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An overview of how the County Council and others are supporting families in providing good diet for their children. 
The following is a summary based on a review of some of our key partnership plans, information provided from County Council Service websites and brief communications with Public Health colleagues.  
There are more examples of activity which could be considered. Further work would have to be undertaken to bring this together to provide evidence of impact across all Partners.  This could be provided working with Public Health who may be better placed to respond in the context of the commissioning arrangements for elements of the Healthy Child Programme.
How this links to our priorities
The Children and Young People's Plan 2011-2014 which is the focus for the Lancashire Children and Young People's Trust partnerships includes the following priority: Children and young people’s health and wellbeing is improved through healthy lifestyle choices.
The Children and Young People's Plan included the following actions:

Taking a multi-agency approach we will work with the Early Intervention team to develop projects which promote children and young people being of a healthy weight and;

Ensuring a multi-agency approach to:

· improve the route through services where there is high spend and high use so that services are integrated, more efficient and of better quality with improved outcomes.
· commissioning and delivery of the healthy child programme with services working together more effectively to improve health and wellbeing outcomes of children young people and their families.

The specific performance indicator included within the plan was to reduce the prevalence of obesity in children aged 4 to 5 years old (reception class) and 10 to 11 years old (year 6) over each of the next three years.

The developing priorities for the Health and Wellbeing Board in respect of "Starting Well" includes material obesity and the need to explore the development of healthy settings approaches within early years settings (eg Childrens Centres and nurseries)

Information on the health and wellbeing of children and young people in Lancashire can be found on the Lancashire Joint Strategic Needs Assessment (JSNA) website 


The Healthy Child Programme

The overarching programme to support the Children and Young Peoples Plan priority is the Healthy Child Programme.

The Healthy Child Programme is a universal, preventive public health programme for all children and families, delivered through integrated partnership working, with targeted support where required. It delivers a coordinated & holistic programme to address all aspects of a child’s health & development from 0-19 years.

The programme:

· Incorporates a schedule of screening tests, immunisations and developmental reviews 
· Provides support, health promotion, information and guidance
· Is evidence based and follows NICE guidance
· Is universal for all children and families with targeted support
· The Healthy Child Programme is the early intervention and prevention public health programme at the heart of universal services for children & families
· Integrated services and partnership working are key to its success

The programme splits into 2 components. 0-5 years (including pregnancy) is led by Health Visitors. 5-19 years is led by School Nurses.

As part of the transfer of Public health responsibilities to the County Council, the Healthy Child Programme for 5-19 years is commissioned by Lancashire County Council from April 2013.  

The Healthy Child Programme for 0-5 will be commissioned by Lancashire County Council from April 2015. Public health services for children aged 0-5 years (including health visiting, family nurse partnerships and much of the healthy child programme) are currently commissioned by NHS England.

Further information on the Healthy Child Programme and the School Health Service is detailed on the embedded attachments.






Examples of Activity

Lancashire Healthy Schools Programme 

2012 saw the launch of a new Lancashire Healthy Schools Programme which built on the very successful original LHSP. The new programme offers a locally determined framework, as a traded service to schools, to guide practice in schools to enable self-improvement through a needs led and outcome based model to improve children and young people's health and wellbeing.

Be Active Eat Healthy

This is an overarching initiative developed by a multi-agency team aimed at Early Years settings, which aims to embed Healthy lifestyle choices within the settings and their community. It also features the Be Active Eat Healthy Award that settings can achieve if they can demonstrate that they are meeting certain standards with regards to healthy lifestyle choices.

Early Years Healthy Heroes is a childhood obesity prevention initiative aimed at 2-5 year olds and their families and this is one aspect of Be Active Eat Healthy. It builds on the original work of the school-age programme which was a multi agency initiative led by Lancashire County Council. Early Years Healthy Heroes has now been enhanced and adapted following input from colleagues within NHS including the Health Improvement Service within East Lancashire Primary Care Trust to be used with pre-school children and families. 

Early Years Healthy Heroes been delivered to a minimum of 1,500 children with 250 additional families receiving the programme through informal groups and activities, and many more receiving the programme at home as part of outreach family support plans delivered by children’s centres. 

27 children’s centre settings have now been trained by the Health Improvement Service who have also, provided the centres with resources to and continued mentorship and support.

LCCG Catering Services 

LCCG Catering Services state that menus are planned to meet the rigorous standards for food in schools and are checked using a recognised programme to analyse nutrition. Catering Services also work with Lancashire Healthy Schools and support the Change 4 Life campaign.

LCCG support the Healthy Heroes programme for Early Years and primary schools. Within secondary schools, the Express Café offers students a 'Fresher, Fitter and Faster' eating experience at secondary school. 

LCCG Catering Services are offered as a traded service to schools.

Improving the take-up of free school meals

We have undertaken a data matching exercise with District Councils which resulted in 900 more pupils receiving the free school meal they are entitled to. This work also brought more than £800,000 of additional funding into our schools, specifically aimed at improving their attainment.

Recipe for Health

Lancashire Trading Standards have developed the Recipe for Health Awards, aimed at catering businesses with a focus on healthy eating, the environment, and social responsibility.
 Recipe 4 Health awards businesses at three levels - Bronze, Silver and Gold.
At each level, businesses have to show they are compliant with food safety, food standards, licensing and age restricted sales legislation and have an awareness of healthy eating, environmental issues, allergens and alcohol issues. 

CYPP Performance indicator

The 2012/13 annual review of the Lancashire Children and Young People's Plan reported that obesity amongst Lancashire pupils in reception class reduced, whilst there was a slight increase amongst year 6 pupils.


	Measure 
	Good is 
	2009/ 2010 
	2010/ 2011 
	2011/201212
	Target 2011/12 
	National Ave 

	Reduce the prevalence of obesity in children aged 4 to 5 years old (reception class) 
	Low 
	9.0% 
(08/09) 
	9.7% 
(09/10) 
	9.2% (10/11)
	8.4% 
	9.4% 

	Reduce the prevalence of obesity in children aged 10 to 11 years old (year 6) 
	Low 
	17.0% 
(08/09) 
	17.6% 
(09/10) 
	17.7% (10/11)
	15.8% 
	19% 







Dave Carr
Head of Efficiency and Business Support
Directorate for Children and Young People
Elected_Members_FINAL_v6.pdf


                                                                                                                                                                                                                                              
 


 
Lead Member for Children’s Services briefing on School Health Service  


 
This briefing is aimed at Lead Members for Children’s Services (LMCS).  It provides an overview of the School Health Service and shares top tips to help LMCS think about 
how they can use the School Health services to deliver better health outcomes for 5-19 year olds.   


 
A new role for local authorities  
From April 2013, local authorities are statutorily responsible for delivering and commissioning public health services for children and young people aged 5-19. This will include 
providing prevention and early intervention services, delivering the Healthy Child Programme and addressing key public health issues such as sexual health, emotional health and 
wellbeing issues, obesity, drug, alcohol and tobacco misuse.  
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
The school nursing team local service offer:   
The 4 tiered service offer helps LMCS to understand what each level of support is. 


 Community  
All communities have a range of health services (including GP and community services) for children and young people 
and their families. School nurses develop and provide these and make sure children and young people know about them. 


 Universal services  
School nurses and their teams provide the Healthy Child Programme and public health services to ensure a healthy 
start for every child (e.g. immunisations, advice on healthy eating and weight management, health checks). They 
support children and parents to ensure access to a range of community services.  


 Universal plus  
Gives children, young people and parents a swift response from your School Health Service when they need additional or 
specific expert help (e.g. with sexual health, mental health concerns, long-term conditions and additional health needs 
including asthma, diabetes, learning disabilities).   


 Universal partnership plus  
Provides ongoing support by the school health team from a range of local services working together and with children and 
young people, to deal with more complex issues over a period of time, for example, support for children who may need 
specialist services including child and adolescent mental health services, looked after children, and young carers. 


 
 
 
• Bullying 
• Emotional health and wellbeing 
• Dental decay 
• Obesity and weight management 
• Teenage pregnancy 
• Sexually Transmitted Infections 
• Smoking 
• Drug and alcohol misuse 


 
 
 
• Qualified nurses with specialist training in the public health needs of 


school aged children including sign posting and referring to other 
services where appropriate 


• Lead and deliver the Healthy Child Programme (5-19) 
• Equipped to work at community, family and individual levels 
• Skilled in identifying issues and risks early, providing early intervention 
• Work in a range of settings including mainstream education, faith 


schools, specialist services for looked after children, special schools 
and alternative education provision 


• Support children with illness and disability to enable them to access 
education and recreation 


Elected members play a key role in ensuring the health and social care 
needs of local school aged children and young people are met through 
services that are commissioned appropriately.  School health services play a 
vital role in supporting children and young people. School nurses lead and 
deliver the Healthy Child Programme and work in partnership with other 
agencies to deliver school health locally.  The school nursing offer provides 
Elected Members with a benchmark to assess and review the local services 
being provided by school nurses and to decide if they meet local children’s 
and young people’s health needs including those who are looked after.  
 
How can the School Nursing Service help? 
School nurses are responsible for delivering cost effective public health 
programmes or interventions to improve health outcomes for school aged 
children and young people (5-19yrs). This includes reducing childhood 
obesity, under 18 conception rates, prevalence of chlamydia and 
management of mental health disorders. 
 
Health Visitors are responsible for input to children 0-5yrs and their family. 
Health visiting and school nursing services work together to ensure children, 
young people and families are supported. The school nursing service offers a 
structured approach to delivering the Healthy Child Programme (5-19), 
providing public health advice and ensuing the emphasis is on providing 
early help to children and young people from school nurses. 


Who are school nurses? What are the key public health issues 
for children? a 
 • A national public health programme for children and young people from 


5-19 
• Provides a robust evidence based framework and sets out good 


practice for prevention and early intervention services 
• Identifies the school nursing service as crucial to the effective delivery 


of the Healthy Child Programme 
• Assists local areas to ensure services: 


o are based on a robust needs assessment 
o utilise effective practice and prioritise evidence based 


programmes 
o make best use of their workforce 


 


What is the Healthy Child Programme 5-19? 







                                                                                                                                                                                                                                              
 
What is the Lead Member for Children’s Services (LMCS) role? 
 
LMCS have a key role in improving the health and wellbeing of school age children and young people.  LMCS can ensure local school health services are led 
by school nursing services and delivered by working in partnership to achieve better outcomes for children, young people and families. 
 


 


RESOURCES.  
The School Nurse Vision and service offer. Department of Health (2012). Getting it Right for Children, Young People and Families. London: Department of Health 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_133352.pdf 
The Healthy Child Programme Department of Health and Department for Children, Schools and Families (2009). Healthy Child Programme (From 5 –19 years old).  London: Department of Health. 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_108866.pdfBritish Youth Council (2011). Our school nurse. Young people’s views on the role of the school nurse. London: 
British Youth Council. http://www.byc.org.uk/resource-download-log.aspx?doc=/media/75447/byc_school_nurse_report_web.pdf 
Local Government Association public health resources www.local.gov.uk/health 
Report of the Children and Young People’s Health Outcomes Forum 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/156062/CYP-report.pdf.pdf 
Improving Children and Young People’s Health Outcomes: A system wide response 
https://www.gov.uk/government/uploads/system/uploads/attachment data/file/141430/9328-TSO-2900598-DH-SystemWideResponse.pdf.pdf 
 


 


How to ensure the school nursing service is effective 
1. GET INVOLVED  


• Identify the key issues affecting the health and wellbeing of local children and young people including looked after children 
• Use your local knowledge and influence to ensure the school health service led by school nurses is a core service 
• Ensure other elected members are sufficiently briefed to understand the role of school health services 
• Ensure the school health service is visible in strategic plans, supported by strong leadership and clear accountability 
 


2.     LISTEN AND SPEAK UP   
• Ensure local commissioning and services are shaped by the views of local children, young people and parents 
• Ensure there are joined up services for children 0-19yrs with health visitors and school nurses working together with other 


partners 
 


3.    HELP PARTNERS WORK TOGETHER  
• Ensure partners including head teachers and governors work to support health services in schools 
• Support and encourage multi-agency work and training 
 


4.    CHAMPION PROMOTION  
• Ensure there are champions for school health within the council and Health and Wellbeing Board 
• Champion the shift towards prevention and early intervention – the school health service is evidenced based in this approach 


 
5.    MAKE SURE SERVICES ARE EFFECTIVE  


• Ensure the Joint Strategic Needs Assessment and Joint Health and Wellbeing Strategy reflect the needs of school aged children 
• Build in means of review and evaluation, build in an evidence base to measure improvements in health and wellbeing 
• Drill beneath the data and have access to the views of frontline staff, partners and service users to be assured on quality and 


judge impact 
• Direct resources towards delivering the most effective public health programmes 
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Foreword by  
Dr Sheila Shribman 


an effective and high-quality preventive 
programme in childhood is the foundation  
of a healthy society. this is as true today  
as ever. for more than 100 years we have 
provided a preventive health service that  
has protected and promoted the health of 
children. as an experienced paediatrician  
I have watched the Healthy Child Programme 
(HCP) change and develop over the years as 
it has adapted to new knowledge, changes  
in public expectations and changes in the 
way in which services are delivered. 


This is a critical moment in the development 
of the HCP. The advances taking place in 
neuroscience and genetics – and our 
understanding of how early childhood 
development can be both promoted and 
damaged – create an imperative for the HCP 
to begin in early pregnancy. At the same time, 
the development of Sure Start children’s 
centres gives us an opportunity to make more 
of a difference to children – across a wider set 
of outcomes – than we have been able to in 
the past. 


However, it is disappointing to hear that the 
HCP is being given a low priority in some 
parts of the country. Health visiting and 
paediatric colleagues have reported that it is 
proving difficult to provide a universal HCP, 
and to meet the needs of vulnerable children 
and families. 


This update has been written for a number 
of reasons. 


To raise the profile of the HCP and to highlight 
its importance in addressing some of the serious 
problems that we are facing as a society. 


To set out how the HCP can deliver a universal 
preventive service at the same time as focusing 
on vulnerable babies, children and families. 


To provide more detail on the programme 
that was set out in the National Service 
Framework for Children, Young People and 
Maternity Services (Department of Health, 
2004), and to give clearer direction on what 
needs to be done – and when. 


To establish the HCP within joint 
commissioning and integrated children’s 
services across general practice and 
Sure Start children’s centres. 


Healthy Child Programme: Pregnancy and the first five years of life 







The core requirements of the HCP 


 
 


 


 
 


This document sets out the standard for the 
HCP. The detail of how the programme is 
implemented will be decided by the local 
partners who commission and provide the 
service. It is the beginning of a process to 
strengthen the HCP and to support local 
delivery. The world will keep changing and 
new evidence will emerge that may challenge 
some of the content of today’s programme. 
This means we need to make sure that we 
have a skilled and flexible workforce, local 
leadership and an infrastructure that is capable 
of innovating, adapting and responding to the 
changing needs of children and families. This 
must include strategic monitoring, evaluation 
and quality improvement by the primary care 
trust and local authority. 


Our success will be measured by the future 
health and wellbeing of children, and how 
the HCP is seen by families – in particular, 
the most disadvantaged families. 


I would like to thank the many people who 
have contributed to this publication, in 
particular the members of the HCP 
Working Group. 


Dr Sheila Shribman 
National Clinical Director for Children, 
Young People and Maternity Services 
Department of Health 
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Introduction 


This guide is for primary care trusts (PCTs), 
local authorities, practice-based commissioners 
and providers of services in pregnancy and the 
first years of life. It highlights the key role that 
the Healthy Child Programme (HCP) plays in 
improving the health and wellbeing of 
children, as part of an integrated approach 
to supporting children and families. This 
document is a first step: further work is 
planned to support services to build an HCP 
that is fit for the future, and that meets the 
needs of children and the aspirations of 
families. The HCP is being taken forward 
in the Government’s Child Health Strategy, 
which has a strong focus on prevention in 
the first years of life. 


This publication sets out the recommended 
standard for the delivery of the HCP and 
demonstrates how the programme addresses 
priorities for the health and wellbeing of 
children (such as Public Service Agreement 
(PSA) indicators). Delivery of the HCP depends 
on services for children and families being fully 
integrated, and this guide will inform joint 
strategic plans to promote child health and 
wellbeing across all agencies. Partnership 
working between different agencies on local 
service development – increasingly through 
children’s trust arrangements – will be the key 
to the HCP’s success. 


The HCP begins in early pregnancy and ends 
at adulthood, and will be commissioned as 
one programme covering all stages of 
childhood. The focus of this update is 
pregnancy and the first five years of life – 
because this is where significant change has 


taken place in the last few years, and where 
we wish to see a strengthening of current 
provision. The health of older children, in 
particular during adolescence, remains a 
priority: an integrated HCP from pregnancy  
to adulthood is essential. The learning from 
this update will be used to strengthen the  
HCP for other age groups in the future. 


We are fortunate to have a strong evidence 
base for the HCP, as set out in Health for All 
Children (Hall and Elliman, 2006). This update 
continues to adopt the recommendations of 
Health for All Children as the underpinning 
universal programme. This has been 
supplemented by guidance from the National 
Institute for Health and Clinical Excellence 
(NICE) and a review of health-led parenting 
programmes by the University of Warwick. 
The evidence base is less clear for some public 
health interventions (such as obesity 
prevention). However, there is no doubt about 
the importance of these public health issues; 
therefore, we have taken a pragmatic 
approach and included recommendations  
that are based on expert consensus  
(Cross-Government Obesity Unit, 2008). 


There are plenty of examples of high-quality, 
evidence-based HCP services across the 
country, and many practitioners will already  
be working in the ways recommended in this 
update. However, given the range of people 
now involved in delivering the HCP and the 
variability in standards and provision across 
the country, it is important to outline what 
good practice should look like rather than 
making assumptions. 
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The  importance  of  the  Healthy 
Child  Programme  (HCP) 


the HCP is the early intervention and 
prevention public health programme that  
lies at the heart of our universal service for 
children and families. at a crucial stage of 
life, the HCP’s universal reach provides an 
invaluable opportunity to identify families 
that are in need of additional support and 
children who are at risk of poor outcomes. 


Healthy Child Programme: Pregnancy and the first five years of life 


The HCP offers every family a programme of 
screening tests, immunisations, developmental 
reviews, and information and guidance to 
support parenting and healthy choices – all 
services that children and families need to 
receive if they are to achieve their optimum 
health and wellbeing. 


Effective implementation of the HCP should 
lead to: 


•	� strong parent–child attachment and positive 
parenting, resulting in better social and 
emotional wellbeing among children; 


• 	� care that helps to keep children healthy 
and safe;  


•	� healthy eating and increased activity, 
leading to a reduction in obesity; 


• 	� prevention of some serious and 
communicable diseases; 


•	� increased rates of initiation and 
continuation of breastfeeding; 


•	� readiness for school and improved learning; 


•	� early recognition of growth disorders and 
risk factors for obesity; 


•  early detection of – and action to address – 
developmental delay, abnormalities and  
ill health, and concerns about safety; 


•  identification of factors that could influence 
health and wellbeing in families; and 


•	� better short- and long-term outcomes for 
children who are at risk of social exclusion. 


Pregnancy and the first years of life are one  
of the most important stages in the life cycle. 
This is when the foundations of future health 
and wellbeing are laid down, and is a time 
when parents are particularly receptive to 
learning and making changes. There is good 
evidence that the outcomes for both children 
and adults are strongly influenced by the 
factors that operate during pregnancy and the 
first years of life. We have always known this, 
but new information about neurological 
development and the impact of stress in 
pregnancy, and further recognition of the 
importance of attachment, all make early 
intervention and prevention an imperative 
(Center on the Developing Child, 2007).  
This is particularly true for children who  
are born into disadvantaged circumstances. 







 
  


 


  


 


 


  


 


Providing a high-quality HCP that is visible 
and accessible to families with children is 
a core health responsibility contributing 
to the goals of Every Child Matters (HM 
Government, 2004) and services provided 
in Sure Start children’s centres (Department 
of Health, 2007a). The HCP, led by health 
visitors, is increasingly being delivered through 
integrated services that bring together Sure 
Start children’s centre staff, GPs, midwives, 
community nurses and others. Children’s 
centres are a way of delivering community-
based services, and are visible and accessible 
to families who might be less inclined to 
access traditional services. 


The HCP will continue to make sure that 
children receive appropriate referral to 
specialist services, and to signpost families 
to wider support. The programme will ensure 
that each family receives support that is 
appropriate for their needs – with the most 
vulnerable families receiving intensive 
interventions and co-ordinated support 
packages. Working in partnership with other 
agencies, the HCP sits at the heart of services 
for children and families. 


The HCP is key to delivering the 2008–11 
Public Service Agreements (PSAs)1 for 
improving the health and wellbeing of children 
– specifically the indicators for breastfeeding, 
obesity prevention, and improving emotional 
health and wellbeing. The HCP will have an 
impact on safeguarding and promoting the 
welfare of children, contributing to achieving 
the ‘improving children and young people’s 
safety’ PSA (see page 64). By incorporating 
the maternity PSA indicator, the updated 
HCP recognises the vital contribution that 
maternity services make to a child’s future 
health and wellbeing. 


1	� www.hm-treasury.gov.uk/media/5/A/ pbr_csr07_psa18.pdf 
and www.hm-treasury.gov.uk/ media/3/A/pbr_csr07_ 
psa19.pdf 


In establishing the foundations of good health, 
the HCP makes a crucial contribution to the 
Every Child Matters outcomes (and to 
delivering the legal duties to promote these), 
as well as to the National Service Framework 
for Children, Young People and Maternity 
Services (Department of Health, 2004). The 
HCP feeds directly into The Children’s Plan 
(Department for Children, Schools and 
Families, 2007), which includes strengthened 
support for all families during the formative 
early years of children’s lives, and helps 
parents to ensure that children are ready for 
early years education, school and later life. 


It is important that PCTs make use of 
children’s trust arrangements to work closely 
with local authorities to jointly plan and 
commission services to deliver the HCP locally. 
Monitoring, evaluating and improving the 
quality of the HCP will be a key aim. 
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What is new and different  
in this update of the HCP? 


Since  the  National  Service  Framework  for 
Children,  Young  People  and  Maternity 
Services  was  published  in  2004,  there  have 
been  significant  changes  in  parents’ 
expectations,  in  our  knowledge  about 
neurological  development,  in  our  knowledge 
about  what  interventions  work,  and  in  the 
landscape  of  children’s  policy  and  services. 
at  the  same  time,  we  are  facing  pressing 
public  health  priorities  such  as  the  rise  in 
childhood  obesity,  an  increase  in  emotional 
and  behavioural  problems  among  children  
and  young  people,  and  the  poor  outcomes 
experienced  by  children  in  the  most  
at-risk  families. 


The HCP needs to adapt to this changing 
environment, and it is expected that local 
programmes will provide: 


•	� a major emphasis on parenting support; 


•	� the application of new information 
about neurological development and 
child development; 


•	� the use of new technologies and 
scientific developments; 


•	� the inclusion of changed public health 
priorities; 


•	� an emphasis on integrated services; and 


•	� an increased focus on vulnerable children 
and families, underpinned by a model of 
progressive universalism. 


a major emphasis on 
parenting support 
•	� Supporting mothers and fathers to provide 


sensitive and attuned parenting, in 
particular during the first months and years 
of life. 


•	� Supporting strong couple relationships and 
stable positive relationships within families, 
in accordance with The Children’s Plan 
(Department for Children, Schools and 
Families, 2007). 


•	� Ensuring that contact with the family 
routinely involves and supports fathers, 
including non-resident fathers. 


•	� Supporting the transition to parenthood, 
especially for first-time mothers and fathers. 


PCTs and local authorities will need to develop 
a joint strategy for the design and delivery of 
parenting support services in their area. 
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The contribution that fathers make to their 
children’s development, health and wellbeing 
is important, but services do not do enough 
to recognise or support them. Research 
shows that a father’s behaviour, beliefs and 
aspirations can profoundly influence the 
health and wellbeing of both mother and 
child in positive and negative ways. 


Maternity and child health services are used 
to working mainly with mothers, and this 
has an impact on their ability to engage 
with fathers. Fathers should be routinely 
invited to participate in child health reviews, 
and should have their needs assessed. 


the application of new information 
about neurological development 
and child development 
Rapid scientific advances are taking place 
in the study of neuroscience and child 
development, and in our understanding of the 
effectiveness of early childhood programmes. 
The HCP reflects this new knowledge by: 


•	� stressing the importance of attachment and 
positive parenting in the first years of life in 
determining future outcomes for children; 


•	� introducing a greater focus on pregnancy; 


•	� recognising the specific impact that mothers 
and fathers have on their children, as well 
as their combined influence; 


•	� building a progressive universal programme 
that responds to the different risk factors 
for children’s future life chances, including 
the effects of multiple parental risk factors; 


•	� integrating guidelines from NICE on 
promoting changes in the behaviours that 
affect health, maternal mental health, and 
antenatal and postnatal care; and 


•	� incorporating interventions (where 
emerging evidence shows that they can 
help) to build resilience and improve 
outcomes, such as the Family Nurse 
Partnership programme (see page 30). 


The HCP needs to reflect new evidence that 
has emerged about neurological 
development and the importance of forming 
a strong child–parent attachment in the first 
years of life. It should also incorporate the 
information that we have about the adverse 
effect that maternal anxiety and depression 
in pregnancy can have on child development. 


A child’s brain develops rapidly in the first 
two years of life, and is influenced by the 
emotional and physical environment as well 
as by genetic factors. Early interactions 
directly affect the way the brain is wired, 
and early relationships set the ‘thermostat’ 
for later control of the stress response. This 
all underlines the significance of pregnancy 
and the first years of life, and the need for 
mothers and fathers to be supported during 
this time. 


What is new and different in this update of the HCP? 11 
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the use of new technologies 
and scientific developments 
These include: 


•	� new vaccination and immunisation 
programmes; 


•	� new tests, such as newborn hearing 
screening and expanding newborn 
bloodspot screening programmes; 


•	� maximising the potential of the internet, 
digital TV, helplines and text messaging 
services to provide parents with information 
and guidance, and to offer them more 
choice over how to access the HCP, such as 
the online NHS Baby LifeCheck available on 
the NHS Choices website; and 


•	� improved data collection systems and 
electronic records. 


the inclusion of changed 
public health priorities 
•	� To increase the proportion of mothers who 


breastfeed for six to eight weeks or longer. 


•	� To focus on the early identification and 
prevention of obesity in children through an 
emphasis on breastfeeding, delaying 
weaning until babies are around six months 
old, introducing children to healthy foods, 
controlling portion size, limiting snacking on 
foods that are high in fat and sugar, and 
encouraging an active lifestyle. 


•	� To take a proactive role in promoting 
the social and emotional development 
of children. 


•	� To support parents to get the balance right 
between encouraging play and physical 
activity, and minimising the risk of injury, 
as set out in Staying Safe: Action Plan 
(Department for Children, Schools and 
Families, 2008). 


Obesity and being overweight represent a 
profound public health challenge that is 
comparable with smoking in its significance 
and scale. According to the latest UK 
statistics, just under 10 per cent of under-19s 
are obese and 20 per cent are overweight. 
Around 25 per cent of adults are obese and 
40 per cent are overweight. 


If no action is taken, by 2050 it is suggested 
that 25 per cent of children will be obese 
and 30 per cent will be overweight. Children 
who are obese in childhood are likely to 
remain obese into adulthood. 


Only 3 per cent of overweight or obese 
children have parents who are not 
overweight or obese: it is vital to work with 
parents, taking a whole-family approach 
(Cross-Government Obesity Unit, 2008). 


an emphasis on integrated services 
•	� To build the HCP team across general 


practice and Sure Start children’s centres. 


•	� To be led by a health visitor and delivered 
by a range of practitioners across the health 
service and the wider children’s workforce. 


•	� Health practitioners supporting early years 
staff in their role to promote the health 
of children. 


•	� Identifying when children and their families 
need access to additional services, and 
using the Common Assessment Framework 
to assess their needs holistically. 


•	� To work with, and as part of developing, 
local children’s trusts. 
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Sure Start children’s centres are being 
developed across the country. There are 
now over 2,500 centres, with plans for 
3,500 by 2010 – one for every community. 
Children’s centres provide a range of 
integrated services, such as health and 
family support, as well as childcare and early 
years education. Children’s centres offer 
significant opportunities for improving 
children’s health and are a key vehicle for 
delivering the HCP. Many health services 
will either be located in children’s centres 
or will work very closely with them. 


The National Audit Office’s (NAO’s) impact 
evaluation of Sure Start children’s centres 
(NAO, 2006) found that these are more 
effective when they work in partnership 
with health services. For example, 
centres that are successful at reaching 
disadvantaged groups use outreach 
and home visiting in co-operation with 
health and community groups to reach 
excluded families. 


The team delivering the HCP will include a 
range of health professionals and children’s 
practitioners within Sure Start children’s 
centres, general practice and the wider 
children’s workforce. 


The responsibility for delivering the HCP in 
the first years of life should lie with health 
professionals – in particular health visitors – 
for the following reasons: 


•	� The HCP includes activities that 
require clinical and public health skills 
and knowledge. 


•	� Health professionals are notified of all 
pregnancies and births, and are responsible 
for this registered population. 


•	� Health professionals are trusted and 
listened to by the public – especially 
during pregnancy and around the time 
of childbirth. 


•	� Health professionals are able to address 
primary, non-stigmatising, physical health 
issues that are of concern to all pregnant 
women, expectant fathers and parents of 
newborn babies. 


•	� The NHS has a skilled workforce that is 
used to working with different levels 
of need and in a range of settings, 
including the home. 


•	� Health visitors have the necessary skills 
to co-ordinate the HCP. 


•	� GPs and practice nurses are ideally placed 
to offer opportunistic health promotion and 
to identify children and families who are in 
need of support. 


an increased focus on 
vulnerable children and families, 
underpinned by a model of 
progressive universalism 
The HCP is a progressive universal service, 
i.e. it includes a universal service that is offered 
to all families, with additional services for 
those with specific needs and risks. The 
section on the HCP schedule (beginning on 
page 31) includes both the universal service to 
be offered to every family and the progressive 
services for children and families with 
additional needs and risks. A progressive 
universal HCP is one that offers a range 
of preventive and early intervention services 
for different levels of risk, need and 
protective factors. 
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If we are to reduce inequalities in children’s 
health, wellbeing and achievement, we need 
to focus on the most vulnerable children and 
families, and allocate resources accordingly. 
One of the HCP’s key roles is to identify 
children with high risk and low protective 
factors, and to ensure that these families 
receive a personalised service. Poverty is one 
of the biggest risk factors linked to poorer 
health outcomes. Poorer children are less likely 
to be breastfed, more likely to be exposed to 
tobacco smoke, and more likely to be injured 
at home and on the roads. 


Inequalities in early learning and achievement 
begin to become apparent in early childhood, 
with a gap opening up between the abilities 
of poor and prosperous children at as early 
as two or three years of age. Children who 
come from families with multiple risk factors 
(e.g. mental illness, substance misuse, debt, 
poor housing and domestic violence) are more 
likely to experience a range of poor health and 
social outcomes. These might include 
developmental and behavioural problems, 
mental illness, substance misuse, teenage 
parenthood, low educational attainment and 
offending behaviour. 


In a diverse country such as England,  
a one-size HCP will not fit all. The use  
of interpreters, understanding different 
childcare practices, and taking services to  
the homeless and to travelling families will  
all be key features of local programmes. 
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moving the HCP from… to… 


Commissioning a minimum core 
programme 


Commissioning a universal core programme, plus programmes 
and services to meet different levels of need and risk (progressive 
universalism) 


Variation of provision according to 
local investment 


Variation of provision according to need and risk 


A focus on post-birth An increased focus on pregnancy 


A focus on children’s services Greater integration and information sharing with family services – 
including adult services 


A focus mainly on mothers and 
children 


Working routinely with both mothers and fathers (whether they are 
living together or not) 


A programme that looks for problems, 
deficits and risks 


One that looks for and builds on strengths and protective factors – 
as well as risks 


A non-specific approach to emotional 
issues 


The proactive promotion of attachment and the prevention of 
behavioural problems 


A focus on surveillance and health 
promotion 


A greater focus on parenting support, as well as on surveillance and 
health promotion 


A focus on ‘contacts’ Health reviews using consultation skills and tools to support behaviour 
change. Supplementing face-to-face contact with new media and 
other channels where appropriate 


A schedule that is determined by 
physical developmental stages and 
screening tests 


A schedule that is also determined by social and emotional 
developmental stages, parental receptiveness and parents’ priorities 


The assessment of current needs The assessment of future risks as well as current needs 


An emphasis on professionally 
identified needs 


A greater focus on mothers’ and fathers’ goals and aspirations for 
their children 


A programme delivered by health 
practitioners 


One led by health visitors, drawing on a range of practitioners, and 
delivered through general practice and Sure Start children’s centres 


The separation of maternity and child 
health services 


Better integration and information sharing between maternity services 
and the HCP team, school health teams and adolescent services, 
including child and adolescent mental health services 


A lack of clarity about who is 
responsible for the quality and 
outcomes of the HCP 


Health visitors leading the delivery of the HCP for a defined population 
across a range of services and locations. The HCP is commissioned, 
monitored and evaluated locally, and overseen by the PCT or children’s 
trust in partnership with general practice, including population 
outcomes 


Minimal supervision of staff or focus 
on outcomes or quality improvement 


Regular supervision, and monitoring of quality and outcomes of teams 
and individual practitioners 


Being delivered through the primary 
healthcare team 


Being delivered by the primary healthcare team and Sure Start 
children’s centres 


What is new and different in this update of the HCP? 15 







 


 


 


 


 


 


The core requirements 
of the HCP 


this update builds on the revised fourth 
edition of Health for All Children (Hall 
and elliman, 2006), which will assist in 
determining what should be commissioned  
to meet Government standards. the following 
requirements are intended to strengthen – 
and not to replace – those set out in Health 
for All Children. 


early identification of need  
and risk 
At population level, commissioners need a 
systematic, reliable and consistent process for 
assessing needs. At an individual level, families 
need a skilled assessment so that the 
programme is personalised to their needs 
and choices.  


The HCP health reviews provide the basis for 
agreeing with each family how they will access 
the HCP over the next stage of their child’s 
life. Any system of early identification has to 
be able to: 


•	� identify the risk factors that make some 
children more likely to experience poorer 
outcomes in later childhood, including 
family and environmental factors; 


•	� include protective factors as well as risks; 


•	� be acceptable to both parents; 


•	� promote engagement in services and be 
non-stigmatising; 


•  be linked to effective interventions; 


•  capture the changes that take place in the 
lives of children and families; 


•  include parental and child risks and 
protective factors; and 


• 	� identify safeguarding risks for the child. 


A variety of different processes have evolved 
locally, and more needs to be done to provide 
the service with validated tools. We will be 
producing further guidance, in particular to 
support the PSA maternity indicator. The aim 
will be to enable and encourage earlier access 
to maternity care, with women having the 
opportunity by the 12th week of pregnancy 
to see a midwife or maternity healthcare 
professional for a health and social care 
assessment of their needs, risks and choices. 
This assessment will form the starting point 
for the HCP. 
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Generic indicators can be used to identify 
children who are at risk of poor educational 
and social outcomes (for example those with 
parents with few or no qualifications, poor 
employment prospects or mental health 
problems). Neighbourhoods also affect 
outcomes for children. Families subject to 
a higher-than-average risk of experiencing 
multiple problems include those: 


•	� living in social housing; 


•	� with a young mother or young father; 


•	� where the mother’s main language is 
not English; 


•	� where the parents are not co-resident; and 


•	� where one or both parents grew up in care. 


There is a clear relationship between the 
number of parent-based disadvantages and 
a range of adverse outcomes for children 
(Social Exclusion Task Force, 2007). 


It is estimated that around 2 per cent of 
families in Britain experience five or more 
of the following disadvantages: 


•	� Neither parent in the family is in work. 


•	� The family lives in poor-quality or 
overcrowded housing. 


•	� Neither parent has any educational 
qualifications. 


•	� Either parent has mental health problems. 


•	� At least one parent has a longstanding 
limiting illness, disability or infirmity. 


•	� The family has a low income. 


•	� The family cannot afford a number 
of food and clothing items. 


It can be difficult to identify risks early in 
pregnancy, especially in first pregnancies, as 
often little is known about the experience and 
abilities of the parents, and the characteristics 
of the child. Useful predictors during 
pregnancy include:2 


•	� young parenthood, which is linked to poor 
socio-economic and educational 
circumstances; 


•	� educational problems – parents with few 
or no qualifications, non-attendance or 
learning difficulties; 


•	� parents who are not in education, 
employment or training; 


•	� families who are living in poverty; 


•	� families who are living in unsatisfactory 
accommodation; 


•	� parents with mental health problems; 


•	� unstable partner relationships; 


•	� intimate partner abuse; 


•	� parents with a history of anti-social 
or offending behaviour; 


•	� families with low social capital; 


•	� ambivalence about becoming a parent; 


•	� stress in pregnancy; 


•	� low self-esteem or low self-reliance; and 


•	� a history of abuse, mental illness or 
alcoholism in the mother’s own family. 


2 www.dcsf.gov.uk/rsgateway/DB/RRP/u015301/index. 
shtml 
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As well as generic social and psychological 
indicators, there are specific risk and protective 
factors for particular outcomes. These include: 


•	� an underlying medical or developmental 
disorder and temperamental characteristics, 
some of which may be genetic; 


• low birthweight and prematurity; 


• obesity in parents (a child is at greater risk 
of becoming obese if one or both of their 
parents is obese); 


•	� poor attachment and cold, critical or 
inconsistent care (this can result in 
emotional and behavioural problems); 


•	� smoking in pregnancy (this has multiple 
short- and long-term adverse effects on 
both the fetus and child, and can be a 
wider indicator of a pregnant woman’s 
self-esteem); and 


•	� smoking by partners (this also has both a 
direct and an indirect impact on children, 
and is the most powerful influence on the 
mother’s smoking habit). 


Some of the indicators listed above are more 
difficult to identify than others. Health 
professionals need to be skilled at establishing 
a trusting relationship with families and be 
able to build a holistic view. 


Protective factors 


•	� Authoritative parenting combined with 
warmth, with an affectionate bond of 
attachment being built between the child 
and the primary caregiver from infancy. 


•	� Parental involvement in learning. 


•	� Protective health behaviours, such as 
smoking cessation in pregnancy. 


•	� Breastfeeding. 


•	� Psychological resources, including 

self-esteem.
�


Health and development reviews 
The core purpose of health and development 
reviews is to: 


•	� assess family strengths, needs and risks; 


•	� give mothers and fathers the opportunity 
to discuss their concerns and aspirations; 


•	� assess growth and development; and 


•	� detect abnormalities. 


