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CHILD PUBLIC HEALTH INTEREST GROUP

Response to the Government White Paper Healthy Lives Health People
1
Child Public Health Interest Group

The Child Public Health Interest Group (CPHIG) is a conjoint subgroup of the British Association of Community Child Health (BACCH), Faculty of Public Health (FPH), and since 2005, a “specialty interest group” of the RCPCH.

Child Public Health is defined as promoting children and young people's health, preventing disease in children and young people, and fostering equity for children and young people.
The aims of CPHIG include:
· to raise the profile of child public health among paediatricians and public health practitioners 

· to assist in developing public health policy in regard to families and children

· to define and develop the training in child public health (CPH) among the two disciplines 

· to clarify working practices in CPH and share examples of good practice.
CPHIG welcomes the opportunity to respond to the White Paper (referred to as the Strategy hereafter), and is basing this response on the question:

How far will the proposals in the Strategy achieve the goal of “giving every child in every community the best start in life”?
2
Overall comments
The Strategy is set out as a response to the report produced by Sir Michael Marmot, Fair Society Healthy Lives. In doing so the government is acknowledging the critical role of the social determinants of health. There are references to addressing root causes, and to restoring a balance between investment in prevention and healthcare. These underlying principles are welcome. The importance of early child development, educational attainment and providing a route out of poverty are fundamental aspects of child public health.
However there seems to be an over-emphasis on lifestyle factors as a primary focus for public health, with the intention to harness the interventions for which behaviour sciences offer evidence. Whilst the concepts behind “libertarian paternalism” may appear attractive, such as the concept of choice architects, there is much more evidence about other options which require at least equal attention These include the positive impact of interventions in early years, the positive impact of building health into designing communities and housing development, and the positive impact of promoting emotional intelligence in children and young people. These ideas are found in the Strategy but do not seem to have the same emphasis as responsibility in the shape of healthy choices. The lifestyle choices of older children and adults which significantly impact on their health, are often formulated in early, dependant childhood, when their carers make those choices for them.
CPHIG welcomes the focus on acting at a local level and working with communities. The proposal to provide local partnerships with tools to address their own particular needs is right. CPHIG believes local partnerships should be at the heart of improving health and wellbeing, and that opportunities for local innovation should be encouraged. CPHIG would like to see a model of local child public health offices piloted. (see section 3.2 of this response.)
There are some contradictions in the strategy which derive from the proposition that “centralisation has failed”. Whilst accepting there are severe limitations on central “command and control” approaches to public health, the strategy does not present any evidence on specific aspects of the perceived failure. For example, where did the Health Protection Agency arrangements fail, when they appeared to work extremely well in most areas? (para 2.17) If centralisation is an issue, how will the risks of similar failure be managed in imposing a central function called Public Health England? (2.6) The potential role of Public Health England is discussed in detail in section 4 of this response. Similarly, whilst encouraging local responsibility for commissioning the proposal is to commission Health Visiting centrally, a proposal which seems bizarre in context. 
3
A better start for children
How far does the Strategy offer hope of “giving every child in every community the best start in life”?
3.1
The radical new approach
CPHIG would like to see some caution applied in adopting aspects of the new approach in respect to children and young people (CYP).
Public health is defined in terms of behaviour and choice (1.5). However people need the ‘capacity’ to make those choices. Intergenerational cycles of deprivation and the ‘uniqueness’ of children who are still learning about choices and how they can control their lives is an important consideration. The evidence on promoting emotional intelligence or competency should be reviewed and incorporated into school based education. The notion of resilience (not in the emergency preparedness sense) at individual, household and community level fits well here. 
There is a reflection in the Strategy of the “nudge” idea, which should be tempered, particularly in the promotion of child public health. The Director of Liverpool Healthy City has been quoted as saying “I’m not sure you can nudge the poor’. The adoption of the ladder of interventions (found in A Liberal dose) seeking to apply the least intrusive intervention, may require a more, rather than less intrusive action when applied to CYP. Protecting children from second hand smoke, or from effects of ‘passive drinking’ such as domestic violence, and fetal alcohol syndrome, and the laws around child protection are clear examples. 
Proportionate universalism (3.1) is presented as a concept but it is not clear how it will be applied through policy mechanisms. New public health programmes may increase health inequalities because disadvantaged families do not have the emotional, intellectual or financial capacity to respond. 
The proposal to develop a new public health outcome framework (2.9) is welcome, but the five domains would not necessarily focus on children. We suggest domains 4 & 5 could be merged and the fifth domain could be dedicated to children and young people. It is consistent with the view that emphasis should be placed throughout on childhood where the roots of persistent health inequalities begin and are evident. There was much that is good in the Every Child Matters framework which could be retained.
The public health responsibility deal proposals have been questioned. Where is the evidence that approach will really work for factors that affect CYP? It is said that there is a lot of evidence that it won’t, particularly in respect to food policy (Prof Martin Carerer). 

