 
if appropriate, integrated preventive services are provided early on; for 
example if health visitors, children’s centres, speech and language therapists, 
school nurses and mental health workers provide integrated services to 
children and families where early concerns are picked up through the Birth to 
Five Healthy Child Programme.  

 
Data and IT 
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• DH explore the feasibility of providing regular updates of bulk data on live 
births to each local authority for their resident populations. This could possibly 
be done via the DfE, using statutory or common law powers. Examples of joint 
working between DH and DfE in 2007 established that legal, technical and 
privacy issues can be overcome and that it can be done without reliance on a 
central database. 
 

• Should this not prove feasible, clarification on the legal aspects of sharing 
bulk live birth data with local authorities should be provided to NHS bodies, to 
ensure that all concerned understand that all such sharing for care purposes 
is legal and does not require parental consent. 

 
• Government adopt the recommendation of Children and Young People’s 

Health Outcomes Forum on the potential use of the NHS Number to provide a 
link between health and schools data for children and young people for care 
purposes and for communicating with care providers. If it is technically 
possible to link the NHS number to the Unique Pupil Number on the National 
Pupil Database, it would not then be necessary to adopt a unique identifier 
across the education and health sectors.   

 
• Government adopt the recommendation of Children and Young People’s 

Health Outcomes Forum that the interoperability standards, to be required in 
the future of NHS and social care information systems under new Department 
of Health guidance, be applied also to interoperability with education systems. 
 

• DfE consider how Early Years Foundation Stage Profile (EYFSP) data can be 
provided to local authorities on children who access or have accessed 
Children’s Centre services in that local authority but attend school in another. 

 
Published guidance 
 
• Opportunities are taken to strengthen guidance on information sharing for 

children in the Foundation Years within existing reviews and programmes 
(Caldicott 2 and any subsequent changes to information governance on-line 
training tools, Working Together, SEN Code of Practice, revisions to Sure 
Start Children’s Centres Statutory Guidance, Health and Social Care 
Information Centre publications, the work on an integrated review for two year 
olds). Guidance should provide an unequivocal message that information can 
and should be shared with parents’ informed consent, and might draw on a 
model which distinguishes information sharing within a children’s centre multi-
agency team, or any other established team who are working with a child and 
family, and information sharing beyond that established team (Appendix C). 

 
• Government publish in hard copy and place on all relevant websites slimmed-

down guidance on information sharing based on the existing booklet NHS 
Services and Children's Centres - how to share information appropriately with 
Children's Centre Staff. 

 
• DH include a piece for parents about information sharing, its benefits, how 

they will be consulted and how they can use the Personal Child Health 
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Record (Red Book) to share information in the NHS Digital Information 
Service for Parents, NHS on-line and on other key information portals . A 
similar piece about the Red Book should be developed for professionals. 

 
• Government publish clear information about the role of children’s centres 

aimed at health professionals (notably GPs) and clear information about the 
role of the expanded health visitor workforce and the Healthy Child 
Programme aimed at early years practitioners. 

 
• The electronic and paper Personal Child Health Record should include a 

parent-held record of the child’s communication and language, physical and 
personal, social and emotional development from birth to five development, 
and a record of any additional support the child has had from any agency. 

 
• DH update Pathways developed for maternity services, health visitor services 

and school nurses to more formally reference information sharing, and also 
provide web-based models of birth to five Pathways which integrate health 
and education services. The National Maternity Pathway should include 
sharing of basic live birth data with local authorities as a matter of course.  

 
• The Children’s Improvement Board ensure that professional standards on 

information sharing/confidentiality form part of integrated working documents 
it is currently reviewing, particularly those on induction and the Common Core. 

 
Occupational standards and training frameworks 
 

• DfE ask 4Children as its strategic partner to develop an e-learning module on 
information sharing in the early years for use by practitioners from children’s 
centres, and education, health and social care services.   
 

• DfE ask the National College to build professional standards on information 
sharing into its commissioned work to develop an evidence-based approach 
to outreach and family support, which we understand to include ‘defining and 
building the professional identity of outreach and family support workers’.  

 
• DfE ask the National College to include effective information governance in its 

work on standards for children’s centre leaders, in associated qualifications, 
and in the work of its Children Centre Leadership network. 
 

• The National College and DfE explore, in light of the Government response to 
the Nutbrown review, how information-sharing training for the early education 
and childcare workforce can be made available and possibly accredited 
through qualifications. 

 
• DH review existing Healthy Child Programme e-learning modules for health 

professionals to emphasise the benefits of appropriate information sharing 
within the context of integrated early years working.  

 

Regulation 
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• The revised Ofsted inspection framework for Sure Start Children’s Centres 
should set clear expectations about information sharing, including the data 
that needs to be shared to demonstrate access to services and the impact of 
services on outcomes for families.  

• The professional and regulatory bodies of relevant health professions 
(therapists, GPs, paediatricians, school nurses, midwives and health visitors) 
consider issuing a joint statement on information sharing. 

• The Health and Care Professions Council consider the implications of this 
Task Group’s report for its review of competencies for different Health Care 
Professional groups. 

Local commissioning and service provision 

• Local agencies consider the models of good practice in information-sharing 
which have been provided to this task group in the course of its work, and 
made available on the website of the DfE’s strategic partner for the 
Foundation Years. These include model local agreements on information-
sharing, ways of involving GPs, and model contracts for children’s centre staff 
which include confidentiality requirements.  
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	  Background	  
 
1. Evidence consistently shows that effective and appropriate information sharing 

underpins robust integrated working, which in turn leads to better outcomes for 
children and families. In Supporting Families in the Foundation Years1 (July 
2011), the Department for Education (DfE) and the Department of Health (DH), 
committed to working with sector partners to promote good practice and 
overcome lingering barriers to effective sharing of data and information amongst 
the early years workforce.   

 
“Effective information-sharing between children’s centres and their health partners promotes a 
shared understanding of local assessment and referral procedures and helps with good 
decision making. Sharing birth and maternal data makes a real difference to local planning. 
There are many examples where health agencies, working alongside children’s centres, have 
developed ways of doing so with the informed consent of families. However, in some areas it 
has proved more difficult to reach agreement on information-sharing. This is a priority for 
helping to make local services more effective, particularly for vulnerable families.”  

 
2. In recent years there have been attempts at a national level to improve 

information sharing, including through specific work within Foundation Years 
services. Nevertheless we continue to be told that information sharing remains a 
problem in some but not all areas, particularly between health, education and 
social care services but also within these services.  