Universal health and development reviews are 
a key feature of the HCP. This updated HCP 
keeps to the key ages set out in Standard One 
of the National Service Framework, in line 
with the Personal Child Health Record. 
However, this guide provides greater detail 
and places an increased emphasis on the 
review at two to two-and-a-half years. 
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The following are the most appropriate 
opportunities for screening tests and 
developmental surveillance, for assessing 
growth, for discussing social and emotional 
development with parents and children, and 
for linking children to early years services: 


• by the 12th week of pregnancy; 


• the neonatal examination; 


• the new baby review (around 14 days old); 


• the baby’s six to eight-week examination; 


• by the time the child is one year old; and 


• between two and two-and-a-half years old. 


One of the HCP’s core functions is to 
recognise disability and developmental delay. 
This includes a responsibility to provide 
information, support, referral and notification 
to others, and in particular there is a duty to 
inform the local education authority if it is 
suspected that a child may have special 
educational needs. Practitioners carrying out 
the HCP health and development reviews are 
expected to have knowledge and 
understanding of child development, and 
of the factors that influence health and 
wellbeing. They need to be able to recognise 
the range of normal development. 


Growth is an important indicator of a child’s 
health and wellbeing. Where parents or health 
professionals have concerns, the child’s growth 
should be measured and plotted on 
appropriate charts. New growth charts (based 
on World Health Organization standards3 


covering infants aged between two weeks and 
two years) were introduced in May 2009 
following a pilot programme. 


Regular monitoring of growth continues to 
be reviewed as new evidence emerges and 
concerns regarding obesity increase. 
Measuring and assessing the growth of young 
children is a particularly skilled task, and needs 
to be carried out by appropriately trained 
practitioners. From birth to two years of age, 
infants should be weighed without clothes on 
modern, electronic, self-zeroing scales that 
have been properly maintained and are placed 
on a firm, flat surface. Length (up to two 
years) and height must be measured on 
suitable equipment designed for the purpose. 


Competent physical examinations should be 
undertaken for all newborn infants and at six 
to eight weeks, and thereafter whenever there 
is concern about a child’s health or wellbeing. 
New guidelines on the physical examination 
of babies soon after birth and again at six 
to eight weeks will shortly be published by 
the National Screening Committee 
(http://nipe.screening.nhs.uk). 


3 www.who.int/childgrowth/en 
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The HCP health and development reviews 
provide the opportunity to assess the 
strengths and needs of individual children 
and families, to plan for the next stage of 
childhood and to evaluate the services 
received so far. The topics covered and the 
depth of each review will depend on the 
experience and confidence of mothers and 
fathers, as well as their choices. This will also 
be subject to professional judgement. 


Most children do well and, when given 
information, most parents are good judges of 
their child’s progress and needs. Others may 
need more support and guidance, and a small 
minority will need intensive preventive input. 
Reviews can provide an opportunity to plan 
a package of support using local services (such 
as those provided in a Sure Start children’s 
centre) or for referral to specialist services. 


Many children will have contact with a variety 
of early years practitioners, all of whom need 
to be alert to possible concerns. The Common 
Assessment Framework should be used where 
there are issues that might require support to 
be provided by more than one agency. It is 
important that professionals who are involved 
in assessing the child’s and the family’s needs 
work in partnership, and share relevant 
information as required. 


The following table gives examples of the 
sorts of topics that might be covered during 
a health and development review. 


It is important to avoid a ‘tick box approach’ 
when undertaking a health and development 
review, and it should always be undertaken 
in partnership with the parents. Parents want 
a process that recognises their strengths, 
concerns and aspirations for their child. Health 
professionals need to use consultation skills, 
purposeful listening skills and guiding 
questions to ensure that the goals of the HCP 
are aligned with the goals of the parents – 
while not losing the focus of the review. 
Promotional interviewing, motivational 
interviewing and strength-based approaches 
are emerging as useful methods. 
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examples of topics 


Pregnancy • Assessment of the overall health and wellbeing of the mother 


• Screening for any conditions that may have an impact on 
mother or baby 


• Smoking in either parent 


• Folic acid and other dietary or lifestyle advice as required 


• Breastfeeding (including both parents’ attitudes) 


• Mental health 


• Feelings about pregnancy 


• Assessment of risks and protective factors 


• Parents’ relationship 


• Assessment of the father’s health and wellbeing 


the child • General physical health 


• Emotional, behavioural and social development 


• Physical development 


• Speech and language development 


• Self-care skills and independence 


• Evaluation of the attachment between the child and its mother 
and father 


• Vision and hearing 


• Immunisations 


Parenting • Emotional warmth/stability 


• Caregiving 


• The father’s contribution 


• Ensuring safety and protection 


• Guidance, boundaries and stimulation 


• Supporting the child’s cognitive development through interaction, 
talking and play 
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examples of topics 


Parenting • Factors that have an impact on the parents’ ability to parent 
(continued) (problems such as mental ill health, poor housing, domestic 


violence, substance misuse, low basic skills, learning difficulties, 
physical health problems or experience of poor parenting as 
a child) 


• The need for parental support and/or access to formal parenting 
programmes for both parents 


• Provision of care that promotes and protects the health of the 
child, including feeding and diet, home and travel safety, and 
smoking 


• Provision of contraceptive advice to avoid unplanned further 
pregnancies 


• The benefits of taking up free early childcare for three- and 
four-year-olds 


family • Family and social relationships 


• The family’s health and wellbeing 


• The wider family, including carers such as grandparents 


• Housing, employment and financial considerations 


• Social and community elements and resources, including 
education 


• Separated parents, relationships and domestic abuse 


• Identification of risk factors for health and wellbeing (smoking, 
diet, activity level, alcohol consumption, drug taking, a family 
history of mental health, etc.) 


• Familial and cultural issues that influence lifestyle 


• Access to support from extended family and friends, and cultural 
support networks (e.g. faith networks) 


• Housing, safety and community resources 


• Signposting to services and resources 


• Referral to specialist services if required 
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Antenatal and postnatal 
promotional interviews 


Antenatal and postnatal promotional 
interviews (see the Centre for Parent and 
Child Support website for further 
information4) provide practitioners with 
a proactive and non-stigmatising approach 
to promoting the early psychosocial 
development of babies and the transition 
to parenthood. They provide a structured 
way of working with mothers and fathers 
during pregnancy and the postnatal period, 
helping them to explore their situation and 
to make more informed decisions about 
their family’s needs. 


Promotional interviews involve: 


•	� using a respectful and flexible approach 
to explore the mother’s and father’s 
feelings, attitudes and expectations in 
relation to the pregnancy, the birth and 
the growing relationship with the baby; 


•	� listening to mothers and fathers carefully, 
encouraging them as necessary to find 
solutions for themselves; 


•	� empowering parents to develop effective 
strategies that build resilience, facilitate 
infant development and enable them to 
adapt to their parenting role; and 


•	� enabling parents to recognise and use 
their own strengths and those of their 
informal networks, as well as formal 
services if appropriate. 


4	� www.cpcs.org.uk 


Screening 


‘Screening is a public health service in 
which members of a defined population – 
who do not necessarily perceive they are at 
risk of, or are already affected by, a disease 
or its complications – are asked a question 
or offered a test, to identify those 
individuals who are more likely to be 
helped than harmed by further tests or 
treatment to reduce the risk of a disease 
or its complications.’ 


UK National Screening Committee 


Screening is an integral part of the universal 
HCP. All the screening programmes in the HCP 
have met the criteria laid down by the National 
Screening Committee. Screening programmes 
require local implementation of an agreed 
pathway, including clear guidelines on referral 
to assessment and differential diagnostic 
services. Data and information systems should 
be capable of supporting the pathway, 
delivering a fail-safe service and performance 
management of the screening programme. 
A nominated lead of the local screening 
programme should be responsible for access 
to screening, diagnosis and appropriate 
management of cases. The lead should also 
facilitate arrangements for quality assurance 
and improvement of these services, which is 
key to delivering improvements in outcomes 
through an equitable and universal service. 


Childhood screening programmes are under 
continual review, and this update reflects the 
current evidence. Further information on 
screening is provided on the National 
Screening Committee website.5 


5 www.nsc.nhs.uk/ch_screen/child_ind.htm 
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Summary of the screening 
schedule for the HCP 
Antenatal 


The first opportunity will be the assessment 
of the mother by 12 weeks of pregnancy. 


Antenatal screening for fetal conditions to 
be carried out according to NICE guidelines. 
See the guidelines on antenatal care from 
NICE6 for more information. 


Newborn 


Immediate physical external inspection 
after birth. 


Newborn Hearing Screening Programme 
(within four weeks if a hospital-based 
programme or five weeks if community-based). 


By 72 hours 


Physical examination: 


•	� cardiac; 


•	� all babies should have a clinical examination 
for developmental dysplasia of the hips. 
Those with an abnormality of the hips on 
examination or a risk factor should, in 
addition, have an ultrasound examination; 


•	� eyes; 


•	� testes (boys); 


•	� general examination; and 


•	� matters of concern. 


At five to eight days (ideally five days) 


•	� bloodspot screening; 


•	� biochemistry – hypothyroidism, 
phenylketonuria, cystic fibrosis, medium 
chain acyl-coA dehydrogenase deficiency; 
and 


•	� haematology – haemoglobinopathies. 


6	� www.nice.org.uk/CG62 


At six to eight weeks 


Physical examination: 


•	� cardiac; 


•	� developmental dysplasia of the hips; 


•	� eyes; 


•	� testes (boys); 


•	� general examination; and 


•	� matters of concern. 


By five years 


To be completed soon after school entry: 


•	� pre-school hearing screen – commissioners 
must ensure that there is easy access for 
children of all ages to audiology services 
throughout childhood; and 


•	� all children should be screened for visual 
impairment between four and five years 
of age by an orthoptist-led service. 


Immunisations 
Immunisations should be offered to all children 
and their parents. General practices and child 
health record departments maintain a register 
of children under five years, invite families for 
immunisations and maintain a record of any 
adverse reactions on the GP record. 


Where necessary, local planning should aim to 
target excluded or at-risk families (including 
refugees, the homeless, travelling families, 
very young mothers, those not registered with 
a GP and those who are new to an area). 
The current routine immunisation schedule, 
together with additional vaccines 
recommended for some groups, can be 
found at www.immunisation.nhs.uk. 


At every contact, members of the HCP team 
should identify the immunisation status of the 
child. The parents or carers should be provided 
with good-quality, evidence-based information 
and advice on immunisations, including the 


24 







The core requirements of the HCP 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


benefits and possible adverse reactions. 
Every contact should be used to promote 
immunisation. In addition, those immunising 
children should use the opportunity to 
promote health and raise wider health issues 
with parents. 


Promotion of social and 
emotional development 
More is known today than ever before about 
the neurological development of infants, and 
the impact of poor attachment and negative 
parenting on a child’s physical, cognitive and 
socio-emotional development – not only in 
childhood, but also as a key determinant of 
adult health. 


The HCP includes opportunities for parents 
and practitioners to review a child’s social and 
emotional development, for the practitioner to 
provide evidence-based advice and guidance, 
and for the practitioner to decide when 
specialist input is needed. Practitioners need to 
listen well, observe carefully, understand when 
things are going wrong and be able to deal 
with this sensitively. 


Support for parenting 
One of the core functions of the HCP is to 
support parenting using evidence-based 
programmes and practitioners who are trained 
and supervised. The new National Academy 
for Parenting Practitioners will build on our 
knowledge of what works best. 


Core features of successful parenting 
programmes include: 


•	� practitioners establishing a relationship with 
both parents based on trust and respect; 


•	� recognising parents’ knowledge about their 
own child, and adapting the HCP to make 
sure that it is in line with their goals and 
aspirations for themselves and their child; 


•	� considering the whole family and the 
impact of wider family issues on the child; 


•	� focusing on parents’ strengths; 


•	� focusing on empowering parents – 
understanding that self-efficacy is an 
essential part of behavioural change; 


•	� the ability to promote attachment, laying 
the foundations for a child’s trust in the 
world, and its later capacity for empathy 
and responsiveness; 


•	� involving fathers, ensuring that they are 
well informed and making them feel 
welcome; 


•	� monitoring the effectiveness of local 
services at engaging with and supporting 
fathers, including those in socially 
excluded groups; 


•	� an understanding of family relationships 
and the impact of becoming a parent; 


•	� an appreciation of the factors that affect 
parenting capacity and health, and an 
understanding of the interplay between 
risk and resilience; 


•	� recognising and addressing mental health 
problems in either parent; and 


•	� ensuring that practitioners have 
consultation skills and the ability to assess 
risk and protective factors. 


Keeping the family in mind 
Those delivering the HCP have always 
recognised the importance of the family in 
influencing outcomes for children. The HCP 
needs to look beyond the child to their family 
context, reviewing family health as a whole, 
working in partnership with adult services 
and building family strengths and resources 
(Social Exclusion Task Force, 2007). 
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Good practice for engaging fathers 
in the HCP 


•	� From the beginning, promote the father’s 
role as being important to his child’s 
outcomes. 


•	� Make it explicit that the HCP is there for 
the whole family – including the father – 
and demonstrate this by providing suitable 
seating for him as well as for the mother. 
Address him directly, encourage him 
to speak and make it clear that you 
are listening. 


•	� Arrange meetings, services, groups and 
reviews to maximise the possibility of fathers 
attending. Stress the importance of their 
presence to both them and the mother. 


•	� Include positive images of fathers from 
different ethnic groups and of different 
ages in the literature that you produce 
and display. 


•	� Record fathers’ details – including those 
of non-resident fathers. Most mothers will 
give this information willingly, and two in 
three pregnant women who are not living 
with the father of their child describe him 
as ‘a good friend’ or as their partner. 


•	� Include an assessment of the father’s 
needs as well as the mother’s, as these will 
have a direct impact on both the mother 
and the child. 


•	� Include an assessment of the father’s health 
behaviours (e.g. in relation to diet, 
smoking, and alcohol or drug use), asking 
him directly wherever possible. These 
behaviours have a direct impact on both 
the mother and the child, and specifically 
on the mother’s own health behaviours. 


•	� Signpost fathers to all of the relevant 
services. 


•	� Make sure that fathers (as well as mothers) 
are in possession of information about, for 
example, the benefits of stopping smoking 
and strategies for doing so. Where 
possible, provide fathers with this 
information directly (rather than second-
hand, via the mother) and ensure that it 
also incorporates information on their role 
in relation to their child. 


•	� Offer antenatal preparation to fathers, 
including at times that will be convenient 
for working fathers (e.g. evenings). 
This will also make it easier for working 
mothers to attend. 


For further information, 

see the Fatherhood Institute website at 

www.fatherhoodinstitute.org and Including 

New Fathers (Fathers Direct, 2007).
�
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effective promotion of health and 
behavioural change 
The HCP should be based on NICE’s public 
health guidance on behavioural change at the 
population, individual and community level 
(NICE, 2007). 


NICE recommendations for the delivery of 
individual-level interventions and programmes 
include selecting interventions that motivate 
and support people to: 


•	� understand the short-, medium- and 
longer-term consequences of their 
health- related behaviour for themselves 
and others; 


•	� feel positive about the benefits of health-
enhancing behaviours and changing 
their behaviours; 


•	� plan their changes in terms of easy steps 
over time; 


•	� recognise how their social contexts and 
relationships may affect their behaviour, 
and identify and plan for situations that 
might undermine the changes they are 
trying to make; 


•	� plan explicit ‘if/then’ coping strategies to 
prevent relapse; 


•	� make a personal commitment to adopt 
health-enhancing behaviours by setting 
(and recording) goals to undertake clearly 
defined behaviours, in particular contexts, 
over a specified time; and 


•	� share their behaviour change goals 
with others. 


Prevention of obesity 
The Government’s obesity strategy (Cross- 
Government Obesity Unit, 2008) sets out a 
comprehensive action plan to tackle the rise 
in obesity at every level – from action by 
individuals to action by the Government itself. 
The strategy includes guidance on preventing 
obesity in pregnancy and the first years of life, 
as well as obesity in adults. 


The following factors will help to prevent 
obesity: 


•	� an assessment at 12 weeks of pregnancy, 
and advice on healthy weight gain 
during pregnancy; 


•	� making breastfeeding the norm for 
parents – evidence shows that 
breastfeeding reduces the risk of excess 
weight in later life; 


•	� delaying weaning until around six months 
of age, introducing children to healthy 
foods and controlling portion size; 


•	� identifying early those children and families 
who are most at risk (e.g. where either the 
mother or the father is overweight or 
obese, or where there is rapid weight 
gain in the child); 


•	� encouraging an active lifestyle; and 


•	� for some families, skilled professional 
guidance and support. The health 
professional should work in partnership 
with the family – setting small goals, using 
strength-based methods and exploring 
family relationships and earlier life 
experiences. 
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Promotion of breastfeeding 


•	� Breastfeeding initiation in England and 
Wales has increased from 71 per cent in 
2000 to 77 per cent in 2005. 


•	� In 2005, 78 per cent of all mothers began 
breastfeeding. But by the time their 
babies were six weeks old, the rate was 
only 50 per cent. 


•	� The prevalence and duration of 
breastfeeding has increased across the 
UK, with the greatest increases among 
older mothers, mothers from higher 
socio-economic groups and mothers with 
higher educational levels. 


•	� In England in 2005, 46 per cent of 
mothers were exclusively breastfeeding at 
one week. At six weeks, only 22 per cent 
were exclusively breastfeeding. 


•	� Young women in low-income areas with 
lower educational levels are least likely to 
initiate and continue breastfeeding. 


•	� Many young mothers lack access to key 
sources of advice and information – such 
as antenatal classes, peer support 
programmes, friends, family and other 
support networks. 


Breastfeeding is a priority for improving 
children’s health: research continues to 
emphasise the importance of breast milk as 
the best nourishment for babies aged up to six 
months. Breastfeeding can play an important 
role in reducing health inequalities. 


There are many examples of successful local 
breastfeeding initiatives, and of voluntary 
organisations and community groups playing 
an important role in promoting and supporting 
breastfeeding. However, more needs to be 
done to increase the initiation and continuation 
of breastfeeding – especially among young, 


disadvantaged mothers (Scientific Advisory 
Committee on Nutrition, 2008). 


The Government has introduced a new PSA 
indicator for breastfeeding, and will monitor 
continuation at six to eight weeks. The HCP 
can support delivery of this by: 


•	� adopting UNICEF’s Baby Friendly Initiative7 


in all hospital and community providers; 


•	� raising awareness of the health benefits 
of breastfeeding – as well as the risks of 
not breastfeeding; 


•	� raising the topic of breastfeeding whenever 
possible during antenatal consultations; 


•	� developing the skills of health professionals 
so that they are able to support mothers; 


•	� making sure that there is easy access to 
professional advice at times of need; 


•	� providing peer support – especially during 
the early weeks – to establish and continue 
breastfeeding; 


•	� routinely informing fathers about the health 
benefits of breastfeeding, giving them 
advice and encouraging them to be 
supportive about breastfeeding – the 
father’s involvement is a key predictor of 
breastfeeding initiation and maintenance; 


•	� using Sure Start children’s centres to make 
antenatal and postnatal services more 
accessible to hard-to-reach groups; 


•	� increasing awareness of breastfeeding 
among young and low-income mothers by 
discussing breastfeeding during pregnancy 
and providing support to tackle the barriers; 


•	� raising the profile of the Healthy Start 
initiative, whereby mothers receive advice 
on healthy eating and breastfeeding; and 


•	� avoiding the use of inappropriate 
commercially sponsored promotional material. 


7 www.babyfriendly.org.uk 


28 







The core requirements of the HCP 


  
   


 


 
 


 


 


 
 


 


 


 


 


 


 
 


additional preventive programmes 
for children and families 
In addition to the core universal programme, 
the HCP schedule includes a number of 
evidence-based preventive interventions, 
programmes and services that make up a 
progressive universal service. It will be for local 
children’s commissioners (working with local 
parenting commissioners) to determine which 
of the progressive services are offered locally 
– and by whom. 


The progressive services have been selected 
following a systematic review (by the 
University of Warwick) of health-led parenting 
interventions during pregnancy and the first 
three years of life. 


The Commissioning Toolkit8 developed and 
maintained by the National Academy for 
Parenting Practitioners will help commissioners 
of parenting interventions to choose 
programmes based on information about 
their degree of success with different groups 
of parents. 


The additional support needed by some 
parents will depend on their individual risks, 
needs and choices. For the ‘middle range’ of 
need, the additional support may consist of 
access to groups, access to practical support 
or a small number of additional contacts 
with one of a number of primary care or 
children’s practitioners. 


The University of Warwick’s review of the 
evidence highlighted the partnership between 
practitioners and parents as being key to 
delivering the HCP effectively. If this 
partnership is in place, the practitioner can 
take advantage of other effective techniques 
for promoting sensitive parenting, maintaining 
infant health or supporting health promotion 
more generally. 


In addition, the University of Warwick review 
provides evidence for: 


•	� an assessment of need that explores with 
the parents their views and feelings about 
their current situation, with the practitioner 
listening in a respectful and non-
judgemental manner; 


•	� supporting both parents to develop 
problem-solving strategies that enable 
them to address any issues that they 
have identified; 


•	� empowering approaches in which mothers 
and fathers recognise and use their 
strengths, developing effective strategies 
that build resilience; and 


•	� enabling families to identify informal 
networks of support to develop their 
self-efficacy. 


This way of working with parents underpins 
a number of evidence-based services in the 
middle range of need and risk, such as the 
Family Partnership Model,9 the Solihull 
Approach10 and promotional interviewing – 
as well as intensive programmes such as the 
Family Nurse Partnership programme (see 
page 30). 


9 www.cpcs.org.uk 
8 www.parentingacademy.org/knowledge/toolkit.aspx 10 www.solihull.nhs.uk/solihullapproach/ 
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Families with higher levels of risk 
or need 


Evidence from experimental studies of early 
childhood programmes suggests that intensive 
structured programmes delivered by skilled 
nurses (such as health visitors) can improve 
the outcomes of the most at-risk children 
and families. These programmes can also 
produce significant cost benefits – especially 
when supported by high-quality early 
education, access to universal healthcare and 
reductions in poverty (Center on the 
Developing Child, 2007). 


One of the most promising such programmes 
is the Family Nurse Partnership programme 
(Olds, 2006), which is being tested in England. 
This is a nurse-led, intensive home-visiting 
preventive programme for the most at-risk 
young, first-time parents. The programme 
begins in early pregnancy and continues until 
the child is two years old. It recognises the 
importance of pregnancy and the first years 
of life in influencing children’s life chances, 
and is offered to first-time at-risk parents. 
The programme capitalises on the 
receptiveness of parents in early pregnancy 
and on their willingness at this stage to 
protect and do the best for their child. 


The Family Nurse Partnership programme has 
achieved impressive results in the US, where 
it has been developed over 30 years, backed 
up by a rigorous programme of research. It is 
too early to assess what the impact of the 
programme will be in this country, but early 
learning looks promising. As well as helping 
the most vulnerable, the Family Nurse 
Partnership principles and methods have 
wider application for universal services. 
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The HCP schedule
�


the following schedule sets out both the core 
universal programme to be commissioned 
and provided for all families, and additional 
preventive elements that the evidence 
suggests may improve outcomes for 
children with medium- and high-risk factors. 
the detailed content of the programme will 
always be ‘work in progress’, as research 
and social changes continue to suggest new 
priorities for the HCP. 


The intensity of preventive intervention will 
depend on assessment at family level. The 
purpose is to promote the health and 
wellbeing of children – from pre-birth through 
to adulthood – using a co-ordinated 
programme of evidence-based prevention and 
early intervention. Family circumstances may 
change over time, risks will impact differently, 
and categories need to be flexible in the real 
world. Professional assessment of risk and 
protective factors will underpin decision-making. 


Commissioners and practitioners will want to 
offer services that are proven to make a 
difference and to be cost effective. The services, 
programmes and interventions listed in the 
‘Progressive’ sections below are based on the 
review carried out by the University 
of Warwick. They represent the range of 
‘best buy’, evidence-based services that 
commissioners will wish to consider when 
making decisions about the range of services 
to be offered to families with young children. 
The services will be provided in a range of 
settings and increasingly in Sure Start children’s 
centres, as well as in general practice. 


Commissioners should endeavour to 
commission evidence-based programmes 
and to consider the following when 
making decisions: 


•	� Is the programme well defined? 


•	� Who is it for? Does it have a clear 
target group? 


•	� Is it based on a well-tested theory, e.g. 
attachment theory, social learning theory? 


•	� Is there a manual to ensure that it is 
delivered consistently? 


•	� Is it explicit about what parents will get, 
i.e. more than support? 


•	� What are the workforce requirements that 
are needed to deliver the programme, 
i.e. training, competences and supervision? 
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HCP – an overview 


Universal Progressive 


 • Health and development 
reviews 


 • Screening and physical 


 • Emotional and 
psychological problems 
addressed 


Higher risk 


 • High-intensity-based 
intervention 


examinations 


• Immunisations 


 • Promotion of health and 


 • Promotion and 
extra support with 
breastfeeding 


 • Intensive structured 
home visiting 
programmes by skilled 


wellbeing, e.g.:  • Support with behaviour practitioners 


– smoking 


 – diet and physical activity 


 – breastfeeding and healthy 
weaning 


– keeping safe 


 – prevention of sudden 
infant death 


 – maintaining infant  


change (smoking, diet, 
keeping safe, SIDS, 
dental health) 


 • Parenting support 
programmes, including 
assessment and 
promotion of parent– 
baby interaction 


 • Referral for specialist 
input 


 • Action to safeguard 
 the child 


 • Contribution to care 
package led by specialist 
service 


health  • Promoting child 


– dental health development, including 


 • Promotion of sensitive 
language 


parenting and child  • Additional support 
development and monitoring for 


 • Involvement of fathers 


 • Mental health needs 


infants with health or 
developmental problems 


assessed  • Common Assessment 


 • Preparation and support 
Framework completed 


with transition to  • Topic-based groups and 
parenthood and family learning opportunities 
relationships 


 • Signposting to information 
 • Help with accessing other 
services and sources of 


and services information and advice 


Be alert to risk factors and signs and symptoms of child abuse, and follow local 
safeguarding procedures where there is cause for concern. 
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Pregnancy
�
Universal 


UP to 


28 
WeeKS 


Promotion of health and wellbeing 


•	� A full health and social care assessment of 
needs, risks and choices by 12 weeks of 
pregnancy by a midwife or maternity 
healthcare professional. 


•	� Notification to the HCP team of prospective 
parents requiring additional early 
intervention and prevention (see page 17). 


•	� Routine antenatal care and screening for 
maternal infections, rubella susceptibility, 
blood disorders and fetal anomalies. Health 
and lifestyle advice to include diet, weight 
control, physical activity, smoking, stress in 
pregnancy, alcohol, drug intake, etc. See 
NICE guidance on antenatal care CG6 
(National Collaborating Centre for 
Women’s and Children’s Health, 2003). 


•	� Distribution of The Pregnancy Book11 to 
first-time parents; access to written/online 
information about, and preparation for, 
childbirth and parenting; distribution of 
antenatal screening leaflet. 


•	� Discussion on benefits of breastfeeding 
with prospective parents – and risks of not 
breastfeeding. 


•	� Introduction to resources, including Sure 
Start children’s centres, Family Information 
Services, primary healthcare teams, and 
benefits and housing advice. 


•	� Support for families whose first language is 
not English. 


Preparation for parenthood 


To begin early in pregnancy and to include: 


•	� information on services and choices, 
maternal/paternal rights and benefits, use 
of prescription drugs during pregnancy, 
dietary considerations, travel safety, 
maternal self-care, etc.; and 


•	� social support using group-based antenatal 
classes in community or healthcare settings 
that respond to the priorities of parents 
and cover: 


–	� the transition to parenthood (particularly 
for first-time parents); relationship issues 
and preparation for new roles and 
responsibilities; the parent–infant 
relationship; problem-solving skills 
(based on programmes such as 
Preparation for Parenting, First Steps in 
Parenting, One Plus One12); 


–	� the specific concerns of fathers, including 
advice about supporting their partner 
during pregnancy and labour, care of 
infants, emotional and practical 
preparation for fatherhood (particularly 
for first-time fathers); 


–	� discussion on breastfeeding using 

interactive group work and/or peer 

support programmes; and
�


–	� standard health promotion. 


11 www.dh.gov.uk/en/Publicationsandstatistics/Publications/ 
PublicationsPolicyAndGuidance/DH_107302 12 www.oneplusone.org.uk/ 
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UP to 


28
WeeKS 


Pregnancy
�


34 


Progressive (including Universal) 


Ambivalence about pregnancy, low 
self-esteem and relationship problems 


Problems should be addressed using: 


•  techniques to promote a trusting 
relationship and develop problem-solving 
abilities within the family (e.g. promotional/ 
motivational interviewing; the Family 
Partnership Model;13 and the Solihull 
Approach14): 


–  establish what each parent’s individual 
support needs are; 


–  provide one or two structured listening 
support contacts; 


–  work in partnership with families to 
develop problem-solving skills; 


•  support to access antenatal care; and 


•  preparation for parenthood (which could 
include separate sessions for fathers only). 


Women experiencing anxiety/ 
depression in addition to the 
problems above  


•  If no previous episode of depression or 
anxiety: social support (individual or group-
based, including antenatal groups and 
parenting classes); assisted self-help 
(computerised cognitive behavioural 
therapy; self-help material presented to a 
group or individuals by a health worker/ 
paraprofessional). 


•  For women with previous episodes of non- 
clinical symptoms of depression and 
anxiety: brief (four to six weeks), non-
directive counselling delivered at home 


13  www.cpcs.org.uk/ 
14  www.solihull.nhs.uk/solihullapproach/ 


(listening visits15) by skilled professionals, 
and access to local social support; or referral 
for brief psychological treatments (such as 
cognitive behavioural therapy or 
interpersonal therapy). 


Women who smoke 


Women who smoke should be offered: 


•  smoking  cessation  interventions,  including 
behavioural  interventions  combined  with 
social  support  and  incentives  for  achievement, 
and  telephone  counselling  (NHS  helplines); 


•  involvement of partners, if they agree, in 
the implementation of smoking-reduction/ 
cessation programmes; and 


•  additional strategies, such as planning of 
smoke-free environments for children (e.g. 
areas within the home that are smoke-free). 


Women who are overweight or obese 


Women who are overweight or obese should 
be offered: 


•  weight control strategies to reduce risks to 
both mother and baby; 


•  advice about healthy eating and physical 
activity; and/or 


•  referral to weight management services. 


Breastfeeding 


•  Discussion on infant feeding and support to 
tackle practical barriers to breastfeeding. 


•  Discussion of benefits and drawbacks for 
mother and child. 


•  Discussion with the prospective father. 


15  Listening visits are defined as unstructured, client-led 
discussions involving the counsellor in: active listening; 
reflection; providing empathic responses; encouraging 
the expression of experiences and accepting the emotions 
expressed; and not offering information or advice. 


The Healthy Child Programme: Pregnancy and the first five years of life 







 


 


 


 


 


 


 


 


 


 


 


 


 


 


  


  


 


 


 


after Pregnancy 28 
WeeKS	� Progressive (including Universal) 


for parents at higher risk 
Including at-risk first-time young mothers; 
parents with learning difficulties; drug/ 
alcohol abuse; domestic violence; serious 
mental illness. 


At-risk first-time young mothers 


•	� Intensive, evidence-based programmes that 
start in early pregnancy, such as the Family 
Nurse Partnership programme.16 


•	� Multimodal support combining home 
visiting, peer support, life skills training and 
integration within social networks 
recommended for pregnant adolescents. 


Parents with learning difficulties 


•	� Information on support available to parents 
with learning disabilities, and assistance in 
interpreting information and accessing 
other sources of support. 


•	� Specialist multi-agency support should 
include individual and group-based 
antenatal and parent education classes, 
and home visiting. 


•	� Further support designed to address the 
parent’s individual needs might include 
speech, language and occupational therapy. 


Drug abuse 


•	� Referral of one or both parents to local 
specialist services as part of a multi-agency 
strategy. 


•	� HCP team to contribute to care package led 
by specialist service. 


•	� Doula programmes (a combination of home 
visiting, role modelling and community 
support) may also help to prevent attrition 
and increase sensitivity of mothers who are 
in recovery. 


Alcohol abuse 


•	� Referral of one or both parents to local 
specialist services as part of a multi-agency 
strategy. 


•	� HCP team to contribute to care package led 
by specialist service. 


Domestic violence 


•	� Follow local guidelines. 


•	� Following assessment, provision of a safe 
environment in which victims of domestic 
violence can discuss concerns. 


•	� Provision of information about sources 
of support for domestic violence. 


•	� Referral to local specialist services as part 
of a multi-agency strategy. 


•	� HCP team to contribute to care package led 
by specialist service. 


Serious mental illness 


•	� Referral of one or both parents to specialist 
mental health/perinatal mental health 
service. 


•	� HCP team to contribute to care package led 
by specialist service. 


16 Currently being piloted in England. 
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Pregnancy
�
Universal 


28 
after 


WeeKS 


Promotion of health and wellbeing 


•	� Ongoing identification of families in need 
of additional support using criteria 
identified above (see page 33). 


•	� As for pregnancy up to 28 weeks. 


Preparation for parenthood 


•	� As for pregnancy up to 28 weeks 
(see page 33). 


•	� Distribute the Parent’s Guide to Money 
information pack, designed to help 
expectant parents plan their family 
finances.17 


Involvement of fathers 


•	� As for pregnancy up to 28 weeks 
(see page 33). 


Antenatal review for prospective 
mother and father with HCP team 


•	� Focus on emotional preparation for birth, 
carer–infant relationship, care of the baby, 
parenting and attachment, using techniques 
such as promotional interviewing (see 
page 23) to: 


–	� identify those in need of further support 
during the postnatal period; and 


–	� establish what their support needs are. 


•	� Inform about sources of information on 
infant development and parenting, the HCP 
and Healthy Start. 


•	� Distribute newborn screening leaflet. 


•	� Provide information in line with 
Department of Health guidance on 
reducing the risk of SIDS. 


•	� Distribute and introduce personal child 
health record. 


Progressive (including Universal) 


•	� As for pregnancy up to 28 weeks 
(see page 34). 


For parents at higher risk 


•	� As for pregnancy up to 28 weeks 
(see page 35). 


17  Information on the Parent’s Guide to Money is available at 
www.fsa.gov.uk 
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BIrtH to Birth to one week 1 
WeeK	� Universal
�


Infant feeding 


•	� Initiate as soon as possible (within one hour 
of delivery) using support from healthcare 
professional, or peer unless inappropriate; 
24-hour rooming-in and continuing skin- 
to-skin contact where possible. Ongoing, 
consistent, sensitive, expert support about 
infant positioning. Provide information 
about the benefits of colostrum and timing 
of first breastfeed. Support should be 
culturally appropriate and should include 
both parents. 


•	� Use the Baby Friendly Initiative18 or a similar 
evidence-based best practice programme to 
promote breastfeeding. 


•	� Provide information about local support 
groups. 


•	� Parents and carers who feed with formula 
should be offered appropriate and tailored 
advice on safe feeding. 


•	� Provide information on vitamin 
supplements and Healthy Start. 


•	� Provide information and advice to fathers, 
to encourage their support for 
breastfeeding. 


Health promotion 


•	� Distribution of personal child health record, 
if not already done antenatally. 


•	� Distribution of Birth to Five19 to all mothers. 


•	� Injury prevention. 


18 www.babyfriendly.org.uk/ 
19 www.dh.gov.uk/en/Publicationsandstatistics/Publications/ 


PublicationsPolicyAndGuidance/DH_107303 


Maintaining infant health 


•	� Anticipatory, practical guidance on reality 
of early days with an infant, healthy sleep 
practices and bath, book, bed routine to 
increase parent–infant interaction, using 
a range of media (e.g. Baby Express 
newsletters20). 


Birth experiences 


•	� Provide an opportunity for the father, as 
well as the mother, to talk about pregnancy 
and birth experiences, if appropriate. 


Promoting sensitive parenting 


•	� Introduce parents to the ‘social baby’, by 
providing them with information about the 
sensory and perceptual capabilities of their 
baby using a range of media (e.g. The 
Social Baby book/video (Murray and 
Andrews, 2005) or Baby Express age- 
paced newsletters21) or validated tools 
(e.g. Brazelton22 or Nursing Care 
Assessment Satellite Training – NCAST23). 


•	� Promote closeness and sensitive, attuned 
parenting, by encouraging skin-to-skin care 
and the use of soft baby carriers. 


•	� Provide information and support to fathers, 
as well as mothers, that responds to their 
individual concerns and involves active 
participation with, or observation of, their 
baby – over several sessions, if possible. 


Hearing screening 


•	� Newborn hearing screening soon after 
birth (up to four weeks if a hospital-
based programme, and five weeks if 
community- based). 


20 www.thechildrensfoundation.co.uk/baby-express.php 
21 www.thechildrensfoundation.co.uk/baby-express.php 
22 www.brazelton.co.uk/ 
23 www.ncast.org 
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BIrtH to Birth to one week 1 
Universal	� WeeK
�


SIDS 


•	� Reduction of the risk of SIDS – advice about 
sleeping position, smoking, co-sleeping, 
room temperature and other information in 
line with best evidence.24 


By 72 hours 


•	� Comprehensive newborn physical 
examination to identify any anomalies that 
present in the newborn. This includes 
screening of the eyes, heart and hips (and 
the testes for boys), as well as a general 
examination. Where a woman is discharged 
from hospital before the physical 
examination has taken place, fail-safe 
arrangements should be in place to ensure 
that the baby is examined. 


•	� Following identification of babies with 
health or developmental problems: early 
referral to specialist team; advice to parents 
on benefits that may be available; and 
invitation to join parent groups. 


•	� Additional support and monitoring, as 
assessed by health professional. 


At five to eight days (ideally five) 


•	� Screening for hypothyroidism, 
phenylketonuria, haemoglobinopathies and 
cystic fibrosis. 


•	� Screening for medium chain acyl-coA 
dehydrogenase deficiency (MCADD) is 
already offered in half the country and will 
be universal from March 2009. 


•	� Ongoing review and monitoring of baby’s 
health, to include important health 
problems, such as weight loss. 


Within the first week 


•	� Administration of vitamin K in accordance 
with protocol. 


Health protection – immunisation 


•	� BCG is offered to babies who are more 
likely than the general population to come 
into close and prolonged contact with 
someone with tuberculosis. 
See www.immunisation.nhs.uk 


•	� Hepatitis B vaccine is given to all babies 
of mothers who are hepatitis B carriers 
or where other household members are 
carriers of hepatitis B. The first dose is given 
shortly after birth. 


For guidelines on postnatal care see Routine 
Postnatal Care of Women and their Babies 
(NICE Clinical Guideline 37, 2006). 


24 www.fsid.org.uk 
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BIrtH to Birth to one week 1 
WeeK	� Progressive (including Universal)
�


Babies with health or developmental 
problems or abnormalities 


•	� Early referral to specialist team; advice on 
benefits that may be available; invitation 
to join parent groups. 


•	� Package of additional support and monitoring 
as assessed by health professional. 