The features of the new system set out in para 1.46 are right in principle, and would make a difference to child public health. CPHIG agrees that there is patchy evidence on “what works” for many aspects of public health (2.15) but this is not true in early years where there is very good evidence.
The strategy identifies the need to treat population groups differently (2.24) and this is true for CYP, as acknowledged. The question is “how”?
3.2
Health and wellbeing throughout life
The focus on the different needs of different life stages is welcome.
This chapter (3) addresses key issues which CPHIG believes are crucial to improving child health, and are described in sections 1.16 to 1.27:
· Improving maternal health

· Promoting the health & development of children

· Reducing levels of emotional and behaviour disorder

· Improving mental health

· Reducing child poverty
· Improving local environment
Specific comments:
Local accountability within a framework set by the Cabinet sub-committee is the right balance. (3.4)
Neighbourhood level action is welcome (3.6) – we propose establishing Local Child Public Health Offices (LCPHO) and have a model we are happy to share (contact John Harvey: john@tiger-health.com). The mission of a LCPHO is to improve the wellbeing of CYP in the local neighbourhoods, through coordination of targeted responses to locally determined need and support for the frontline services provided in the area.

The Healthy Child Programme is endorsed (3.7) and the commissioning of this programme should be monitored specifically by the NHS Commissioning Board.
CPHIG is not aware of the evidence that Health Visitors are more cost-effective than any other Community Health Worker (3.8) and would recommend commissioning the outcomes, not the specified staff group. This is not to suggest replacing health visitors with cheaper alternatives, but an acknowledgment that a wide skill mix is needed. We envisage teams lead by HVs with a focus on the quality of the service provided in each patch. The HV would play a key role in an LCPHO.
Input to commissioning by public health is essential but must have Child Public Health specialists (3.8) because of the complexities of commissioning for all children’s services and the uniqueness of the dependent child, for whom the parents/carers are the agent in a pseudo-market economy. CPHIG believes that a sub-speciality at consultant level in Child Public Health, open to public health specialists, paediatricians, and specialist nurses, would be an exciting innovation. In partnership with the Faculty and College we have worked on a set of competencies relevant to this role.
Increasing the capacity of the Family Nursing Partnership programme is welcome (3.9) These schemes need to be integrated with the local workforce, both complementing and supplementing their efforts.
CPHIG support strengthening the role of Children’s Centres  and sees this as the right place for co-locating staff under the LCPHO (3.10)
A strategy on child poverty is also welcome (3.11) and CPHIG has a position paper on this which we would recommend for consideration.
Any pilots (e.g. 3.12) need good pre-planned evaluation and we would welcome the opportunity to comment on specific proposals.
There are potential risks (perverse incentives) to health premiums and until more detail is available it is not clear how the idea will work. (3.13) However we would want to see a large component dependent on progress against outcomes for CYP.
Strengthening the role of schools is vital to child public health. 
The role of the DPH is seen as strategic, and this is welcome (3.15). The question is: where would s/he get expertise on child public health? Our view is by introducing Child Public Health specialists.
The emphasis on self esteem is good but programmes defined topically e.g. drugs, sexual health, have severe limitations. It is better to promote emotional intelligence or resilience. Is this what the programmes proposed in 3.18 and 3.23 are about? And does it link to the mention of “salience” in the box on p 33. 
Continuing effective local tobacco control alliances should be included (3.26)
The provision of apprenticeships seems a good idea. (3.28) It fits with a life stage approach.
The concept of people’s supermarkets has had media attention recently and the community ownership of food supply seems an alternative worthy of support by local government. (3.30)
Climate change needs more emphasis (3.33, and 3.35-7).
The proposals for working well should fit with the child poverty strategy. (3.46 on)
3.3
Local government responsibility