 
“Health rarely share information that could be utilised effectively to improve outcomes for 
children, therefore, often much valuable time is spent finding these families rather than 
supporting them”  
(children’s centre staff member)  
 
“The transfer of information between early years settings and schools is a real problem. The 
voluntary sector feel that schools don’t take any notice of the information they provide, so 
many of them have given up.”  
(Early years lead in a local authority) 
 
“Information isn’t always transferred from acute to primary care. A child can have been in 
hospital and the school nurse in a special school knows nothing about it when they come out”. 
 (Early Support programme lead) 
 
“Social workers and children’s centres may not share information. A family may be near the 
threshold for social work support or have had help with a previous child protection issue, and 
the children’s centre may not know. A children’s centre can be working intensively with a 
family, not knowing that a social worker is involved – and vice versa.”  
(children’s centre lead) 
 

3. In response to these issues, a joint ministerial request established a short-life 
‘task and finish’ group to: 

 
• explore and reflect on how exemplar information-sharing practices 

already in train in many local areas can be further promoted;  
                                            
1 http://www.education.gov.uk/childrenandyoungpeople/earlylearningandchildcare/early/a00192398/supporting-
families-in-the-foundation-
yearshttp://media.education.gov.uk/assets/files/pdf/s/supporting%20families%20in%20the%20foundation%20yea
rs.pdf  
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• identify any ongoing barriers which different local partners experience to 
information sharing; 

• make recommendations about how barriers to information sharing might 
be overcome. 

 
The group met three times between May and July 2012. Membership included a 
wide range of health and education professionals. The main focus of the work 
has been on information sharing between early years practitioners (e.g. leaders 
and staff in children’s centres, early education and childcare settings) and health 
professionals (e.g. midwives, health visitors, allied health professionals), but we 
also touched on information sharing within services and with social care. As part 
of discussions we have looked at both information sharing of pre-planned bulk 
data (e.g. new birth data) and case by case individual data (e.g. about a 
particular child or their family). 

 
4. The work has also taken into account the broader, cross-government, context of 

balancing ‘protecting people’s confidential information’ with enabling public 
services to share information about people effectively and appropriately, to help 
target support to those in greatest need. 
 

5. It has taken place against a background of change which makes solutions to the 
problem of inadequate information-sharing ever more pressing. In April 2013, the 
NHS Commissioning Board took over commissioning of the Birth to Five Healthy 
Child Programme from Primary Care Trusts, potentially putting at risk the few 
local agreements that have so far been reached on the transfer of bulk data on 
live births from the NHS to local authorities so that they can notify children’s 
centres. In 2015 commissioning of the Birth to Five programme will pass to local 
authorities, along with responsibility for commissioning Child Health Information 
Systems. Local authorities will simply not be able to fulfil these roles without 
adequate information from the NHS.  

 
6. Another important context is the proposed reforms to Special Educational Needs 

and Disability provision for children and young people from birth to 25, which 
are due for implementation from 2014 as part of the Children and Families Bill, 
and place a strong emphasis on the need to work across professional boundaries 
so as to ensure good outcomes for children. This too will require effective sharing 
of information between professionals. 
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Why	  information	  sharing	  is	  important	  
 
 
7. Information sharing is an issue for everyone working with families, for families 

themselves and for those responsible for planning and commissioning services.  
It is equally relevant for education, health and social care services.  Good sharing 
of information impacts on families and people working in the Foundation Years in 
different ways: 

 
- Population data about children in the Foundation Years and their families enables 

the effective planning and commissioning of services via joint strategic needs 
assessment and enables local authorities and their health partners to meet 
proposed new statutory requirements to jointly commission education, health and 
care services for young children with special educational needs and disabilities. It 
helps commissioners to design early intervention programmes that reach those 
families that need help the most. 
 

- The provision of new birth data (i.e. information on children born within an area 
and their parents) and about families with children under five new to the local 
area by local health services enables children’s centres to contact parents 
directly and make them aware of the services available.  

 
- Good exchange of information between staff working in children’s centres, early 

years settings and health services prevents duplication of activity and makes best 
use of scarce resources – particularly time. 

 
- Information about the health and development of individual children or of relevant 

family circumstances enables health practitioners, children’s centres and early 
years settings to identify children and families in need of additional support to 
prevent poor outcomes early on, and take action. 

 
- In more serious cases, information sharing is essential in order to protect children 

and young people from harm, abuse or neglect. 
 
- Good exchange of information reduces frustration for families – particularly those 

that are already in contact with a range of additional support agencies.  
 
8. However, there remains uncertainty and hesitation, particularly amongst the 

health professions, about the legality and practice of sharing information which 
traditionally has been viewed as the property of health. As the legality of 
information sharing (and the current guidance) is less clear in situations other 
than safeguarding this can present a particular dilemma for integrated working 
across the health, social care, children’s centre and education workforce. To 
ensure integrated delivery of early years universal and the increasingly important 
targeted services agenda (universal plus and universal partnership plus, in the 
new model for health visiting), information needs to be shared more effectively 
across professional boundaries. 

 



13 
 

9. The effects of failure to share information appropriately are profound. Currently, 
local authorities struggle to get basic information from the health service about 
live births and notification of children moving into the area, so that children’s 
centres can let new parents know about the services they offer; the health service 
struggles to get information about what schools children attend so that school 
nurses can pass on vital information about healthcare needs to teachers. 
Education and children’s services staff are not always sufficiently aware of 
parents’ rights to be asked for consent to share information. They may, for 
example, discuss information with health staff about a family’s difficulties without 
seeking an agreement first. Conversely, information governance models in health 
services can place a stress on confidentiality that goes way beyond sensible 
sharing of information about a child’s developmental status and needs.  

 
10. Even where information is shared, timeliness is often an issue. In some localities, 

all pregnant women are referred to children’s centres for their antenatal 
appointments with the community midwifery team. This means that integrated 
support can be offered early, during pregnancy or in the early days after the birth 
– for example, to encourage smoking cessation, support breastfeeding or help 
build a social support system if the parent is isolated. In other cases, however, 
there is a time lag, with data sharing taking from one to three months (or in some 
cases two years) from the children’s birthdates, which means that families are 
not offered support until well after the period where they most need the services 
of the children’s centres, as well as those provided by midwives and health 
visitors. It can then be difficult to encourage the parents/carers to take up 
services once this early window of engagement has been missed. 
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What	  parents	  want	  
 
11. It is essential that the issue of information sharing is viewed from the perspective 

of parents and carers, and that solutions to current difficulties are developed 
incorporating a service user perspective. Our group therefore sought parent/carer 
feedback about information sharing and the impact they felt it had upon their own 
and their children’s experiences of services, using local meetings with 
parents/carers who sit on Children’s Centre Advisory Boards, and regional events 
attended by parents/carers of children involved in the Early Support Programme. 

 
12. The consensus was that parents/carers want an appropriate level of information 

shared with their consent, in a timely, efficient manner in order to better deliver 
the support services that they need. 

 
“If any problems have arisen then I have found it easier to discuss these matters. The ability 
to confide in health visitors, GPs and school is helpful when they are already informed of my 
child’s progress or problems. Sharing makes it easier to find help when and where it’s 
needed.” 

 
“Saves repeating [yourself] to others.” 

 
“It’s confidential but if it helps I don’t mind.” 

 
13. Interestingly, the majority of parents/carers assume that information sharing is 

already happening. Their view was that that even without explicitly seeking their 
consent, services shared information about their child’s general health and 
educational development and progress against national and expected norms. 