Problems such as conflict with partner 
and lack of social support 


•	� Techniques to promote a trusting 
relationship and develop problem-solving 
abilities within the family (e.g. promotional/ 
motivational interviewing; Family 
Partnership Model;25 the Solihull 
Approach;26 and One Plus One Brief 
Encounters27) should be used to: 


–	� establish what each parent’s individual 
support needs are; 


–	� provide one or two structured listening 
support visits;28 and 


–	� work in partnership with families to 

develop problem-solving skills.
�


Promoting sensitive parenting 


•	� Assessment of parent–baby interaction 
using validated tools (e.g. NCAST29). 


•	� Sensitive, attuned parenting (by both 
mothers and fathers) should be promoted, 
using media-based tools (e.g. The Social 
Baby book/video (Murray and Andrews, 


25 www.cpcs.org.uk/ 
26 www.solihull.nhs.uk/solihullapproach/ 
27 www.oneplusone.org.uk/ 
28 Listening visits are defined as unstructured, client-led 


discussions involving the counsellor in: active listening; 
reflection; providing empathic responses; encouraging 
the expression of experiences and accepting the emotions 
expressed; and not offering information or advice. 


29 www.ncast.org 


2005) or Baby Express newsletters30) or 
validated tools (e.g. Brazelton31 or NCAST). 


•	� Information and support to the father, 
including opportunities for direct 
observation and interaction with the child. 


•	� Individualised coaching (by a skilled 
professional) aimed at stimulating attuned 
interactions at one day, two days and seven 
days and involving both fathers and 
mothers where possible. 


Infant feeding and children at risk 
of obesity 


•	� Additional individual support and access to 
advice, to promote exclusive breastfeeding. 


•	� Provide information about local support 
groups. 


•	� Information on Healthy Start and vitamin 
supplements. 


•	� Information on delay in introducing solids 
until six months. 


Parents who smoke 


•	� Smoking cessation interventions should 
be offered to women in the immediate 
postnatal period. 


•	� Advice should include the prevention of 
exposure of infants to smoke and the 
creation of smoke-free areas within the 
home and cars. 


SIDS 


•	� Advice on reducing the risk of SIDS when 
there are increased risks (e.g. smoking, 
co-sleeping) for demographically high- 
risk groups (e.g. first-time mothers, single 
mothers, families on low income). 


30 www.thechildrensfoundation.co.uk/baby-express.php 
31 www.brazelton.co.uk/ 
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   BIrtH to 


1
WeeK 


Birth to one week
�


40 


for families at higher risk 
Including at-risk first-time young mothers; 
parents with learning difficulties; drug/ 
alcohol abuse; domestic violence; serious 
mental illness. 


At-risk first-time young mothers 


•  Intensive evidence-based programmes that 
start in early pregnancy, such as the Family 
Nurse Partnership programme.32 


•  Multimodal support combining home 
visiting, peer support, life skills training and 
integration within social networks. 


Parents with learning difficulties 


•  Information on support available to parents 
with learning disabilities, and assistance in 
interpreting information and accessing 
other sources of support. 


•  Specialist multi-agency support should 
include individual and group-based parent 
education classes, and home visiting. 


•  Further support designed to address the 
parent’s individual needs might include 
speech, language and occupational therapy.


Drug abuse 


•  Referral of one or both parents to  
local specialist services as part of a multi-
agency strategy. 


•  HCP team to contribute to care package led 
by specialist service. 


•  Doula programmes (a combination of home 
visiting, role modelling and community 
support) may also help to prevent attrition 
and increase sensitivity of mothers who are 
in recovery. 


32  Currently being piloted in England. 


Alcohol abuse 


•  Referral of one or both parents to local 
specialist services as part of a multi-agency 
strategy. 


•  HCP team to contribute to care package led 
by specialist service. 


Domestic violence 


•  Follow local guidelines. 


•  Following assessment, provision of a safe 
environment in which victims of domestic 
violence can discuss concerns. 


•  Provision of information about sources  
of support for domestic violence. 


•  Referral to local specialist services as part  
of a multi-agency strategy. 


•  HCP team to contribute to care package led 
by specialist service. 


Serious mental illness 


•  Referral of one or both parents to  
specialist mental health/perinatal mental 
health service. 


•  HCP team to contribute to care package led  
by specialist service. 


Progressive (including Universal) 
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1–6	� One to six weeks
�
WeeKS
�


Universal
�


new baby review by 14 days with mother and 
father: face-to-face review by health 
professional, to include: 


Infant feeding 


•	� Use the Baby Friendly Initiative33 or a similar 
evidence-based best practice programme to 
support continuation of breastfeeding. 


•	� Individual support and access to advice to 
promote exclusive breastfeeding. 


•	� Provide information and advice to fathers 
to encourage their support for 
breastfeeding. 


•	� Provide information about local support 
groups. 


•	� Information on Healthy Start and vitamin 
supplements. 


•	� Information on delay in introducing solids 
until six months. 


•	� Parents and carers who feed with formula 
should be offered appropriate and tailored 
advice on safe feeding. 


Promoting sensitive parenting 


•	� Introduce both parents to the ‘social baby’, 
by providing them with information about 
the sensory and perceptual capabilities of 
their baby using media-based tools 
(e.g. The Social Baby book/video (Murray 
and Andrews, 2005) or Baby Express 
newsletters34) or validated tools 
(e.g. Brazelton35 or NCAST36). 


•	� Promote closeness and sensitive, attuned 
parenting, by encouraging skin-to-skin care 
and the use of soft baby carriers. 


33 www.babyfriendly.org.uk/
�
34 www.thechildrensfoundation.co.uk/baby-express.php
�
35 www.brazelton.co.uk/
�
36 www.ncast.org
�


•	� Invitation to discuss the impact of the new 
baby on partner and family relationships. 


•	� Temperament-based anticipatory 
guidance37 and listening to parents’ 
concerns. Examples of topics that parents 
may wish to discuss include: interacting 
with baby (e.g. songs and music, books); 
feeding, diet and nutrition; colic; sleep; 
crying; establishing a routine; safety and 
car seats; the immunisation programme; 
prevention of SIDS; changes in 
relationships; sex and intimacy after 
birth; contraception; and division of 
domestic chores. 


•	� Use of media-based materials to support 
sensitive parenting (e.g. Baby Express 
newsletters38). 


•	� Information about the HCP and roles 
of general practice, Sure Start children’s 
centres and other local resources. 


Promoting development 


•	� Encouragement to use books, music and 
interactive activities to promote 
development and parent–baby relationship 
(e.g. media-based materials such as Baby 
Express newsletters and/or Bookstart39). 


•	� Referring families whose first language 
is not English to English as a second 
language services. 


37 Advice to help parents think about and understand 
individual infants’ temperament and use of individualised 
childcare strategies, e.g. to address issues related to crying 
and sleeping. 


38 www.thechildrensfoundation.co.uk/baby-express.php 
39 www.bookstart.co.uk/ 


The HCP schedule 41 







Healthy Child Programme: Pregnancy and the first five years of life


   


 


 


  


 


 


 


 


 


  
 


 
 


One to six weeks	� 1–6
�
WeeKS
�


Universal
�


Assessing maternal mental health 


•	� Within 10–14 days of birth, women should 
be asked appropriate and sensitive 
questions to identify depression or other 
significant mental health problems, such as 
those recommended by the NICE guidelines 
on antenatal and postnatal mental health.40 


SIDS 


•	� Reduction of the risk of SIDS – advice about 
sleeping position, smoking, co-sleeping, 
room temperature and other information in 
line with best evidence.41 


Keeping safe 


•	� Home safety, especially the dangers of 
hot water and baby bouncers. 


40 Within the context of the visit, the professional should 
explore possible depression. The following questions may 
be helpful: ‘During the past month, have you often been 
bothered by feeling down, depressed or hopeless?’ ‘During 
the past month, have you often been bothered by having 
little interest or pleasure in doing things?’ A third question 
should be considered if the woman answers ‘yes’ to either 
of the initial questions: ‘Is this something you feel you 
need or want help with?’ 


41 www.fsid.org.uk 


During the first month of life 


•	� If parents wish, or if there is professional 
concern, an assessment of a baby’s growth 
should be carried out. This involves 
accurate measurement, interpretation and 
explanation of the baby’s weight in relation 
to length, to growth potential and to any 
earlier growth measurements of the baby. 


•	� Ongoing review and monitoring of the 
baby’s health, to include important health 
problems, such as weight loss and 
progressive jaundice. 


•	� If hepatitis B vaccine has been given soon 
after birth, the second dose is given at one 
month of age. 


Jaundice, if prolonged 


•	� Identification of prolonged jaundice 
and referral, when indicated, according 
to local protocol. 


Safeguarding 


•	� Raise awareness of accident prevention, 
be alert to risk factors and signs and 
symptoms of child abuse, and follow local 
safeguarding procedures where there is 
cause for concern. 


42 The Healthy Child Programme: Pregnancy and the first five years of life 







   


 


 


 


 


     
      


 


 


 


 


 


 


 


 


 


 


 


       
       


      
    


  


 


 


 


 
         


      
        


 


1–6	� One to six weeks
�
WeeKS
�


Progressive (including Universal)
�


Babies with health or developmental 
problems or abnormalities, including 
prematurity and low birthweight 


•	� Early referral to specialist team; advice on 
benefits that may be available; invitation to 
join parent groups. 


•	� Package of additional support and 
monitoring, as assessed by health 
professional, and drawing on the Early 
Support Programme.42 


Infant feeding 


•	� Additional encouragement and support to 
breastfeed exclusively. 


•	� Peer support schemes (such as ‘Best/Breast/ 
Bosom Buddy’) using local, experienced 
breastfeeders as volunteers; multimodal 
education/social support programmes 
combined with media campaigns. 


•	� Ongoing communication with fathers about 
breastfeeding and their role in its maintenance. 


Parents who smoke 


•	� Smoking cessation interventions should 
include behavioural interventions combined 
with social support and incentives for 
achievement, and telephone counselling 
(NHS helplines). 


•	� Partners should be involved in the 
implementation of smoking-reduction/ 
cessation programmes. 


•	� Additional strategies should include 
planning of smoke-free environments for 
children (e.g. areas within the home that 
are smoke-free), including cars. 


SIDS 


•	� Advice to both parents on reducing the risk 
of SIDS when there are increased risks 
(e.g. advice about smoking, co-sleeping) 


42 www.earlysupport.org.uk 


for parents from demographically high-risk 
groups (e.g. first-time mothers, single 
mothers, families on low income). 


Children at risk of obesity 


•	� Promotion of breastfeeding using the Baby 
Friendly Initiative.43 


•	� Offer of additional support to feed their 
baby, including advice about the deferral 
of weaning. 


•	� Advice on nutrition and exercise for the 
whole family. 


•	� Invitation to group-based postnatal weight 
reduction programmes. 


Keeping safe 


•	� Home visits, including training on healthy sleep 
and correct use of basic safety equipment, and 
facilitating access to local schemes for the 
provision of safety equipment. Information 
about thermal injuries. 


•	� Healthcare professionals should be alert to 
risk factors and signs and symptoms of 
child abuse, and should follow local child 
protection procedures where there is cause 
for concern. 


Maintaining infant health 


•	� Temperament-based anticipatory 
guidance44 – practical guidance on reality of 
early days with an infant, managing crying 
and healthy sleep practices, bath, book, 
bed routines and activities, and 
encouragement of parent–infant interaction 
using a range of media (e.g. Baby Express 
newsletters45). 


43 www.babyfriendly.org.uk/ 
44 Advice to help parents think about and understand individual 


infants’ temperaments, and use of individualised childcare 
strategies, e.g. to address issues related to crying and 
sleeping. 


45 www.thechildrensfoundation.co.uk/baby-express.php 
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   1–6
WeeKS 


One to six weeks
�


44 


Progressive (including Universal) 


Parenting support 


•  Techniques to promote a trusting 
relationship with both parents and to help 
them develop problem-solving abilities 
within the family (e.g. promotional/ 
motivational interviewing; Family 
Partnership Model;46 and the Solihull 
Approach47) should be used to: 


–  establish what each parent’s individual 
support needs are; 


–  provide one or two structured listening 
support visits; and 


–  work in partnership with families to 
develop problem-solving skills. 


Maternal depression 


•  Eight listening visits48 or referral for brief 
cognitive behavioural or interpersonal 
therapy. 


•  Use of dyadic therapies49 to increase 
maternal sensitivity, e.g. infant massage, 
interaction guidance. 


•  Postnatal parent–infant groups with 
enhanced components for fathers. Sessions 
should address and respond to the specific 
concerns of fathers, including support to 
partner, care of infants, and emotional 
issues arising from fatherhood. Enhanced 
postnatal support can include separate 
sessions with fathers and for fathers only. 


•  Recognition and referral of women with 
serious mental health problems. 


46  www.cpcs.org.uk 
47  www.solihull.nhs.uk/solihullapproach/ 
48  Listening visits are defined as unstructured, client-led 


discussions involving the counsellor in: active listening; 
reflection; providing empathic responses; encouraging 
the expression of experiences and accepting the emotions 
expressed; and not offering information or advice. 


49  Dyadic therapies focus on both mother and baby and are 
aimed at improving the mother–baby relationship. 


Insensitive (i.e. intrusive or passive) 
parenting interactions 


•  Assessment of parent–infant interaction 
using validated tools (e.g. Brazelton50  
or NCAST51). 


•  Media-based tools (e.g. The Social Baby  
book/video (Murray and Andrews, 2005) 
or Baby Express newsletters52) or validated 
tools (e.g. Brazelton53 or NCAST54) should 
be used to promote sensitive, attuned 
parenting. 


•  Invitation to group-based parenting 
programmes (e.g. Mellow Parenting55 or 
PIPPIN – the Parents in Partnership Parent 
Infant Network) or an infant massage 
group. 


•  Father–infant groups that promote 
opportunities for play and guided 
observation. 


Parental relationships 


•  Parents in conflict should be offered access 
to parenting groups which address parental 
conflict using specially designed training 
resources (e.g. One Plus One First 
Encounters56). 


Promoting development 


•  Book sharing and invitations to groups for 
songs, music and interactive activities 
(e.g. PEEP 57 or Bookstart58); Baby Express 
newsletters.59 


50  www.brazelton.co.uk/ 
51  www.ncast.org 
52  www.thechildrensfoundation.co.uk/baby-express.php 
53  www.brazelton.co.uk/ 
54  www.ncast.org 
55  www.mellowparenting.org/ 
56  www.oneplusone.org.uk/ 
57  www.peep.org.uk/ 
58  www.bookstart.co.uk/ 
59  www.thechildrensfoundation.co.uk/baby-express.php 
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    6 WeeKS 
to 


6 montHS 


Six weeks to six months
�


45 


Progressive (including Universal) 


for families at higher risk 
Including at-risk first-time young mothers; 
parents with learning difficulties; drug/ 
alcohol abuse; domestic violence; serious 
mental illness. 


At-risk first-time young mothers 


•  Intensive home visiting programmes by 
skilled practitioners beginning in early 
pregnancy and continuing for at least 
12 months postnatally , such as the Family 
Nurse Partnership programme.60 


•  Multimodal support combining home 
visiting, peer support, life skills training and 
integration within social networks. 


Seriously inadequate parent–infant 
interaction or child protection concerns 
(either parent) 


•  Referral to specialist services. Referral to 
attachment-oriented or parent–infant 
psychotherapy interventions. 


Parents with learning difficulties 


•  Provision of information about the support 
available to parents with learning 
disabilities, and assistance in interpreting 
information and accessing other sources 
of support.  


•  Establishing ongoing community support 
network. 


•  Specialist multi-agency support should 
include individual and group-based 
antenatal and parent education classes, 
and home visiting.  


•  Further support designed to address the 
parent’s individual needs might include 
speech, language and occupational therapy. 


60  Currently being piloted in England. 


Drug abuse 


•  Referral of one or both parents to local 
specialist services as part of a multi-agency 
strategy. 


•  HCP team to contribute to care package led 
by specialist service. Doula programmes  
(a combination of home visiting, role 
modelling and community support) may 
also help to prevent attrition and increase 
sensitivity of mothers who are in recovery. 


Alcohol abuse 


•  Referral of one or both parents to local 
specialist services as part of a multi-agency 
strategy. 


•  HCP team to contribute to care package led 
by specialist service. 


Domestic violence 


•  Follow local guidelines. 


•  Following assessment, provision of a safe 
environment in which victims of domestic 
violence can discuss concerns. 


•  Provision of information about sources  
of support for domestic violence. 


•  Referral to local specialist services as part  
of a multi-agency strategy. 


•  HCP team to contribute to care package led 
by specialist service. 


Serious mental illness 


•  Referral of either parent to specialist mental 
health/perinatal mental health service. 


•  HCP team to contribute to care package led 
by specialist service. 
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Six weeks to six months
�
Universal 


6 WeeKS 
to 


6 montHS 


Breastfeeding 


•	� Ongoing support involving both parents. 


Health review at six to eight weeks 


•	� A comprehensive physical examination, 
with emphasis on eyes, heart and hips 
(and the testes for boys). 


•	� Baby’s feeding status to be recorded – 
breastfeeding, bottlefeeding or 
mixed feeding. 


•	� Review of general progress and delivery of 
key messages about parenting and baby’s 
health, including eating and activity, 
weaning and accident prevention. 
Information about play and appropriate 
activities. 


•	� Baby’s weight and length should be 
measured and plotted, where there 
are concerns. 


Assessing maternal mental health 


•	� Assessment of the mother’s mental health 
at six to eight weeks and three to four 
months, by asking appropriate questions 
for the identification of depression, such as 
those recommended by the NICE guidelines 
on antenatal and postnatal mental health.61 


At eight weeks 


•	� Immunisation against diphtheria, tetanus, 
pertussis (whooping cough), polio, 
Haemophilus influenzae type B, and 
pneumococcal infection. At every 


61 Within the context of the visit, the professional should 
explore possible depression using the following questions: 
‘During the past month, have you often been bothered 
by feeling down, depressed or hopeless?’ ‘During the 
past month, have you often been bothered by having 
little interest or pleasure in doing things?’ A third question 
should be considered if the woman answers ‘yes’ to either 
of the initial questions: ‘Is this something you feel you 
need or want help with?’ 


immunisation, parents should have the 
opportunity to raise any concerns about 
caring for their baby and their health and 
development, and should be provided with 
information or sources of advice. 


•	� If hepatitis B vaccine has been given after 
birth, the third dose is given at eight weeks. 


At three to four months 


•	� Supporting parenting by providing access to 
parenting and child health information and 
guidance (telephone helplines, websites, 
NHS Direct, etc.), and information on Sure 
Start children’s centres and Family 
Information Services. 


•	� Immunisations at three months against 
diphtheria, tetanus, pertussis, polio, 
Haemophilus influenzae type B and 
meningococcus group C. 


•	� Immunisations at four months against 
diphtheria, tetanus, pertussis, polio, 
Haemophilus influenzae type B, 
pneumococcal infection and 
meningococcus group C. 


•	� If parents wish, or if there is or has been 
professional concern about a baby’s growth 
or risk to normal growth (including obesity), 
an assessment should be carried out. 
This involves accurate measurement, 
interpretation and explanation of the baby’s 
weight in relation to length, to growth 
potential and to any earlier growth 
measurements of the baby. 
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Six weeks to six months
�
Universal 


6 WeeKS 
to 


6 montHS 


Maintaining infant health 


•	� Temperament-based anticipatory 
guidance62 – practical guidance on 
managing crying and healthy sleep 
practices, bath, book, bed routines and 
activities, and encouragement of parent– 
infant interaction using a range of media-
based interventions (e.g. Baby Express 
newsletters63). 


Promoting development 


•	� Encouragement to use books, music and 
interactive activities to promote 
development and parent–baby relationship 
(e.g. media-based materials such as Baby 
Express newsletters and/or Bookstart64). 


Keeping safe 


•	� Raise awareness of accident prevention 
in the home and safety in cars. Be alert 
to risk factors and signs and symptoms 
of child abuse. Follow local safeguarding 
procedures where there is cause 
for concern. 


62 Advice to help parents think about and understand 
individual infants’ temperament and use of individualised 
childcare strategies, e.g. to address issues related to crying 
and sleeping. 


63 www.thechildrensfoundation.co.uk/baby-express.php 
64 www.bookstart.co.uk 
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    Six weeks to six months
� 6 WeeKS 
to 


6 montHS 


48 


Progressive (including Universal) 


Babies with health or developmental 
problems or abnormalities 


•  Early referral to specialist team; advice on 
benefits that may be available; invitation  
to join parent support group. 


•  Package of additional support and 
monitoring, as assessed by health 
professional, and drawing on the Early 
Support Programme.65 


Infant feeding and children at risk 
of obesity  


•  Additional encouragement and support to 
breastfeed exclusively. 


•  Ongoing communication with fathers  
about breastfeeding and their role in its 
maintenance. 


•  Peer support schemes (such as ‘Best/Breast/ 
Bosom Buddy’) using local, experienced 
breastfeeders as volunteers; multimodal 
education/social support programmes 
combined with media campaigns. 


•  Promotion of Baby Friendly Initiative.66 


•  Offer of additional support in feeding the 
baby, including advice about the deferral 
of weaning.  


•  Advice on nutrition and physical activity for 
the family. 


65  www.earlysupport.org.uk 
66  www.babyfriendly.org.uk 


Parents who smoke 


•  Smoking cessation interventions should 
include behavioural interventions combined 
with social support and incentives for 
achievement, and telephone counselling 
(NHS helplines). 


•  Partners should be involved in the 
implementation of smoking-reduction/ 
cessation programmes. 


•  Additional strategies should include 
planning of smoke-free environments for 
children (e.g. areas within the home that 
are smoke-free), including cars. 


SIDS 


•  Reduction of the risk of SIDS – advice about 
sleeping position, smoking, co-sleeping, 
room temperature and other information  
in line with best evidence.67 


Keeping safe 


•  Home visits, including training on healthy 
sleep and correct use of basic safety 
equipment, and facilitating access to local 
schemes for the provision of safety 
equipment. Information about thermal 
injuries. 


•  Healthcare professionals should be alert to 
risk factors and signs and symptoms of 
child abuse, and should follow local child 
protection procedures where there is cause 
for concern. 


•  Advice about reducing the risk of SIDS 
where there are increased risks (e.g. 
sleeping position, smoking, co-sleeping). 


67  www.fsid.org.uk 
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6 	WeeKS Six weeks to six months 
to 


6 montHS Progressive (including Universal) 


Parenting support 


•	� Techniques to promote a trusting 
relationship and develop problem-solving 
abilities within the family (e.g. promotional/ 
motivational interviewing; Family 
Partnership Model;68 and the Solihull 
Approach69) should be used to: 


–	� establish what each parent’s individual 
support needs are; 


–	� provide one or two structured listening 
support visits; and 


–	� work in partnership with families to 

develop problem-solving skills.
�


Maternal depression 


•	� Eight listening visits70 or referral for brief 
cognitive behavioural or interpersonal 
therapy. 


•	� Use of dyadic therapies71 to increase 
maternal sensitivity, e.g. infant massage, 
interaction guidance. 


•	� Postnatal parent–infant groups with 
enhanced components for fathers. Sessions 
should address and respond to the specific 
concerns of fathers, including support to 
partner, care of infants, and emotional 
issues arising from fatherhood. Enhanced 
postnatal support can include separate 
sessions with fathers and for fathers only. 


68 www.cpcs.org.uk/ 
69 www.solihull.nhs.uk/solihullapproach/ 
70 Listening visits are defined as unstructured, client-led 


discussions involving the counsellor in: active listening; 
reflection; providing empathic responses; encouraging 
the expression of experiences and accepting the emotions 
expressed; and not offering information or advice. 


71 Dyadic therapies focus on both mother and baby and are 
aimed at improving the mother–infant relationship. 


Insensitive (i.e. intrusive or passive) 
parenting interactions 


•	� Assessment of parent–infant interaction 
using validated tools (e.g. NCAST72). 


•	� Media-based tools (e.g. The Social Baby 
book/video (Murray and Andrews, 2005) 
or Baby Express newsletters73) or validated 
tools (e.g. Brazelton74 or NCAST75) may be 
used to promote sensitive, attuned 
parenting. 


•	� Invitation to group-based parenting 
programmes (e.g. Mellow Parenting76 or 
PIPPIN – the Parents in Partnership Parent 
Infant Network) or an infant massage 
group. 


•	� Father–infant groups that promote 
opportunities for play and guided 
observation. 


Parental relationships 


•	� Parents in conflict should be offered access 
to parenting groups which address parental 
conflict using specially designed training 
resources (e.g. One Plus One Brief 
Encounters77). 


72 www.ncast.org
�
73 www.thechildrensfoundation.co.uk/baby-express.php
�
74 www.brazelton.co.uk/
�
75 www.ncast.org
�
76 www.mellowparenting.org/
�
77 www.oneplusone.org.uk/
�
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Universal 


Six  months  to  one  year 6 WeeKS 
to 


6 montHS 


Around seven to nine months 


•	� Distribution of Bookstart78 pack for babies. 


Health review by one year 


•	� Assessment of the baby’s physical, 
emotional and social needs in the 
context of their family, including 
predictive risk factors. 


•	� An opportunity for both parents to talk 
about any concerns that they may have 
about their baby’s health. 


•	� Supporting parenting – provide parents 
with information about attachment and the 
type of developmental issues that they may 
now encounter (e.g. clinginess or anxiety 
about being separated from one particular 
parent or carer). 


•	� Monitoring growth – if there is parental or 
professional concern about a baby’s growth 
or risk to normal growth (including obesity), 
an assessment should be carried out. 
This involves accurate measurement, 
interpretation and explanation of the baby’s 
weight in relation to height, to growth 
potential and to any earlier growth 
measurements of the baby. A decision 
should be made as to whether follow-up 
or an intervention is appropriate, and 
agreement with the family should 
be sought. 


•	� Health promotion – raise awareness of 
dental health and prevention, healthy 
eating, injury and accident prevention 
relating to mobility, safety in cars and skin 
cancer prevention. 


•	� At 12 months – immunisation against 
Haemophilus influenzae type B and 
meningococcus group C. Immunisation 
history should be checked and any missed 
immunisations offered. 


•	� At every immunisation, parents should have 
the opportunity to raise any concerns about 
caring for their baby and their health and 
development, and should be provided with 
information or sources of advice. 


Dental health 


•	� Sugar should not be added to weaning 
foods. 


•	� As soon as teeth erupt, parents should 
brush them twice daily. 


•	� From six months of age, infants should be 
introduced to drinking from a cup; from 
one year of age, feeding from a bottle 
should be discouraged. 


•	� Parents should be advised to use only 
a smear of toothpaste. 


•	� The frequency and amount of sugary food 
and drinks should be reduced, and, when 
consumed, limited to mealtimes. Sugars 
should not be consumed more than four 
times a day. 


•	� Where possible, all medicines given should 
be sugar-free. 


78  www.bookstart.co.uk/ 
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6 WeeKS 
to 


6 montHS 


Six months to one year
�
Universal 


Maintaining infant health 


•	� Temperament-based anticipatory 
guidance79 – practical guidance on 
managing crying and healthy sleep 
practices, bath, book, bed routines and 
activities, and encouragement of parent– 
infant interaction using a range of media 
(e.g. Baby Express newsletters80). 


Promoting development 


•	� Book sharing and invitations to groups for 
songs, music and interactive activities (e.g. 
PEEP81 using the Early Learning Partnership 
Model, early years librarians or Bookstart82). 


•	� Encouragement to take up early years 
education. 


•	� Referring families whose first language 
is not English to English as a second 
language services. 


•	� Supporting parents returning to work to 
help their baby or young child make a 
smooth transition into childcare. 


79 Advice to help parents think about and understand 
individual infants’ temperament and use of individualised 
childcare strategies, e.g. to address issues related to crying 
and sleeping. 


80 www.thechildrensfoundation.co.uk/baby-express.php 
81 www.peep.org.uk/ 
82 www.bookstart.co.uk 


Keeping safe 


•	� Advice and information on preventing 
accidents and on use of safety equipment. 


•	� Be alert to risk factors and signs and 
symptoms of child abuse, and follow local 
safeguarding procedures where there is 
cause for concern. 
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�Six  months  to  one  year 6 montHS 
to 


1 Year Progressive (including Universal) 


Babies with health or developmental 
problems or abnormalities 


•  Early referral to specialist team; advice on 
benefits that may be available; invitation 
to join par ent groups. 


•  Package of additional support and 
monitoring, as assessed by health 
professional, and drawing on the Early 
Support Programme.83 


Infant feeding and children at risk 
of obesity  


•  Advice and information to both parents  
on healthy weaning, appropriate amounts 
and types of food, portion size and 
mealtime routines. 


•  Advice on nutrition and physical activity for 
the family. 


Parents who smoke 


•  Smoking cessation interventions should 
include behavioural interventions combined 
with social support and incentives for 
achievement, and telephone counselling 
(NHS helplines). 


•  Partners should be involved in the 
implementation of smoking-reduction/ 
cessation programmes. 


•  Additional strategies should include 
planning of smoke-free environments for 
children (e.g. areas within the home that 
are smoke-free), including cars. 


Keeping safe 


•  Provide information on correct use of  
basic safety equipment and facilitate  
access to local schemes for the provision  
of safety equipment. Information about 
thermal injuries. 


83  www.earlysupport.org.uk 


•  Be alert to risk factors and signs and 
symptoms of child abuse, and follow local 
safeguarding procedures where there is 
cause for concern. Advice about reducing 
the risk of SIDS where there are increased 
risks (e.g. smoking, co-sleeping). 


Parenting support 


•  Health professional to facilitate access  
to Sure Start children’s centre and early 
years services. 


•  Techniques to promote a trusting 
relationship and develop problem-solving 
abilities within the family (e.g. promotional 
interviewing; Family Partnership Model;84  
and the Solihull Approach85) should be 
used to: 


–  establish what each parent’s individual 
support needs are; 


–  provide one or two structured listening 
support visits; and 


–  work in partnership with families to 
develop problem-solving skills. 


Maternal depression 


•  As on page 49. 


Insensitive (i.e. intrusive or passive) 
parenting interactions 


•  As on page 49. 


Parental relationships 


•  As on page 49. 


84  www.cpcs.org.uk/ 
85  www.solihull.nhs.uk/solihullapproach/ 
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6 	montHS Six months to one year 
to 


1 	Year Progressive (including Universal) 


for families at higher risk 
Keeping safe 


•	� Be alert to risk factors and signs and 
symptoms of child abuse, and follow local 
safeguarding procedures where there is 
cause for concern. 


At-risk first-time young mothers 


•	� Intensive home visiting programmes by 
skilled practitioners, such as the Family 
Nurse Partnership programme.86 


•	� Multimodal support combining home 
visiting, peer support, life skills training and 
integration within social networks. 


Seriously inadequate parent–infant 
interaction 


•	� Referral to attachment-oriented or parent– 
infant psychotherapy interventions. 


Parents with learning difficulties 


•	� Provision of information about the support 
available to parents with learning 
disabilities, and assistance in interpreting 
information and accessing other sources 
of support. 


•	� Establishing ongoing community support 
networks. 


•	� Specialist multi-agency support should 
include individual and group-based 
antenatal and parent education classes, 
and home visiting. 


•	� Further support designed to address the 
parent’s individual needs might include 
speech, language and occupational therapy. 


Drug and alcohol abuse 


•	� Referral of one or both parents to local 
specialist services as part of a multi-agency 
strategy. 


•	� HCP team to contribute to care package led 
by specialist service. 


Domestic violence 


•	� Follow local guidelines. 


•	� Following assessment, provision of a safe 
environment in which victims of domestic 
violence can discuss concerns. 


•	� Provision of information about sources 
of support for domestic violence. 


•	� Referral to local specialist services as part 
of a multi-agency strategy. 


•	� HCP team to contribute to care package led 
by specialist service. 


Serious mental illness 


•	� Referral of one or both parents to specialist 
mental health/perinatal mental health 
service. 


•	� HCP team to contribute to care package led 
by specialist service. 


86 Currently being piloted in England. 
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One  to  three  years 1–3 
YearS 


Universal 


At 13 months 


•	� Immunisation against measles, mumps and 
rubella (MMR) and pneumococcal 
infection. At every immunisation, parents 
should have the opportunity to raise any 
concerns about caring for their child and 
their health and development, and should 
be provided with information or sources 
of advice. 


•	� Immunisation history should be checked 
and any missed immunisations offered. 


Two to two-and-a-half-year 
health review 


•	� Review with the parents the child’s social, 
emotional, behavioural and language 
development, with signposting to 
appropriate group-based parenting 
support (e.g. the Webster-Stratton 
Parenting programme). 


•	� Review development and respond to 
any concerns expressed by the parents 
regarding physical health, growth, 
development, hearing and vision. 


•	� Offer parents guidance on behaviour 
management and an opportunity to 
share concerns. 


•	� Offer parents information on what to do if 
worried about their child. 


•	� Promote language development through 
book sharing and invitations to groups for 
songs, music and interactive activities (e.g. 
early years librarian, PEEP87 or Bookstart88). 


•	� Provide encouragement and support to 
take up early years education. 


•	� Give health information and guidance 
(telephone helplines, websites, NHS Direct). 


87 www.peep.org.uk/ 
88 www.bookstart.co.uk 


•	� Review immunisation status, to catch up on 
any missed immunisations. 


•	� Offer advice and information on nutrition and 
physical activity for the family, and on healthy 
eating, portion size and mealtime routines. 


•	� Raise awareness of dental care, accident 
prevention, sleep management, toilet 
training, sources of parenting advice. 


•	� Offer information on Family Information 
Service, Sure Start children’s centres and 
early years learning provision. Refer families 
whose first language is not English to 
English as a second language services. 


Dental health 


•	� Sugar should not be added to foods. 


•	� As soon as the child’s teeth erupt, parents 
should brush them twice daily, using only a 
smear of toothpaste. 


•	� From the age of one year, feeding from a 
bottle should be discouraged. 


•	� The frequency and amount of sugary food 
and drinks should be reduced, and, when 
consumed, limited to mealtimes. 


•	� Sugars should not be consumed more than 
four times a day. 


•	� Where possible, all medicines given should 
be sugar-free. 


Keeping safe 


•	� Advice about correct use of basic safety 
equipment and facilitating access to 
local schemes for the provision of 
safety equipment. Information about 
thermal injuries. 


•	� Be alert to risk factors and signs and 
symptoms of child abuse, and follow local 
safeguarding procedures where there is 
cause for concern. 
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1–3	� One to three years
�
YearS 


Progressive (including Universal) 


Children with health or developmental 
problems or abnormalities 


•	� Early referral to specialist team; advice on 
benefits that may be available; invitation 
to join parent groups. 


•	� Additional support and monitoring, as 
assessed by health professional, and 
drawing on the Early Support Programme.89 


Children at risk of obesity 


•	� Advice and information on healthy eating, 
portion size and mealtime routines. 


•	� Advice on nutrition and physical activity 
for the family. 


•	� If there is parental or professional concern 
about a child’s growth or risk to  normal 
growth (including obesity), an assessment 
should be carried out. This may be in the 
first two years of life. It involves accurate 
measurement, interpretation and 
explanation of the child’s weight in relation 
to height, to growth potential and to any 
earlier growth measurements of the child. 
A decision should be made as to whether 
follow-up or an intervention is appropriate, 
and agreement with the family should 
be sought. 


Parents who smoke 


•	� Smoking cessation interventions should 
include behavioural interventions combined 
with social support and incentives for 
achievement, and telephone counselling 
(NHS helplines). 


•	� Partners should be involved in the 
implementation of smoking-reduction/ 
cessation programmes. 


•	� Additional strategies should include 
planning of smoke-free environments for 
children (e.g. areas within the home that 
are smoke-free), including cars. 


Keeping safe 


•	� Advice about correct use of basic safety 
equipment and facilitating access to 
local schemes for the provision of 
safety equipment. Information about 
thermal injuries. 


•	� Be alert to risk factors and signs and 
symptoms of child abuse, and follow local 
safeguarding procedures where there is 
cause for concern. 


Parenting support 


•	� As on page 52. 


89 www.earlysupport.org.uk 
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1–3
YearS 


One  to  three  years
�
Progressive (including Universal) 


For families at higher risk 


•  Be alert to risk factors and signs and 
symptoms of child abuse, and follow local 
safeguarding procedures where there is 
cause for concern. 


•  Intensive programmes with skilled home 
visitors, such as: 


–  Family Nurse Partnership90 for first-time 
young parents until the child is two years 
old; and 


–  Advanced Triple P Programme.91 


•  Maternal mental health problems/parent– 
infant relationship problems: 


–  referral to specialist services; and/or 


–  parent–infant psychotherapy. 


90  Currently being piloted in England. 
91  www.triplep.net 
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3–5 
YearS 


Three  to  five  years 
Universal 


At three to five years 


•	� Support parenting – access for both parents 
to Family Information Services, Sure Start 
children’s centres, health information and 
guidance (telephone helplines, websites, 
NHS Direct, etc.). 


•	� Monitoring of child’s social, emotional and 
behavioural development and signposting 
to other services where appropriate 
(e.g. group-based parenting programmes). 


•	� Promotion of child’s development and use 
of early learning centres. 


•	� Delivery (by early years services with 
health professional support) of key 
messages about: 


–	� promoting child health and maintaining 
healthy lifestyles; 


–	� nutrition; 


–	� active play; 


–	� accident prevention; and 


–	� dental health. 


•	� Immunisation against measles, mumps and 
rubella (MMR), polio and diphtheria, 
tetanus and pertussis is given between 
three years four months and three years six 
months. Check immunisation history and 
offer any missed immunisations. At every 
immunisation, parents should have the 
opportunity to raise any concerns about 
their child’s health and development, and 
should be provided with information or 
sources of advice. 


By five years – to be completed soon 
after school entry 


•	� Review immunisation status and offer any 
missed immunisations. 


•	� Review access to primary care and 
dental care. 


•	� Review appropriate interventions for any 
physical, emotional or developmental 
problems that may have been missed or 
not addressed. 


•	� Provide children, parents and school staff 
with information on specific health issues. 


•	� Measure height and weight for the National 
Child Measurement Programme. 


•	� Hearing screening should be carried out 
using an agreed, quality-assured protocol in 
appropriate surroundings. Parental concern 
about hearing should always be noted and 
acted upon. 


•	� Screen all children for visual impairment 
between four and five years of age. This 
should be conducted either by orthoptists 
or by professionals trained and supported 
by orthoptists. 


•	� Assessment as part of the Foundation 
Stage Profile. 


•	� Be alert to risk factors and signs and 
symptoms of child abuse, and follow local 
safeguarding procedures where there is 
cause for concern. 


Progressive (including Universal) 


•	� As under ‘One to three years’ 
(see pages 54–56). 
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Infrastructure 
requirements 


Successful delivery of the HCP needs to  
be supported by the following systems, 
processes and tools. Some are already  
in place and others require local or  
national action. 