CPHIG welcomes the responsibility for health improvement functions passing to local government. The lines of accountability need to be clear, and partnerships established as genuine partnerships, not on a lead agency basis with subsidiary agencies incorporated.
The remit of Health & Wellbeing boards is crucial for child health, and we would want the equivalent of the Children’s Trust model as a second tier Board reporting to the H&W Board. There are real complexities involved in commissioning for children.
Commissioning for children’s services needs to be integrated to support the pathway model of service provision going from prevention, through identification, assessment , treatment, to management of long term conditions and secondary prevention (see Modelling the Future, RCPCH)
4
 New public health system

If the starting point is that local expression of public health functions and integration in local government should be better for CYP, what is the role of a central function?
4.1 
specific comments
Role of PH England will have a role in provision of evidence and professional leadership – but whose agenda for commissioning evidence, and shouldn’t the professional leadership be seen at local level? (4.3) 

Embedding public health in local government will enable a joint approach on planning  children’s services... (4.8) We strongly believe this will only work with child public health specialists “embedded” in local government.

The minimum constraints on use of dedicated funding and payments for outcomes could present a risk in terms of balance of investment in programmes aimed at CYP, despite the evidence. (4.9) How will this risk be managed?

The role of the H&WB has great potential through the JSNA and joint commissioning, but this requires pooled budgets and specific responsibilities for children should be spelt out. (4.10 -16) JSNAs have hitherto tended to be high level, but there are many techniques for gathering apposite local data about neighbourhoods (asset mapping, for example) and small defined subgroups of the population which should be employed to give a more relevant picture. CPHIG would like to see new approaches to JSNA and joint commissioning. 
The input of DsPH is critical, and the aspirations of GP consortia are unknown. But experience shows that without special interest and knowledge of child public health, CYP are always second in priority. (4.19, 20)
Health premium depends on outcomes – will sensible/innovative outcomes of child health be included e.g. the Early Development Index. (4.32)
The ring-fenced budget to commission child health promotion programme, immunisation etc should go to local government for joint commissioning. As stated above, it is better to commission the HCP by outcomes, not staff groups. (4.40)
QOF could be used to drive quality of prevention and healthcare for CYP (4.51)
Dental public health is said to be responsible for children, but who and how? (4.53)
4.2 
Public Health England
A central function to support local innovation and provide knowledge on new innovation, to undertake disease control, and ensure excellence, expertise, in a responsive service, particularly health protection services, seems reasonable.
PH England should preserve the excellent work of the Public Health Observatories e.g. ChiMat (4.61, 4.86)
The role of PH England is welcome in terms of intelligence, research, and evidence provision but we advocate a section is established which is responsible for CYP specifically (4.78 to 88).
In regard to the workforce, as stated above we advocate developing child public health as a sub speciality and providing a set of competencies through modular teaching (the preferred FPH model). There is also a clear case for local leadership in terms of child health (4.93, 95).
5
CPHIG recommendations
Outcomes: we suggest domains 4 & 5 could be merged and the fifth domain could be dedicated to children and young people.

We propose establishing Local Child Public Health Offices.

We believe that a sub-speciality at consultant level in Child Public Health open to public health specialists, paediatricians, and specialist nurses would be an exciting innovation.

We would like to see new approaches to joint commissioning and JSNA.
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