 
“I’m aware that any visits to the hospital, health visitor and therapist is noted and forwarded 
onto my GP. I have been told that a report will also go to my son’s nursery school.” 

 
14. Many parents/carers confirmed to us that they would like information about their 

child’s health and development to be routinely shared. 
 

“I would like to see information shared such as immunisation/health issue details, any 
developmental issues if my children were to have any. Primarily it can only be a good thing if 
this is there for all to see who will be involved in the child’s life in some capacity.” 

 
Given that most parents/carers expect that information sharing is a structured 
part of modern professional working, they expressed surprise and concern when 
they found that systems don’t seem to be linked up in a coherent way in order to 
share knowledge in a timely fashion.  
 

15. Many examples were given of the frustration expressed by parents/carers who 
had multiple contacts with services and experienced poor communication and 
agencies that did not share information effectively. Most commonly these 
manifest when parents/carers were forced to repeat information or case stories 
many times to a range of different professionals in numerous settings, or face 
multiple appointments on different days and in different places because services 
did not share information or coordinate assessments. 
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“We had to re-tell our story so many times.  95% of appointment times were taking up with us 
telling our sorry story again.” 
 
“I have to repeat the same information endlessly to different professionals working in the 
same place. In particular, I find teachers don’t share information with therapists, which means 
I end up explaining everything three or four times.” 
 
“Our personal best was 11 appointments in four days. The local hospital is half an hour away 
across town. The hospital for anything neurological is an hour away.”  

 
16. Another frequently mentioned issue was the length of time it takes for information 

that is being shared to filter through data systems. 
 

“Our whole life revolves around hospitals in 3 different places – sometimes 200 miles away.  
Communication is a big problem.  For example I struggle with medication.  If we go to see a 
doctor in the specialist hospital and they change the medication, the time it takes for that 
information to get back to our local GP who prescribes the medicine is ridiculous.  It can take 
months for the written information to work through the system – and his meds change a lot.  
From my point of view, that’s the biggest thing that could be improved quickly – speed of 
communication.” 

 
“Despite us prompting, the doctors did not consider ‘heart’ issues when referring our child for 
ear surgery and would not consult the anaesthetist.  Pre-op work was done but then the op 
was cancelled the night before when the anaesthetist would not proceed.  What a waste of 
time!” 

 
17. Getting information sharing right could make a powerful difference for both 

parents and their children, as well as making services around the child more 
efficient and effective. 
 

“Before my son’s first Team Around the Child meeting, there were 14 professionals saying 
different things.  By the end of the meeting we realised we actually only needed to 
concentrate on three issues and engage regularly with five professionals.  As a result of 
information being shared properly, I suddenly got my life back and could be his Mum again - I 
didn’t have to juggle everything else.” 

 
“After numerous hearing tests from the age of three years my eldest son was diagnosed 
severely deaf in his right ear and moderately deaf in his left. Thanks to the information shared 
between my health visitor, hospital, GP, school and [support agency name], it made it so 
much more easier to communicate between everyone involved in my son’s treatment and his 
hospital and home and school visits. This allowed me to deal with his deafness and put plans 
and routines in place and start to provide a better life for my son.” 

 
18. Any expressed fears about information sharing were usually linked to the 

possibility of services using unsubstantiated or incorrect data, spreading rumours 
or using information that might be seen as judgemental, stigmatising or critical of 
their parenting skills. There was also a potential fear about information being 
leaked to other parents or even the media. 
 

19. The idea of parent-held records was raised, as a positive indicator of partnership 
with parents/carers, and the key to robust information sharing systems. 

 
“Our Well Child Nurse has made a real difference. She came up with the idea of a Hospital 
Passport, which was such a good idea. The first page was my daughter’s name, who her 
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family is – much like the Family File you get with Early Support2. A4, 4 or 5 sheets. The idea 
is that you keep that in your bag so you can hand it over so you don’t have to go through 
everything again, and again, and again, and again”.	  

 
“The file is quite handy.  My key worker helped me to start, and then I’ve added to it and 
changed it and added to it and changed it again and it’s just easy to hand to the school. It 
gives them a quick glimpse of what’s happening and what happened in the past without going 
on and on about it.”  
 

20. Parents/carers emphasised that recording and sharing information about their 
child’s health and development needed to be a dynamic (live and meaningful) 
process and not a static event. For this reason they preferred the Early Support 
Family File and Developmental Journal to the Common Assessment Framework 
(CAF), which they saw as a one-off assessment rather than a continuously 
updated record. Developmental Journals are now available electronically at: 
http://ncb.org.uk/early-support/resources/developmental-journals   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

                                            
2 The Early Support Family File was designed in partnership with parents and carers in part to get round the problem of 
services not sharing data.  The material is family-held and enables parents to share information and data they would want 
anyone meeting their child for the first time to have.  To view the material and find out about how it is currently being developed, 
visit http://www.ncb.org.uk/early-support/resources/publications . 
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Barriers	  to	  information	  sharing	  
 
21. The discussions and research undertaken by our task group confirmed that 

lingering issues about information sharing are more about institutional and 
professional practice and culture than national regulation. Current legislation and 
guidance (see Appendix B) all make clear that information can be shared if there 
are agreed local processes designed to meet specific legal requirements about 
confidentiality, consent and security of information. Recent changes to the law, 
with the passing of the Health and Social Care Act, may make the transfer of bulk 
information even easier. In addition the proposed reforms to Special Educational 
Needs and Disability provision for children and young people from birth to 25, 
which are due for implementation from 2014 as part of the Children & Families 
Bill, place a strong emphasis on early intervention and the need to work across 
professional boundaries so as to ensure good outcomes for children. 
 

22. The barriers therefore are less about actuality and more about the clarity of 
existing guidance, whether different groups of professionals have actually seen it, 
and about professionals’ attitudes and beliefs. Our work identified the following 
key issues: 

 
• Published guidance/information – there is a lack of up-to-date guidance 

/information that is straightforward about what information can and cannot 
be shared. In the absence myths develop to surround information sharing. 
The existing DfE and DH leaflet NHS Services and Children’s Centres – 
How to share information appropriately with Children’s Centre staff, for 
example, is a useful attempt to clarify the parameters of the Data 
Protection Act and the Caldicott guidelines on sharing information between 
agencies, but is not widely known about in the field, is no longer in print 
and contains ambiguities which the task group found unhelpful. 

• Trust and different cultures – there is a need to build trust between 
health, social care and children’s service staff. Social care staff have a 
strong bias towards confidentiality, not always shared by early years 
professionals. Health professionals work to stringent professional 
standards on information sharing, regulated by their professional bodies. 
They are aware that no equivalent systems exist for early years 
practitioners. Children’s centre staff and other early years practitioners 
may live in the communities where they work, so there can be real fears 
about information being passed on informally and inappropriately. 
Education professionals do not know that the information governance rules 
within the health service mean that a practitioner is held individually 
accountable for breaches in confidentiality even when their manager has 
given permission for information to be shared. Nor are they aware that all 
health organisations are graded each year on their information governance 
systems.  Differences in professional cultures also affect who is seen to 
‘own’ information about a child and family – professionals, or families 
themselves. 