Healthy Child Programme: Pregnancy and the first five years of life 


Information for parents 
Information for parents includes: 


•  The Pregnancy Book92 and Birth to Five,93  
which provide good-quality information for 
parents (in an accessible format) on the full 
range of child health, development and 
parenting issues; 


•	� the personal child health record (PCHR) 
(often referred to as the red book), which 
provides a record of a child’s health and 
development, including interventions 
received under the HCP; 


•	� screening leaflets; 


•	� Healthy Start; 


•	� the NHS Choices website; 


•	� Bookstart,94 which promotes books and 
reading to people of all ages and cultures. 
It helps par ents and carers to foster a 
nurturing relationship with the child, 
strengthening their emotional bond 
while aiding language development  
and having fun;  


92  www.dh.gov.uk/en/Publicationsandstatistics/Publications/ 
PublicationsPolicyAndGuidance/DH_107302 


93  www.dh.gov.uk/en/Publicationsandstatistics/Publications/ 
PublicationsPolicyAndGuidance/DH_107303 


94  www.bookstart.co.uk 


•  immunisation information resources for 
parents and health professionals, available 
at www.immunisation.nhs.uk; 


•  the NHS Early Years LifeCheck on NHS 
Choices – currently being piloted for babies 
around six months; and 


• 	� locally developed information, such as 
the r esources developed by Families 
Information Services and Sure Start 
children’s centres. 


record keeping and data 
collection systems 
Connecting for Health is developing an 
electronic child health record that will support 
the information needs of the HCP. 


The PCHR is the main system for collecting 
and recording HCP data. At the same time, 
it pr omotes greater personal ownership and 
guardianship of the health and illness 
biography of each child. The PCHR should be 
the same in appearance and core content as 
advised by the national PCHR group, to 
ensure consistency and continuity into the 
school years. 
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Local organisations will need to work towards 
a system of information sharing across health 
services by the use of one record, in which 
children and families are aware of what 
information is collected and who has access. 


Information should only be shared on a need- 
to-know basis. Where there are concerns with 
respect to safeguarding children, both parents 
should be aware that the child is paramount 
and that information may need to be shared 
to protect the child. The development of 
ContactPoint, formerly known as the 
Information Sharing Index, will enable 
practitioners delivering services to children to 
identify and contact one another more easily. 


More needs to be done to integrate maternity 
and child health systems. 


The HCP will be delivered across a range 
of settings, and where computerised data 
collection systems exist, this information 
should be used to inform the HCP data 
systems, to avoid duplication of records. 


Systems should be in place to collect records 
into both anonymised data records for 
outcome measurements, and individual and 
family records. 


Effective inter-professional communication 
systems are vital to the delivery of the HCP. 


Clinical governance 
Local commissioners and providers need to 
be confident that clinical governance 
arrangements and professional leadership are 
in place, to ensure protection of the public and 
safe practice. This will include processes for: 


•	� monitoring outcomes; 


•	� service improvement and evaluation; 


•	� risk management and audit of the HCP; 


•	� safety and quality of screening 
programmes; 


•	� parent feedback; 


•	� safety and quality of the immunisation 
programme; 


•	� safeguarding; 


•	� access to specialist paediatric, psychological 
and other services; 


•	� professional practice and regulation; 


•	� assessment of competence of the 
workforce; 


•	� clinical supervision; 


•	� delegation and accountability; 


•	� confidentiality and information sharing; and 


•	� continuing professional development. 


Population needs assessment 
and resource allocation 
The HCP should be underpinned by a 
systematic assessment of population needs 
that provides a basis for configuring services 
and allocating resources. That assessment 
should be undertaken in partnership with local 
agencies as part of joint strategic needs 
assessment. The assessment will need to 
identify sub-populations in the community 
(e.g. teenage parents, travellers, refugees/ 
migrants, black and minority ethnic 
communities, looked-after children, children 
with disabilities) and set out action required to 
address their specific needs. Looked-after 
children are known to have particularly 
poor health outcomes, and the HCP 
needs to 
take account of their specific needs. 
Monitoring outcomes for sub-populations 
will help to ensure that the HCP is making 
a full contribution towards addressing 
health inequalities. 
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Data should be collated to provide the 
epidemiological basis for health needs 
assessment and the determination of risk 
and predictive factors. 


Information on uptake rates, weight and 
height measurements, smoking cessation, 
immunisation, breastfeeding, screening and 
other measures should be used for the 
strategic planning, monitoring, evaluation 
and quality improvement of the HCP. 


access to the HCP 
The HCP needs to be highly visible, accessible, 
understandable and popular with all parents, 
particularly in disadvantaged communities. 
Improving access to services is a priority for 
achieving good outcomes for children. More 
co-located and multidisciplinary services are 
seen as key objectives for providing the 
integrated support that many families 
will need. 


Depending on local circumstances, the HCP 
will be available in a range of settings, such 
as GP surgeries, Sure Start children’s centres, 
health centres, schools, extended schools and 
other community venues. Parents need to be 
able to choose how they wish to access the 
service, which should be flexible and should 
include the use of new technologies, such as 
e-mail and mobile phones. Services need to fit 
around the requirements of working parents 
and be proactive and systematic in engaging 
and supporting fathers. 


In many areas, Sure Start children’s centres are 
becoming the focus for integrated children’s 
services, especially for early years learning and 
parenting support. It is expected that 
children’s centres will provide a number of the 
services listed in the ‘progressive’ part of the 
schedule, for example breastfeeding support, 
smoking cessation and a range of parenting 
support programmes. Children’s centres offer 
a way of delivering services in a community 
setting that makes them more visible and 
accessible to families that may be less inclined 
to access traditional services. Multi-agency 
teams in children’s centres have been able to 
offer new and innovative services that are 
designed around the needs of the child and 
the family. They also have a strong track 
record of community engagement and user 
participation. Children’s centres may be an 
ideal place from which to provide the HCP, 
making full use of their workforce and services 
and of their role in promoting children’s health 
and wellbeing. 


At the same time, it is important that health 
visitors and other members of the team retain 
good links with the primary healthcare team. 
General practice delivers core aspects of the 
HCP, in particular the six to eight-week 
examination of all children and the 
immunisation schedule. In some areas, 
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general practice will be the focus for delivery 
of the programme. On average, a child under 
school age will see their GP six times a year, 
providing further opportunities to review 
children’s health and support parents. New 
guidelines on the physical examination of 
babies soon after birth and again at six to 
eight weeks will shortly be published by the 
National Screening Committee. 


Every general practice needs to have regular 
contact with a named health visitor with 
whom to discuss individual children and 
families and the delivery of the HCP. 


Premises and equipment 
Accommodation needs to be suitable for 
clinical practice, and practitioners should be 
able to access IT and record-keeping facilities, 
for example growth monitoring equipment. 
Whatever setting the HCP is delivered in, 
it should be appropriate for the task, with 
a room suitable for clinical practice and 
maintaining confidentiality, including 
record storage. 


Any equipment required to undertake practice 
should be suitable for purpose and all safety 
measures maintained. A modern, electric, self-
zeroing weighing scale, which is properly 
maintained, should be used to weigh children. 
It should be placed on a firm surface. Length 
and height must be measured on suitable 
equipment designed for the purpose. 


Where immunisations are undertaken, staff 
should be trained and competent. 
Resuscitation equipment should be available 
in the event of anaphylactic reactions. 


Productivity and value 
Offering universal services 
in different ways 


The HCP is a universal service to be made 
available to all. Personal contact with mothers 
and fathers is important in helping to build up 
a relationship. For some families, though – 
especially those with a child already, for whom 
outcomes are likely to be good and who know 
how to access services – there are different 
ways of offering services that could free up 
resources for those requiring more intensive 
and skilled support and guidance. Examples 
include: web-based systems, such as NHS 
Early Years LifeCheck, Netmums and the NHS 
Choices website; the numerous valuable third 
sector local and national parenting support 
groups and organisations; and other 
interactive services, funded through Parent 
Know How, including Parentline Plus,95 Young 
Minds96 and Contact a Family.97 


95 www.parentlineplus.org.uk 
96 www.youngminds.org.uk 
97 www.cafamily.org.uk 
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Workforce flexibilities 


As the core HCP workforce, health visitors are 
leading and working with teams that include 
a wide range of practitioners working across 
general practice and Sure Start children’s 
centres. Information on the HCP workforce 
is available at Annex B. 


A number of options are available to improve 
efficiency in the delivery of the HCP, including: 


•	� administrative support, so that practitioners 
can use their time effectively; 


•	� close alignment of staff, including 
co-location in general practice and Sure 
Start children’s centres, to share 
responsibility for a defined population 
of children and families; 


•	� common systems (IT and record keeping) 
of information sharing, to map children’s 
health and their contacts with the service; 


•	� systematic methods of assessing the 
population and personalising services; 


•	� developing new ways of working, new roles 
and career pathways; and 


•	� developing an HCP team approach, to 
make the best use of skills. 


outcome measures 
Key indicators for the HCP will include PSA 
indicators for breastfeeding, obesity 
prevention, infant mortality and the 12-week 
antenatal assessment. 


Additional impact measures, such as 
immunisation rates, programme coverage, 
smoking in pregnancy, father’s engagement, 
feedback from parents and the Early Years 
Foundation Stage at the age of five, are also 
useful measures of HCP outcomes. These 
should be aggregated and used by joint 
commissioners to plan, evaluate and improve 
the quality of the HCP. 


Further work is being carried out to develop 
child health and wellbeing indicators in 
children under the age of three. 


62 







 


 


 


 


  


 


 


Annex A:  
Notes for commissioners 


this guide sets the standard for an evidence-
based prevention and early intervention 
programme for children and families, to be 
led by the nHS and delivered through 
integrated children’s services. It will be jointly 
commissioned by children’s services 
commissioners and parenting commissioners. 


The HCP will be developed through children’s 
trust arrangements and will involve: 


•  a joint strategic needs assessment, including 
a meaningful engagement with users about 
the services that they require; 


•	� planning services, in particular preventive 
services, based on the joint strategic needs 
assessment and dialogue with potential 
providers from the public, private and 
third sectors; 


•	� the development of delivery partnerships 
based on contracts, grants, service level 
agreements or other appropriate clear 
statements of the services to be delivered; 
and 


•	� monitoring the impact of providers on the 
outcomes, and refining the service based 
on this information. 


The HCP is a core programme for delivering 
national priorities and statutory responsibilities 
on local partnerships, for example to promote 
the five Every Child Matters outcomes 
through children’s trust arrangements and to 
reduce inequalities in outcomes for young 
children. It forms the basis for ensuring that 
national priorities are met, as set out in the 
NHS Operating Framework 2008/09 (DH, 
2007d), Public Service Agreement (PSA) 
delivery agreements and operational plans: 


•	� Guidance on Joint Strategic Needs 
Assessment (DH, 2007c); and 


•	� Joint Planning and Commissioning 
Framework for Children, Young People and 
Maternity Services (DfES and DH, 2006). 


the nHS operating framework 
The national NHS priority for 2009/10 is: 
‘keeping adults and children well, improving 
their health and reducing health inequalities’ 
(DH, 2008). One of the four areas where 
primary care trusts (PCTs) are expected to 
make progress and where the HCP has an 
important contribution to make is in 
‘improving children’s and young people’s 
physical and mental health and wellbeing’. 
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national priorities for 
local delivery 
The HCP supports the delivery of: 


•	� an increase in the percentage of women 
who have seen a midwife or a maternity 
healthcare professional, for assessment of 
health and social care needs, risks and 
choices by 12 completed weeks of 
pregnancy; 


•	� an increase in the percentage of infants 
being breastfed at six to eight weeks; 


•	� a reduction in the under-18 conception rate 
per 1,000 females aged 15–17; 


•	� a reduction in obesity among primary 
school age children; 


•	� an increase in the proportion of children 
who complete immunisation by the 
recommended ages; and 


•	� a reduction in smoking prevalence among 
people aged 16 or over and in routine and 
manual groups. 


PSa delivery agreements 
This updated HCP has been designed to 
support delivery of a range of cross- 
government PSA indicators: 


•	� PSa Delivery agreement 12 – Improve the 
health and wellbeing of children and 
young people: Indicator 1, Prevalence of 
breastfeeding at six to eight weeks; and 
Indicator 3, Levels of obesity in children 
under 11 years. 


•	� PSa Delivery agreement 13 – Improve 
children and young people’s safety: 
Indicator 3, Hospital admissions caused by 
unintentional and deliberate injuries to 
children and young people. 


•	� PSa Delivery agreement 19 – ensure better 
care for all: Indicator 4, The percentage of 
women who have seen a midwife or a 
maternity healthcare professional, for 
health and social care assessment of needs, 
risks and choices by 12 completed weeks 
of pregnancy. 


•	� PSa Delivery agreement 10 – raise the 
educational achievement of all children 
and young people: Indicator 1, Early Years 
Foundation Stage achievement. 


•	� PSa Delivery agreement 11 – narrow the 
gap in educational achievement between 
children from low-income and 
disadvantaged backgrounds and their 
peers: Indicator 1, Achievement gap at 
Early Years Foundation Stage. 


•	� PSa Delivery agreement 18 – Promote 
better health for all: Indicator 3, Smoking 
prevalence. 


•	� PSa Delivery agreement 14 – Increase the 
number of children and young people on 
the path to success: Indicator 4, Reduce 
the under-18 conception rate. 


Joint strategic needs assessment: 
assessing the needs of children 
and young people 
Joint strategic needs assessment is a process 
for identifying the current and future health 
and wellbeing needs of a local population, 
informing the priorities and targets set by local 
area agreements, and leading to agreed 
commissioning priorities that will improve 
outcomes and reduce health inequalities. 


The HCP (according to DH, 2007c) both 
informs, and is informed by, joint strategic 
needs assessment: 
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‘The Children Act 2004 requires local 
authorities to prepare and publish an 
overarching plan setting out their strategy for 
discharging their functions in relation to 
children and young people. The Children and 
Young People’s Plan (CYPP) is prepared by 
local authorities and their partners through 
the local children’s trust co-operation 
arrangements, feeding into and informed by 
the Sustainable Communities Strategy. A key 
element of the CYPP is the requirement to 
carry out a comprehensive needs assessment, 
in partnership with all those involved in the 
planning process, and to review it on a regular 
basis. The needs assessment is based on the 
requirement to improve the five Every Child 
Matters outcomes for children, young people 
and their families: be healthy, stay safe, enjoy 
and achieve, make a positive contribution, 
and achieve economic wellbeing.’ 


World class commissioning: 
adding life to years and years 
to life 
World Class Commissioning (DH, 2007d) sets 
out a new approach for health and care 
services. It is the underpinning delivery vehicle 
for many objectives of current health policy, 
and presents the vision and competences for 
world class commissioning. PCTs will lead the 
work to turn the world class commissioning 
vision into reality, applying it locally in a way 
that meets the needs and priorities of the 
local population. 


The HCP as set out in this publication fits well 
with commissioners wanting to demonstrate 
world class commissioning, as it reflects many 
key competences. The HCP is: 


•	� strategic – taking an overview of children’s 
and families’ health and wellbeing; 


•	� long term – improving future outcomes for 
children and families through early 
intervention and prevention; 


•	� outcome driven – providing a clear set of 
outcomes for children that can be 
measured; 


•	� evidence based – it is based on meta-level 
reviews of evidence, including Health for All 
Children (Hall and Elliman, 2006), National 
Institute for Health and Clinical Excellence 
guidance, and a review of evidence-based, 
health-led parenting interventions; 


•	� partnership focused – the HCP can only be 
delivered through joint commissioning of 
children’s services in partnership with 
families and communities; and 


•	� clinically led and highly professional – 
successful commissioning of the HCP 
requires high levels of engagement by 
health professionals. 
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Annex B: Core elements 
of the HCP workfor ce 


Introduction 
Successful delivery of the HCP will depend on 
having the right workforce in place to deliver 
the programme. Significant changes are taking 
place in the children’s workforce that are 
impacting on the provision of the HCP. In 
producing this guide, we commissioned a 
review of national workforce developments 
impacting on the HCP workforce and an 
analysis of the competences required to 
deliver the programme. This annex has been 
included to assist commissioners and local 
managers to ensure that they have the 
workforce needed to deliver the HCP standard 
described in this guide. 


the HCP workforce 
Delivery of the programme relies on a team 
approach that includes Sure Start children’s 
centre staff and members of the primary 
healthcare team. An effective, competent and 
confident workforce, capable of delivering the 
HCP during pregnancy and the first years of 
life, will have the following characteristics: 


•	� multi-skilled teamworking involving a 
range of practitioners across general 
practice, maternity services and children’s 
centre services; 


•	� an agreed and defined lead role for the 
health visitor; 


•	� a team with up-to-date knowledge and 
skills; and 


•	� a team with competences to work in 
partnership with children, mothers, fathers 
and families to deliver the core elements of 
the HCP and to work effectively across 
service boundaries. 


Multi-skilled teamworking 


Delivering the HCP relies on the contribution 
of a broad spectrum of practitioners, including 
GPs, practice nurses, midwives, health visitors, 
community nursery nurses, early years 
practitioners, family support workers 
and other practitioners employed by Sure 
Start children’s centres or working for 
voluntary organisations. 


The primary care trust (PCT) will work within 
local children’s trust arrangements in 
commissioning children’s services. This should 
include accurate assessment of need and 
proportionate allocation of resources to deliver 
the HCP, and work with partners to ensure 
that this service is integrated with wider 
provision, including children’s centres. 


The key to success is a shared understanding 
– both by parents and by all the practitioners 
involved – of the roles, responsibilities and 
potential contribution of the different 
practitioners and organisations. 


The GP and primary care team provide child 
health surveillance, health protection and 
clinical care. 


66 Healthy Child Programme: Pregnancy and the first five years of life 







 
 


 


 


 


 


 


 


 


Sure Start children’s centres and the HCP share 
similar objectives. Just as the children’s centres 
rely on the contribution of health services, 
the health team relies on early years staff 
to provide proactive health-promoting 
interventions, as well as to assist in the 
provision of a range of targeted support for 
families in need. Children’s centre teams have 
expertise in the delivery of high-quality early 
years provision and parenting support. 


Teamworking can benefit from, but does not 
depend on, co-location. What matters is that 
people meet regularly to review the 
programme and discuss individual children. 
Teamworking across service boundaries 
requires practitioners to: 


•	� develop trusting relationships, based on a 
shared purpose, values and language; 


•	� know when and how to share information 
appropriately; 


•	� make use of common processes, such as 
the Common Assessment Framework; and 


•	� nominate a lead professional to co-ordinate 
activity. 


Clear lines of accountability and responsibility 
must be defined, when practitioners from 
different organisations work together in 
integrated teams. 


An agreed and defined lead role for 
the health visitor 


The HCP is a clinical and public health 
programme led by, and dependent on, health 
professionals. Effective leadership is required 
to ensure that the various practitioners 
contributing to the HCP communicate 
with one another and provide a holistic, 
co-ordinated service tailored to local needs. 


It is recommended that responsibility for 
co-ordinating the HCP to a defined population 
at children’s centre and general practice level 
should rest with the health visitor. Having a 
public health nursing background, health 
visitors are ideally placed; they have a 
registered population of children from 
pregnancy to five years, they know how 
the health system works, and they bring 
knowledge and understanding of child and 
family health and wellbeing, and skills in 
working with individuals and communities. 
They will need to work across general practice 
and children’s centres, working closely with 
maternity services and other agencies 
concerned with children and families. 


This role is hands-on, working with children 
and families, overseeing and delivering the 
HCP to a defined and registered population, 
involving local parents, co-ordinating and 
supporting the contribution of the team, 
quality-assuring the service and monitoring 
the outcomes and delivery of the programme. 
A pilot project is currently working with 10 
sites to test this role and explore the training 
and support needs of health visitors to lead 
the HCP. 
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The leadership model is one of distributed 
responsibility, whereby everybody has an 
equally important role to play in delivering the 
component parts of the HCP. GPs and Sure 
Start children’s centre managers will have a 
key role in maximising the contribution made 
by their services. 


Health professionals, such as midwives, health 
visitors and GPs, are the universal first point of 
contact for families during pregnancy and the 
first years of life. They have credibility when 
it comes to diagnosis, health information, 
guidance and decision-making. Health 
professionals are trained and experienced in 
working with both adults and children, and 
are able to work with the whole family. They 
are ideally placed to identify and provide 
support for problems as soon as they arise, 
drawing in, where necessary, support from 
other services. Midwives have an important 
role in promoting the health of the child 
and the family. 


Every registered health profession has a code 
of professional conduct, and an agreed body 
of knowledge, defined by specified 
competences and assessment frameworks. 
This provides assurance to the public of the 
standard of care they can expect. 


A team with up-to-date knowledge 
and skills 


This updated HCP identifies new priorities and 
advances in our understanding of child 
development and effective interventions. The 
knowledge and skills of the team delivering 
the HCP will need to reflect these changes and 
be open and flexible to future developments. 
In addition to existing public health and child 
development knowledge and skills, topics 
identified in this guide for greater focus are: 


•	� the early identification and prevention 
of obesity; 


•	� the promotion and support of 
breastfeeding; 


•	� the impact of the early nurturing 
environment on the developing brain and 
interventions to promote optimal physical, 
social and emotional development; 


•	� the important contribution of fathers; 


•	� factors influencing health choices and 
behaviour change; 


•	� parenting support using strength-based and 
promotional intervening skills and tools; 
and 


•	� high-level skills to deliver an intensive 
programme to at-risk families in the home. 


A team with the competences to 
work with children and parents, to 
deliver the core elements of the 
HCP and to work effectively across 
service boundaries 


Competences are the knowledge, skills, 
behaviour and characteristics required to carry 
out an activity (or combination of activities) in 
a particular environment or organisational 
context, in a way that leads to effective and 
enhanced organisational performance. It is 
necessary to stipulate both the range and level 
of competences required across the available 
workforce, as well as the specific competences 
required to undertake specialist tasks. 


With so many practitioners potentially 
involved in supporting children and families, 
it is essential that everybody is aware of their 
own areas of responsibility and those of 
others, how they interact and overlap with 
other roles, the skills and knowledge they 
require to do the job, and the limits to 
their competence. 
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Enhanced levels of competence are required 
where additional skills are needed to explore 
sensitive issues or establish and respond to 
varying levels of vulnerability, complexity 
and risk. 


In addition to identifying and specifying skills 
and competences, arrangements need to be in 
place for appropriate training and continuing 
development, including joint cross-discipline 
training, particularly where new roles emerge 
or roles overlap. There should also be the 
opportunity for those skills to be recognised 
and accredited, to avoid duplication, improve 
joint working and support workforce and 
cross-sector mobility. 


There are some higher-level competences that 
are health professional-specific (such as the 
clinical skill of listening for heart murmurs in 
six-week-old babies). This means that, while 
there is opportunity for flexibility in the 
workforce profile, some tasks and skills are 
non-transferable. 


A competent, confident and effective 
practitioner is more than the sum of his or 
her competences; sensitive and appropriate 
decision-making is often underpinned by 
professional insight grounded in a wealth 
of experience. A less-skilled practitioner 
can undertake aspects of care under 
the supervision and guidance of a 
more competent practitioner. However, 
investing in professionals with higher-level 
competences can be more cost effective in 
terms of outcomes. 


Support workers should be trained to the 
appropriate level of skill and competency for 
their role and should not work outside their 
job specification. 


Practitioners working in multi-agency settings 
need the ability to work effectively across 
traditional service boundaries and to share 
information, as well as specific knowledge of 
what services are available locally and how to 
access them, including use of shared tools 
such as the Common Assessment Framework 
and lead professional role. 


Besides the competences required to deliver 
the specific components of the HCP, additional 
competences are required to lead a 
multidisciplinary team designing and delivering 
needs-based, outcomes-driven interventions 
across a range of settings. 
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Competences required for the 
delivery of the HCP 


•	� All practitioners who work with children, 
young people and families should be able 
to demonstrate a basic level of 
competence in the six areas of the 
Common Core of Skills and Knowledge 
for the Children’s Workforce 
(DfES, 2005b). 


•	� Ideally, promoting health should be 
added to the Common Core of Skills and 
Knowledge as an essential prerequisite 
for all those working with children. 


•	� Of particular relevance for practitioners 
working with families with young 
children is the capacity to build effective 
and sensitive relationships with the 
parents: all practitioners working with this 
client group are therefore expected to 
demonstrate compliance with the 
National Occupational Standards for 
Work with Parents (Parenting UK, 2005). 


•	� Competences required for the delivery of 
specific aspects of the HCP should be 
explicit in the job specifications of 
relevant practitioners. These competences 
should relate to the achievement of 
health outcomes identified during the 
joint strategic health needs assessment 
and specified in The Children and Young 
People’s Plan (DfES, 2005a). 


•	� Various frameworks and tools exist to 
help service planners to identify the 
competences required for the 
achievement of specific outcomes. 


the role of the health visitor 
The health-visiting workforce is central to the 
delivery of the HCP. This was recognised in the 
review of the future role of the health visitor, 
Facing the Future (DH, 2007b), which 
recommended that health visitors should focus 
on young children and families, where their 
public health nursing expertise can have 
greatest impact. 


The review identified the core elements of 
health visiting as: 


•	� public health nursing; 


•	� working with the whole family; 


•	� prevention and early intervention; 


•	� knowing the community and ‘being local’; 


•	� being proactive in promoting health and 
preventing ill health; 


•	� progressive universalism; 


•	� safeguarding children; 


•	� working across organisational boundaries; 


•	� teamwork and partnership; 


•	� readiness to provide a health protection 
service; and 


•	� home visiting. 


The review concluded that there were two 
core roles for health visitors: 


•	� leading the delivery of the HCP to a defined 
population; and 


•	� delivering intensive preventive programmes 
to the most at-risk families with young 
children. 


Local workforce planning for the HCP will 
need to ensure that the health visitor has a 
lead role in the HCP and has the skills and 
knowledge needed to lead and deliver the 
programme as described in this publication. 
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Possible roles in the HCP team 
the health visitor. The HCP team is often a 
virtual team across a number of settings and 
organisations, requiring leadership skills to 
ensure that the universal and progressive 
needs of families and children are met. The 
HCP health visitor will have a key role in 
ensuring that there are robust arrangements 
for identifying where families need extra 
support, assessing needs and co-ordinating 
multi-agency activity. 


the GP and practice nurse are a core part of 
the HCP team. Most children are seen by a GP 
up to six times a year in the first years of life. 
General practice has an important role to play 
in delivering the HCP, through screening, 
surveillance and immunisations, as well as 
opportunistically promoting health. 


the midwife role, in addition to assessing 
health and social needs, is to ensure that all 
screening tests are understood and available 
to all women. They make sure that pregnancy 
is monitored through to delivery of the baby. 
They may maintain contact for up to 28 days 
after delivery, as necessary. 


Community nursery nurses have proved an 
invaluable asset to health-visiting teams. 


Community staff nurses have a particular role 
to play in supporting children and families 
with healthcare needs. 


Sure Start children’s centre staff – such as 
family support workers, parent engagement 
workers, early years practitioners, outreach 
workers and play leaders – all have an 
important part to play in the HCP. Not only do 
they provide many of the parenting support 
and child development and childcare services 
that are essential for children’s health, but 
they also increasingly have a role in health 
promotion and public health. As the HCP lead, 
it is expected that the health visitor will 
support and supervise children’s centre staff to 
acquire the competences needed to support 
delivery of the HCP. 


With the growing emphasis on the importance 
of behavioural change in improving the health 
of the nation, and the need to spread the 
message more widely and engage with hard- 
to-reach families, health trainers may also 
provide a useful addition to the team. 


administrative assistance is vital to ensure 
cost-effective use of the team. Administrative 
support is needed to facilitate engagement 
with families, to provide and collect 
information, and to monitor and review 
the HCP. 
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Effective teamworking for the HCP 


•	� Clear information for families about the 
roles and responsibilities of each 
practitioner with whom they come into 
contact should be provided. 


•	� There must be a core team, led by a health 
professional responsible for ensuring that 
all families receive a level of service and 
support relevant to their needs. 


•	� There must be clear arrangements for 
engaging and drawing in support from 
services outside the core team. 


•	� Regular meetings to discuss the HCP and 
individual children should be held. 


•	� Decisions about what sort of practitioners 
are needed should be based on the 
competences required to deliver desired 
outcomes. 


•	� There must be a clear description of the 
performance standards required within any 


education and learning 
Competences relating to maternal and child 
health should be underpinned by a knowledge 
of: relevant legislation relating to 
confidentiality, consent, record keeping and 
information sharing; children’s rights; key 
government policies; relevant guidance; main 
issues and debates (relating to child and family 
health); factors affecting health and parenting 
capacity; the evidence base for practice; the 
art of communication; and an awareness of 
one’s own sphere of competence and the roles 
of other practitioners. 


The Children’s Workforce Development 
Council98 is involved in a pilot project to 


98 www.cwdcouncil.org.uk 


particular role, and everybody should have 
access to regular supervision and an annual 
opportunity to review their sphere of 
practice and training needs. 


•	� There must be clear lines of accountability 
and responsibility, especially when these 
transcend traditional organisational 
boundaries. 


•	� There should be regular opportunities for 
communication across teams, to generate 
trust and understanding. 


•	� Whenever possible, training should be 
designed for a multidisciplinary audience 
and should be of a high standard, with clear 
learning outcomes that can be assessed 
following attendance. 


•	� Shared budgets and joint planning lead to 
co-ordinated service provision that makes 
best use of the available workforce and 
avoids duplication, confusion and the 
tendency to retreat into professional ‘silos’. 


develop induction standards for the children’s 
workforce. The standards cover seven 
core areas: 


•	� the principles and values essential for 
working with children and young people; 


•	� the worker’s role; 


•	� health and safety requirements; 


•	� effective communication; 


•	� development of children and young people; 


•	� keeping children safe from harm; and 


•	� personal and professional development. 


It is hoped that PCTs and local authorities will 
incorporate shared induction programmes to 
promote integrated early years provision. 
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Developing competence requires access to 
courses that are recognised, standardised, 
assessed and credible. Local authorities 
are responsible for delivering training 
to practitioners across the local area in 
the Common Assessment Framework, 
in the use of the lead professional and 
in information sharing. 


Maintaining competence requires regular 
opportunities to apply knowledge, share 
experience, practise skills, review competence 
and identify training needs. Service managers 
should ensure that individual and service 
training needs are reviewed on an annual basis 
and that appropriate opportunities for 
developing knowledge and skills are provided. 


The use of competence assessment tools, such 
as the Coventry University Assessment,99 


should be encouraged, so that knowledge and 
skills deficits can be identified and addressed. 


Multidisciplinary training opportunities should 
be encouraged in order to avoid conflicting 
advice, share perspectives, boost confidence 
and deliver more integrated, tailored support 
to service users. 


Opportunities for self-study should also be 
explored. For example, an online training 
programme is currently under development as 
part of the HENRY (Health, Exercise, Nutrition 
for the Really Young) programme, led by 
Professor Mary Rudolf.100 


99 www.healthbehaviourresearch.co.uk 
100 For information, e-mail henry@rcpch.ac.uk 
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There has never been a stronger focus on the 
health and wellbeing of children and young 
people than there is today. The foundations of 
a healthy and fulfilled adult life are laid in 
childhood and adolescence. Health is key to 
our ambition for this to be the best country 
for children and young people to grow up in, 
as Healthy lives, brighter futures (DH/DCSF, 
2009a) made clear. It set out how we will 
achieve world-class health outcomes and 
minimise health inequalities by delivering 
services of the highest quality, while providing 
an excellent experience for children, young 
people and their families who use them and 
are involved in their development. A key 
ambition of the Healthy Child Programme 
(HCP) is to make ‘everywhere as good as the 
best’, developing real improvements in 
outcomes and a focus on quality, innovation, 
productivity and prevention.


In 2008, we published the updated Child 
Health Promotion Programme (CHPP, now the 
HCP for pregnancy to five years of age). This 
document now continues that early 
intervention and prevention programme on 
through the school years to the age of 19, 
consolidating the good practice programmes, 
clinical and other interventions for this age 
range in one document. Commissioners and 
providers will want to consider the implications 
for delivery of the HCP as a whole. As the 
operating framework for the NHS in England 
2009/10 sets out, primary care trusts (PCTs) 
will want to review the transparency of their 
service offer in line with Healthy lives, brighter 
futures and local priorities, and this may include 
delivering a high-quality HCP.


This evidence-based programme is a good 
practice programme outlining recommendations 
for a universal service to promote optimal 
health and wellbeing, appropriate for all 
children and young people – wherever they 
are – and additional services for those with 
specific needs and risk factors. It recommends 
the different roles and responsibilities of 
health practitioners, children’s services 
practitioners, education providers and others 
working with children, young people and their 
families. It also covers the role of health and 
children’s services commissioners. Services 
may be delivered and staff deployed in 
different ways according to local 
circumstances and needs assessment, but if 
health inequalities are to be reduced and in 
time eliminated, the same high-quality 
services should be in place across the country.


In the current economic climate, there is 
pressure on resources and, rightly, a focus on 
what is proven to work. Reviewing existing 
working practices against the good practice 
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framework set out in the HCP may, in some 
instances, lead to change, as we move 
towards one ‘Team Around the Child’. 
Similarly, ‘doing what we ought to do’, 
underpinned with good evidence and ongoing 
evaluation rather than ‘what we have always 
done’, is likely to change working practices. 
The HCP emphasises that robust needs 
analysis is a pre-requisite to effective and 
efficient resource allocation.


This is an incremental early intervention 
programme which will build on existing good 
practice: everything that is described in the 
HCP in terms of service provision, workforce 
development and delivery is already in 
operation or under development somewhere. 
New ways of working – HCP Teams across a 
locality and School Health Teams, for example 
– offer exciting opportunities to capitalise on 
the skills and commitment of all who 
contribute to children’s and young people’s 
health and wellbeing. Our ambition is that 
areas will start to use this schedule of good 
practice to evaluate and develop their local 
services, and will continue to develop their 
programmes in the coming years. 


This evidence-based good practice programme 
is not set in stone. We expect it to develop 
and adapt over time as new evidence and 
research emerge and as lifestyles and 
technologies evolve. We recognise that 
parents and carers have the primary 
responsibility to ensure that children and 
young people lead safe, healthy lives and 
grow to healthy adulthood, and we seek to 
strengthen the support available to help them 
fulfil that role. We believe that partnership 
working – particularly through the joint 
development and ownership of the Children 
and Young People’s Plans (CYPPs) by local 
authorities (LAs), PCTs, Children’s Trusts and 
their partners – will help local areas to focus 


better on the health and wellbeing of their 
children and young people. 


We know that there are certain aspects of the 
programme – data capture and analysis and 
information-sharing systems, for example – 
which will be crucial to its success. We know 
too that we need a skilled and flexible 
workforce, strong local leadership and an 
infrastructure that is capable of innovating, 
adapting and responding to the changing 
needs of children, young people and their 
families. Strategic monitoring, evaluation and 
quality improvement by commissioners and 
service providers – and importantly, scrutiny 
by and involvement of children and young 
people and their families themselves – will be 
important factors in the HCP’s impact, 
effectiveness and success. 


I would like to thank the many people who 
have contributed to this publication, in 
particular the members of the HCP 5–19 
Expert Group and especially Professors David 
and Sue Hall who reviewed the evidence  
so thoroughly.


Dr Sheila Shribman
National Clinical Director for Children, 
Young People and Maternity 
Department of Health
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It brings together the wide range of 
recommended programmes and interventions 
for local areas to consider. It outlines 
suggested roles and responsibilities to enable 
the progression of evidence-based service 
innovation and improvement. Its 
implementation is designed to encourage the 
development of high-quality services that 
make a measurable contribution to the 
prevention of ill health and to the reduction of 
health inequalities. Quality is fundamentally 
linked to efficiency – doing things right the 
first time, so that they don’t have to be done 
again, and only doing those things that are 
underpinned by robust evidence. This 
programme therefore draws on expert 
professional opinion and service user 
experience to provide robustness to these 
recommended actions that commissioners and 
practitioners should consider.


The 5–19 Healthy Child Programme (HCP) 
also examines systems and tools that will 
facilitate the development of the programme 
over the coming years, the impact of policy 
and organisational changes on local delivery 


1	 See Abbreviations and definitions.


and the workforce implications of a coherent, 
holistic approach to children’s and young 
people’s health and wellbeing. It recognises 
the contributions of a range of skilled 
professionals in helping to make England the 
best place in the world in which to grow up.


This HCP extends the universal progressive 
model of child development which starts with 
the 0–5 HCP (Healthy Child Programme: 
Pregnancy and the first five years of life
(DH/DCSF, 2009c – formerly the CHPP)) into 
later childhood and adolescence. Since the 
publication of the 0–5 HCP, commissioners 
and providers have been anticipating  
this development.


Chapter 1 describes the importance of the 
HCP to healthy childhood and adolescence; 
who may deliver and support delivery; where 
and how it might be delivered; and the 
measurable gains in the quality of services 
and potential outcomes.


Chapter 2 describes the context for the 
programme: the changing policy context; 
emerging research on neurological 
development in childhood and adolescence; 


This good practice guidance sets out the 
recommended framework of universal  
and progressive1 services for children and 
young people to promote optimal health  
and wellbeing. 


Executive summary







Executive summary 9


new technologies; and new approaches to 
data collection and information sharing.


Chapter 3 outlines the recommended 
components for the successful delivery of the 
5–19 HCP. It covers prevention and early 
intervention; key health issues; safeguarding; 
health development reviews; screening and 
immunisation programmes; creating the right 
environment to deliver the HCP; and support 
for parents. 


Chapter 4 contains the HCP schedule, which 
sets out both the core recommended universal 
programme for all children and young people, 
and additional preventive elements that the 
evidence suggests may improve outcomes for 
children and young people with medium- and 
high-risk factors.


Chapter 5 sets out the good practice 
infrastructure for delivery of the 5–19 HCP.


The Annexes in this document provide greater 
detail on certain aspects of the HCP such  
as commissioning, safeguarding and the  
skills and competencies of those delivering  
the programme.
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This chapter outlines:
•• what the HCP is;
•• the importance of prevention and early 
intervention;


•• who the HCP is for;
•• how to use the guidance;
•• who will deliver the HCP; and
•• the outcomes the HCP will contribute to.


The best possible health underpins a child’s or 
young person’s ability to flourish, stay safe 
and achieve as they grow up. Health is 
crucially linked with education – for example, 
a child who does not master the basics of 
reading and numeracy may experience not 
only education but health problems in the 
future. On the other hand, good health and 
emotional wellbeing are associated with 
improved attendance and attainment at 
school, which in turn lead to improved 
employment opportunities. In addition, 
children who thrive at school are better placed 
to act on information about good health. 


What is the 5–19 Healthy  
Child Programme (HCP)?
The HCP sets out the good practice 
framework for prevention and early 
intervention services for children and young 
people aged 5–192 and recommends how 
health, education and other partners working 
together across a range of settings can 
significantly enhance a child’s or young 
person’s life chances. 


2	 Up to the 20th birthday.


The foundations of the HCP lie in the five 
Every Child Matters (HM Government, 2004)
outcomes that children and young people 
identified as fundamental to their lives:


•• be healthy;


•• stay safe;


•• enjoy and achieve;


•• make a positive contribution; and


•• achieve economic wellbeing.


It also takes forward the National Service 
Framework for Children, Young People and 
Maternity Services (DH/DfES, 2004) and the 
child health strategy, Healthy lives, brighter 
futures (DH/DCSF, 2009a).


The HCP is designed to help local children’s 
services planners use their resources as 
effectively as possible, informed by the best 
available evidence. In particular, it aims to 
help them:


•• base their children’s and young people’s 
services on robust needs assessment;


•• prioritise programmes which are evidence 
supported; 


Chapter 1:
Introduction
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•• stop using interventions that are shown to 
be ineffective; and


•• make best use of their workforce.


The HCP is a progressive universal programme 
– i.e. it outlines the recommended good 
practice framework of a universal service 
appropriate for all children and young people 
and additional services for those with specific 
needs and risk factors. The HCP contains no 
new statutory requirements and any existing 
statutory requirements are highlighted in 
Chapter 4. Although it mainly focuses on  
5–19-year-olds, the schedule in Chapter  
4 also addresses the key transition into 
primary school.


In particular, this guidance outlines the 
recommended:


•• full range of interventions that 
commissioners and the local 5–19 HCP 
workforce may wish to consider to support 
5–19-year-olds and their families;


•• schedule of interventions (see Chapter 4) 
divided into age bandings – 5–11 years old, 
11–16 years old and 16–19 years old – with 
an emphasis on transitions between stages;


•• HCP components and infrastructure (see 
Chapter 3, Chapter 5 and referenced 
annexes); and


•• skills and competencies of the HCP 
workforce (see Annex C).


It also sets out how the HCP can support the 
commissioning process (see Annex D).


The importance of prevention  
and early intervention
Lifestyles and habits established during 
childhood, adolescence and young adulthood 
influence a person’s health throughout their 
life. For example, up to 79 per cent of obese 


adolescents remain obese in adulthood, and 
adolescents who binge drink are 50 per cent 
more likely to be dependent on alcohol or 
misusing other substances when they reach 
the age of 30 (CMO, 2007).


Failure to meet the health needs of children 
and young people stores up problems for the 
future. For example, 84 per cent of young 
people with diabetes are poorly controlled and 
at risk of early complications,3 and sexually 
transmitted infections (STIs) in young people 
uncertain or fearful of accessing sexual health 
services can have a major impact on their 
adult health.


3	 Based on the percentage of children and young people 
under 16 within National Institute for Health and Clinical 
Excellence (NICE) HbA1c target bands, National Diabetes 
Audit, England and Wales 2005/6.
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Costs


The case for prevention and early intervention is 
reinforced by the long-term costs of inaction or 
delay. For example, weight-related problems are 
forecast to cost £50 billion to the wider 
economy by 2050 (Foresight, 2007). Securing 
Our Future Health (Wanless, 2002) 
demonstrated the importance of public 
engagement with health, a process which is only 
likely to be successful if it starts early in life.


An evidence-based approach using prevention 
and early intervention should reduce costs to 
society and to health, education and wider 
children’s services in the long term. 


Firstly, by withdrawing or avoiding investment 
in activities which are not supported by the 
evidence (e.g. testing colour vision, routine 
physical examination at school entry).


Secondly, by investing money now to save 
greater costs to society in the long term. 
For example, one American study found that 
family therapy for young offenders costs an 
average of $2,380 per participant but saved 
taxpayers and victims of crime an estimated 
$52,156 per participant in the longer term 


(Drake et al., 2009).


Thirdly, by improving service quality.  
For example, a sexual health service offering 
the full range of modern contraception to all 
young people could save at least £500 million 
over 15 years, as well as improve the quality 
of services offered to each young person 
(Armstrong et al., 2005). This is largely due  
to a move from combined oral hormonal 
contraception to longer-acting methods. 


The National Institute for Health and Clinical 
Excellence (NICE, 2005) estimated that if 
7 per cent of women switched from the pill to 
long-acting reversible contraception (LARC) 
methods (doubling current usage to 15 per 
cent), the NHS could save around £100 
million each year through reducing unplanned 
pregnancies by 73,000. 


Lastly, it may be more cost-effective to 
prevent ill health than to treat established 
disease. For example, school-based 
interventions to reduce obesity have been 
shown to be effective in reducing obesity 
prevalence in girls, in turn reducing their 
likelihood of developing stroke, angina, heart 
attacks, hypertension and type 2 diabetes. 
Wang et al. (2003) calculated that over a 
period of 25 years, the cost per quality-
adjusted life year (QALY)4 gained was $4,305 


in their study.


4	 A year of life adjusted for its quality or its value. A year in 
perfect health is considered equal to 1.0 quality-adjusted 
life year.
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A focus on prevention and early intervention 
also has a vital role to play in breaking the 
cycle of health inequalities within families 


(see Marmot, 2009). Many problems present 
in early childhood and adolescence, making 
these crucial stages for interventions.


Who is the 5–19 HCP 
guidance for?
This HCP good practice guidance is for all 
organisations responsible for commissioning 
services for 5–19-year-olds’ health and 
wellbeing as well as frontline professionals 
delivering those services. 


The 5–19 HCP recognises the key role of both 
health and non-health professionals in 
promoting children’s and young people’s 
wellbeing and is therefore aimed at the full 
range of practitioners in children’s services. 
These include:


•• health service providers (e.g. school 
nurses,5 general practitioners (GPs), 
paediatricians, sexual health professionals 
and specialist child and adolescent mental 
health service (CAMHS) providers);


•• education providers (e.g. staff within 
schools such as Healthy Schools 
co‑ordinators and physical education  
(PE) teachers, Further Education (FE)6 
institutions and short stay schools (formerly 
Pupil Referral Units)); and 


•• wider services for children and young 
people (e.g. youth workers, local youth 
justice services and the voluntary sector7). 


5	 Nurses working in schools are often called ‘school health 
advisers’ or ‘health advisers’.


6	 FE refers to all 16+ education (except sixth form schools) 
including FE colleges and institutions, work-based learning 
or alternative training providers.


7	 See diagram 1 on page 17 outlining who delivers the HCP.


How to use the 5–19 HCP 
guidance document
This document is not intended to be read 
from start to finish. Different stakeholders will 
want to use it in different ways. For example:


•• Those delivering the HCP should read 
Chapter 4, which lists the schedule of 
recommended interventions to be delivered 
at various ages. They should also read 
Chapters 3 and 5, which contain useful 
background on how to deliver the 
schedule, together with Annex C.


•• The leader of the local 5–19 HCP Team will 
want to read Chapters 3, 4 and 5, and 
should also read Annex C, which describes 
the recommended core competencies of 
the workforce and the leadership role. 


•• Planners and commissioners of services for 
5–19-year-olds and their families should 
note the schedule in Chapter 4. They will 
also find Annex C useful. In addition, 
Annex D outlines how the HCP can  
support commissioners.


Who will deliver the HCP?
Strategic level


The Children’s Trust is the local partnership 
which brings together LAs, PCTs and others 
who have responsibility for services for 
children, young people and their families8 
and whose shared purpose is to improve 


8	 The ‘relevant partners’ of the Children’s Trust have a duty 
to co-operate to improve all outcomes for children 
(including the physical and mental health and emotional 
wellbeing of children and young people), set out in 
Section 10 of the Children Act 2004. What the duty to 
co-operate means is explained in Children’s Trusts: 
Statutory guidance on inter-agency co-operation to 
improve wellbeing of children, young people and their 
families (2008), but this will shortly be replaced by new 
statutory guidance on Children’s Trusts which will be 
issued for consultation in November 2009. The new 
guidance takes account of new provisions to strengthen 
Children’s Trusts in the Apprenticeships, Skills, Children 
and Learning Bill, expected to become law in November 
2009.
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children’s and young people’s lives. Local 
areas will want to consider how their 
Children’s Trust Board (CTB)9 will agree in the 
Children and Young People’s Plan (CYPP) the 
local strategy for co-operating to deliver the  
HCP, including the key contributions from  
the Children’s Trust partners towards  
its implementation. 


The jointly owned CYYP10 will provide 
the framework within which individual 
organisations and institutions should agree 
local needs and priorities, resource their 
services and monitor progress. Operational 
planning, investment and delivery of services 
will rest with the Children’s Trust partners, but 
the exact configuration of commissioning and 
service provision will depend on local 
arrangements and partnerships. A range of 
organisations and institutions may be 
responsible for investing in services to ensure 
delivery of the 5–19 HCP across a variety of 
settings. These organisations include PCTs, 
strategic health authorities (SHAs), LAs, GPs 
and schools themselves. 


The CTB should be clear who is responsible 
for strategic leadership of the HCP 
programme (see Chapter 5).


Operational level 


At an operational level, the HCP is delivered 
primarily by the HCP Team. The HCP may be 
commissioned from one provider or from 
more than one. The team may be single 
provider, multiple provider through single-line 
management or through a partnership 


9	 Subject to the passage of the Apprenticeships, Skills, 
Children and Learning Bill, the CTB will become a 
statutory body from April 2010 and will take on statutory 
responsibility for preparing, publishing, revising and 
monitoring the delivery of the Children and Young 
People’s Plan (CYPP), with the first jointly owned CYPP in 
place by April 2011. 


10	 The CYPP will set out the joint local strategy for how the 
partners in Children’s Trusts will co‑operate to improve 
children’s lives.


arrangement. The team will be supported by 
a range of partners (see diagram 1). 


The HCP Team is a multidisciplinary team 
delivering the HCP across localities – in 
primary care, in schools, in the community, in 
the youth justice system etc. It could include 
primary care, the School Health Team (with 
the school nursing service at its core), 
community paediatricians, sexual health 
services, primary mental health workers, 
immunisation teams, safeguarding 
professionals, youth workers, counsellors and 
a range of public health and health promotion 
specialists (e.g. tobacco, drugs, dietetics). The 
HCP Team can also facilitate access to a wider 
range of specialist support, including: 
CAMHS, specialist children’s and families’ 
social care, speech and language therapy 
(SALT) and specialist support for children and 
young people with acute or additional health 
needs.


It is recommended that the leader of the  
local 5–19 HCP Team has a core set of 
competencies to lead this team (e.g. this  
could be a PCT locality lead for children’s and 
young people’s health and wellbeing with 
appropriate public health, management  
and leadership skills). See Annex C for  
more information.


Who else contributes to delivery 
of the HCP?
Delivering the HCP in schools


Schools have an important role to play in 
promoting healthy lifestyles and, as 
appropriate, providing extra support to at-risk 
children. This is underpinned by schools’ 
statutory duty to promote the wellbeing of 
their pupils, to provide healthy school food 
and their statutory provision of PE and – 
subject to consultation – Personal, Social, 
Health and Economic (PSHE) education. 
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The enhanced Healthy Schools Programme, 
extended services, the National Curriculum 
(e.g. for Sex and Relationship Education (SRE) 
and PE) and the Pupil Guarantee provide the 
context within which the HCP is delivered 
in schools. 


It is recommended that the HCP is delivered in 
schools by School Health Teams, who provide 
a key link between health, education and 
wider children’s and young people’s services, 
providing guidance and support on a range of 
health-related issues. The School Health Team 
will comprise appropriate members of the 
HCP Team (as determined by needs 
assessment) working with and supporting 
educational colleagues, in individual schools, 
in clusters of schools and across localities. The 
composition of School Health Teams will vary 
from locality to locality according to local 
needs and service configurations, but in most 
cases they will have school nurses at their 


core, working with a range of other 
professionals and support staff (Healthy lives, 
brighter futures, DH/DCSF, 2009a). The size 
of individual School Health Teams will depend 
on the size of the population they are serving 
and on the range of issues they are expected 
to address. In a small community, the ‘team’ 
might be one or two professionals, able to call 
for additional support from the wider HCP 
Team and other specialists. In other contexts, 
there might be a number of professionals from 
different disciplines (e.g. school nursing, youth 
work, sexual health services, dietetics) 
working together to deliver services and 
interventions to many children and young 
people in a large school or across a number  
of education settings. 


The contribution of the school  
nursing service


The school nursing service lies at the heart of 
the School Health Team and forms part of the 
wider HCP Team. Aiming high for young 
people (HM Treasury/DCSF, 2007) proposed 
reshaping the existing school nursing service 
to enable it to be at the centre of emerging 
or newly developed multidisciplinary teams 
being established as part of the Every Child 
Matters reforms.


The 5–19 HCP offers the opportunity to 
ensure, in line with the Choosing Health 
(DH, 2004) commitment on access to school 
nursing, that schools will have access to the 
expertise of school nurses and their 
colleagues. The range of services and breadth 
of provision will be determined by local needs 
assessment. There are good examples across 
the country of services being reconfigured in 
these ways, so making better use of existing 
skills sets. Good practice examples will be 
showcased on the supporting HCP online 
resource which will be available in 2010/11.
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The HCP will offer a number of opportunities 
to enrich the workforce, in terms of both skills 
and competencies and leadership. There is 
likely to be a significant leadership role for 
school nurses, as core members of the School 
Health Team. School nurses will, over time, be 
increasingly leading and influencing, ensuring 
strong links and partnerships with other 
professionals and providers, according to local 
and school community needs assessment. This 
is likely to involve co-ordinating the delivery of 
the HCP in schools/group of schools, ensuring 
that health elements of the programme are 
delivered and quality and outcomes monitored, 
and providing services directly, especially where 
these require nursing skills and expertise.


Delivering the HCP in Further Education


Supported by the Healthy FE Programme, FE 
institutions will determine local need and their 
staff (student support, counsellors and nurses) 
will wish to consider working with members of 
the HCP Team to create a learning 
environment where positive wellbeing is the 
expectation for both learners and staff. 


Families


Children, young people and their parents  
and carers are key to the HCP’s success. They 
should be engaged early in local planning and 
have access to comprehensive and accessible 
information about what local services and 
support are available at different life stages. 


Children’s and young people’s health and 
wellbeing are influenced by their parents and 
carers, their family, friends, community and the 
wider environment in which they live. All these 
factors should be considered in delivering the 
HCP locally, making partnership working a 
fundamental part of the infrastructure. 


Delivering the HCP to ‘hard-to-reach’ 
children and young people


A considerable number of young people (such 
as many of those highlighted in Annex E) 
remain a challenge for mainstream services to 
reach. These include homeless young people, 
runaways, truants and other transient groups 
who may be particularly hard to reach and 
who may find it difficult or frightening to 
access traditional services. 


Youth workers, charities and other voluntary 
sector organisations, often working in 
outreach or non-traditional settings, can  
make significant contributions to the health 
and wellbeing of such young people. 
Commissioners should be mindful of the 
potential and expertise of voluntary sector 
partners, as well as the different professionals 
within the HCP Team itself.


HCP settings 
The range of services and settings is best 
determined by assessed need, offering 
children, young people and their families 
choice in how, where and when they access 
the support and care they need, regardless of 
where they are:


•• in the family home or other care settings;


•• in schools, in the context of the duty on 
schools to promote pupil wellbeing, the 
National Curriculum and Healthy Schools, 
with healthy school lunches and access to 
extended services; 


•• in FE, through the Healthy FE Programme;


•• in the community (through primary and 
community healthcare, walk-in centres, 
drop-ins, mobile clinics, childcare settings 
and youth clubs etc);


•• in hospitals; and


•• in the youth justice system, including 
ensuring continuity of care for children 
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and young people placed away from their 
home or community or moving between 
establishments in the secure estate.


What outcomes might the 5–19 
HCP contribute to?
The core ambition of the HCP is that it results 
in healthier, happier children and young 
people who are ready to take advantage of 
positive opportunities and able to reach their 
full potential. This should be made possible for 
all children and young people, regardless of 
health status or home background.


Effective delivery of this good practice 
programme, over time, may contribute to 
improvements in:


•• the quality and experience of  
health services;


•• health and wellbeing outcomes (such as 
increased immunisation uptake, improved 
management of chronic conditions and 
reduced bullying);


•• broader health and wellbeing outcomes 
(such as higher life satisfaction, 
participation in positive activities);


•• educational outcomes;


Diagram 1: Who will deliver the HCP?


Schools
(via the Healthy Schools 
Programme, the National 
Curriculum and extended 


services)


School Health Teams
Comprising appropriate 


members of the HCP Team, 
determined by the local needs 


assessment, with school nursing 
services at centre


Working with and 
supporting


Education and information:
Teachers with specialist health 


and wellbeing roles,
e.g. PSHE, PE, Food


Technology, school food 
workers, special educational 


needs (SEN)


Pastoral care:
Personal tutors, 


learning mentors,
peer mentors, parent support 


advisors, carer support


Further 
Education


(FE Health Team, via 
the Healthy FE 
Programme)


In the 
community


(health professionals, 
via primary care, 
walk-in centres, 
drop-ins, mobile 


clinics etc)


The 5–19 HCP Team
Cross-locality, multidisciplinary team delivering the HCP across a range of settings: primary care, 


education, the community, secure accommodation for children and young people


Primary care, school nursing service, sexual health services, immunisation teams, primary mental health workers, 
screening teams, safeguarding, youth workers, counsellors, public health specialists (e.g. tobacco, drugs, dietetics) etc.


Secure 
accommodation
(social care, health and 
education professionals 


in secure children’s 
homes and young 


offender institutions)
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•• targeting of and support for particularly 
at‑risk children and young people; and


•• data capture and analysis.


See Annex H for detailed information on 
desired outcomes. 
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This chapter provides information on:
•• the policy landscape;
•• new information on neurological 
development; 


•• the development of new technologies; and
•• new approaches to data collection and 
information sharing. 


The policy landscape 
Since publication of the National Service 
Framework for Children, Young People and 
Maternity Services (DH/DfES, 2004) there 
have been significant policy developments 
which have been built into this 5–19 HCP.11 
In particular: 


•• Promoting health and wellbeing is 
increasingly central to the role of schools 
(and is formalised within schools’ statutory 
duty to promote children’s wellbeing and 
the increased prominence of health in the 
National Curriculum). Your child, your 
schools, our future – the Department for 
Children, Schools and Families (DCSF) White 
Paper (DCSF, 2009a) – gives a commitment 
that every pupil will go to a school that 
promotes their health and wider wellbeing.


•• Since September 2009, all schools have 
been encouraged to raise their status in the 
enhanced Healthy Schools Programme by 
developing an outcomes-based model that 
is universal and targeted on those children 
and young people who are most at risk. 
They will be encouraged to choose two 


11	 See Annex A.


priorities – one reflecting a Children’s Trust 
priority (informed by local area agreement 
(LAA) priorities) and one reflecting a 
priority of the individual school.


•• Children’s Trusts and their partners, including 
schools, are being encouraged to set out a clear 
framework for early intervention, identifying 
and taking action to support at-risk children.12


•• In recognition of the crucial importance of 
ongoing support throughout adolescence, a 
Healthy FE Programme has been set up and 
the role of colleges in promoting the 
wellbeing of its locality strengthened.


•• Services are being encouraged to become 
more young people friendly through the 
roll-out of the You’re Welcome quality 
criteria (DH, 2007). In addition, an 
adolescent health e-learning programme 
provides doctors, nurses and allied health 
professionals with the skills to respond to 
children’s and young people’s needs.13 


12	 A consultation document on how to improve the quality of 
early intervention practice will be published in late 2009.


13	 Details about the adolescent health e-learning programme 
for 11–19-year-olds are available at: www.rcpch.ac.uk/
Education/Adolescent-Health-Project. The 0–5 strand of this 
programme is currently being developed and will be 
available in 2010. It is also planned to develop a 5–11 strand.


Chapter 2:
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(this material is being used to improve 
training for youth workers,14 and extension 
to teachers is also being explored).


•• Increased integrated service delivery through 
Sure Start children’s centres and providing 
access to a core offer of extended services 
through schools is being encouraged. 


The HCP supports the NHS in driving forward 
a focus on quality, innovation, productivity and 
prevention. It takes account of the NHS Next 
Stage Review Final Report produced by Lord 
Darzi (Darzi, 2008) which sets out a vision of 
high-quality care for all. It also recognises the 
impact of LAAs and the NHS operating 
framework on service developments.


14	 www.nya.org.uk/target-youth-services/health-youth/
health-resources#Good%20Practice%20Guidelines%20
For%20Healthy%20Youth%20Work


New information on  
neurological development
Adolescence is a time of rapid cognitive 
change (e.g. from concrete to more abstract 
thinking) and social/behavioural development. 
Using modern imaging and functional 
techniques, research is starting to demonstrate 
how changes in neurological structure and 
function relate to developmental changes,15 
and how areas of the brain responsible for 
executive control and decision-making 
continue to mature until the mid-20s.


Although behaviour and choices should be 
understood within their social context, greater 
understanding of neurological development 
may improve our ability to understand young 
people’s perspectives and better engage with 
them about the health choices they make.


Understanding these changes and their impact 
on behaviour and cognition is important not 
only for the HCP workforce, but also for parents 
and carers and young people themselves. 


Development of new technologies 
Advances in technology are also likely to 
impact on the development of the 5–19 HCP. 
For example, new channels to deliver 
information, advice and guidance (IAG) such 
as through the internet (e.g. Teenage Health 
Freak,16 Talk to Frank,17 R U Thinking,18 the 
NHS Teen LifeCheck,19 youthhealthtalk20), 
digital TV, helplines and text messaging 
services will affect the way information is 


15	 Campbell I and Feinberg I (2009) Longitudinal trajectories 
of non-rapid eye movement delta and theta EEG as 
indicators of adolescent brain maturation, PNAS 106(13): 
5177–80.


16	 www.teenagehealthfreak.org (holistic health advice for 
young people)


17	 www.talktofrank.com
18	 www.ruthinking.co.uk
19	 www.teenlifecheck.co.uk
20	 www.youthhealthtalk.org
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presented. Sophisticated games consoles offer 
potential, for example, to promote individual 
programmes of physical activity. 


New approaches to data 
collection and information sharing
The 5–19 HCP reflects existing and potential 
developments in methods of data capture and 
application and information sharing. Many of 
these developments are already under way, 
while others are at an early stage of thinking 
and planning. They include the following:


•• The recognition that, within the next five to 
ten years, all NHS practitioners will be using 
electronic records, easing the transfer of 
information between, for example, the 
HCP Team or School Health Team and 
general practice.


•• The expansion of the Summary Care 
Record, controlled by the patient, with 
details of – for example – medicines and 
allergies, which will provide those working 
with children and young people with 
important information to keep them safe 
and well. In time, this might contain 
information about immunisations and 
vaccinations etc, and this could become 
an especially valuable resource for children 
and young people with chronic conditions 
in the management of their care.


•• The potential offered by HealthSpace 
– an online personal health and care record 
owned by the patient. Not only could this 
begin to encourage young people on the 
path to personal responsibility for their own 
health, but it might in time become the 
delivery system for the proposed 
questionnaire completed at the primary–
secondary transition.


•• As described in Healthy lives, brighter 
futures (DH/DCSF, 2009a), the Department 
of Health (DH) is testing, with a view to 
rolling out, minimum NHS datasets for 
child health, maternity and CAMHS. This 
development will support improvements in 
clinical practice and also help those 
commissioning services locally to focus on 
local priority and need. The first phase of 
the roll-out of the Child Health Dataset will 
focus on monitoring and implementation of 
the HCP. This will help to improve LAs’ and 
PCTs’ understanding of the complex 
relationship between child health spend 
and children’s health outcomes. 


•• ContactPoint will give professionals such as 
doctors and nurses, the police, teachers and 
the voluntary sector, who have received the 
appropriate training and authorisation, a 
quick way to find out who else is working 
with the same child or young person. The 
use of this directory should help to address 
current communication issues between 
professionals by clarifying the appropriate 
person to contact with regard to an 
individual child or young person.
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The HCP and those delivering it will require 
flexibility to adapt their processes and systems 
as new technologies and communication 
channels come on stream. Children and young 
people are generally far more advanced than 
adults in their use of technology, so their 
involvement and input will prove crucial in 
making best use of these exciting possibilities. 


Information sharing
It is important that professionals have clarity 
on when and how information can be shared 
legally and professionally to achieve the right 
balance between protecting sensitive data  
and ensuring that information is shared 
appropriately. Local protocols and procedures 
should be in place to support this.


The cross-government Information Sharing 
Guidance (HM Government, 2008d), aimed 
at those who work with children and adults, 
has been well received and widely endorsed 
by a number of health bodies, including many 
of the Royal Colleges. To support the 
guidance, DCSF has produced a number of 
products including a pocket guide, a quick 
reference guide and an introductory training 
course on CD-ROM.21 


21	 These are all available to order, free of charge, via the 
DCSF website: www.dcsf.gov.uk/ecm/informationsharing
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This chapter describes the recommended 
components that local commissioners and 
practitioners will wish to consider for the 
successful delivery of the HCP. In particular, 
it describes the HCP’s focus on: 
•• prevention and early intervention;
•• key health priorities;
•• safeguarding;
•• health development reviews;
•• screening;
•• immunisation programmes;
•• signposting of services;
•• environments that promote health; and 
•• support for parents and carers.


The HCP will be most successful if:


•• all staff delivering the HCP are 
appropriately trained and skilled;


•• all services are delivered in the appropriate 
‘environment’: e.g. all health services for 
children are child friendly and those for 
young people conform to the You’re 
Welcome quality criteria (DH, 2007); 


•• service providers view young people 
holistically and not simply in terms of the 
presenting problem. This means they are 
alert to the interplay between multi-
factorial risks: for example, young people 
abusing drugs and alcohol will often have 
higher rates of sexual health and mental 
health problems;


•• all schools are Healthy Schools and  
are working towards health and  
wellbeing outcomes through the 
enhancement model;


•• all schools are working towards  
providing access to the full range of 
extended services;


•• schools understand their responsibilities  
for intervening early to support at-risk 
children and young people; 


•• all FE colleges and organisations  
are making full use of the Healthy  
FE Framework;


•• the curricula for PE and PSHE are delivered 
effectively; 


•• the core skills and competencies  
required by the 5–19 HCP Team are  
met (see Annex C);


•• the configuration of services and allocation 
of staffing and resources are underpinned 
by a systematic assessment  
of population needs; and


•• children, young people and their families/
carers are consulted and engaged in 
service design and delivery.


Chapter 3:
Recommended components
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Variability in how services are provided is 
acceptable and indeed desirable, but not 
variability in content or quality – which 
increases inequalities in health. This 
programme is designed to support local  
areas in minimising such inequalities.


Prevention and early intervention
Focusing on early intervention and prevention, 
rather than on treating a problem after it has 
developed, is both socially and economically 
more effective in the long term. Supporting 
children and young people through childhood 
and adolescence into adulthood lays the 
foundations for a healthy, fulfilled life 
(see Chapter 1 for further details).


Key health priorities 
It is recommended that local priorities are 
determined by local needs assessments  
(see Chapter 5). However, there are a number 
of key national health areas which have a 
particular strong focus in this 5–19 HCP. 
These are outlined below.


Health inequalities


Certain groups of children and young  
people have particular vulnerabilities and 
susceptibility to poor health outcomes  
(see Annex E).


The HCP seeks to reduce health inequalities 
and meet the needs of the most at-risk 
children, young people and families  
through a progressive universal model.


Emotional health, psychological 
wellbeing and mental health


Improving emotional health and wellbeing 
and delivering a comprehensive range of 
CAMHS is central to the HCP. Early 
intervention is crucial when young people  
first experience mental distress, by building  
their resilience and providing them and  
their families with appropriate support.


Those working with children and young 
people need to listen well, observe carefully, 
understand when things are going wrong and 
be able to deal with this sensitively, drawing 
on expert support when they reach the limit 
of their personal competence. Health 
professionals who deal with children should 
be familiar with the ways in which distress in 
or about school can present as physical illness. 
Equally, those working in school settings 
should consider the underlying causes of 
a child’s distress and whether additional  
support is needed.
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Following the CAMHS Review’s final report 
(National CAMHS Review, 2008), the 
Government has agreed to take forward  
some of its key recommendations, including:


•• improving access for children, young 
people and their families to mental health 
support through universal services;


•• improving mental health services for at- 
risk children and young people (such as 
children in care, those with disabilities and 
those with behavioural, emotional and 
social difficulties); and


•• ensuring that parents and carers can  
access advice and support when they  
are concerned about their children’s  
mental health.


Promoting healthy weight


Promoting healthy weight and preventing 
and managing obesity have become pressing 
public health priorities. Many practitioners  
have a role to play in encouraging children 
and their families to eat well and be more 
physically active. Positive approaches to 
achieving and maintaining a healthy weight 
are particularly important for young people 
with disabilities, who are often less active  
than their peers.


Physical activity is a key approach to tackling 
obesity and excess weight, as well as 
contributing to wider wellbeing. Play, 
particularly unstructured play, is one of the 
best ways for children to expend calories. 
Increasing the amount of time children spend 
playing could contribute to reducing obesity. 
The London 2012 Olympic Games offer a 
national focus for promoting physical activity. 
The schedule in Chapter 4 sets out the range 
of recommended physical activities that 
should be available to all children and 
young people.


In 2008 the Government launched the PE and 
Sport Strategy for Young People which states 
that by 2011 the ambition is to offer all 
children at least five hours of PE and sport 
every week. This is often referred to as the 
‘5 hour offer’. Schools have a key role to play 
as the strategy describes that:


•• all 5–16-year-olds will be given the 
opportunity to take part in two hours of 
curriculum PE each week, plus up to three 
hours of school and community sport; and


•• 16–19-year-olds will be given the 
opportunity to take part in up to three 
hours of school/college and community 
sport.


Schools should also consider how they can 
provide supervised play opportunities as a 
possible means of engaging children and 
young people in more physical activity. 


Good food habits at home and school are 
essential to support healthy weight and 
attitudes to nutrition. Schools are required to 
ensure that all food provided in schools 
complies with standards that support a 
balanced nutritional intake.


Schools are also encouraged to increase the 
number of children eating a midday school 
meal, to maximise the numbers benefiting 
from a balanced meal, which reinforces 
sensible eating patterns and improves 
behaviour and readiness to learn. Access  
to a healthy school lunch is particularly  
important for children from poorer families, 
and schools should seek to ensure that all 
children eligible for a free school meal  
take up their entitlement.22


22	 Further advice on nutritional standards and what works 
for schools in increasing take-up of school lunch is at: 
www.schoolfoodtrust.org.uk
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Clear guidance for commissioners and a 
framework of training providers has been 
developed to help local areas develop weight 
management services to respond to families 
and children who seek help after taking  
part in the National Child Measurement 
Programme (NCMP) (Cross-Government 
Obesity Unit, 2008 and 2009). 


Note that consent is not required for the 
NCMP, although parents and carers have 
the right to withdraw their child from the 
programme, and so PCTs have a duty to 
ensure that all parents and carers receive 
a letter of explanation.


Long-standing illness or disability


Many children and young people live with a 
long-term condition such as asthma, epilepsy 
or diabetes, or a disability. The HCP describes 
some of the support services that can help 
children and young people manage the 
physical and emotional effects of these 
conditions and achieve their full potential, 
enjoying the same opportunities as their  
peers both in and outside school.


Teenage pregnancy and sexual health


Over the last decade considerable policy 
attention has been given to a reduction in 
teenage pregnancy rates through the Teenage 
Pregnancy Strategy. Since 1998, there has been 
a steady downward trend in the under-18 
conception rate and a significant reduction of 
24 per cent in births.23 Some areas where LAs 
working with PCTs have fully implemented the 
strategy have seen conception rate reductions 
of over 30 per cent. This joint working has 
included targeted support for young people 
most at risk of early sex and teenage 
pregnancy – such as young people in or leaving 
care and those with poor educational 


23	 www.dcsf.gov.uk/everychildmatters/healthandwellbeing/
teenagepregnancy/statistics/statistics


attainment – and made links to other risky 
behaviour such as substance use, most notably 
alcohol consumption. 


The HCP, through its articulation of the 
recommended universal and progressive 
services, is central to helping local areas 
accelerate and sustain reductions in the 
under-18 conception rate and the incidence 
of STIs beyond 2010. The provision of high-
quality, accessible contraception and sexual 
health services, with sufficient capacity to 
meet the needs of the local population, is an 
essential part of joint commissioning for the 
CYPP (DCSF/DH, 2009).24 


Forthcoming DH guidance on commissioning 
contraception and abortion services will help 
PCTs to commission high-quality services for 
young people.


Prevention services for STIs should also 
include appropriate information and advice 
about preventing human immunodeficiency 
virus (HIV). HIV remains a serious health issue 
for which there is no cure.


A new sexual health media campaign will  
be launched by DH/DCSF in late 2009. The 
campaign will have a strong early focus on 
helping people, particularly young people, to 
make effective contraceptive choices.


Drugs, alcohol and tobacco


Levels of substance misuse and smoking 
among children and young people appear 
to be in a downward trend. However, while 
the number of young people regularly 
consuming alcohol is falling, those who do 
drink are drinking more with more serious 
consequences for their health and wellbeing. 


24	 See also the Sex Education Forum website http://partner.
ncb.org.uk/Page.asp?originx_784wa_21042403840053g
59p_200610203221g 
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Children’s Trusts should be involved in 
treatment planning, working with the PCT. 
Services for young people should be able to 
identify and meet substance misuse needs and 
provide a route to specialist services.


Safeguarding
Safeguarding children and young people is 
everybody’s business. All professionals should 
possess the knowledge and skills to safeguard 
and promote the welfare of children and 
young people. They need to be able to 
identify and respond appropriately to early 
signs that children, young people and their 
families need additional support as well as 
when children and young people are in  
need of safeguarding. An understanding  
of information sharing in relation to early 
intervention and to safeguarding is  
essential. (See Annex I for more details.)


Health and development reviews 
The evidence suggests that there are key 
transition points that provide logical 
opportunities to review children’s and  
young people’s health.


A number of reviews are recommended 
through the 5–19 HCP schedule in Chapter 4. 
The core purpose of health and development 
reviews is to: 


•• assess the child’s, young person’s and 
family’s strengths, needs and risks; 


•• give children, young people and parents/
carers the opportunity to discuss their 
concerns and aspirations; 


•• assess physical health, growth and 
development and immunisation status;


•• assess any mental or emotional health 
issues; and


•• ensure that appropriate support is available 
to meet educational and health needs such  
as language and communication.


It is recommended that these reviews occur at 
the following transition points:


•• reception/Year 1 (age 4–5) – school entry 
assessment (transition from 0–5 HCP 
(Healthy Child Programme: Pregnancy and 
the first five years of life – DH/DCSF, 
2009c))/school entry questionnaire;


•• Year 6/7 (age 10–12) – assessment at 
transition from primary to secondary 
school; and


•• mid-teens, when young people are 
embarking on the next transition stage.


In addition, reviews are described for:


•• looked after children; and


•• children and young people with disabilities 
or special educational needs (SEN)  
at transition.
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Screening programmes
Screening is an integral part of the universal 
HCP. Screening programmes require local 
implementation of an agreed pathway, 
including clear guidelines on referral for 
assessment, diagnosis and treatment where 
necessary. Data and information systems 
should be capable of identifying those children 
who should be offered screening, managing 
them through the pathway, and ensuring that 
the best outcomes are reached for the child 
and family. The information and IT systems 
should also enable adequate fail-safe systems 
and support performance management of the 
screening programme. 


Screening programmes are under continual 
review. Further information on screening is 
provided on the UK National Screening 
Committee (NSC) website.25


Protocols about consent and parental 
permissions should be followed. The 
recommendation of the UK NSC is that the 
explicit informed consent of parents should be 
obtained before any screening test is carried 
out. ‘Informed consent’ means a parent is 
given information and then voluntarily agrees 
to continue. Informed consent is very 
important in the context of screening because 
screening is not just a test – it is one step in a 
whole programme of events necessary to 
achieve risk reduction.


See Annex F for full details.


Immunisation programmes
Immunisations should be offered to all 
children, young people and their parents or 
carers according to the routine immunisation 
schedule. It is recommended that, at every 
contact, members of the HCP Team should 


25	 www.screening.nhs.uk


identify the immunisation status of the child 
or young person. 


It is also recommended that children, young 
people and their parents or carers are 
provided with good-quality, evidence-based 
information and advice on immunisations, 
including benefits and possible adverse 
reactions. Children and young people who 
have missed immunisations should be referred 
to their GP practice or other provider to 
receive outstanding vaccines. In addition, it is 
good practice for those immunising children 
and young people to use the opportunity to 
promote health and raise wider health issues 
with them and their parents or carers. The 
preparations for such interventions provide 
ideal opportunities to reinforce key health 
messages and signpost on to additional 
information and sources of help. 


See Annex G for full details. 


Signposting services 
If children, young people and families have 
easy access to convenient health support and 
advice that is tailored to their needs and 
expectations across the key life stages, their 
needs are more likely to be met. However,  
it is a frequent complaint of children,  
young people and parents/carers that 
information on services and how to access 
them is hard to find.


While younger children may access health 
advice and support with their parents’  
help, as they mature and develop greater 
independence they should have independent 
access to information about the health and 
support services available, offered in the range 
of locations that young people use. It is good 
practice for services to be well publicised in 
appropriate formats and media. Online 
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information sources for young people should 
also be widely advertised. 


Some GP practices contact young people 
registered with them by way of a ‘birthday 
card’/letter on their 16th birthday – or earlier 
in their mid-teens. This contact can provide 
the opportunity to increase young people’s 
awareness of their right to choose their GP; 
offer young people the opportunity to make 
an appointment to discuss their health and 
wellbeing; and notify them of the range of 
health services available in different settings in 
their local area. DH will explore the efficacy 
and impact of such interventions further with 
a view to establishing whether this is an 
intervention that local areas may wish to 
consider implementing more widely. 


Environments that promote health 
The following actions are recommended:


•• All schools are working towards Healthy 
School status and the new enhanced 
programme and, through access to 
extended services, offering swift and easy 
access to other services including health; 


•• All FE colleges and institutions use the 
Healthy FE Framework and success 
measures,26 with input from the HCP 
Team as required, determined by local 
needs assessment. The additional needs  
of more at-risk students should be a 
particular priority. 


Around three-quarters of FE colleges  
have now developed on-site health advice 
services, providing their students with quick 
and easy access to advice and support on 
contraception and sexual health. FE 
colleges and PCTs have been provided with 
guidance to support the broadening of 
on-site advice (DfES/DH, 2007).


26	 www.excellencegateway.org.uk/hfep


•• All pupils receive a comprehensive age-
appropriate programme of PSHE, to which 
the HCP Team contribute as appropriate. 
This should include appropriate drugs and 
alcohol education27 and SRE28 and other 
inter-related areas, such as accident and 
injury prevention (including road accidents). 
PSHE contributes to staying safe and the 
statutory safeguarding duty on schools.