“The centre leaders we spoke to find that they are increasingly working with vulnerable 
families who do not quite meet thresholds for specialist or social services support. In so 
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doing, Centre leaders need to work even more effectively with many partner agencies. 
But as one leader said: ‘Multi-agency working with a shared vision is a big challenge’. For 
Centre leaders, part of this challenge is in the practicalities of data- and information-
sharing, but it also relates to the perceived low status and lack of understanding of the 
contribution made by children’s centres to achieving outcomes for children and families 
among other professional groups.” 
Highly effective leadership in Children’s Centres, National College for School 
Leaders 

 
• Strategic leadership – there can be a lack of dedicated strategic local 

leadership to champion information sharing and reinforce benefits. Even 
where such leadership exists, organisational change and staff ‘churn’ may 
mean that agreements laboriously reached do not survive in the 
organisational memory.  Inconsistent application of information sharing 
protocols and entrenched cultural systems hinder the flow of information. 
Some systems rely more on relationships rather than formal protocols and 
local information sharing agreements. 

• Weak operational management – some managers may not understand 
the benefits of integrated working, or give staff time to work together and 
build trust. Where managers are uncertain, they often fall back on the 
safety of fixed rules and prohibit the sharing of information even where this 
would clearly be helpful to the child and family. 

• IT systems – incompatible IT systems make it difficult to share 
anonymised or aggregated information, as well as case-by-case and pre-
planned or bulk information. IT systems simply do not ‘talk’ to each other, 
both between agencies and within a single agency (for example, the early 
years IT systems may not ‘talk’ to the SIMS system widely used in 
schools). The lack of a single identifier for a child means that anonymised 
information cannot easily be transferred; the NHS number is not used by 
education staff. Mobile workers cannot easily access their IT system when 
not in their own office. Inadequate training in the use of IT means there is 
still an over-reliance on paper systems which do not lend themselves to 
information sharing. Today’s young parents are ‘information-savvy’ and 
able to use electronic records about their child, but professionals’ 
knowledge and confidence may be less. Voluntary sector IT systems often 
do not meet the standards required for access to encrypted data, and this 
is costly to remedy. 

• Lack of clarity about the role of children’s centres – health staff are not 
always aware of the current role and core purpose of children’s centres, 
which are sometimes seen as stigmatising rather than universal. This can 
lead to practitioners making their own individual decisions about the 
benefits and value of sharing information rather than applying consistent 
protocols. 

 
• Continuous professional development/ education and training – there 

is a lack of a consistent explicit focus on information sharing in the context 
of integrated working in current professional development for the range of 
staff who work with children. The references to information sharing fail to 
explain why this is a fundamental process to help ensure better services 



19 
 

for children and parents and establish it as a core competency of effective 
integrated working. Some training, we were told, has an inbuilt bias 
towards not sharing information. Some professionals – such as 
paediatricians and family support workers – may not routinely access 
training on information sharing at all. 

 
• Cross border working – transferring information about families who move 

from one local area to another, or about families who live in one area but 
are registered with services in another, is a constant challenge. The 
changing NHS and children’s services landscape provides additional 
obstacles to working across systems and boundaries that are in flux. 
Maternity services for women who live in one area, for example, may be 
delivered by hospitals in other areas, and in large urban areas like London 
by many different hospitals. This makes it difficult for information about 
new births to pass to midwives, health visitors and children’s centres. 
Children may attend nurseries in their parents’ place of work, rather than 
home area. Local authorities are unable to access DfE school and early 
years census data on children resident in the authority who attend schools 
outside it. This means that a local authority cannot access EYFSP data on 
children who have used children’s centre services in that authority, but 
attend school in another and has implications for Ofsted inspections of 
children’s centres’ impact. This is a particular problem in inner London 
where there is a lot of cross-borough movement of children and families. 

 
• Specific challenges – communicating the benefits of information sharing 

and seeking consent to share can be challenging where families have 
literacy or language needs. 
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	  Examples	  of	  how	  these	  barriers	  have	  been	  overcome	  
 
Joint commissioning 
 
23. Practitioners told us about the actions they have taken to tackle the barriers 

identified by the group. Much good local practice exists. There are robust 
systems to share live birth data, reorganisations of health visitor and children’s 
centre clusters into hubs to enable strong case plan development, information 
sharing protocols to strengthen data flow, integrated training and delivery 
systems, joint targets and work plans, colocation and IT system sharing. 

24. Most effective of all in the view of the task group are systems which provide for 
joint commissioning of an integrated Foundation Years service which brings 
together health and education practitioners in a single team. Two examples are 
given below; there are further case studies in the collation of good practice 
available on the website of the DfE’s Foundation Years strategic partner.  

Case study Integrated services in Brighton and Hove 
This is an example of full integration of health and local authority services. Children’s centres are 
managed as a city-wide service, led by three Neighbourhood Sure Start Service Managers, two with 
health visitor backgrounds and one from social work.  The entire health visiting service for the city has 
been seconded into the Council through a Section 75 agreement and work as an integral part of the 
children’s centre service.  
 
The integrated children’s centre teams are led by health visitors, who supervise outreach workers. In 
addition there are specialist city-wide teams offering specific support - for example, breastfeeding 
coordinators to encourage initiation and sustain breastfeeding in areas of the city where this is low. 
Traveller and asylum seeker families are supported by a specialist health visitor and early years 
visitor post. Teenage parents are supported by named health visitors and early years visitors at each 
children’s centre. 
 
This model has delivered value for money, transparent and effective use of resources, and safe 
evidenced based health care delivery. The impact is evident in improvements in breastfeeding rates, 
obesity rates and a sharp rise in the percentage of children living in the most disadvantaged areas 
who achieve a good Early Years Foundation Stage Profile score – from 33% in 2008 to 55% in 2011.  
The most recent children’s centre to be inspected by Ofsted was judged to be outstanding in every 
area; inspectors noted that the health-led model plays a fundamental part in streamlining services and 
integrating provision. Ante-natal and post-natal services are delivered directly from this Centre. As a 
result, the Centre reaches 100% of children aged under five years living in the area and has made an 
impressive impact on children’s welfare and family well-being. 
 
Case study  Development of an integrated Early Start service in Leeds  

A large scale joint review was undertaken in partnership with Leeds City Council and Leeds Community 
Health Care NHS Trust, following a six-stage plan involving consultations with parents, strategic leaders 
and frontline staff. Time was spent scanning the context and exploring local case studies. The key 
questions being asked were – What do families need? What do we need for our population? How can we 
build and develop real joint universal pathways? 

The next stage was building trust across a large group of staff (approximately 650 children’s centre staff 
and 150 Health visitors). The vision was to build truly joint teams in hubs across Leeds. 
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Middle managers were brought together to talk through the vision and the issues that would need to be 
faced. This developed a sense of trust that all were involved in the new way of working. 

Finally the reorganisation began and brought health visitor case files and workloads in line to match 
children’s centre cluster hubs. This has created alignment between caseloads and children’s centre 
patches, rather than with the GP surgeries. To strengthen the reorganised hubs Leeds have also 
developed: 

• An information-sharing agreement 

• New safeguarding principles  

• Colocation where possible 

• Dual accountability pathways (Universal and targeted pathways) 

• An information-sharing script  to be used by children’s centre staff when seeking parent/carer 
consent to share information 

Leeds are now at the implementation phase, with a planned rollout to cover 25 clusters, including a 
conference, roadshows, toolkit launch and training events covering locality information sharing.  

All this work has taken a good deal of time and effort - particularly the agreements on information 
sharing. This had been a problem for many years, as one local practitioner reflected: 

“In terms of the information sharing agreements - having worked for nine years setting up 
children’s centres it has been the ultimate frustration not to be able to share information with 
partners around families we are working with. Over the years we have tried many routes- one of 
the most successful being putting ’inserts’ into the Red book for parents3 to give consent to 
health visitor to then share their name and addresses, obviously fraught with difficulty, but it was 
a step in the right direction.” 
 

Finding a better solution meant involving a range of stakeholders: 
“When we made a strategic decision to bring children’s centres and health visitors together 
under a jointly drawn up specification between health and local authority, we knew that 
information sharing was a key component of allowing the teams to work effectively. A working 
group was set up to tackle and work through all the thorny issues around sharing data, including 
agreement from the Caldicott guardians. It has taken twelve months but we now have in place 
an approved information sharing agreement across the community health trust and local 
authority which gives us a clearly defined and understood process for managing information 
sharing, confidentiality and consent. We are in the process of notifying every parent in Leeds 
with children under five about this change, the local authority using individual national health 
numbers, and data systems sharing- no easy task!”  
Head of Early Help services  

 
Parent-held records 
 
25. We were impressed by the models provided by the Early Support Programme for 

children with special educational needs or disabilities, in which parents hold and 
share information about their disabled child in the form of a Family File and 
Developmental Journal. Such parent-held records provide a practical solution to 
problems of information sharing, and are consistent with both health service 
reforms which stress the rights of individuals to have better control of their own 
healthcare, and education reforms which place parents at the centre of decision-

                                            
3 The parent-held Personal Child Health Record is commonly called ‘The Red Book’.   
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making about their child. They convey a sense of true partnership between 
professionals and parents and help ensure that information is shared when 
families move and when information exchange is challenged by transitions 
between agencies, services, schools and settings. Key working with families, 
using an Early Support approach moreover, helps overcome the literacy and 
language issues which we identified as a barrier to information sharing for some 
families. 

 
26. In some local areas, children’s centres have successfully used the Early     

Support Family File with all vulnerable families, not just those with special 
educational needs or disabilities. Early Support Developmental Journals are now 
available electronically.  The Journals are easy-to-use tools to help with 
observing, recording and celebrating progress, and to identify areas where extra 
help and support may be needed. All the Journals are guided by the ethos of 
Early Support, and aim to empower families and put them at the heart of 
decision-making, supported by a co-ordinated key working approach.  They are 
available at: http://ncb.org.uk/early-support/resources/developmental-
journals. 

 
Training and professional development 
 
27. We saw and heard about a number of examples of multi-agency training which 

were helping to build trust between professionals from different agencies, and in 
turn leading to greater willingness to share information. One example is given 
below; again, there are further examples in the case studies at 
www.foundationyears.org.uk/information-sharing. 
 

Case study Joint training in Bowthorpe, Norfolk  
 
At Bowthorpe Children’s Centre in Norfolk the health visiting team is fully integrated within the 
Children’s Centre and managed by the Centre Leader, who is a social worker. Children, parents and 
families who are most likely to benefit from additional or intensive support are often first identified in 
the context of the universal health visiting service, and then offered the most appropriate package of 
support through the multi-disciplinary team. The whole team is trained in the Solihull Approach, so 
there is a coherent approach, and a strong, shared language which has enabled a freeing up of 
roles, a shared professional identity and created the ability to challenge others, and change and 
create thinking and practice.  The centre was judged outstanding by Ofsted. 
 

 
Day to day management and teamwork  
 
28. There are already many examples of health visitors and children’s centres 

working together very successfully ‘on the ground’, and sharing information 
appropriately. This is a result of good management; as one Head of Service told 
us, ‘I point out to clinicians on the ground that sharing information never caused 
anyone to die and that I’ll stand by them in court if necessary.’ 

 
29. An integrated ‘team’ approach in children’s centres has particular benefits for 

information sharing, in that it allows staff to explain to parents who is in the team 
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who together provide support to the family, and to explain that with their consent 
information will be routinely shared within this team (see Appendix C for an 
information-sharing model which incorporates this team approach). 

 
30. The two case studies below bring to life the day-to-day conditions which promote 

an integrated team approach.  
 
Case study – a team approach at a Warwickshire children’s centre run by Action for 
Children 
 
Trust between team members at the Centre has built up over a period of time (three years) when 
there has been little staff turnover. Staff are co-located; sharing an office and building means more 
opportunities for informal communication. Efforts have been made to build relationships; having time 
to get to know each other over shared lunches has been important, as has joint project work (for 
example on Change4Life and the Early Years Foundation Stage progress report for two year olds). 
 
Staff  prioritise attendance at a weekly ‘Family Matters’  meeting, where packages of support for 
families are discussed and there are regular discussions about families with a Common Assessment 
Framework (CAF), Child in Need Plan or Child Protection Plan. All staff who have contact with the 
parents and children are encouraged to contribute, and know that their observations are important. 
 
All team members are open and honest with parents at each stage – parents know what will be 
discussed at any meeting of professionals, and why. A lead health visitor comments ‘I’ve had no 
parent ever say no about information sharing on any subject, as long as we are honest with them and 
say why.’ 
 
The Centre is a pilot site for shared records; a small number of cases have been identified where 
children’s centre staff have a significant role. So far all cases have had a CAF, Child in Need Plan or 
Child Protection Plan. The health visiting team have assisted with record keeping training for 
children’s centre staff. 
 
Early Support meetings are also held in the Centre, as are a significant number of Child Protection 
meetings; if possible a crèche is provided. This encourages parental attendance and engagement 
with Children Centre activities. Staff work as an integrated team with the CAF process, and try to 
share the role of lead professional between health visitor and Family Support Worker.  
 
Health visitors have monthly meetings with the Centre Co-ordinator to discuss health issues, such as 
breastfeeding rates or joint antenatal sessions. 
 
Student Social Workers on placement are invited to shadow the health visiting staff, and Student 
health visitors invited to shadow Family Support Workers to promote understanding of the roles within 
the team. 
 