27	 The drugs guidance provides guidance on all matters 
relating to drug education, the management of drugs 
within the school community, supporting the needs of 
pupils with regard to drugs and drug policy development. 
The guidance is based on principles that underpin good 
practice in drugs education and managing drugs incidents. 
It is intended to help schools formulate a planned, 
co-ordinated and considered response to drugs. 


28	 The SRE guidance aims to clarify what schools are 
required to do by law and give guidance on some of the 
issues involved in developing a policy on SRE. It also 
shows how SRE should be taught within the PSHE 
framework.


	 These publications are available from  
http://publications.teachernet.gov.uk/
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The Government has announced its 
intention to make PSHE (including SRE) 
statutory. Depending on the legislative 
process, this will be statutory in September 
2011. In the meantime, all schools should 
be delivering PSHE in line with the key 
stages 3 and 4 personal wellbeing 
programme of study, and the Qualifications 
and Curriculum Development Agency’s end 
of key stage statements for key stages 1 
and 2. Revised SRE guidance (for all key 
stages) is expected to be published in 2010. 


While primary responsibility for delivery of 
the PSHE curriculum rests with schools, the 
School Health Team may be able to provide 
valuable input.


•• Services for young people conform to 
You’re Welcome quality criteria (DH, 
2007) and are delivered by appropriately 
trained staff.


Evidence shows that access to healthcare 
advice and services (including high-quality 
contraceptive and reproductive services) 
when young people need them is highly 
valued by them. They should be delivered 
in a variety of ways including nurse drop-in 
clinics in schools and FE, GP practices, 
youth centres, pharmacies etc. The exact 
configuration of services will depend 
on assessed local need.


Privacy, confidentiality, warmth and 
friendliness, competence and accessibility 
are all important components of such 
services. (In this context ‘privacy’  
refers to whether the young person can 
access the service without peers or other 
people knowing why they are there; and 
‘confidentiality’ refers to the duty  
on healthcare staff not to pass on 
information without the consent of the 
young person or child/family except in 


specified circumstances.) Full guidance 
on these exceptions is available from 
HM Government’s Information Sharing 
Guidance (HM Government, 2008d). The 
You’re Welcome quality criteria have been 
successful in focusing attention on 
achieving these goals. 


Support for parents and carers 
The parent–child relationship is vital to 
children’s development, learning, achievement 
and wider wellbeing. Poor parenting is a risk 
factor for mental health problems while good 
parent–child relationships reduce the risk of 
children adopting unhealthy lifestyles, such 
as smoking. 


A strong parent–child relationship (including 
children’s relationships with fathers) is 
important as children develop from dependent 
children to adults. Parenting teenagers can 
bring anxiety and frustration and present very 
different issues compared with the challenges 
faced by parents and carers of younger 
children. High-quality support can help to give 
parents confidence to talk openly with their 
children, to identify any problems (e.g. eating 
disorders) and can support parents and carers 
in setting boundaries. 


Healthy lives, brighter futures (DH/DCSF, 
2009a) set an expectation on Children’s Trust 
partners to set out a clear local offer to parents. 


LAs are under a legal duty to provide a range 
of information that parents may need to 
support their children through to age 19 (HM 
Government, 2006b, at section 12). Families 
Information Services (FISs) provide 
information about childcare and other services 
and facilities, including those for physical and 
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mental health. Further information can be 
found in statutory guidance.29


PCTs are expected to set out what children 
and families can count on from their health 
services locally – through local service 
directories and PCT prospectuses. 


The HCP Team should be able to signpost 
parents and carers to the local FIS. It should 
also ensure that information on the 5–19 HCP 
and local services is available in health, 
education and community settings, and 
promote national support such as helplines 
and internet sites (including the DCSF Parent 
Know How Programme and NHS Choices). 


Increasingly the information will become 
available via other channels for those who do 
not use the internet. These include telephone 
helplines, print media, GP practices, schools 
etc.


Parents/carers of children with 
additional health needs


Parents and carers of children with additional 
health needs (e.g. disabled children or those 
with long-term conditions) need clear local 
information on sources of urgent help and 
out-of-hours support. Local approaches to 
tackle this may include creating public 
information campaigns to improve 
understanding of children’s care pathways  
and simplifying points of access for out-of-
hospital services. 


Nationally, additional information will be 
made available through NHS Direct and NHS 
Choices, and a national core offer will set out 
non-statutory standards that disabled children, 
young people and their families can expect in 


29	 http://publications.teachernet.gov.uk/default.aspx?PageF
unction=productdetails&PageMode=publications&Product
Id=DCSF-00943-2007&


terms of accessing information on universal 
and specialist services.


Additional support for parents 
and carers


The 5–19 HCP also includes:


•• a range of evidence-based parenting 
support programmes (see Chapter 4 and 
Annex B); 


•• a comprehensive resource for parents and 
carers which will be developed in 2010/11.  
It will give developmental milestones for 
children’s and young people’s health at 
each key stage and outline how parents 
and carers can support their children’s 
wellbeing at each stage; and


•• online resources and tools for practitioners, 
including examples of good practice. 


Interventions and support services 
recommended for parents who themselves 
have health or other problems are listed in the 
schedule in Chapter 4. 
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30	 For example, NICE will continue to be a key source of 
information on effective interventions.


The following schedule contains a set of 
recommended actions for local areas to 
consider. This good practice framework is 
informed by the best current evidence for a 
universal service appropriate for all children 
and young people and additional services  
for those with specific needs and risk factors.  
As outlined in Chapter 1, the schedule 
contains no new statutory requirements  
and any existing statutory requirements  
are highlighted. The detailed content of 


the programme will always be ‘work in 
progress’, as research30 and social changes 
continue to suggest new priorities for the 
HCP. In addition, local circumstances and  
local needs assessment will have an impact  
on the way in which the HCP is delivered  
in different parts of the country.


Chapter 4:
The 5–19 Healthy Child 
Programme schedule
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Universal
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CHILDREN


5–11 Children 5–11


(a) Sharing information about 
pre-school background 
At school entry it is recommended that 
pre‑school information collected about health 
(via the health visiting team as per the 0–5 
HCP) and learning and development (via Sure 
Start children’s centres and Early Years teams) 
should be available and passed on to inform 
the background data supporting the school 
entry assessment.  


Responsibility: The primary responsibility for 
ensuring that health information is passed on 
to the school should lie with the health visiting 
team (as per the 0–5 HCP) and the school 
nurse or other School Health Team member. 
Responsibility for ensuring that information 
about learning and development is passed on 
to the school, in accordance with statutory data 
protection requirements, should lie with the 
Early Years team, Sure Start children’s centres 
and reception class staff. Appropriate 
information should be shared to ensure a holistic 
view of the child (HM Government, 2008d). 


(b) Health assessment at school 
entry in reception/Year 1 
(4/5 years)
At school entry, it is recommended that  
the school nurse or other School Health  
Team member: 


•• takes over responsibility for a child from 
a health visitor;


•• reviews immunisation status, identifies 
any outstanding immunisation/s and 
refers to GP practice or other provider 
for vaccination as required;


•• reviews access to primary care;31 


•• reviews access to dental care (DH/BASCD, 
2007);


•• reviews appropriate interventions for any 
physical, emotional or developmental 
problems that may have been missed or 
not addressed;


•• provides children, parents and school staff 
with information on specific health issues; 


•• measures height and weight for the NCMP 
and feeds back the results to parents/carers;


•• ensures that hearing screening is carried 
out in line with NSC guidelines;32


•• screens all children between 4 and 5 years 
of age for visual impairment in line with 
NSC guidelines;33 and


•• is alert to risk factors and signs and 
symptoms of child abuse, and follows local 
safeguarding procedures where there is 
cause for concern. 


Systems should allow appropriate information 
about the child’s health needs to be shared 
between the school and the primary 
healthcare team/GP. Systems should also 
ensure that any child subsequently joining the 
school is incorporated into the system and has 
the necessary review. 


Responsibility: PCTs via the School Health 
Team and/or wider HCP Team.


31	 Children not registered with a GP are a special case and 
may be at increased risk of health problems, particularly 
if they have recently arrived in the UK from overseas. 
Every effort should be made to ensure that they register. 
When parents repeatedly fail to respond to requests 
regarding the child’s health or to take up advice for 
referrals, without good cause, it may be necessary to 
consider whether this is a safeguarding issue. 


32	 Parental concern about hearing should always be noted 
and acted on.


33	 This should be conducted either by orthoptists or by 
professionals trained and supported by orthoptists.
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Universal
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Children 5–11 CHILDREN


5–11


Responsibility for vision and hearing 
screening: The PCT lead of the local screening 
programme should be responsible for ensuring 
access to screening, diagnosis and appropriate 
management of cases. The lead should also 
facilitate arrangements for quality assurance 
and improvement of these services, which is 
key to delivering improvements in outcomes 
through an equitable and universal service. 


Many areas administer a questionnaire to 
parents at school entry. There is currently 
no standard model for this questionnaire. 
Therefore, subject to successful piloting of 
a standardised approach, we are likely to 
recommend that this model questionnaire 
for parents explores their child’s health and 
wellbeing and underpins a health review at 
school entry, managed by the School Health 
Team. The evidence suggests that its purpose 
would be to identify:


•• children who have missed out on primary 
care in the pre-school years;34


•• health problems that are of relevance to 
school (including immunisation status and 
any chronic health needs); and


•• any problems that are worrying the 
parents.35 


DH and DCSF, working with the Child and 
Maternal Health Observatory (ChiMat), will 
be developing a rigorously tested online 
prototype in 2010/11. 


Those interpreting the questionnaire (the 
School Health Team or wider HCP Team) 


34	 These children should be referred to their GP for any 
health assessments and care that may be needed. 


35	 The school should make it clear that every parent is 
expected to complete and return the questionnaire and 
non-responders should be followed up. Some schools 
already make the return of the questionnaire a 
prerequisite for school entry.


should take into account that parents assess 
their child’s progress by comparison with  
other children in their area and thus may 
underestimate, for example, the extent of 
language delay. 


It is recommended that local areas aim for 
100 per cent coverage of the children in the 
locality, using whatever information systems 
are available, and the information gathered 
should be shared between health and 
education. The administrative aspects of the 
questionnaire do not require a professional 
qualification, and could be carried out by 
someone trained in data collection and entry, 
including issues of privacy, confidentiality and 
accountability.


This is also an opportunity to cross-validate 
information with general practice and ensure 
that there is good communication between 
general practice and School Health Teams.


It is good practice to have in place follow-up 
procedures by a member of the HCP Team or 
onward referral on an individual basis where 
any concerns are highlighted or identified, or 
where parents fail to return questionnaires.


Responsibility: PCTs via the School Health 
Team and/or wider HCP Team.


There is no evidence to support the 
re‑introduction of a routine (universal) school 
entrant physical examination at the start of 
primary education. 
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CHILDREN


5–11 Children 5–11


(c) Emotional health, 
psychological wellbeing  
and mental health 
Emotional health and psychological 
wellbeing support 


It is recommended that children and their 
families should have access to emotional 
health and psychological wellbeing support 
through the full range of universal services. 
HCP Teams should contribute, as appropriate. 


Healthy Schools have a strong whole-school 
focus on the promotion of positive emotional 
health and wellbeing by working through 
national criteria. Enhanced Healthy Schools 
may also wish to develop targeted mental 
health outcomes as part of their health and 
wellbeing priorities. Examples of other 
interventions supporting mental health 
promotion in schools are listed below.


Social and emotional aspects of 
learning (SEAL): It is recommended that 
all pupils have appropriate support for their 
social and emotional development, such  
as can be provided through the primary  
SEAL programme.


Targeted Mental Health in Schools 
(TaMHS): Where local areas are 
implementing this programme, participating 
schools will provide access to a range of 
support models. Interventions could include: 
supportive and inclusive school culture and 
environment; training for teachers in mental 
health/emotional wellbeing issues; and social 
and emotional learning programmes such as 
problem solving, social awareness and access 
to other support, including counselling, 
primary mental health workers, group-based 
support and links to specialist CAMHS support 
(DCSF, 2008a).


Bullying


Schools have a legal duty to have measures in 
place to prevent and tackle bullying. Providing 
a safe and happy learning environment is 
integral to achieving the wider objectives of 
school improvement: raising attainment; 
improving school attendance; promoting 
equality and diversity; and ensuring the welfare 
of all members of the school community. 


Responsibility: Primary responsibility sits with 
schools, supported by the School Health 
Team, as appropriate.


(d) Promoting healthy weight 
National Child Measurement 
Programme


Measurement of children’s height and weight 
in reception year and Year 6, and provision of 
feedback of results and general advice/
information to parents if requested.


The NCMP operates under regulations under 
the NHS Act 2006, and is supported with 
non-statutory guidance. 


Responsibility: PCTs working with partners.


Physical activity


The Chief Medical Officer recommends that 
all children and young people aged 5 and over 
should have a total of at least 60 minutes of 
at least moderate intensity physical activity 
each day, and at least twice a week this 
should include activities to improve bone 
health (activities that produce high physical 
stresses on the bones), muscle strength and 
flexibility (CMO, 2004).


•• Every school is required to deliver the 
National Curriculum on PE. While there is 
no statutory minimum PE lesson time per 
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week, there is an aspiration for all 
5–16-year-olds to access two hours of PE in 
the curriculum plus an additional three 
hours of sport per week within and beyond 
the school. This was set out in the PE and 
Sport Strategy for Young People in 2008.


Status: Statutory requirement to provide 
National Curriculum on PE.


•• All schools should by 2010 have in place 
a school travel plan that, among other 
things, encourages pupils to walk or cycle 
as the first-choice mode of travel.36


•• Schools should also consider how they  
can provide opportunities for children to 
partake in unstructured play opportunities 
during the school day.


Nutrition


Most of the food and drink that children 
consume is provided by their family whether 
at home or not. All children need a balance of 
the right nutrients in the right amounts and to 
avoid excessive intake of foods high in fat, salt 
or sugar. The Change4Life37 campaign 
promotes an easily accessible set 
of behaviours on nutrition and physical 
activity in everyday life.


•• All schools should follow statutory nutritional 
standards and schools should be providing 
good-quality, healthy food that children want 
to eat, in pleasant dining areas. 


Status: statutory in all schools from 2009.


•• Breakfast clubs can play a major role in 
helping to improve attendance and 


36	 www.teachernet.gov.uk/wholeschool/sd/managers/
travel/STAtoolkit


37	 www.nhs.uk/Change4Life/Pages/default.aspx?gclid=CKv
pgMvllJ0CFYNu4wodNWOA3g. See especially the 
‘Partners & supporters’ area.


motivation, and in increasing social inclusion. 
They also provide an important opportunity  
to promote healthy eating among children, 
young people and their families.


Responsibility: Primary responsibility for 
physical activity, travel and school food sits 
with schools, supported by the School Health 
Team, as appropriate.


(e) Ongoing support throughout 
primary school
Safeguarding


All those working with children should be alert to 
risk factors and signs and symptoms of child 
abuse, and follow local safeguarding procedures 
where there is cause for concern. Schools have a 
duty to safeguard and promote the welfare of 
their pupils. Working Together to Safeguard 
Children (HM Government, 2006a) sets out 
how organisations should work together and the 
actions to be taken when abuse or neglect is 
known or suspected.


Responsibility: All.


Status: Statutory.


Identification of additional needs 


As part of their role in early intervention, 
teachers and colleagues should use the 
Common Assessment Framework (CAF) to 
raise concerns in an accessible and speedy 
way and to alert and access support from the 
School Health Team or HCP Team special 
educational needs co-ordinator (SENCO) as 
appropriate. There should be agreed access 
for professionals to specialist CAMHS. This 
could include issues of overweight and obesity 
and draw on ongoing observational data 
about emerging developmental, emotional 
adjustment, educational or behavioural 
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difficulties or risk factors that might affect 
educational progress; provide an opportunity 
for parents and carers to discuss family 
concerns and receive advice on matters 
relating to school progress; and provide an 
opportunity for the healthcare team to review 
any conditions or health problems that have 
developed since school entry and update any 
routine healthcare procedures such as 
immunisations.


Good practice examples of existing referral 
mechanisms and protocols will be available on 
the HCP web resource in due course. 


Responsibility: Primary responsibility sits with 
schools, supported by the School Health 
Team, as appropriate.


(f) Support for parents and carers
It is recommended that information, advice 
and support are available to all parents and 
carers (e.g. through FISs, NHS Choices and 
forthcoming HCP online resources).


Responsibility: LAs and PCTs, with the HCP 
Team and School Health Team having a role in 
signposting.
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(a) Immunisations for at-risk 
children
Check status (see Annex G) and refer to GP 
practice or other provider  
as required.


Responsibility: PCTs via School Health Team 
and/or primary care.


Status: Statutory (see footnote for further 
detail).38


(b) Emotional health, 
psychological wellbeing  
and mental health 
The following services should be available and 
easily accessible:


•• Professional consultation from referral to 
primary, targeted and specialist CAMHS 
support (across tiers 2, 3 and 4) for young 
people at risk of and/or experiencing poor 
mental health39 where there is an 
identified need. 


•• Schools taking part in the TaMHS model 
provide access to additional support for 
those children who need it most and their 
families (DCSF, 2008a). Interventions can 
include parent training/education 
programmes, therapeutic support for 
depression – cognitive behavioural therapy 


38	 PCTs have a statutory duty to make sure that 
arrangements are in place for the following immunisations 
to be delivered: all routine childhood immunisations, 
influenza and adult pneumococcal vaccination and the 
routine HPV vaccination. PCTs also have a responsibility 
to provide primary medical services which could include 
targeted vaccines such as hepatitis B and BCG.


39	 Targeted support and interventions – key focus on 
building resilience and preventing the development of 
significant problems for individuals and families exposed 
to significant risk. Specialist services – key focus on 
interventions to address significant, complex and 
persistent difficulties which may take place on an intensive 
or long-term basis.


(CBT), psychoanalytic child psychotherapy 
or family therapy depending on symptoms 
and associated problems. They will also link 
with specialist CAMHS support.


Responsibility: PCTs via School Health Team, 
working with education colleagues; in other 
settings (e.g. the community), appropriate 
members of the HCP Team with CAMHS and 
other specialist colleagues. 


(c) Overweight and  
obese children
Parents of overweight and obese children 
should receive:


•• appropriate information and signposting 
to further sources of advice/support; and


•• referral to appropriate weight management 
services to enable the child to move 
towards and maintain a healthier weight, 
and an assessment of underlying health 
issues/co-morbidities as appropriate.


Responsibility: Depending on setting, School 
Health Team or appropriate members of the 
HCP Team with specialist colleagues. 


(d) Specific groups of at-risk 
children and families 
It is recommended that schools and the HCP 
Team identify children and families with 
particular vulnerabilities. Many will be 
identified through the individual health 
assessment at school entry, but also through 
ongoing observations throughout the early 
years and during the primary school years. 
Appropriate additional support/referral should 
take place where necessary. The HCP health 
visitor will have a key role in ensuring that 
there are robust arrangements for identifying 
where families need extra support, assessing 
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needs and co-ordinating multi-agency activity. 
This may be in place already; however, a CAF 
may be needed to assess individual children’s 
needs and establish a ‘Team Around the 
Child’. It will then fall to the primary 
healthcare team for continuity (for the 
5–19 age group). 


Responsibility: School Health Team, working 
with education colleagues; in other settings 
(e.g. the community), appropriate members of 
the HCP Team with specialist colleagues. 


Looked after children 


•• Each child who becomes looked after 
should have a holistic health assessment 
on entering care. The responsibility for 
health assessment is shared between the 
LA and the PCT. The social worker needs to 
ensure it is initiated and carried out, and 
the NHS is responsible for actually 
undertaking the assessment and developing 
the healthcare plan according to local 
arrangements. The assessment covers 
physical health, mental and emotional 
wellbeing, and health promotion. 


•• Arrangements must allow for the review of 
the health assessments and the plan which 
is described below (for children over 5,  
at least once a year). 


•• Every looked after child should also have a 
health plan which forms part of their care 
plan and sets out the objectives, actions, 
time-scales and responsibilities arising from 
the health assessment. Arrangements must 
also be in place for the annual health 
assessment reviews to be undertaken. 


Status: Statutory.40


•• It is recommended that the HCP Team is 
notified of all looked after children in their 
area via a locally agreed process, and 
contributes to their care and support. 


•• LAs are required to make sure that a 
strengths and difficulties questionnaire 
(SDQ) is completed for each of their looked 
after children aged between 4 and 16 
inclusive. The questionnaire should be 
completed by the main carer, preferably at 
the time of the children’s statutory annual 
health assessment. The LA will need to 
distribute and explain how to use the 
questionnaires to each carer. 


•• It is recommended that all looked after 
children have access to assessment, 
treatment and support through  
specialist CAMHS. 


It should also be recognised that some looked 
after children may have even greater needs or 
face additional access barriers (e.g. those with 
a disability and/or special education needs; 
children from black and minority ethnic (BME) 
groups; children in custody including the 
secure estate; refugee/unaccompanied 
asylum-seeking children; lesbian, gay, 
bisexual and transgender (LGBT) children 
and young people).


Responsibility: The looked after children lead 
in the Children’s Trust has the responsibility to 
ensure that these interventions are being 
delivered according to local protocols and 
practice.


40	 See Promoting the Health of Looked After Children (DH, 
2002) available on www.dh.gov.uk/en/
Publicationsandstatistics/Publications/
PublicationsPolicyAndGuidance/DH_4005321 for an 
outline of both the statutory requirements and practice 
guidance for looked after children (updated guidance will 
be published in November 2009). 
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Children with complex welfare needs


Children and young people with complex 
welfare needs who are looked after by the 
LA should have access to multidimensional 
treatment foster care41 where this is in 
operation and where individual assessment of 
clinical need indicates that the evidence would 
support this approach. 


Responsibility: LAs.


Targeted approaches for children with 
special educational needs


Children may fail to make progress at school 
because of an underlying SEN. Children’s 
learning difficulties should be identified early, 
assessed, and appropriate intervention made. 


When a child is not making sufficient progress 
at school, whether or not they have been 
identified as having SEN, the school should, 
in the first instance, be using educational 
interventions to accelerate their progress. 
If progress is not made – despite such 
interventions and advice from experts external 
to the school – schools and/or parents/carers 
should be asking their LA to arrange a 
statutory assessment of SEN (DCSF, 2008b). 
When making an assessment the LA must ask 
for health advice (DfES, 2001, paragraph 
7.8242). The School Health Team should liaise 
with the wider HCP Team and the designated 
medical officer (paragraphs 10.23 and 10.24 
of the SEN Code of Practice) to facilitate this.


Dyslexia and literacy difficulties should be 
detected early and addressed, in line with the 
graduated approach proposed by Sir Jim Rose 


41	 www.mtfce.org.uk 
42	 The SEN Code of Practice sets out schools’, LAs’ and 


others’ SEN statutory duties, including schools’ and LAs’ 
duties to identify, assess and make provision for children 
with SEN. 


as part of his review of the primary curriculum 
(Rose, 2009). Lack of response to initial 
intervention should lead to a comprehensive 
assessment, including consultation with 
appropriate health professionals. Where there 
is significant concern regarding mental or 
physical health, social interaction or family 
circumstances, early involvement of health 
professionals may be advisable.


Protocols should allow the School Health 
Team to alert and access early support from 
the HCP Team (or as appropriate, the SENCO 
or CAMHS) about emerging developmental, 
educational or behavioural difficulties or risk 
factors that might affect educational progress; 
and to provide an opportunity for parents to 
discuss family concerns and receive advice on 
matters relating to school progress. 


Where there is concern about a child, the CAF 
process should be instigated to gain a holistic 
view of all the child’s needs.


Further guidance is provided by the statutory 
SEN Code of Practice.


Status: See the SEN Code of Practice which 
sets out schools’, LAs’ and others’ SEN 
statutory duties. 


Responsibility: Primary responsibility sits with 
schools, supported by the School Health 
Team, as appropriate.


Children with complex health needs


•• By 2010, all children with long-term 
medical conditions and/or significant 
disabilities should have an individual care 
plan (DH/DCSF, 2009a). 


•• Guided by this plan, health professionals 
and teaching staff to anticipate, avoid and 
respond appropriately to events such as 
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seizures or asthma exacerbations – thus 
contributing to a reduction in the number 
of emergency admissions to hospital.


•• Key workers of those with an individual 
care plan should liaise with the HCP Team 
to ensure that their care is co‑ordinated 
where possible with universal services.


•• Co-ordinated palliative and end-of-life 
services should be available for all those in 
need of them.


•• Children with long-term medical conditions 
should, as far as possible, be managed with 
a medication regimen that does not require 
them to receive medicines during school 
hours (school nurses may be involved in 
such cases where this is not possible) and 
should initially be identified by the school 
entry questionnaire. 


Responsibility: PCTs.


•• Schools should have policies on managing 
pupils’ medicines and on supporting pupils 
with medical needs (DfES/DH, 200543). 
Updated DH/DCSF guidance is to be 
published in 2010. 


•• Schools should have in place anti-bullying 
policies for all children, including those  
with disabilities and those who are 
overweight or obese, who are at  
increased risk of bullying. 


Responsibility: Schools.


Young carers


•• The Children’s Trust should have systems  
in place to ensure that the needs of young 
carers and the person being cared for are 
assessed and that co‑ordinated support 


43	 Managing Medicines in Schools and Early Years Settings 
provides advice for schools and their employers to help in 
the development of such policies.


offered to the family to ensure that the 
child is protected from having to take on 
inappropriate or harmful caring roles.


•• The HCP Team to contribute to care 
package agreed through local multi-agency 
arrangements.


Responsibility: As described.


(e) Support for parents and carers
Family Pathfinders


In areas delivering this service,44 
disadvantaged families should be offered 
intensive help and support. HCP Teams  
should be aware of the participating families 
and offer support as necessary.


Family Intervention Projects


In areas operating these projects, families with 
multiple problems should have access to 
Family Intervention Projects (FIPs)45 to provide 
targeted whole-family support, including 
health services. HCP Teams should refer and 
support as required.


Parenting Early Intervention 
Programme 


In areas operating this programme, HCP 
Teams should be aware of it, and refer and 
support parents, as appropriate.


Parents with alcohol or drug  
misuse problems


•• Referral of one or both parents to  
local specialist services as part of a  
multi-agency strategy.


44	 www.everychildmatters.gov.uk/parents/pathfinders
45	 The primary objective of FIPs is to support and challenge 


vulnerable families in chaotic households to tackle issues 
such as poor parenting, poor mental health, drug and 
alcohol addiction, anti-social behaviour and debt issues:  
www.dcsf.gov.uk/ecm/thinkfamily 
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•• It is recommended that the HCP Team is 
aware of, and contributes as appropriate 
to, the care package led by the specialist 
service, including identification of any 
safeguarding concerns and links to 
appropriate children’s services (HM 
Government, 2006a).


•• The Local Safeguarding Children Board 
must ensure that clear protocols are in 
place between adult treatment services and 
children’s services.


Responsibility: As described.


Parents with mental health problems46


•• Referral of one or both parents to specialist 
adult mental health (AMH) service.


•• The HCP Team to contribute to care 
package led by specialist service.


•• The HCP Team to ensure that any 
safeguarding concerns are identified and 
that links are in place to appropriate 
children’s services. 


Responsibility: Specialist AMH services, with 
input from the HCP Team as appropriate.


Parents who smoke


It is recommended that all healthcare 
professionals use the 3A approach to 
supporting people who smoke to quit – Ask if 
they smoke, Advise them about stopping and 
the efficacy of local NHS Stop Smoking 
Services, and Act by offering a referral to the 
local service. The local NHS Stop Smoking 


46	 The Parental Mental Health and Child Welfare Network is 
a development network set up to promote joint working 
between social care and health staff working with parents 
with mental health problems and/or their children. It can 
be found at: www.pmhcwn.org.uk


Services offer the most effective evidence-
based opportunity to stop smoking.47


Responsibility: PCTs via specialist NHS Stop 
Smoking Services.


Families or environment where there 
is domestic violence


•• Follow local guidelines.


•• Following assessment, provision of a safe 
environment in which victims of domestic 
violence can discuss concerns. 


•• Provision of information about sources of 
support for domestic violence.


•• Referral to local specialist services as part of 
a multi-agency strategy.


•• The HCP Team to contribute to care 
package led by specialist service.


•• The HCP Team to ensure that any 
safeguarding concerns are identified and 
that links are in place to appropriate 
children’s services.


Responsibility: Specialist services, with input 
from the HCP Team, as appropriate.


Parents with learning difficulties


•• Provision of information about the support 
available to parents with learning 
disabilities, and assistance given in 
interpreting information and accessing 
other sources of support.


•• Further support designed to address the 
parent’s individual needs might include 
speech, language and occupational therapy.


Responsibility: Specialist adult services, with 
input from the HCP Team, as appropriate.


47	 Local NHS Stop Smoking Services can be found at 
http://smokefree.nhs.uk
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(a) A health review at school 
transition in Year 6/7 (10–12 
years)
Some areas have developed a review  
process at transition to secondary school 
which involves administering and reviewing 
questionnaires. 


Subject to successful piloting,48 we may 
recommend that two questionnaires – one for 
young people and one for parents – are 
administered to review young people’s health 
and wellbeing. Information from the 
questionnaires (and subsequent follow-up) 
will make a valuable contribution to the 
school self-evaluation form (SEF). The 
evidence suggests that the aims and objectives 
of this approach could include:


•• introducing the School Health Team and 
school nurse, and explaining how to access 
health advice and information (including 
services in primary care, pharmacies and 
the community) at a time when many 
pupils feel anxious and stressed;49 


•• allowing parents to raise any concerns and 
offering them advice to support their child 
through the transition;


•• checking immunisation status and 
providing information about vaccines that 
will be offered in the future (i.e. Td/IPV 
and human papillomavirus (HPV) 
vaccinations);


•• checking that any important information 
about past or current health problems has 
been transferred from the previous school; 


48	 DH will set up a pilot in 2010/11 to test this approach. 
The findings will be shared on the HCP web resource.


49	 This is perhaps best done by a combination of written 
information, a website and a meeting with the whole class 
or school year intake.


•• responding to health and wellbeing 
concerns raised by the young person or 
their parents; 


•• identifying incipient mental health 
problems, eating disorders etc; 


•• interpreting the body mass index score as 
part of the NCMP and explaining the 
implications for diet and lifestyle; and


•• offering an open invitation to request a 
face-to-face consultation with a member  
of the School Health Team, such as the 
school nurse.50 


The School Health Team should consult with 
education colleagues about the best way to 
administer the questionnaires. The data 
analysis would be the responsibility of the 
HCP Team. 


This is also an opportunity to cross-validate 
information with general practice and ensure 
that there is good communication between 
general practice and School Health Teams.


Responsibility: School Health Team and the 
wider HCP Team, working with education 
colleagues.


(b) Engaging with primary care 
in mid-teens
A further contact point is recommended in 
mid-teens as young people assume greater 
independence over their own health. Subject 
to successful piloting, we may recommend 
that primary care services learn from existing 
good practice and communicate directly with 
young people in their mid-teens and by their 
16th birthday (for example, one approach 


50	 Pupils with complex needs or problems, along with 
their parents, should be offered an interview with the 
appropriate member of the School Health Team, such as 
the school nurse. 







Healthy Child Programme: From 5–19 years old44


Universal


Healthy Child Programme: From 5–19 years old44


Young people 11–16 YOUNG 
PEOPLE


11–16
many GP practices use is to send a ‘birthday 
card’ or letter). This communication is 
intended to: inform young people of their 
right at 16 to choose their GP; offer them the 
opportunity to make an appointment to 
discuss their health and wellbeing; and notify 
them of the range of health services available 
in different settings in their local area. 


(c) Immunisations51


Review immunisation status and include 
arrangements to ensure Bacille Calmette-
Guérin (BCG) (against tuberculosis), hepatitis 
B and seasonal influenza vaccinations are 
offered to those young people who are at 
clinical risk (see Chapter 3 and Annex G).


Responsibility: PCTs via the HCP Team.


HPV vaccination


Girls aged 12–13 and those in the catch-up 
programme to be offered the HPV vaccine 
which protects against cervical cancer.


Responsibility: PCTs via the HCP Team.


Td/IPV vaccination


Young people between the ages of 13 and 18 
should be offered the ‘school leavers’ booster’ 
which provides protection against tetanus, 
diphtheria and polio.


In addition, those immunising young people 
can also use the opportunity to promote 
health and raise wider health issues with them 
and their parents or carers. 


51	 Further information is available in Immunisation against 
Infectious Disease (DH, 2006) at: www.dh.gov.uk/
greenbook and www.immunisation.nhs.uk


Status: Statutory (see footnote for  
further detail).52


Responsibility: PCTs via the HCP Team.


(d) Emotional health, 
psychological wellbeing 
and mental health
It is recommended that young people and 
their families have access to emotional health 
and psychological wellbeing and mental 
health support (including early identification 
of eating disorders) through universal services 
(NICE, 2009). HCP Teams should contribute, 
as appropriate.


Healthy Schools have a strong whole-school 
focus on the promotion of positive emotional 
health and wellbeing by working through 
national criteria. Enhanced Healthy Schools 
may also wish to develop targeted mental 
health outcomes as part of their health and 
wellbeing priorities.


Examples of other interventions supporting 
mental health promotion in schools are  
listed below.


Social and emotional aspects 
of learning


As for children 5–11 (see page 35).


Targeted Mental Health in Schools


As for children 5–11 (see page 35).


52	 PCTs have a statutory duty to make sure that arrangements 
are in place for the following immunisations to be 
delivered: all routine childhood immunisations, influenza 
and adult pneumococcal vaccination and the routine HPV 
vaccination. PCTs also have a responsibility to provide 
primary medical services which could include targeted 
vaccines such as hepatitis B and BCG.
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Bullying


As for children 5–11 (see page 35).


(e) Promoting healthy weight
Physical activity


As for children 5–11 (see pages 35–36).


Nutrition 


As for children 5–11 (see page 36).


It is recommended that pupils attending 
secondary school and special schools are 
offered a curriculum that includes the 
importance of a healthy, balanced diet, and 
the necessary skills for food preparation and 
making healthy food choices. 


(f) Sexual health
Contraceptive and sexual  
health services


PCTs and LAs should work together to ensure 
that all young people have easy access to 
confidential contraceptive and sexual health 
services, commissioned to meet the You’re 
Welcome quality criteria (DH, 2007). Services 
should be delivered by well-trained staff, 
offering advice, guidance and the full range 
of services, including prompt access to 
emergency hormonal contraception, choice 
of effective contraception, including LARC, 
unbiased support and advice for unintended 
pregnancy with swift referral to antenatal care 
or NHS-funded abortion services and 
treatment for all STIs (DH/MedFASH, 2005). 
Information about local services should be 
routinely provided to all young people within 
PSHE and well publicised in the local area. 
Service information should be provided to all 
relevant professionals to encourage swift 
referrals for young people who need specialist 
advice. Young people should also be reminded 


about the continuing risk of a range of STIs, 
including HIV. In addition to providing young 
people with effective contraception, local 
areas should continue to promote and 
increase access to condoms to prevent STIs.


Chlamydia screening


All sexually active young people under  
the age of 25 should be encouraged to  
be screened for chlamydia annually or 
whenever there is a change of sexual  
partner. On-site services providing the full 
range of contraception and chlamydia 
screening (alongside other health advice)  
are strongly recommended. 


All contraception, sexual health and chlamydia 
services should be integrated and meet the 
You’re Welcome quality criteria (DH, 2007).


In addition, all professionals should  
seek opportunities for health promotion  
about sexual health and contraception, and 
substance misuse (including alcohol, drugs 
and smoking).


Responsibility: School Health Team 
with support from specialist providers,  
as appropriate.


(g) Ongoing support 11–16
Safeguarding


As for children 5–11 (see page 36).


Identification of additional needs 


As for children 5–11 (see pages 36–37).


(h) Support for parents and carers
As for children 5–11 (see page 37).
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(a) Immunisations for at-risk 
children and young people
Check status (see Annex G) and refer to GP 
practice or other provider as required.


Status: Statutory (see footnote for further 
detail).53


Responsibility: PCTs via School Health Team 
and/or primary care.


(b) Emotional health, 
psychological wellbeing  
and mental health 
It is recommended that the following services 
are available and easily accessible:


•• Emotional health and psychological 
wellbeing services in universal and 
mainstream settings, dealing with the early 
manifestations of problems without the 
need for onward referral. This will require 
a workforce that is trained to promote 
emotional health and psychological 
wellbeing and to respond appropriately. 


•• Access to professional consultation and 
referral to targeted and specialist CAMHS 
support (across tiers 2, 3 and 4) for young 
people at risk of and/or experiencing poor 
mental health54 should be swift. Members 
of the HCP Team should be fully 
conversant with the role they can play in 


53	 PCTs have a statutory duty to make sure that arrangements 
are in place for the following immunisations to be delivered: 
all routine childhood immunisations, influenza and adult 
pneumococcal vaccination and the routine HPV vaccination. 
PCTs also have a responsibility to provide primary medical 
services which could include targeted vaccines such as 
hepatitis B and BCG.


54	 Targeted support and interventions – key focus on 
building resilience and preventing the development of 
significant problems for individuals and families exposed 
to significant risk. Specialist services – key focus on 
interventions to address significant, complex and 
persistent difficulties which may take place on an intensive 
or long-term basis.


managing early symptoms in universal 
settings without the need for onward 
referral, but should also be conversant  
with referral protocols when these  
become necessary. 


•• Delivery of the TaMHS initiative (DCSF, 
2008a) where this programme is in local 
operation. Interventions could include 
family-based approaches addressing the full 
range of a family’s needs; individual 
support taking a CBT approach; and 
therapeutic support for depression – CBT, 
psychoanalytical child psychotherapy or 
family therapy depending on symptoms 
and associated problems. Also, referrals to 
specialist CAMHS support.


Responsibility: School Health Team, working 
with education colleagues; in other settings 
(e.g. the community), appropriate members of 
the HCP Team with specialist colleagues. 


(c) Overweight and obese  
young people
As for children 5–11 (see page 38).


(d) Drug and alcohol misuse
Referral of young person to local specialist 
services as part of a multi-agency strategy.


Responsibility: Depending on setting, School 
Health Team or appropriate members of the 
HCP Team with specialist colleagues. 


(e) Smoking cessation
It is recommended that all healthcare 
professionals should use the 3A approach to 
supporting young people who smoke to quit 
– Ask if they smoke, Advise them about 
stopping and the efficacy of local NHS Stop 
Smoking Services, and Act by offering a 
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referral to the local service. The local NHS 
Stop Smoking Services offer the most effective 
evidence-based opportunity to stop smoking.


Responsibility: NHS Stop Smoking Services.


(f) Specific groups of at-risk  
young people
Looked after young people 


As for looked after children 5–11 (see page 
39). In addition, as children develop through 
adolescence a range of key health areas such 
as emotional health, risky sexual health 
behaviours and substance misuse problems 
tend to be over-represented among looked 
after children or care  
leavers. It is essential that health reviews  
and subsequent services meet these  
needs effectively.