A lead health visitor attends local weekly GP practice meetings, so that she can take to the GP any 
issues a family have asked to be discussed with their doctor. 
 
 
Case study –  a team approach at The Chai Centre, Burnley 
 
This is an example of two teams, a health visiting team and a children’s centre team, working 
together. The two teams are both employed by Lancashire Care NHS Foundation Trust, share an 
office and co-location makes communication easier. To step across an office and talk to someone is 
simple, while leaving messages which are returned when you are out is a laborious process.  
 
Sharing records was a major hurdle. It took time and training to get this right, but the result is one set 
of records for each child. 
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The teams developed an enhanced version of the Healthy Child Programme, with every family 
receiving 12 core home visits in the first three years of life. These are enhanced by bespoke 
packages of care being jointly delivered to families with assessed additional needs. 
 
Health visitors and children’s centre workers do some joint visits, particularly where the issues are 
more complex. Where Children’s Centre workers provide family support, the health visitor is always 
fully informed and provides on-going guidance and support to the worker. The intensive outreach 
programme led to a dramatic increase in families accessing services at the Centre and very high 
levels of engagement are maintained. 
 
As a result of joint working, health visitors have helped children’s centre staff develop their skills and 
the children’s centre team has helped health visitors by delivering on-going support to families with 
lower-level needs and working effectively in an ethnically diverse area. 
 
Integrated working has allowed the teams to use the mix of skills effectively – families are supported 
by the worker with the right skills and knowledge for them, freeing health visitors to concentrate on the 
most complex issues. 
 
 
31. Good management is important in all services for children, not just children’s 

centres and health visiting. In Harrow, for example, strong leadership of the 
speech and language therapy (SLT) service means that parents are at their first 
contact with the service always asked for their consent to share information with 
education professionals who work with their child. There is also a local transition 
protocol for school entry, so that information that the child has had involvement 
with the SLT service pre-school will be passed on - in view of the increased risk 
of later literacy difficulties for children who have experienced an early language 
difficulty, even if the language difficulty has been successfully treated and the 
child discharged.   

 
Working with GPs 
 
32. GPs form a key part of the information sharing landscape, are vital in ensuring 

family health and well-being, yet have often felt cut off from the children’s centres 
which can often provide the support their patients need. As one early years lead 
told us ‘GPs need to see that the answer to their prayers is just down the road – a 
mile away from their patient, at their local children’s centre – when they are faced 
with a child with behaviour problems or a depressed mother or an isolated parent 
who they could be sending to a local Somali family support group… but they don’t 
know what’s on offer, or even whether a children’s centre might be working 
intensively with a family on their list.’ 

 
33. We were therefore keen to find examples of good practice in ensuring GPs 

receive the information they need. 
 
Case study   
 
Bowthorpe Children’s Centre has been singled out as a model of good practice in partnership with 
GPs. Shared processes, policies and protocols across the professionals working within the Centre 
include a child health record keeping system, which is also shared with GPs. The Centre worked with 
a local GP practice to pilot the East of England Strategic Health Authority System1 Safeguarding 
Template, prior to roll out across Children’s Services in autumn 2012. 
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34. From these examples of effective local practice it is clear that strong, well 

supported and championed local processes, underpinned by workforce 
training are the key to effective information sharing, so that everyone is confident 
about access to information and the process of consent. 

 
35. Local information sharing agreements or protocols for information sharing 

may be appropriate to address bulk or pre-planned information sharing if a 
national solution such as that recommended later in this report cannot be 
implemented. They take a long time to put in place, however, they cannot cover 
every eventuality that a practitioner could encounter and do not contribute to 
building the necessary practitioner skills and confidence on their own.  

 
36. In order to embed good practice in information sharing at the front-line between 

health and children’s services staff, the focus must be on maximising the skills 
and confidence of front-line practitioners who have to make these case-by-
case information sharing decisions. This can be best achieved locally by 
integrating information sharing advice with appropriate support, guidance 
and training and by ensuring that all organisational policies and processes 
empower and support practitioners in making these information sharing decisions 
and in sharing information securely.  

 
37. In some cases the solution to effective information sharing will require cultural 

change as part of a move towards stronger integrated working practice. This 
in turn will require strong leadership and strategic vision at national and local 
level. 
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Recommendations	  
 
38. To achieve these conditions, our report makes a range of recommendations for 

central government, for regulators, for local commissioners and service 
managers, and for practitioners and their professional bodies. These are set out 
below. 
 

39. Some of the barriers to information sharing can, we think, be resolved relatively 
simply by strengthening information sharing lines in strands across a range of 
current national guidance. Others, such as the lack of a shared unique identifier 
for children, and our consequent recommendation that the NHS number be used 
universally in the pre-school and included in the schools database, may be more 
contentious. 

 
40. The most challenging barriers, those relating to different cultures of working and 

lack of trust between different groups, will take even longer to address. Ultimately 
they are about the professionalisation of the early years workforce, and about 
integrated teams working together from children’s centres, with health visitors as 
the crucial ‘bridge’ to the GP practice and to school nurses, and children’s centre 
staff as the vital bridge to any early years settings the child may be attending. 

 
 
Recommendations:  

 
A single birth to five ‘programme’, jointly commissioned 
 

• At national level, government consider integrating its guidance on the core 
purpose and accountabilities of children’s centres with its guidance on the 
new role of health visitors and the shape of the Healthy Child Programme. In 
our view, there should be a single birth to five ‘programme’, setting out a 
single set of outcomes for children and families, the roles and responsibilities 
of different agencies and professionals in delivering these outcomes, and a 
single ‘reward’ system for achieving them. The key to information sharing is 
working together within such a shared outcomes framework. Much of this is 
already in place through the proposed set of Public Health outcomes; 
additional outcomes have been suggested by the Children and Young 
People’s Health Outcomes Forum, and we support their recommendations.  

• Government amend the draft SEN provisions to	  specify that at local level joint 
commissioning of integrated education, health and care provision should 
apply to all children and young people, not solely those with special 
educational needs (SEN). We found effective information sharing to be best 
promoted where joint commissioning of this nature was in place across 
current local authority and health structures. Much SEN is preventable if 
appropriate, integrated preventive services are provided early on; for example 
if health visitors, children’s centres, speech and language therapists, school 
nurses and mental health workers provide integrated services to children and 
families where early concerns are picked up through the Birth to Five Healthy 
Child Programme.  
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Data and IT 

 
• DH explore the feasibility of providing regular updates of bulk data on live 

births to each local authority for their resident populations. This could possibly 
be done via the DfE, using statutory or common law powers. Examples of joint 
working between DH and DfE in 2007 established that legal, technical and 
privacy issues can be overcome and that it can be done without reliance on a 
central database. 

• Should this not prove feasible, clarification on the legal aspects of sharing 
bulk live birth data with local authorities should be provided to NHS bodies, to 
ensure that all concerned that all such sharing for care purposes is legal and 
does not require parental consent. 

• Government adopt the recommendation of Children and Young People’s 
Health Outcomes Forum on the potential use of the NHS Number to provide a 
link between health and schools data for children and young people for care 
purposes and for communicating with care providers. If it is technically 
possible to link the NHS number to the Unique Pupil Number on the National 
Pupil Database, it would not then be necessary to adopt a unique identifier 
across the education and health sectors.   

• Government adopt the recommendation of Children and Young People’s 
Health Outcomes Forum that the interoperability standards, to be required in 
the future of NHS and social care information systems under new Department 
for Health guidance, be applied also to interoperability with education 
systems. 

• DfE consider how Early Years Foundation Stage Profile (EYFSP) data can be 
provided to local authorities on children who access or have accessed 
children’s centre services in that local authority but attend school in another. 

 
Published guidance 

 
• Opportunities are taken to strengthen guidance on information sharing for 

children in the Foundation Years within existing reviews and programmes 
(Caldicott 2 and any subsequent changes to information governance on-line 
training tools, Working Together, SEN Code of Practice, Sure Start Children’s 
Centre revisions to statutory guidance, Health and Social Care Information 
Centre publications, the work on an integrated review for two year olds). 
Guidance should provide an unequivocal message that information can and 
should be shared with parents’ informed consent, and might draw on model 
which distinguishes information sharing within a children’s centre multi-agency 
team, or any other established team who are working with a child and family, 
and information sharing beyond that established team (Appendix C). 

• Government publish in hard copy and place on all relevant websites slimmed-
down guidance on information sharing based on the existing booklet NHS 
Services and Children's Centres - how to share information appropriately with 
Children's Centre Staff, which  

- includes social care 
- is branded as best practice in information sharing 
- illustrates ‘how to’ rather than ‘whether to’ share  
- conveys the benefits of defining a multi-agency children’s centre team within 
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which non-sensitive information  about the child’s health and development can 
be routinely shared with parent/carer consent, and  

- signposts the reader to the 4Children website for case studies of effective 
local information-sharing practice and models of local agreements and 
protocols, model employment contracts for early years staff which include 
confidentiality requirements, and a Code of Conduct on information sharing to 
which staff in children’s centres and other early years practitioners can be 
asked to sign up. 

• DH include a piece for parents about information sharing, its benefits, how 
they will be consulted and how they can use the Personal Child Health 
Record (Red Book) to share information in the NHS Digital Information 
Service for Parents, NHS on-line and on other key information portals . A 
similar piece about the Red Book should be developed for professionals. 

• Government publish clear information about the role of children’s centres 
aimed at health professionals (notably GPs) and clear information about the 
role of the expanded health visitor workforce and the Healthy Child 
Programme aimed at early years practitioners. 

• The electronic and paper Personal Child Health Record should include a 
parent-held record of the child’s communication and language, physical and 
personal, social and emotional development from birth to five, and a record of 
any additional support the child has had from any agency. 

• DH update Pathways developed for maternity services, health visitor services 
and school nurses to more formally reference information sharing, and also 
provide web-based models of birth to five Pathways which integrate health 
and education services. The National Maternity Pathway should include 
sharing of basic live birth data with local authorities as a matter of course.  

• The Children’s Improvement Board ensure that professional standards on 
information sharing/confidentiality form part of integrated working documents 
it is currently reviewing, particularly those on induction and the Common Core. 

 
Occupational standards and training frameworks 
 

• DfE ask 4Children as its strategic partner to develop an e-learning module on 
information sharing in the early years for use by practitioners from children’s 
centres, and education, health and social care services.  In the experience of 
the Task and Finish Group, training materials that can be used by multi-
agency groups of professionals and that focus on service user experiences 
are most likely to inform participants, build trust and change joint working 
practices. 

• DfE ask the National College to build professional standards on information 
sharing into its commissioned work to develop an evidence-based approach 
to outreach and family support , which we understand to include  ‘defining and 
building the professional identity of outreach and family support workers’.  

• DfE ask the National College to include effective information governance in its 
work on standards for children’s centre leaders, in associated qualifications, 
and in the work of its Children’s Centre Leadership network. 

• The National College and DfE explore, in light of the Government response to 
the Nutbrown review, how information-sharing training for the early education 
and childcare workforce can be made available and possibly accredited 
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through qualifications. 
• DH review existing Healthy Child Programme e-learning modules for health 

professionals to emphasise the benefits of appropriate information sharing 
within the context of integrated early years working.  
 

Regulation 

• The revised Ofsted inspection framework for Sure Start Children’s Centres 
should set clear expectations about information sharing, including the data 
that needs to be shared to demonstrate access to services and the impact of 
services on outcomes for families.  

• The professional and regulatory bodies of relevant health professions 
(therapists, GPs, paediatricians, school nurses, midwives and health visitors) 
consider issuing a joint statement on information sharing. 

• The Health and Care Professions Council consider the implications of this 
Task Group’s report for its review of competencies for different Health Care 
Professional groups. 

Local commissioning and service provision 

• Local agencies consider the models of good practice in information-sharing 
which have been provided to this task group in the course of its work, and 
made available on the website of the DfE’s strategic partner for the 
Foundation Years. These include model local agreements on information-
sharing, ways of involving GPs, and model contracts for children’s centre staff 
which include confidentiality requirements.  
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Appendix B Summary of current regulations and guidance 
on information sharing, and recent developments 
 
Current regulations and guidance  

In 2008 the Government published revised information sharing guidance4 – which 
aimed to support good practice in information sharing by offering clarity on when and 
how information could be shared legally and professionally. The guidance was 
developed in consultation with a range of practitioners, national organisations and 
representative bodies and consisted of a package of materials which included: 

• Information Sharing: Guidance for practitioners and managers Essential guide as it 
details how those working with client information should make decisions about 
information sharing. 

• Information Sharing: Pocket guide containing a summary of the key decision making 
consideration. 

• Information Sharing: case examples which illustrated best practice. 

• Information Sharing: training materials available for local agency and multi-agency 
training. 

• Information Sharing: Further guidance on legal issues which provided a summary of 
the laws. 

The guidance focused on making case-by-case decisions about sharing personal 
information and did not deal in detail with arrangements for “bulk” or “pre-agreed” 
sharing of personal information between IT systems or organisations.  

To help address this gap in March 2010 this guidance was supplemented by specific 
guidance for the early years NHS Services and Children's Centres - how to share 
information appropriately with Children's Centre Staff5. The jointly produced DH and 
DfE booklet set out the framework for information sharing between all practitioners 
based at a children’s centre, so that information could be shared appropriately. It 
focused particularly on sharing information relevant to delivering effective health 
services delivered through a children’s centre and included some case studies of 
children’s centres which had taken steps to improve information sharing. 