Young people with complex  
welfare needs


As for children 5–11 (see page 40).


Targeted approaches for young people 
with special educational needs


As for children 5–11 (see page 40). 
In addition, as part of the transition care plan 
(see section below), consideration should be 
given to appropriate future education, training 
and employment planning.


Young people with complex  
health needs


As for children 5–11 (see pages 40–41).


In addition, as young people with disabilities 
move towards adulthood, national guidance 
on transition should be followed (DH/DfES, 
2006; DCSF/DH, 2007; DH, 2008b). In 
particular, the health transition plan needs to 
be developed by the young person, supported 


by the most relevant health professional/
transition key worker or other relevant 
multidisciplinary team member who  
can review it regularly with them.55


Responsibility: According to local protocols.


Young carers


As for children 5–11 (see page 41).


Young people in contact with the youth 
justice system56


The HCP Team will have a role in:


•• supporting young people and their families 
to use mainstream services, including 
registration with a GP and re-entry into 
school, and reducing difficulties when 
young people leaving custody have been 
removed from their home GP’s list;


•• assessing their needs and developing a 
health delivery plan to compensate for 
missed preventive support (including 
missed or due immunisations), and  
offering early intervention and treatment  
as necessary;


•• tailoring co-ordinated, multi-faceted care to 
individual needs, including communication 
and language needs, learning difficulties 
and disability, and mental health problems;


•• ensuring continuity of healthcare for young 
people sentenced to custody and placed in 
an establishment out of their home area or 
moved between establishments during their 
sentence. Close links with on-site health 
staff will be needed, to ensure that 
information about young people’s health 
and mental health is made available to 


55	 Transition planning templates are available at 
www.transitionpathway.co.uk


56	 Young offender institutions which are part of HM Prison 
Service, secure training centres run by private operators, 
and secure children’s homes.
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those dealing with their education and 
behaviour needs (DH, 2008a);


•• ensuring that local substance misuse 
services are meeting this group’s needs via 
input into the young people’s substance 
misuse treatment plan;


•• ensuring that advice and support are 
provided on relationships and sexual 
health, and that young people who are 
already parents are identified and provided 
with co‑ordinated care; and


•• the negotiation of a safe and effective 
transition to appropriate adult provision.


Responsibility: PCTs, working with the local 
youth justice service. 


Substance misuse interventions for 
young people in the secure estate


•• The health assessment should consider 
whether there are any substance misuse 
needs of looked after children. Local 
substance misuse services should pay 
particular attention to the needs of looked 
after children in their treatment planning, 
and ensure that services are accessible to 
this group with clear, effective referral 
routes in place.


•• Healthcare screening should be undertaken 
as soon as possible after a young person’s 
arrival, in line with the recommendations 
contained in the clinical guidance.57


•• Young people should receive a substance 
misuse assessment to identify:


–– those who have not used substances  
or who have only used on an  
occasional basis;


57	 Guidance for the Pharmacological Management of 
Substance Misuse among Young People in Secure Settings 
(YJB/DH/NTA) (forthcoming).


–– those who use substances and have no 
immediate or significant problems but 
could benefit from targeted 
interventions; and


–– those who use substances and are 
experiencing current harm, and who 
would benefit from specialist treatment.


•• Every young person who is assessed as 
needing targeted services or specialist 
treatment should have a substance misuse 
plan developed by their substance misuse 
worker (YJB, 2009).


Responsibility: The Young People’s Substance 
Misuse Service provider, commissioned via the 
Youth Justice Board (YJB), with the National 
Treatment Agency (NTA) responsible for 
clinical guidance etc.


(g) Support for parents and carers
Family Pathfinders 


As for children 5–11 (see page 41).


Family Intervention Projects


As for children 5–11 (see page 41).


Parenting Early Intervention 
Programme


As for children 5–11 (see page 41).


Multisystemic therapy58


In areas operating these projects, it is good 
practice for HCP Teams should be aware of, 
refer and support families in the project as 
required.


58	 Multisystemic therapy (MST) is a family- and community-
based treatment programme for young people with 
complex clinical, social  and educational problems such as 
violent behaviour, drug abuse and school expulsion. 
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Parents with alcohol or drug misuse 
problems 


As for children 5–11 (see pages 41–42).


Parents with mental health problems 


As for children 5–11 (see page 42).


Parents who smoke


As for children 5–11 (see page 42).


Families or environment where there 
is domestic violence


As for children 5–11 (see page 42).


Parents with learning difficulties 


As for children 5–11 (see page 42).
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Young people over the age of 16 may be in a 
wide range of settings: in FE, in sixth form 
schools, in work or training, or none of these 
(not in education, employment or training – 
NEET). For maximum impact, services should 
take account of the differing needs of this 
highly diverse group of young people.


(a) Immunisations 
As for young people 11–16 (see page 44). 


Status: Statutory (see footnote for  
further detail).59


(b) Young people entering 
Further Education60 
It is recommended that information about a 
young person’s support needs in respect of 
personal, social and health issues should be 
shared with the FE institution they are 
entering. This information should be 
transmitted to colleges by all relevant agencies 
working with a young person through a single 
information process. Some young people 
entering FE can be especially at risk, so there 
are issues about continuity of care and the 
appropriate exchange of information about 
pre-existing conditions or problems, as well 
as ensuring the provision of ongoing support 
and services. 


Students enrolling in FE institutions generally 
complete an enrolment form that includes 
health-related questions, but may be anxious 


59	 PCTs have a statutory duty to make sure that 
arrangements are in place for the following immunisations 
to be delivered: all routine childhood immunisations, 
influenza and adult pneumococcal vaccination and the 
routine HPV vaccination. PCTs also have a responsibility 
to provide primary medical services which could include 
targeted vaccines such as hepatitis B and BCG.


60	 FE refers to all 16+ education (except sixth form schools) 
including FE colleges and institutions, work-based learning 
or alternative training providers.


about disclosing personal information which 
they (erroneously) believe will affect their 
chances of acceptance. FE institutions  
should therefore ensure that such concerns 
are reduced by good information and  
publicity materials.


As the HCP develops, the following factors 
will help to support FE learners (and their 
families/carers) better and encourage better 
exchange of information between schools  
and FE and health services:61


•• the engagement with the Healthy  
FE Programme;


•• the forging of strong links between  
local HCP Teams and their FE colleagues, 
particularly personal tutors;


•• FE institutions becoming ‘relevant partners’ 
in the Children’s Trust; and 


•• the responsibilities of FE organisations  
in supporting the economic and social 
wellbeing of their communities.


(c) Emotional health, 
psychological wellbeing and 
mental health
It is recommended that young people and 
their families have access to emotional health, 
psychological wellbeing and mental health 
support through universal services. HCP 
Teams should contribute, as appropriate, 
paying particular attention to young people’s 
needs at the transition between CAMHS and 
AMH services.


Responsibility: CAMHS, primary care and 
HCP Team as appropriate. 


61	 Particularly information about mental health and mental 
illness from GPs and mental health professionals to health 
staff working with FE students.
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(d) Sexual health
Eighty per cent of under-18 conceptions are 
to 16- and 17-year-olds, many of whom will 
be in the FE sector. Students should be 
provided with advice and support on 
relationships and sexual health, with 
information about local services. To help 
increase early uptake of contraception and use 
of condoms, PCTs and LAs should consider 
with FE colleges the benefits of establishing 
on-site services (DfES/DH, 2007). Currently 
around 80 per cent of FE colleges in England 
have some on-site sexual health service and 
funding has been made available through 
SHAs to improve provision. 


Contraceptive and sexual health 
services


As for young people 11–16 (see page 45).


Chlamydia screening


As for young people 11–16 (see page 45).


Responsibility: HCP Team, with input 
from specialist providers.


(e) Physical activity
As part of the PE and Sport Strategy set out in 
2008, the aspiration is for all 16–19-year-olds 
to have access to three hours per week of 
college and community sport.


Note: The transition from secondary education 
at 16 coincides with the most significant 
drop‑out of young people from physical 
activity and organised sport; it also marks the 
end of curriculum PE for most. Organisations 
and institutions should therefore endeavour to 
encourage and facilitate physical activity.  
The FE Sports Co-ordinator programme  
will increase opportunities for young people, 
aged between 16 and 19 and in education, 


to participate, perform, lead and volunteer 
in sport.


(f) Ongoing support
It is recommended that those working with 
young people aged 16–19 (such as youth 
workers and trainers) should exploit 
opportunities to offer health information, 
advice and support as appropriate.


Safeguarding


All those working with young people should 
be alert to risk factors and signs and 
symptoms of child abuse and follow local 
safeguarding procedures where there is cause 
for concern. Working Together to Safeguard 
Children (HM Government, 2006a) sets out 
how organisations should work together and 
the actions to be taken when abuse or neglect 
is known or suspected.


Responsibility: All.


(g) Support for parents and carers
As for children 5-11 (see page 37).
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(a) Immunisations for at-risk 
young people
Young people who are at increased risk of 
contracting hepatitis B and those who are 
more likely to develop complications from 
influenza should be immunised (see Annex G).


(b) Emotional health, 
psychological wellbeing  
and mental health
Access to professional consultation and 
referral to targeted and specialist CAMHS 
support (across tiers 2, 3 and 4) for young 
people at risk of and/or experiencing poor 
mental health62 should be swift. Members of 
the HCP Team should be fully conversant with 
the role they can play in managing early 
symptoms in universal settings without the 
need for onward referral, but should also be 
conversant with referral protocols when these 
become necessary. CAMHS is available for 
young people aged up to 18.


(c) Drug and alcohol misuse
Referral of young person to local specialist 
services as part of a multi-agency strategy.


Responsibility: Specialist services.


(d) Smoking cessation
As for young people 11–16 (see pages 46–47).


62	 Targeted support and interventions – key focus on 
building resilience and preventing the development of 
significant problems for individuals and families exposed 
to significant risk. Specialist services – key focus on 
interventions to address significant, complex and 
persistent difficulties which may take place on an intensive 
or long-term basis.


(e) Specific groups of at-risk 
young people
Looked after young people 


As for young people 11–16 (see page 47).


Young people with complex  
welfare needs


As for children 5–11 (see page 4063).


Targeted approaches for young  
people with special educational needs


As for young people 11–16 (see page 47).


Refer also to the audit of policy and 
procedures for the transition of young people 
from children’s to adult health services in 
Transition: Moving on Well (DH, 2008b). 


Responsibility: PCTs.


Young people with complex  
health needs


As for young people 11–16 (see page 47) but 
with particular attention at the transition at 16 
when school and social care may change. 
Complex care planning should include 
accommodation and housing.


Responsibility: PCTs/LAs.


Young people leaving care


Care Orders automatically end when the 
young person reaches 18. Care leavers should 
have a full copy of all social care health 
records (including genetic background and 
details of illness and treatments) and be 
equipped to manage their own health needs. 
HCP Teams should provide support as 
required, including in the transition from 
children’s to adult health services, and 


63	 Multidimensional treatment foster care is suitable for 
young people up to the age of 18.
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contribute to the young person’s Pathway 
Plan in line with national guidance.64


Responsibility: LAs.


One-to-one sexual health interventions 
for highly at-risk young people


In line with NICE guidelines (NICE, 2007), it is 
recommended that at-risk young people 
under the age of 18 (e.g. from disadvantaged 
backgrounds, who are in – or leaving – care 
and/or who have low educational 
attainment), are offered one-to-one sexual 
health advice, if appropriate. The advice 
should cover: how to prevent and/or get 
tested for STIs and how to prevent unwanted 
pregnancies; all methods of reversible 
contraception, including LARC (in line with 
NICE clinical guideline 30); how to get and 
use emergency contraception; and other 
reproductive issues and concerns.


Responsibility: PCTs, via a range of 
health professionals.


Young people in contact with the youth 
justice system


As for young people 11–16 (see pages  
47–48), plus the negotiation of a safe and 
effective transition to appropriate adult 
provision.


Substance misuse interventions for 
young people in the secure estate


As for young people 11–16 (see page 48).


64	 The Children (Leaving Care) Act 2000 requires all eligible, 
relevant and former relevant children to have a Pathway 
Plan which will focus on arrangements for the young 
person’s successful transition to independence. The 
Pathway Plan will take account of the assessed health 
needs of the young person and set out clearly how these 
are to be met.


(f) Support for parents and carers
Young parents


In areas where the Family Nurse Partnership is 
available, ensure that young parents (mothers 
and fathers) have access to the programme 
from early pregnancy (see Annex B).


Responsibility: PCTs.


Family Pathfinders


As for children 5–11 (see page 41).


Family Intervention Projects


As for children 5–11 (see page 41).


Multisystemic therapy


As for young people 11–16 (see page 48).
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Diagram 2: HCP delivery components


2. Effective leadership, governance, accountability 
and joint working on child health through 


Children’s Trusts


6. Inspection and 
assurance systems 


to help drive 
improvements in 


quality and 
outcomes, 


informed by the 
voices of children 
and young people


3. Clear, transparent local plans for children’s 
health as part of the CYPP, the PCT strategic plan 
and wider partners’ strategic plans that impact on 


children and young people


4. Partnership, joint and single-agency 
commissioning arrangements that build on the 


strengths of the NHS and wider children’s services


1. Effective needs 
assessment process 


using data, and 
engagement of 


children and 
families to inform 
commissioning, 


service design and 
delivery and the 


joint strategic 
needs assessment 


(JSNA)


5. Service delivery through a workforce with the 
right skills and capacity, focused on improving 
children and young people’s health outcomes


The systems, process and tools outlined in this 
chapter will help to support the successful 
delivery of the 5–19 HCP. What follows are 
recommended actions for local organisations 
to consider. 


The diagram below shows the delivery 
components of the HCP. This chapter 
addresses each of these areas in turn. 


Chapter 5:
Infrastructure
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Needs assessment
At population level (i.e. the population 
covered by a PCT or Children’s Trust), 
commissioners need a reliable, consistent, 
systematic, IT-based process for jointly 
assessing needs. 


A needs assessment for a school or group of 
schools will provide a clear picture of the 
school community, to enable identified needs 
to be met. As part of the enhanced Healthy 
Schools Programme model, schools can be 
supported to develop a health needs analysis, 
which may provide a useful model for 
systematic data collection. This needs 
assessment will combine a range of school 
and local health and wellbeing information  
to inform the priorities and outcomes that 
schools will work towards. The Healthy  
FE Framework will assist colleges to profile 
their students’ needs. 


At an individual level, children, young people 
and families need a skilled assessment so that 
the programme is personalised to their needs 
and choices. 


Determinants of health


Many of the wider social determinants of 
children’s health and wellbeing such as 
housing, transport and leisure facilities are the 
prime responsibility of other partners. These 
services need to ‘Think Children and Young 
People’. It is recommended that commissioners 
ensure that wider partners are aware of the 
needs of children and young people through 
the JSNA process owned by the Local Strategic 
Partnership, as well as through the CYPP.


Data should be collated to provide the 
epidemiological basis for health needs 
assessment and the determination of risk  
and predictive factors. 


Information on uptake rates, weight and 
height measurements, immunisation coverage, 
access to dental care, screening and other 
measures (such as access to sexual health and 
reproductive services) should be used for the 
strategic planning, monitoring, evaluation and 
quality improvement of the HCP.


For maximum impact, it is good practice for 
needs assessments to identify any specific 
issues for local communities within the overall 
population, and take account of their needs 
(see Annex E.) Monitoring outcomes for 
sub-populations will help to ensure that the 
HCP is making a full contribution towards 
addressing health inequalities. 


In assessing local needs and planning provision, 
it is recommended that commissioners pay 
particular attention to at-risk children and 
families who may or may not be accessing 
services and who historically have poorer 
health outcomes. They will want to encourage 
children’s services and adult services to work 
together to ensure that the whole family is 
supported and that services ‘Think Family’. 


Workforce needs assessments


Needs assessments and planning should also 
consider the workforce implications of service 
development. For NHS services, commissioners 
will want to consider the services to be 
delivered and have a strategic overview of the 
local workforce. Providers will want to consider 
the capacity and skills of the current and future 
workforce to determine whether any 
investment is needed in training or continuing 
professional development. These 
considerations will then feed into the SHAs’ 
education commissioning plans. Teacher 
workforce development is the responsibility of 
the Training and Development Agency for 
Schools, whose involvement will be crucial to 
the development of the HCP.
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Leadership and governance
Local commissioners and providers need to  
be confident that robust clinical governance 
arrangements as well as professional 
leadership and support are in place for all 
health services, to ensure protection of the 
public and safe practice. 


The Children Act 2004 introduced a duty of 
co-operation between LAs and their strategic 
partners (including SHAs and PCTs), a duty for 
LAs to put in place co-operation arrangements 
to facilitate integrated working (known as 
Children’s Trusts), and a duty on LAs (through 
Directors of Children’s Services) to co-ordinate 
the production of the CYPP (the overarching 
vision of all services for children and young 
people in a given area). In addition, there is a 
duty on schools to promote the wellbeing of 
their pupils (in the Education and Inspections 
Act 2006).


Healthy lives, brighter futures (DH/DCSF, 
2009a) commits the Government to:


•• strengthening Children’s Trusts by placing 
their boards on a statutory footing; 


•• transforming the CYPP from a plan owned 
by the LA to one owned in partnership by 
the CTB and implemented by its members; 
and


•• including frontline providers of education 
(e.g. maintained schools, academies, non-
maintained special schools, FE colleges and 
Jobcentre Plus) as statutory ‘relevant 
partners’ covered by the duty to co‑operate 
with the LA. The management committees 
of short stay schools will also become 
‘relevant partners’ in the Children’s Trust.


These strengthened arrangements are 
reflected in the HCP and are being introduced 
by the Apprenticeships, Skills, Children  
and Learning Bill which is currently  
before Parliament.


There will be an expectation of senior-level 
representation from the PCT on the CTB, with 
expertise and accountability for children’s 
health. The jointly-owned CYPP will set out 
the CTB’s members’ strategy for co-operation 
in order to improve the wellbeing of local 
children and young people. It will contain 
jointly agreed plans, reflecting shared priorities 
in PCT plans and LAAs, to address the health 
needs of children and young people, including 
the most at risk and those with additional 
health needs.
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Local governance model for the HCP


The CTB is responsible for setting the strategic 
framework within which the CTB partners 
improve children’s and young people’s 
wellbeing. This framework is set out in the 
CTB’s CYPP. The CYPP sets out the joint 
strategies of partners on how they will 
co‑operate to improve children’s and young 
people’s wellbeing, including the HCP. Local 
arrangements will determine the precise 
structures, but a possible model is demonstrated 
above.


PCTs, together with practice-based 
commissioners and other partners, will be 
likely to lead the health elements of HCP 
commissioning. Delivery of the HCP currently 
sits mostly with PCT community provider 
organisations. They would be expected to lead 
on and co-ordinate delivery of the HCP, given 
that they are likely to have the strongest skill 


sets. Other CTB partners will have a role in 
contributing to both the commissioning and 
the delivery of the programme. Executive 
leadership of the HCP is likely to sit with a 
senior health professional (although this is for 
local determination). For, example, this could 
be a Director of Public Health or the PCT 
executive lead for children and young people. 


Local structures and circumstances will 
determine the exact configuration of the team 
delivering the HCP: in some areas it might be 
exclusively delivered by one provider 
organisation, in others the team might be a 
partnership between a number of different 
service providers, drawn from a range of 
organisations such as education providers, 
the LA and the voluntary sector, with different 
bodies leading on individual elements of the 
HCP schedule.


Diagram 3: Local governance


CTB
Oversight and monitoring of HCP implementation 


as set out in the CYPP 


PCT/LA/other partners
Invest in and provide HCP 


Commissioners
Services commissioned (it is recommended that the 
HCP is considered in this process) in line with local 
needs, and service quality, productivity and health 
outcomes monitored


Named post for senior responsibility for 
commissioning the HCP, e.g. children 
and young people’s services 
commissioner/joint commissioner


Providers
Ensure service delivery, that the workforce has 
necessary capacity, competence and support, and 
that quality and outcomes are measured


HCP Team leader
Responsible for ensuring delivery 
services to meet the HCP specification, 
e.g. provider locality lead


HCP Team
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Local plans 
Subject to the passage through Parliament of 
the Apprenticeships, Skills, Children and 
Learning Bill, the CTB will take on responsibility 
from the LA for preparing, publishing, 
reviewing, revising and monitoring the delivery 
of the CYPP, with the first jointly owned CYPP 
in place by April 2011. The CYPP will be 
implemented by individual partners.


The JSNA informs – and is in turn informed by 
– the CYPP. The JSNA – a shared statutory 
duty between the Directors of Children’s 
Services, Adult Social Services and Public 
Health – describes the health and wellbeing of 
the local population, models future needs and 
identifies health inequalities. All of these will 
inform the CYPP. The priorities coming from 
the CYPP will then inform the JSNA as it is 
updated. The priorities set out in the NHS 
operating framework for PCTs will also inform 
the development of the CYPP. 


The CYPP covers the full range of services for 
children and young people (DCSF, 2009b). 
CTBs will be expected to set out the 
arrangements they have made locally to ensure 
effective early intervention to meet the needs 
of at-risk children. The CYPP should also 
consider the needs of parents and carers – 
which are crucial to improving outcomes for 
children.


The JSNA and CYPP should both inform 
broader strategic planning by the PCT, the LA 
and wider partners whose remit will cover 
some of the social and environmental 
determinants of children’s and families’ health 
and wellbeing. A key element of the CYPP is 
the requirement to carry out a comprehensive 
needs assessment to identify gaps in service 
provision and inform strategic commissioning 
priorities over the period of the plan. 


The JSNA and CYPP should address both the 
healthcare and the health promotion needs of 
the local population, and should pay particular 
attention to those small groups of children 
who have significant needs. 


Additional support for vulnerable 
families 


The CAF should be used where there are issues 
that may require support from more than one 
agency. All practitioners working with children 
and young people should be aware of the CAF 
and know how to either complete a common 
assessment themselves or arrange to have one 
carried out. Everyone working with children 
should be aware of the sorts of situations that 
indicate the need for a common assessment. 
For more details on the CAF see Annex B. 


The HCP Team should also be prepared to 
engage in the ‘Team Around the Child’  
to support at-risk children and young  
people (Children’s Workforce Development 
Council, 2009a and 2009b).


In some areas, pilot projects are testing new 
approaches to supporting highly at-risk young 
people and their families (see Annex B). In 
areas where such projects are in operation, the 
HCP Team should be aware of their aims and 
referral protocols.
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Commissioning arrangements
Stronger joint commissioning


Commissioning for children and young people 
needs to: 


•• look across all local services, including 
health, care and education services; 


•• consider the child in his or her family setting; 


•• consider the needs of potentially small 
numbers of children with complex needs  
as well as the needs of larger population 
groups; and 


•• bring together different perspectives  
across the CTB. 


See Annex D for more information on 
commissioning.


Effective use of data as part of 
commissioning and delivery


Local delivery partners need access to and the 
capability to share (as appropriate) the right 
information. This will require the right IT 
systems being in place.65 


Information sharing between education 
settings and primary care needs to improve, 
so confidentiality procedures should be in 
place and understood by all. Existing 
documentation could be used to double-check 
that, for example, school entry questionnaires 
have been returned and acted on. For the 
commissioning cycle, this means information 
to support needs assessments including JSNAs 
and CYPPs, service planning and 


65	 It is acknowledged that the ambitions set out in this guidance 
will be challenging to achieve systematically until the 
appropriate IT and data systems currently under development 
are in place. The Community Information Project within the 
Transforming Community Services programme is supporting 
developments to the scope, accuracy and reporting of 
community information through the development of a 
community dataset. A minimum mandatory dataset (with the 
necessary IT to support collection) is planned for 
implementation in April 2011. Integral to this development is 
the adoption of mobile technology to improve access to 
information at the point of care.


specifications, contracting and monitoring. All 
of these are dependent on good-quality, 
timely information on population needs, 
resources, activity, outcomes and the user 
experience. 


The HCP workforce should have access to 
tools such as ContactPoint and National eCAF 
to support effective information sharing. 
ContactPoint is currently being rolled out: it is 
a quick way to find out who else is working 
with the same child or young person, making 
it easier to deliver more co‑ordinated support. 
National eCAF will be the secure online 
system for electronically creating, storing and 
accessing information captured through the 
CAF, bringing the additional benefit of 
e-enablement66 to those already using CAF by 
increasing standardisation and reducing 
duplication of work. It will allow practitioners 
to work together more effectively across 
geographic and organisational borders when 
helping a child or young person. Health 
professionals would require similar access to 
the SCR with the permission of the carer or 
competent child, if emergency health 
problems arose or to assist in the management 
of a chronic disease.


Indicator sets that underpin the measurement 
of national priorities have been developed to 
provide those involved in all aspects of health 
services for young people with access to 
information:


•• The national indicator set of 188 indicators 
measures the performance of LAs (working 
alone or in partnerships) against national 
priorities.


•• NHS Vital Signs measures PCTs’ 
performance against national priorities in 
the NHS. Relevant indicators include 
under‑18 conception rates, obesity, 


66	 www.pasa.nhs.uk/pasaweb/nhsprocurement/npep
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immunisation, smoking among over-16s, 
chlamydia prevalence and hospital 
admissions by unintended and deliberate 
injuries. Thirty‑one of the NHS Vital Signs 
form part of the national indicator set, to 
allow for the alignment of priorities.


•• JSNAs allow PCTs and LAs to identify 
shared priorities.


More targeted information, better-quality 
data and better use of data are still needed 
to support local commissioners and deliverers 
of services. 


The national ChiMat67 is responsible for the 
provision of data, information and intelligence 
to support the planning and delivery of 
services in a way which improves health and 
wellbeing. This includes the development of 
approaches to maximise decision making 
capability and the utility of information arising 
as a result of the child health and maternity 
core minimum datasets. ChiMat will also:


•• provide products to reduce duplication of 
effort and support the local workforce in 
using knowledge, information and tools to 
improve commissioning;


•• develop predictive tools and new 
approaches to identify both populations 
and individuals at risk of poor outcomes;


•• provide information on children with long-
term conditions and develop analytical 
tools to help local organisations to identify  
the condition management interventions, 
which reduce emergency hospital 
admissions and improve both outcomes 
and system productivity;


•• collaborate with leading academics to 
provide evidence to inform policy 
development and evaluation;


67	 www.apho.org.uk/default.aspx?QN=CHIMAT_HOME 


•• publish best practice on prevalence and 
needs assessments as part of the Aiming 
High for Disabled Children programme to 
help areas improve their knowledge of local 
populations and put the appropriate 
services in place; and


•• support regional organisations with the 
development of metrics and dashboards to 
track the implementation of the NHS Next 
Stage Review.


A skilled workforce
The right workforce with the right skills is 
critical to ensure effective delivery of the HCP. 


The Common Core of Skills and Knowledge 
for the Children’s Workforce – often referred 
to as the Common Core (HM Government, 
2005a) – sets out the basic skills and 
knowledge needed by people whose work 
(paid or voluntary) brings them into regular 
contact with children, young people and 
families. It supports integrated working by 
contributing to the use of a common 
language.


The Common Core provides a strong 
foundation for the development of a skilled 
workforce but in some areas, notably 
emotional distress and incipient mental health 
problems, further training and development 
may be required. All those working with 
children and young people should have a 
basic understanding of mental health and 
know how to support children and young 
people experiencing problems or how to  
help them access appropriate support from 
other professionals. 


In addition, all professionals need the 
knowledge and skills to safeguard and 
promote the welfare of children and young 
people. They need to be able to identify and 
respond appropriately to early signs that 







Chapter 5: Infrastructure 61


children, young people and their families need 
additional support, as well as responding 
when children and young people are in need 
of safeguarding. An understanding of 
information sharing in relation to early 
intervention and to safeguarding is essential.


Quality and outcomes
Supporting improvements in quality and 
outcomes is a key aim of the 5–19 HCP. For 
example, the HCP:


•• emphasises that robust needs analysis 
is a pre-requisite to effective resource 
allocation;


•• provides clarity on the components of a 
high-quality programme of services to 
promote children’s and young people’s 
health and wellbeing; 


•• provides clarity on the skills and 
competencies of the workforce and the 
ways in which professionals across a range 
of sectors should work together;


•• gives clear outcomes and brings together a 
range of local and national indicators which 
may be used to measure progress; 


•• supports public recognition of success 
– whether on routine indicators (through 
ChiMat) or on specific initiatives such as 
gaining You’re Welcome accreditation and 
Healthy School status; 


•• provides an emphasis on high-quality 
leadership. The National Leadership 
Council, for example, is a sub-committee 
of the NHS Management Board and will 
champion the transformation of leadership 
across the NHS;


•• recognises the need for robust assessment 
and inspection systems to safeguard and 
drive forward improvements in the quality 
of care. The Care Quality Commission 
(CQC)68 is the independent regulator of 
health and social care in England and has a 
key role in supporting this. This role is 
complemented by the Office for Standards 
in Education, Children’s Services and 
Skills,69 which inspects and regulates wider 
care for children and young people; and


•• promotes innovation in services and 
dissemination of good practice through 
case studies and signposting to relevant 
information, which will be held on HCP 
webpages on the DH website. Search 
online at www.dh.gov.uk. The HCP also 
recognises that the 5–19 HCP will develop 
and adapt over time as new evidence and 
research emerges and as lifestyles and 
technologies evolve.


See also the Transforming Community 
Services (TCS) guides and High Quality Care 
for All: NHS Next Stage Review Final Report 
(Darzi, 2008) for further information and 
support (see Annex A).


68	 www.cqc.org.uk
69	 www.ofsted.gov.uk
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Healthy lives, brighter futures – The strategy 
for children’s and young people’s health was 
published in February 2009 (DH/DCSF, 
2009a). This strategy outlines the 
Government’s vision for improving health and 
wellbeing outcomes for all children and young 
people, for supporting a reduction in health 
inequalities and for building on and providing 
a seamless link with the 0–5 HCP. The 5–19 
HCP will make a crucial contribution to 
achieving these goals. The HCP was first 
introduced in the National Service Framework 
for Children, Young People and Maternity 
Services (DH/DfES, 2004). Building on this, 
the 0–5 HCP was published in 2008. The 
5–19 HCP extends this updated programme 
to cover the full age range outlined in the 
National Service Framework (NSF).


The NSF has been a crucial part of the Every 
Child Matters programme (established in 
2004), which set out the Government’s aims 
for every child, whatever their background 
or circumstances, to have the support they 
need to:


•• be healthy;


•• stay safe;


•• enjoy and achieve;


•• make a positive contribution; and


•• achieve economic wellbeing.


The above is also complemented by a range 
of public service agreement targets that the 
Government has set itself for improving 
children’s and young people’s health. 


A range of additional strategies has also been 
developed to support delivery of this agenda. 
These include:


•• Youth Matters (HM Government, 2005b);


•• Teenage Pregnancy Next Steps  
(DfES, 2006);


•• The Children’s Plan (DCSF, 2007);


•• Healthy Weight, Healthy Lives  
(Cross-Government Obesity Unit/DH/
DCSF, 2008)


•• Youth Alcohol Action Plan  
(HM Government, 2008a);


•• Youth Crime Action Plan  
(HM Government, 2008b);


•• The Children’s Plan One Year On  
(DCSF, 2008c);


•• Staying Safe Action Plan (DCSF, 2008d);


•• Your child, your schools, our future: 
building a 21st century schools system 
(DCSF, 2009a)


•• The protection of children in England: 
action plan (HM Government, 2009a);


•• Healthy Weight, Healthy Lives: One Year 
On (Cross-Government Obesity Unit, 
2009b);


Annex A
Strategic policy context
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•• Be Active, Be Healthy: A plan for getting 
the nation moving (HM Government, 
2009b); and


•• Healthy Children, Safer Communities.70 


The NHS has recently developed its vision for 
the next ten years through High Quality Care 
for All: NHS Next Stage Review Final Report 
(Darzi, 2008). The final report sets out wide-
ranging proposals that place quality of care at 
the heart of everything the NHS does. Its 
ambitions are for an NHS that:


•• helps people to stay healthy;


•• gives people more rights and control  
over their own health and care;


•• gives patients even greater influence  
over the services they use;


•• is pioneering, embracing the best  
new ideas and treatments; and


•• values its staff and empowers them 
to lead local change.


The NHS Next Stage Review: Our vision for 
primary and community care (DH, 2008c) sets 
out how community health services for all 
ages (including children and young people) 
will be transformed in the coming years. This 
programme has implications for ensuring the 
commissioning and delivery of community 
health services for children and young people 
is of the highest quality, and is underpinned 
by world class commissioning (see Annex D). 
The Transforming Community Services (TCS) 
guide for children, young people and families, 
and the TCS guide for health, wellbeing and 
reducing inequalities that are part of 
Transforming Community Services: Ambition 
Action, Achievement (DH, 2009a) provide 
evidence on best practice for improving 
services and developing the workforce. 


70	 Strategy and action plan to promote the health and 
wellbeing of children and young people in contact with 
the youth justice system (forthcoming).


The 5–19 HCP provides a key framework that 
supports delivery of the NHS Next Stage 
Review at national and local level. 
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Universal support for children and 
young people


Health reviews


See Chapters 3 and 4.


Sure Start children’s centres 


Sure Start children’s centres support young 
children under 5 and their families by 
providing easy access to services such as: 
integrated early education and care; health, 
parenting and family support; links to training 
and employment opportunities; and 
information and help from multidisciplinary 
teams of professionals. By 2010 there will  
be 3,500 children’s centres – one for 
every community.


Healthy Schools Programme


The Healthy Schools Programme requires a 
whole-school approach to health promotion 
across four core themes: PSHE; healthy 
eating; PE and physical activity; and mental 
health and psychological wellbeing. The 
enhanced programme in place from 
September 2009 builds on the wellbeing 
element of the 21st‑century school.71


71	 www.healthyschools.gov.uk


Extended services 


By 2010 all schools will be providing access  
to a core offer of extended services. Those 
services include: swift and easy access to 
specialist health and social care services; 
parenting support; childcare in primary 
schools; a varied range of activities, including 
study support in a safe place for primary and 
secondary schools; and community use of 
facilities including adult and family learning 
and information and communication 
technology.


Healthy FE Programme (including 
sports co-ordinators)


A whole-college framework is being 
developed to help improve access for students 
and staff to health-related advice, information 
and guidance, and to promote positive health 
and healthy activities. This will provide the 
underpinning, positive environment for more 
specific initiatives, including providing more 
healthcare facilities on-site. Education sport 
co-ordinators are being introduced into every 
FE college in order to expand the sporting 
opportunities offered to young people.


School Health Teams


See Chapter 2.


Annex B
Programmes and interventions that 
can contribute to delivery of the 
5–19 Healthy Child Programme
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Healthy opportunities 


School meals: Schools are now required to 
ensure that all food they provide complies with 
standards that support a balanced nutritional 
intake. Schools are encouraged to increase the 
number of children eating a school lunch. This 
is particularly important for children from 
poorer families, and schools should seek to 
ensure that all children eligible for free school 
meals take up their entitlement.


Sitting down with friends at lunch can help 
children to learn social skills. Recent research  
by the School Food Trust also suggests that 
improving the food provided and the dining 
environments at lunchtime can have a 
beneficial impact on learning-related 
behaviours in the classroom after lunch in 
both primary and secondary settings. 72 


Cooking: By 2011, learning to cook a range of 
simple, nutritious meals will be a compulsory 
curriculum entitlement for every 11- to 
14-year-old. 


Recreation: LAs are under a statutory duty 
under the Children Act 2004 to provide 
recreation for children and young people.


PE: At least two hours of high-quality PE per 
week within the school day for all 5–16-year-
olds, and a further three hours per week of 
additional sporting opportunities beyond the 
school day for all 5–19-year-olds. The Youth 
Sport Trust and Sport England are working 
closely with School Sports Partnerships and 
County Sports Partnerships to ensure that 
high-quality sporting opportunities are 
available for young people beyond the school 
day, whether on school sites or elsewhere. 
The Association for Physical Education (afPE) 


72	 www.schoolfoodtrust.org.uk/doc_item.
asp?DocCatId=1&DocId=106; 
www.schoolfoodtrust.org.uk/doc_item.
asp?DocCatId=1&DocId=107


recommends, for all children and young 
people 5–18, participation in a minimum of 
one hour of at least moderate intensity 
physical activity every day.


Swimming: Free swimming as part of the 
Free Swimming Programme is available for 
under-16s in participating LAs. 


Additional healthy opportunities: Access to 
additional healthy opportunities in the 
community such as team sports, dance, 
volunteering, drama and music.


The Travelling to School Initiative: This sets 
out a series of measures to support LAs and 
schools to encourage more children to walk or 
cycle to school. By 2010 all primary and 
secondary schools in England are expected to 
have a school travel plan in place.


Change4Life


Change4Life is a social marketing campaign 
that helps families to eat well, move more and 
live longer. It provides resources, ideas and 
events that focus on eight key messages. 
Schools and other organisations can access 
branding and toolkits to help promote these 
messages to pupils and parents.73


Immunisation programmes 


See Annex G.


Social and emotional aspects of 
learning


SEAL provides teachers with a way of teaching 
social and emotional skills to pupils through a 
whole-school approach and across the 
curriculum. As of July 2009, 89.5 per cent of 
all primary schools and 64 per cent of 
secondary schools are using SEAL.74 It is an 
aspiration that all schools are using SEAL. 


73	 www.nhs.uk/change4life
74	 http://nationalstrategies.standards.dcsf.gov.uk/


node/87009
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PSHE and SRE


PSHE and SRE contribute to staying safe and 
the statutory safeguarding duty on schools. 
See Chapter 3.


The new primary curriculum, with integrated 
work in PE, health and wellbeing, supports 
this agenda.


Universal information, advice and 
guidance (IAG)


The Government is reforming IAG for young 
people to ensure that it supports the Raising 
the Participation Age to 18 agenda and 
encourages higher aspirations and 
achievement in learning. A guarantee of IAG 
lies at the heart of the reforms. LAs will be 
expected to offer stronger strategic leadership 
of IAG and to commission high-quality 
services from Connexions, voluntary and 
community service organisations and private 
sector organisations. 


Positive activities


Provided through a wide range of statutory 
and voluntary sector youth work providers, 
offering ‘places to go, things to do and people 
to talk to’ in communities and on residential 
activities, encompassing the uniformed groups 
(Scouts and Guides etc.) and opportunities for 
young people to have a ‘voice and influence’ 
on local services and their provision, and 
accessing a range of health-promoting activity 
and education.


You’re Welcome quality criteria


DH has developed and published the You’re 
Welcome quality criteria: Making health 
services young people friendly (DH, 
2007), which is a set of principles to support 
health service providers and commissioners to 
improve service acceptability, accessibility and 
quality. The criteria are designed to be applied 


to all health services in the community and in 
hospitals, including specialist provision.