 
The guidance notes that children’s centres and health services will generally be 
working with two kinds of information; 
  

• anonymised or aggregated information 
 
Anonymised or aggregated information (where an individual is not identifiable) is 
not subject to the Data Protection Act and hence can be shared. An example of this 
is population data on local needs drawn from the joint strategic needs assessment. 
                                            
4 DfE and DCLG (2008) Information sharing: Guidance for practitioners and managers 
http://education.gov.uk/publications/standard/publicationDetail/Page1/DCSF-00807-2008 
5 https://www.education.gov.uk/publications/standard/Integratedworking/Page1/DCSF-00301-2010 
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• data where an individual is identifiable.  

 
Where an individual is identifiable, there is a need to distinguish what is classified 
as ‘pre-planned or bulk information’ and ‘case-by-case information’ as different rules 
apply. Prior to sharing pre-planned or bulk information, such as information that 
identifies pregnant women in a locality, an Information Sharing Protocol (ISP) can be 
agreed, provided that a Privacy Impact Assessment (PIA) confirms that it is 
appropriate to share this level of detail. According to the Data Protection Act, 
consent need not be sought for bulk transfer of information on live births 
(including name and address) as long as the transfer is to a public body and is 
for an important public interest purpose. The fact of a live birth is in the public 
domain, moreover, so it is not confidential. 
 

o Examples of this bulk data sharing include the receipt of new (live) birth data 
(i.e. information on children born within an area and their parents), and data 
on children under five and their parents new to a local area. The provision of 
such bulk data by local health services enables children’s centres to contact 
parents and make them aware of the services available directly.  

 
In case-by case situations, information can also be shared. A record of consent must 
be kept to prove that parental/carer permission has been requested and given and to 
justify the decision to share information.  
 

o Examples include sharing information on specific family circumstances and 
child development issues that help services provide appropriate support 
services. In more extreme cases there may be child protection and 
safeguarding issues that trigger the need to share information across 
services. Consent is not always required in these circumstances. 

 
It is helpful to look at the information sharing process in the form of a decision 
flowchart. Looking at the left side of figure 1, the information is anonymised or 
aggregated in a manner that does not allow an individual to be identified. It is not 
subject to the Data Protection Act and it can be shared, with appropriate security. 
Looking at the right side of the figure 1, the proposed sharing relates to personal 
information, i.e. information that identifies an individual. 

Figure 1 Information sharing process 
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Information which is not confidential may generally be shared where that is 
necessary for the legitimate purposes of preventative work. Where information is 
confidential, however, and consent is refused, that should be respected, unless in 
the practitioner’s professional judgment on the facts of the case, the public interest 
justifies the sharing of information. There may also be cases where practitioners are 
justified in sharing confidential information without consent in order to make 
decisions on whether to share further information or take action. 
 
Recent developments 
The passing of the Health and Social Care Act in 2012 has brought further changes 
to the law on information sharing. The Act (modification of the NHS Act 2006, section 
270 and the Statistics and Registration Service Act 2007, section 42) states that 
record-level births and deaths data can be provided to the NHS Commissioning 
Board, Clinical Commissioning Groups and Local Authorities. There is still an 
information governance clearance process involved, but this process of sharing bulk 
data does not require consent. It is understood that work is currently under way to 
clarify what this means through further regulations. 
 
In 2012 DH produced The Power of Information - putting all of us in control of the 
health and care information we need. This strategy document sets out an ambition 
that information ‘be used to drive integrated care across the entire health and social 
care sector, both with and between organisations’. Another ambition is that 
information should be ‘recorded once, at our first contact with professional staff, and 
shared securely between all those providing our care - supported by consistent use 
of information standards that enable data to flow (inter-operability) between systems 
while keeping our confidential information safe and secure.’ There is a commitment 
to developing interface standards, by no later than 2015, to ensure inter-operability 
of systems within health and across health and social care. For the patient, 
implementation of the strategy will mean that ‘my doctors, nurses and other 
professionals will be even better at communicating’, and ‘I will not have to tell my 
medical or care history over and over again’, and ‘NHS and other care services will 
share the information about me with all those who need to look after me (with my 
appropriate consent), will protect my data and respect my confidentiality.’ The 
document notes that ‘all our health and social care data should, wherever it is held, 
use the NHS number as the default patient identifier by 2015…local authorities are 
committed to working with health colleagues towards much better integration of our 
health and care information and working towards consistent use of NHS numbers.’ It 
recommends the use of mobile devices and technologies to make access to IT-
based information systems easier for staff in community settings. It notes that there 
will be specific informatics requirements associated with the transfer of public health 
functions to local authorities: ’these include helping local authorities  to collect data 
that was previously collected by the NHS, for example child height and weight 
surveillance data to track child obesity.’  
 
The document further notes that ‘ The NHS Futures Forum received a clear 
message that not sharing information has the potential to do more harm than 
sharing it’, and that there was a need for greater clarity over the circumstances in 
which it is in our interest for personal health and care information to be shared.  The 
independent review led by Dame Fiona Caldicott into the balance between keeping 
and protecting confidential health and care data and sharing that data securely was 
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published in April 2013. That report and the Government’s response, published 12 
September 2013, make clear the duty on health and care teams to share confidential 
information - legally, safely and appropriately - when it is needed for the safe and 
effective care of individuals.  
  

See https://www.gov.uk/government/publications/caldicott-information-
governance-review-department-of-health-response 

 
A final highly relevant development is the Child Protection – Information Sharing 
(CP-IS) project, announced by the Department of Health in December last year.  CP-
IS will enhance national IT systems in emergency departments and other 
unscheduled health care settings, to include information from local authorities on 
children who are subject to a child protection plan or are looked after.  CP-IS will be 
developed and rolled out over the next five years, with first wave sites in Lancashire 
and London expected to go live in early 2014. 
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Appendix C - A model for information sharing 

 

A suggested model for information sharing across 
agencies for children 0-5 

Can you always specify in advance exactly what information is to be 
shared and with whom? 

 

 

Information on live 
births and children 
moving into the area is 
automatically sent by 
NHS to local authority to 
enable it to fulfil its 
Public Health role.  
Information on what 
schools children attend 
is automatically sent by 
local authority to NHS.  
Parental consent is not 
required.  

Information is shared 
securely and confidentially 

YES 
“Case-by-case 
information sharing” “Pre-planned or bulk 

information sharing” 
NO 

Is child registered at 
a children’s centre?  
YES 

Frontline practitioner makes a 
professional judgement on 
whether or what to share based 
on the facts of the individual case, 
including whether they have 
consent to share  

Is there a need to share information beyond 
children’s centre multi-agency team?  
                      YES                                    NO 

 

Registration form defines 
multiagency children’s 
centre team with whom 
non-sensitive information 
about the child’s health 
and development will be 
shared; parents given 
written consent; 
information is shared 
within team when 
necessary to provide 
effective support to child 
and family 

Frontline practitioner makes a 
professional judgement on whether 
or what to share based on the facts 
of the individual case, including 
whether they have consent to share 

Practitioner seeks advice if 
unsure  

Is the information sensitive? 

NO YES 

Practitioner records their 
information sharing decision 

Is child registered 
at a children’s 
centre?  NO 

Practitioner shares necessary information securely and confidentially 