Public health media campaigns


For example: Want Respect, Use a Condom 
(raising awareness among sexually active 
teenagers of the risks of unprotected sex and 
on associating condom use with gaining peer 
respect); Know Your Limits (urges young 
drinkers to know their limits and stay within 
them, designed to get the message across that 
too much alcohol makes people feel invincible 
when they are at their most vulnerable); and 
the I Wanna Be Like You marketing campaign 
(which highlights the damaging role 
of adults in promoting smoking among 
young people). 


NHS Teen LifeCheck


The NHS Teen LifeCheck is a confidential, 
online tool that has been designed to 
empower young people aged 12–15 to take 
greater control of their health and wellbeing.75


Websites/helplines


For example, FRANK (online and  
over-the-phone information and support for 
young people about the risks and dangers of 
drugs and their use) and Sexwise (provides 
similar support and advice on sexual health 
issues). Teenage Health Freak is another 
well-regarded and well-used 
site developed by two GPs using 
young-person-friendly language. 


HealthSpace


Anyone with an email address who is 16 years 
old or above and living in England can open a 
basic HealthSpace account, which allows 
people to store and keep track of their health 
information, such as blood pressure, blood 
sugar levels, height and weight, and ‘peak 


75	 www.teenlifecheck.co.uk
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flow’. In time, it will allow people to access 
their own health record.


Online parental and carer support


For example, the DCSF Parent Know How 
programme.76 This programme has been 
designed to transform the provision of 
support and information to all parents. It has 
a particular focus on meeting the needs for 
parents who are not as well served by 
current services as they could be. This includes 
parents of disabled children, fathers from all 
backgrounds and parents of teenage children.


Working with key third and private sector 
organisations to deliver services, Parent Know 
How enables support through telephone 
helplines, digital services and syndicated print, 
video and audio content.


The Parent Know How directory 


An online signposting system on Directgov for 
services which may be of benefit to parents. 
It offers parents and those working with them 
the ability to search for information about 
childcare and family services in their local 
community and nationally. The directory will 
increasingly be available on LA, voluntary and 
private sector websites. 


Early intervention for at‑risk 
children and young people


Targeted youth support


Targeted Youth Support (TYS) brings together 
schools, health services, the voluntary sector, 
police, youth service providers, Connexions 
and other partners in order to improve the 
way that at-risk young people are supported. 
TYS focuses on the early identification of 
at-risk young people, prevention of problems 
before they escalate, and multi-agency 


76	 www.dcsf.gov.uk/parentknowhow


support co-ordinated by a lead professional 
when problems do emerge. 


Positive Activities for Young People


Positive Activities for Young People (PAYP) 
was launched in July 2003 and provides a 
broad range of constructive activities for 
8–19-year-olds at risk of social exclusion. 
PAYP is targeted specifically at young people 
not fully engaged in education, those with a 
low level of school achievement, and those at 
risk of becoming involved in crime and 
anti‑social behaviour. Referral agencies 
include youth offending teams, Connexions 
and Behaviour Improvement Programmes 
in schools.


Common Assessment Framework77


The CAF is a key part of delivering frontline 
services that are integrated and focused 
around the needs of children and young 
people. It is a standardised approach to 
conducting a holistic assessment of a child’s 
or young person’s ‘additional needs’ and 
deciding how those needs should be met in a 
co-ordinated way. It has been developed for 
use by all professionals – including health – 
across children’s services in England so that 
they can communicate and work more 
effectively together. This also reduces the 
need for children and families to re-tell their 
stories to different practitioners.


‘Additional needs’ are defined as those 
which need targeted support within 
universal settings.


77	 www.dcsf.gov.uk/everychildmatters/strategy/
deliveringservices1/caf/cafframework
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Targeted Mental Health in Schools 
programme


This aims to support the development of 
innovative models of emotional and mental 
health support in participating schools for 
children and young people aged 5–13 at risk 
of, and/or experiencing, mental health 
problems, and their families. The Government 
announced the roll‑out of TaMHS in 
November 2008, with a further 55 LAs 
joining the project in April 2009 and 
a further 72 scheduled to join in 2010. 


National support programme for 
mental health


In November 2008, Children and young 
people in mind: the final report of the 
National CAMHS Review was published. One 
of the key recommendations was to set up a 
national support programme to help local 
areas to deliver on this challenging agenda. 
The Government has also agreed in principle 
to take forward other key recommendations 
within the report on: improving access for 
children, young people and their families to 
mental health support through universal 
services; improving the access to, quality and 
impact of mental health services for at-risk 
children and young people; and ensuring that 
parents and carers have access to high-quality 
advice and support when they are concerned 
about their children’s mental health.


MST/MST-CAN projects


MST is an evidence-based community 
programme now being piloted to support 
young people and their families where those 
young people are at risk of out-of-home 
placement in either care or custody. MST 
teams work with young people and their 
families to: increase parenting capacity; 
increase young people’s engagement with 
education and training; promote pro-social 
activities for parent and child; reduce young 


people’s offending behaviour; increase family 
cohesion; and tackle underlying health or 
mental health problems in the young person 
or parent, including substance misuse. 


Looked after children: Mental health 
strengths and difficulties questionnaire, 
multidimensional treatment foster care 


All LAs are now assessing the mental health 
and emotional wellbeing of children in care 
through SDQs. LAs, as corporate parents, will 
be expected to use the data to inform 
priorities and their arrangements for 
commissioning services for children in care, 
and to work with carers to ensure that 
effective intervention is always taken when an 
SDQ suggests that a child or young person 
has a significant mental health problem.


The pilot programme of multidimensional 
treatment foster care for adolescents with 
complex needs and challenging behaviour 
includes teams providing intensive support to 
foster carers, children and birth families. The 
programme has achieved a substantial 
improvement in future  
placement stability. 


Early Support Programme (ESP) for 
disabled children


The ESP provides young disabled children and 
their families with joined-up, co-ordinated 
services and better, more accessible 
information. The ESP promotes the ‘Team 
Around the Child’ approach, providing a 
structured framework for lead professionals 
who are taking on a key worker role with 
families. The ESP approach has now been 
introduced to nearly 90 per cent of LAs across 
the country – providing them with training, 
materials and the culture change required to 
make a real difference to families on the 
ground.
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Staying Positive – The Young People’s 
Expert Patient Programme (YPEPP)


Young people coping with disability, a long-
term condition or other complex healthcare 
needs, and their families, will often become 
experts in their own care. The YPEPP has been 
developed to ensure that young people have 
the same access to self-care support as adults. 
The children’s self-management programme 
shows improvements by participants in areas 
such as medication adherence, communication 
with healthcare professionals, self-confidence, 
peer issues and school attainment. It has 
particular value in supporting young people as 
they make the transition to adult services. 


Transition Audit Framework/Transition 
Support Programme


The Transition Support Programme will tackle 
the barriers that prevent LAs and PCTs from 
meeting their duties towards disabled young 
people to ensure that they experience a 
smooth transition to adult life, with the right 
support to make choices that other young 
people take for granted. The audit framework 
supports commissioners and providers in 
designing services. The transition between 
young people’s and adult services is particularly 
important in mental health, where services for 
16–24-year-olds continue to develop.


Aiming High for Disabled Children 
(AHDC) programme


AHDC aims to transform the experience of 
services for disabled children and their 
families. This comprehensive programme 
includes a range of measures to support 
access and empowerment for disabled 
children and families, responsive services and 
timely support, and improved service quality 
and capacity. Recent additional funding will 
support the NHS in delivering commitments 
made around palliative care, short breaks, 
community equipment and wheelchair 


services. This will enable health, social care 
education commissioners and providers 
to work together locally to build more 
responsive services.


Special educational needs provision


Better Communication (DH/DCSF, 2008b) – 
the Government’s response to the Bercow 
Review of services for children with speech, 
language and communication needs (SLCN) – 
sets out a series of initiatives to improve 
services for children with SLCN. 
Commissioners in LAs and PCTs are being 
encouraged to improve joint commissioning 
of effective services for children with SLCN, 
which are often variable and inequitable. 
Initiatives to support improved commissioning 
include local commissioning pathfinders, 
which are helping to develop a joint 
commissioning framework, appropriate tools 
and guidance, and a research programme to 
produce evidence on the cost-effectiveness of 
interventions to support the progress of 
children with SLCN.78 


Managing Medicines in Schools 
guidance


To support children with long‑term conditions 
in schools, Managing Medicines in Schools 
will include guidance relating to children with 
complex health needs as well as clear 
recommendations for different partners, 
including schools and PCTs.


Family Intervention Projects


FIPs provide targeted whole-family support, 
including health services for some of the most 
at-risk children and families in the country. 
All LAs are receiving funding to provide 
support and challenge to families with 
multiple problems.79 These projects deliver a 
multi-agency support package that addresses 


78	 www.dcsf.gov.uk/slcnaction 
79	 www.dcsf.gov.uk/ecm/thinkfamilygrant
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the needs of the whole family. A key worker 
works closely with the families co-ordinating 
services, such as CAMHS, adult mental health 
services and young people and adult 
substance misuse services. They provide 
practical support such as parenting and life 
skills, using a combination of support and 
sanctions. An independent evaluation report 
(White et al./NCSR, 2008) is now available.


Family Pathfinders


Family Pathfinders will introduce an integrated 
approach to supporting families with complex 
needs, including better integrated services and 
multi-agency teams. They will test the ‘Think 
Family’ approach, which will consider the 
needs of the entire family rather than just the 
individual members within them, in 15 LA 
areas. These areas will disseminate the 
findings across all LAs aiming to help to 
tackle intergenerational inequalities and 
exclusion, and help to enable local families 
to help themselves.


The approach follows four principles:


•• No wrong door – contact with any service 
offers an open door into a system of 
joined-up support.


•• Look at the whole family – services working 
with both adults and children take into 
account family circumstances 
and responsibilities.


•• Provide tailored support to need – tailored 
and family-centred packages of support are 
offered to all families at risk.


•• Build on family strengths – practitioners 
work in partnerships with families, 
recognising and promoting resilience and 
helping them to build their capabilities. 


Parenting Early Intervention 
Programme (PEIP)


The PEIP targets parents of children aged 
8–13 at risk of negative outcomes and will roll 
out evidence-based parenting programmes 
across the majority of LAs between 2008/09 
and 2010/11. An evaluation of the original 
pilot found that the PEIP almost halved the 
number of parents who classified their 
children as having significant behavioural 
difficulties (Lindsay et al., 2008). 


Family Nurse Partnership (FNP)


FNP is an evidence-based, intensive and 
preventive programme for vulnerable, 
first‑time young parents. Specially trained 
family nurses visit parents from early 
pregnancy until the child is two years old. The 
goal of the FNP is to improve antenatal 
health, child health and development and 
parents’ economic self-sufficiency. Building on 
the relationship, the programme guidelines, 
methods and materials guide mothers, and 
fathers if present, to care well for their child 
physically and emotionally as well as pursuing 
their own life course.80


Parent support advisors


Parent support advisors give one-to-one 
support to parents needing extra help with 
certain issues – such as school behaviour, 
school attendance and engaging with 
schools – in order to encourage effective 
dialogue between parents and teachers 
about their child’s progress, learning 
and development. 


80	 www.dcsf.gov.uk/everychildmatters/strategy/parents/
healthledsupport/healthledsupport
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The right workforce, with the right 
competencies, is critical to successful delivery 
of the 5–19 HCP and improving outcomes 
and experiences for children and young 
people and their families. 


Children and young people have said that 
they want to receive services and care from 
a workforce:


•• which is positive, has a young outlook, is 
relaxed in dealings with them, is open-
minded and unprejudiced, and is 
trustworthy;


•• whose behaviour is characterised by 
fairness, willingness to trust and believe in 
the child or young person, asking and 
listening, helpfulness in creating 
understanding among their peers, not 
prejudging their needs or characteristics, 
keeping promises and ease of contact; and


•• whose processes are transparent, honest, 
inspected and explained – with visible 
actions as a result, channels to voice 
opinion, providing real options, supported 
by enough resources/staffing, realistic,  
and without undue pressure or cause  
of unnecessary worries.


The 2020 Children and Young People’s 
Workforce Strategy (DCSF, 2008e) sets out 
the Government’s vision that everyone who 


works with children and young people 
should be:


•• ambitious for every child and young 
person – helping those they work with to 
succeed and committed to helping every 
child to meet their full potential as healthy 
and safe, independent learners, thinkers 
and members of society;


•• excellent in their practice – driven by 
evidence, reflective in their practice, 
committed to continued development and 
improvement, confident in their specialist 
skills and knowledge, and respectful of the 
skills and knowledge of colleagues;


•• committed to partnership (with children, 
young people and their families) and 
integrated working (learning from and 
respecting each other’s contribution, and 
working together across all sectors  
and agencies); and


•• respected and valued as professionals – 
people who work with children and young 
people, including the volunteer workforce, 
will have the skills, knowledge and 
professional empowerment to make a 
difference and will be recognised and 
rewarded for what they do. They will have 
access to good-quality and relevant training 
and have strong, professional leadership, 
committed to excellence. 
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The 5–19 HCP Team
It will be for local areas to define and then 
build their 5–19 HCP Team as determined by 
local need – i.e. decisions about the sort of 
practitioners needed should be based on the 
competencies required to deliver desired 
outcomes. However, the recommended core 
competencies of the 5–19 HCP Team are 
outlined below:


Leadership


•• A team led by a professional with the 
appropriate competencies to oversee 
delivery of the HCP to a defined population 
(ideally, although not necessarily, a health 
professional).


Identifying needs


•• A team that understands the implications of 
the health needs assessment which 
underpins the configuration of services.


•• A team with the necessary skills to identify 
particularly at-risk children and young 
people, assess and respond effectively to 
their needs early and demonstrate a 
commitment to reducing health inequalities.


Skills and knowledge 


•• A team where all practitioners are able to 
demonstrate a basic level of competence in 
the six areas of The Common Core of Skills 
and Knowledge for the Children’s 
Workforce (HM Government, 2005a). 


These are:


–– effective communication and 
engagement with children, young 
people, their families and carers;81


–– child and young person development;


81	 http://hbr.nya.org.uk
(Hear by Right is a tried and tested standards framework 
for organisations across the statutory and voluntary 
sectors to assess and improve practice and policy on the 
active involvement of children and young people.)


–– safeguarding and promoting the welfare 
of the child (every adult who works with 
a child or young person has a duty to 
safeguard and promote their welfare and 
should follow local safeguarding 
procedures where there is cause for 
concern (CQC, 2009));


–– supporting transitions;


–– multi-agency working; and


–– sharing information (HM Government, 
2008d).


•• A team with appropriate qualifications and 
training – allowing progression, continuing 
professional development and mobility 
across the children’s and young people’s 
workforce. Examples include all doctors, 
nurses, allied health professionals, youth 
workers and teachers receiving appropriate 
training (including the adolescent 
e-learning programme,82 the forthcoming 
strand focusing on 5–11-year-olds and the 
CAMHS module on the school-age child83). 


•• A team with up-to-date knowledge and 
skills across key areas. This 5–19 HCP 
identifies key health areas and advances in 
our understanding of child development 
and effective interventions. The knowledge 
and skills of the team delivering the 
HCP will need to reflect these changes 
and be flexible and receptive to future 
developments. In addition to existing public 
health and child development knowledge 
and skills, topics identified in this guidance 
for greater focus are:


–– the promotion of emotional health  
and wellbeing;


–– the early identification and prevention  
of obesity; 


82	 www.rcpch.ac.uk/Education/Adolescent-Health-Project 
83	 http://learning.camhs.org.uk
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–– knowledge about vaccine preventable 
diseases and the universal and targeted 
immunisation programmes;


–– reducing alcohol misuse; 


–– reducing teenage pregnancy and STI 
rates (including knowledge and skills to 
effectively deliver PSHE and SRE);


–– factors influencing health choices and 
behaviour change; 


–– parenting support, using strength-based 
and promotional intervening skills  
and tools (including a focus on 
supporting fathers);


–– high-level skills to deliver an intensive 
programme to at-risk children, young 
people and their families; and


–– an understanding of national  
screening programmes.


•• School and children’s centre leaders will 
need to have an understanding of how to 
promote health and wellbeing. The 
National College for Leadership of Schools 
and Children’s Services has been supporting 
school and children’s centre leaders with 
this important new agenda since the 
inception of the Every Child Matters 
Change for Children Agenda and 
associated Children’s Act 2004 and 
Education and Inspections Act 2006 with 
the statutory duty on schools to promote 
the wellbeing of their pupils. 


Guidelines


•• A team that applies good practice 
guidelines, where available, to ensure 
robust and consistent delivery of services. 
For example:


–– You’re Welcome quality criteria: Making 
health services young people friendly 
(DH, 2007);


–– The Good Practice Guidelines for 
Healthy Youth Work;84 and


–– DH revised guidance for healthcare 
professionals on the provision of 
contraceptive services for under-16s.85


Teamworking


•• A multiskilled team working in partnership 
with the full range of practitioners and 
settings required in order to meet the 
health and wellbeing needs of children and 
young people in the locality. Teamworking 
can greatly benefit from, but does not 
depend on, co-location. What matters is 
that people meet regularly to review the 
programme and discuss individual children 
and young people. Teamworking across 
service boundaries requires practitioners to:


–– develop trusting relationships, based on 
a shared purpose, values and language;


–– understand confidentiality and consent 
and know when and how to share 
information appropriately;


–– make use of common processes, such  
as the CAF; and


–– nominate a lead professional to 
co‑ordinate activity.


•• A team that, while recognising the school 
as a key setting, is able to work flexibly 
across a range of settings to ensure that 
children and young people have access to 
the appropriate services and support. 


•• A team where everyone is aware of their 
own areas of responsibility and those of 
others, how they interact and overlap  
with other roles, the skills and knowledge 
they require to do the job and the limits 
to their competence.


84	 www.nya.org.uk/information/122161/
goodpracticeguidelines


85	 www.dh.gov.uk/en/Publicationsandstatistics/Publications/
publicationspolicyandguidance/DH_4086960
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•• A core team with clear arrangements  
for engaging and drawing in support  
from services outside the core team  
(while also recognising where issues can 
be dealt with in-house and avoiding 
unnecessary referrals).


Accountability 


•• Clear lines of accountability and 
responsibility are in place, especially  
when these transcend traditional 
organisational boundaries.


Parents and carers


•• A team with the competencies and capacity 
to build effective relationships with parents 
and carers and support them in promoting 
healthy lifestyles. All practitioners working 
with this client group are expected to 
demonstrate compliance with the National 
Occupational Standards for Work  
with Parents.86


Administrative support


•• A team that has appropriate administrative 
arrangements in place so that practitioners 
can use their time most effectively.


The HCP Team leader
It is recommended that the leader of a  
locality-wide HCP Team has a core set of 
competencies to lead this team effectively 
across the whole population of school‑aged 
children:


•• Leadership skills to oversee the delivery  
of the HCP to a defined population.


•• A good level of understanding of local 
population needs. 


86	 Nationally agreed statements of competence which 
describe what an effective and competent worker does 
and needs to know in order to deliver quality in their job, 
as well as describing how they should promote and 
support effective information sharing 
(see www.parentinguk.org/2/standards).


•• A strong holistic public health focus 
(prevention, early detection and 
management of poor health, as well  
as the development of child wellbeing).


•• Leadership skills to plan and deliver 
effective immunisation programmes or 
to ensure that these services are being 
provided locally to meet the needs of 
children and young people. 


•• Is aware of, and ensures that the team 
follows, local safeguarding procedures.


•• Facilitation – ensures that the various  
team members contributing to the HCP 
communicate with each other and provide 
an holistic, co-ordinated service tailored to 
local needs.


•• The skills to ensure that the universal needs 
of families are met and that robust 
arrangements are in place for identifying 
children, young people and families who 
need extra support, assessing their needs 
and co-ordinating multi-agency activity.


•• The ability to quality-assure the services 
delivered (e.g. a service merely handing out 
condoms is not a gold standard sexual 
health service) and monitor outcomes and 
delivery of the programme.
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Commissioning for the 5–19 HCP is a robust 
process underpinned by WCC competencies. 
Securing better health for children and young 
people through world class commissioning: 
A guide to support delivery of Healthy lives, 
brighter futures: The strategy for children’s 
and young people’s health (DH/DCSF, 
2009b), published alongside the child health 
strategy, sets out the vision for commissioning 
for all health services for children and young 
people, including the 5–19 HCP.87 It outlines 
the three phases of commissioning for 
children’s health outcomes and how the WCC 
competencies apply across these stages. 


This annex outlines how the HCP can support 
commissioners through these phases. 
It applies across all services including the PCT, 
LA and more widely. This includes joint 
commissioners working on behalf of more 
than one partner.


Phase 1: Needs assessment and 
strategic planning
•• Framework for assessing current outcomes 


(see Annex H) and for early identification 
of population needs (see Chapter 5). 
These will guide the JSNA and 
development of CYPP.


•• Schedule of evidence-based universal 
and targeted services (see Chapter 4). 
This includes statutory obligations 


87	 See also Department of Health (2007) Promoting mental 
health for children held in secure settings: A framework 
for commissioning services. London: DH (available at 
www.dh.gov.uk/en/Publicationsandstatistics/Publications/
PublicationsPolicyAndGuidance/DH_073414).


(e.g. arrangements for looked after 
children), national recommendations and 
guidelines (e.g. immunisation schedule, 
NSC recommendations) and evidence-
based recommendations from the literature 
review and expert review process. This 
schedule encourages commissioners to: 


–– identify evidence-based interventions  
to address local needs (bearing in mind 
that implementing a programme well 
may be as important as choosing the 
right intervention); and


–– identify currently provided services that 
are not supported by evidence and 
decide whether continued investment 
in these services is justified.


•• Guidance on identifying important  
groups of at-risk children and families  
and the infrastructure required to meet 
their needs (Annex E).


•• Summary of strategic policy context, 
important recent initiatives and new 
research relevant to children’s and young 
people’s health (Annex A and Chapter 2).


•• Evidence base to support the principle of 
investing in preventive services for children 
and young people (Chapter 1).


•• Summary of new tools to support information 
sharing and needs assessment (Chapter 2).
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Phase 2: Shaping and managing 
the market
•• Guidance on organisational and 


governance arrangements for HCP Teams 
(Chapters 1 and 5).


•• Guidance on workforce aspects of service 
delivery (Annex C). 


•• Case studies and examples of good practice 
(see the forthcoming HCP webpages on 
www.dh.gov.uk).


•• Summary of new tools to support information 
sharing and needs assessment (Chapter 2).


Phase 3: Improving performance, 
monitoring and evaluating
•• Summary of expected HCP outcomes 


(Annex H).


•• Metrics for use in contracts and for 
monitoring performance against those 
contracts. These include indicators: 


–– drawn from PSA targets;


–– drawn from the 198 LAAs 
(performance framework); 


–– the NHS operating framework Vital 
Signs; and


–– indicators reflecting best practice.


Further support 
DCSF, in partnership with DH, has made 
significant support available through the 
Commissioning Support Programme 
for CTBs.88 


The programme provides access to examples 
of good practice and expertise that already 
exist, and provides structured support to all 
partners in Children’s Trusts to enable them to 
identify the opportunities and challenges 
around the strategic commissioning of services 


88	 www.commissioningsupport.org.uk. 


to deliver positive outcomes for children and  
young people.


A commissioning community of practice, 
including an online presence developed with 
commissioners, facilitates networking and 
resource exchange. 


The local Children’s Trust will have a 
commissioning champion acting as the key 
link for the programme. In addition, the SHA 
should be linked into the programme’s 
regional structure. 
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It is recommended that systems are in place 
for identifying particularly at-risk children and 
young people, so that appropriate support can 
be given. Practitioners and commissioners 
need to be aware of additional risk factors 
associated with the following groups and 
ensure additional targeted/specialist support  
is available.


Children and young people with 
complex or enhanced needs
These include children and young  
people who: 


•• are ill; 


•• are disabled;


•• have complex or long-term health needs; 


•• have SEN; and


•• have mental health problems which require 
a multidisciplinary approach.


Children and young people whose 
family background puts them at 
higher risk
These include:


•• families where one or both parents grew  
up in care; 


•• parents with serious mental health, drug or 
alcohol problems; 


•• parents who have learning difficulties;


•• children and young people who have 
experienced neglect;


•• families living in poor/deprived housing; 


•• families with a young mother or  
young father; 


•• families where a close family member  
is in custody;


•• families where the mother’s main language 
is not English; 


•• families where the parents are not 
co‑resident; and


•• families where overweight and obesity 
are prevalent.


Children and young people not 
accessing or poorly served by 
existing services
These include:


•• looked after children whose health 
outcomes are often poor, especially as 
regards mental health;


•• young carers;


•• those children and young people who had 
little or no health surveillance or screening 
in the early years;


•• homeless children and young people or 
those living in temporary accommodation;
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•• refugee children and young people  
and asylum seekers;


•• travellers;


•• children and young people in custody 
including the secure estate;


•• BME children and young people; and


•• LGBT children and young people.


Children and young people with 
particular behaviour/lifestyle risks
These include children and young  
people who:


•• are not in education, employment  
or training; and/or


•• are engaging in or at increased risk of 
engaging in risk-taking behaviour 
(e.g. drugs, alcohol, unsafe sex).


Service providers have a responsibility to all 
children and young people, regardless of 
setting, so the HCP should apply, for example, 
to those educated at home, those attending 
short stay schools and those in contact with 
the youth justice system (in the community or 
the secure estate).


There is also a responsibility to help manage 
the transition of young people vulnerable to 
poor outcomes and those with long-term 
conditions to adult services. This includes 
young people suffering from mental disorder 
and the management of their transition into 
AMH services. 


Any system of early identification has to be 
able to: 


•• identify the risk factors that make some 
children and young people more likely to 
experience poorer outcomes in later 
childhood, adolescence and adulthood, 
including family and environmental factors; 


•• include protective factors as well as risks; 


•• be acceptable to parents, children and 
young people; 


•• promote engagement in services and be 
non-stigmatising;


•• be linked to effective interventions; 


•• capture the changes that take place in  
the lives of children, young people and 
their families; 


•• include parental, child and adolescent risks 
and protective factors; and 


•• identify safeguarding risks for the child and 
young person. 
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For primary school aged children
At or around the time of school entry every 
child should have a vision and hearing test 
performed to prescribed guidelines. Parents 
should be told that they are welcome to 
attend the screening tests but that if they are 
unable they should give permission for them 
to be done in their absence. Colour vision 
screening should not be done. 


Height and weight should be measured and 
plotted on a chart to identify children with 
growth disorders which can also be used as 
part of the NCMP. 


For secondary school aged  
young people
Vision screening


There is no evidence for or against a further 
universal vision test when starting secondary 
school but opinion suggests that this should 
be undertaken in schools with very high levels 
of deprivation; in the remainder, any child 
with concerns about vision, or learning or 
physical co-ordination problems, should be 
advised to attend an optometrist. 


Chlamydia screening


Genital Chlamydia trachomatis infection is 
the most commonly diagnosed bacterial STI 
in genitourinary medicine clinics in the UK. 
The infection can cause pelvic inflammatory 
disease (PID) in women and reduce fertility in 
men, possibly by damaging sperm. The goal 
of the National Chlamydia Screening 


Programme (NCSP) in England is to control 
chlamydia through the early detection and 
treatment of asymptomatic infection; to 
prevent adverse outcomes such as reduced 
fertility; and to reduce onward disease 
transmission. The NCSP has taken innovative 
approaches using a wide variety of patient 
recruitment methods, premises and personnel 
to ensure wide coverage.


Men and women aged under 25 years who 
have ever been sexually active are offered, or 
may request, a chlamydia screen. Those aged 
under 16 may be included if deemed Fraser 
competent to consent.89 Contacts of screened 
positives are included, regardless of age. 
Sexually active men and women under the 
age of 25 should be encouraged to get 
screened annually or whenever there is a 
change in sexual partner. The NCSP is a 
complicated and demanding programme to 
provide on a national scale. Coverage of the 
most at-risk groups and the need for repeated 
testing are likely to remain challenging; 
ensuring easy access to tests and treatment 
is therefore essential. 


89	 www.dh.gov.uk/prod_consum_dh/groups/dh_
digitalassets/@dh/@en/documents/digitalasset/
dh_4086914.pdf 
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Immunisations should be offered to all 
children and young people in accordance 
with the routine immunisation schedule.90 
GP practices and child health information 
systems/child health record departments 
maintain a register of children and young 
people, issue immunisation invitations, record 
details of immunisations given and maintain 
a record of any adverse reactions on the 
GP record. 


Local planning should aim to target excluded 
or vulnerable families. 


PCTs are responsible for making contractual 
arrangements with the NHS (or other 
providers) for delivery of immunisation 
programmes as outlined in the routine 
immunisation schedule. Some PCTs have 
dedicated vaccination teams to administer 
vaccines to school age children; in other areas 
the task falls largely to the school nursing 
team, some of whom will use the contacts to 
deliver health promotion. A few PCTs 
currently commission GP practices to offer 
immunisation to school age children. Current 
evidence suggests that the routine 
immunisation of school age children is most 
efficiently delivered through schools. This 
approach is likely to provide higher vaccine 


90	 The current routine immunisation schedule, together with 
additional vaccines recommended for some groups, can 
be found at www.immunisation.nhs.uk. Further 
information is available at www.dh.gov.uk/greenbook.


coverage and be more acceptable to parents 
and pupils.91


Local needs assessment and skills mix should 
determine the most effective use of staff to 
deliver against local and national priorities. 
Arrangements should be in place to ensure 
the human papillomavirus (HPV) vaccination 
for 12–13-year-old girls, as well as tetanus, 
diphtheria and polio vaccine (td/IPV) for 
teenagers, are provided. 


At both primary and secondary school entry and 
on other opportunistic contacts, completion of 
the pre-school programme should be checked 
by health professionals delivering the HCP. 
Particular attention should be taken to ensure 
children and young people have received two 
doses of the measles, mumps and rubella 
vaccine (MMR)92 and are thereby protected 
against measles, mumps and rubella.


If outstanding immunisations are identified, 
children and young people should be referred 
to their GP practice or another provider to 
receive the necessary vaccines.


Bacille Calmette-Guérin (BCG)
The universal BCG vaccination programme 
delivered through schools was replaced in 
2005 with an improved programme of 
targeted vaccination for those individuals who 
are at greatest risk. 


91	 Also see further guidance from NICE on increasing 
immunisation uptake among those aged under 19 years 
where uptake is low (http://guidance.nice.org.uk/PH21).


92	 It is never too late to have the two doses of MMR.
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The programme identifies and vaccinates 
babies, children and young people who are 
most likely to catch the disease, especially 
those living in areas with a high rate of 
tuberculosis (TB) or who were born, or whose 
parents or grandparents were born, in a 
country where the prevalence of TB is high.


Hepatitis B
Children and young people at increased risk of 
contracting hepatitis B should be immunised. 
These will include those who live in close 
contact with someone infected with hepatitis 
B, those who regularly receive blood 
transfusions (for example, haemophiliacs)  
and those who travel to countries where 
hepatitis B is common. In the UK, hepatitis B 
infection is most common among people  
born in countries where its prevalence is  
high. Acquisition of hepatitis B infection in 
adulthood is more likely through sexual 
transmission or the sharing of blood-
contaminated needles by injecting  
drug users. 


Seasonal influenza 
Children and young people who are more 
likely to develop complications from influenza 
should be immunised with the seasonal 
influenza vaccine. These include those:


•• with chronic (ongoing) lung diseases such 
as cystic fibrosis and severe asthma;


•• with diabetes;


•• with a suppressed immune system; and


•• with serious liver, heart or kidney disease.


Human papillomavirus vaccine
In September 2008, an HPV vaccination 
programme was introduced. The HPV vaccine 
protects against cervical cancer caused by HPV 
types 16 and 18 (which account for over 70 
per cent of cervical cancer cases). Three doses 
of the vaccine are needed over about a six-
month period. The HPV vaccine is routinely 
offered to girls aged between 12 and 13 years 
(school year 8). A catch-up programme 
running between 2008 and 2011 is also 
offering the vaccine to girls up to the age of 
18. 


Tetanus, diphtheria and  
polio booster
Td/IPV is a booster vaccine given to young 
people between the ages of 13 and 18, 
boosting protection against tetanus, 
diphtheria and polio (IPV inactivated  
polio vaccine). 
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Effective delivery of this good practice 
programme, over time, may contribute to 
improvements in a number of areas. These 
are outlined below.


Improved quality of services 
Improving the quality and reach of existing 
services and health promoting settings  
are necessary precursors to improving the 
health and wellbeing of children and young 
people. The following are examples of key 
markers on the journey to health and  
wellbeing improvement: 


•• proportion of children who receive vision 
and hearing screening tests at or around 
school entry;


•• proportion of children who complete 
immunisation by recommended ages e.g. 
girls in secondary school completing their 
three-dose course of the HPV vaccine and 
teenagers receiving the Td/IPV vaccine;


•• proportion of initial assessments for 
children’s social care carried out within 
seven working days of referral; 


•• proportion of children with long-term 
medical conditions and/or significant 
disabilities who have an individual care 
pathway in place; 


•• proportion of PCTs and LAs that are 
providing a comprehensive CAMHS; and


•• proportion of looked after children who 
receive a specialist CAMHS.


Progress may also be reflected in uptake of 
quality-assured national schemes, including:


•• proportion of PCTs implementing  
You’re Welcome quality criteria;


•• proportion of schools with National Healthy 
School Status and participation in the 
Healthy School enhanced model;


•• proportion of FE institutions using the 
Healthy FE Framework; and


•• numbers of doctors, nurses and allied 
health professionals trained in adolescent 
health through the Adolescent Health 
Project e-learning programme.93


Improved experience of services
In turn, implementation of the 5–19 HCP 
should result in greater satisfaction of children, 
young people and their families’ experiences 
with health services and wider health 
promoting settings. Examples of key 
measures are:


•• children’s, young people’s and parents’ 
perceptions of the extent to which schools 
promote healthy lifestyles;


93	 www.rcpch.ac.uk/Education/Adolescent-Health-Project
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•• proportion of young people who feel  
they have easy access to appropriate  
health services;


•• proportion of young people who know 
where and how to access contraceptive and 
sexual health services;


•• proportion of young people who feel  
their health practitioner keeps things 
confidential;


•• proportion of parents who know where 
and how to access parenting advice; and


•• parents’, children’s and young people’s 
experience of services for disabled children.


Improved health and  
wellbeing outcomes
Implementation of the 5–19 HCP should 
contribute to a number of improved public 
health outcomes for children and young 
people over the longer term. Many of these 
outcomes are already being monitored as key 
indicators within national strategies and local 
plans. Examples include: 


•• proportion of children who enjoy good 
relationships with their family and friends;


•• numbers of children and young people who 
have experienced bullying; 


•• proportion of children and young people 
participating in PE and sport, and other 
forms of physical activity;


•• rates of obesity; 


•• under-18 conception rates;


•• proportion of young people who  
frequently use illicit drugs, alcohol or 
volatile substances;


•• proportion of young people smoking;


•• rates of chlamydia diagnoses; 


•• rates of hospital admissions caused by 
unintentional and deliberate injuries to 
children and young people;


•• rates of hospital admissions for alcohol-
related harm; and


•• numbers of children and young people with 
good control and management of chronic 
illness or disability. 


Contribution to improved broader 
health and wellbeing outcomes 
While recognising that most areas of children’s 
and young people’s lives are determined by a 
wide range of individual, family, community 
and societal factors, effective implementation 
of the 5–19 HCP should over the longer term 
make a significant contribution to a number 
of broader wellbeing outcomes for children 
and young people. Once again, many of these 
are measured as part of national indicator sets 
and form a key part of local delivery plans for 
children and young people. As far as possible, 
there should be a balance between indicators 
of positive contributions as well as those  
that are more prevention focused.  
Examples include:


•• participation in positive activities;


•• school attendance rates;


•• permanent school exclusions;


•• achievement at key stage 1, 2, 3 
assessments and GCSE;


•• achievement of a level 2 qualification by 
the age of 19;


•• proportion of 16–18-year-olds who are not 
in education, employment or training; and


•• number of first-time entrants to the youth 
justice system aged between 10 and 17 
years.
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Improved data collection and 
analysis for needs-led 
commissioning and service 
provision
Regular review of all these indicators should 
take place at local, regional and national 
levels. In addition to looking ‘population 
wide’, the position of specific sub-groups with 
particular vulnerabilities (see Annex E) should 
be monitored. There is also a need to focus on 
age and gender differences, recognising that 
children and young people are not a single 
homogeneous group. At local, regional and 
national level, commissioners and providers 
need to be clear as to how they will act on 
what the data tells them.


Drawing together all this information can also 
provide a useful starting point for a needs 
analysis of where activity is most needed. As 
most of these indicators are already national 
and local commitments, data are readily 
available e.g. through local JSNAs and annual 
reporting for comprehensive area assessments, 
as well as the National ChiMat94 and other 
public health observatories.95


94	 www.apho.org.uk/default.aspx?QN=CHIMAT_HOME
95	 www.apho.org.uk
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Transforming services designed to protect and 
safeguard children and young people will 
require strong and effective leadership, robust 
staff training, support and clinical supervision, 
early intervention, adequate resources, 
excellent performance management, 
inspection and support.


In addition to the statutory named nurse in 
the safeguarding children role for each 
provider organisation, HCP Teams might find 
it helpful to have an individual (in NHS terms, 
at least a Band 6) to take the lead on complex 
child protection and safeguarding cases, 
alongside the lead (of similar seniority) on 
public health. 


All those working with children and young 
people (including staff in accident and 
emergency departments, ambulatory care 
units, walk-in centres, schools and colleges, 
and minor injury units) should fully 
understand local referral arrangements. 
If safeguarding children is everybody’s 
responsibility, then everybody should know 
how, and who, to contact if they are 
concerned about a child or young person. 
As Lord Laming’s report (Laming, 2009) has 
made clear, the safety of a child ultimately 
depends on staff having the time, knowledge 
and skill to understand the child or young 
person and their family circumstances, and 
this responsibility lies with the whole team. 
Safeguarding issues are just as important for 
older children and young people as they are 
for younger children and babies.


In addition, staff should be aware of the 
impact of parental health problems – 
particularly drug or alcohol misuse or mental 
health – on children. Staff should consider 
what extra support children may need and be 
clear about referral routes where safeguarding 
issues are identified.


The operating framework for the NHS in 
England 2009/10 (DH, 2008d) sets out the 
expectations of the NHS for safeguarding 
children at paragraphs 48 and 49. Following 
reports by the CQC into the care of Baby Peter, 
and the CQC national safeguarding review 
(CQC, 2009), the NHS Chief Executive wrote 
to the NHS to outline the action required 
(DH, 2009b).


The role of schools 
Schools and early years settings play a key 
role in early identification, intervention and 
support for children at risk of significant harm 
or who have additional needs. Schools and 
early years settings should prioritise 
safeguarding children within their school 
improvement plans.


Schools should also ensure they work closely 
with adult services to identify children who 
have parents with complex needs that could 
be putting the child at risk, such as chronic 
substance misuse, poor mental health and 
domestic violence in the household.


All staff in schools should be sensitive to 
warning signs of possible abuse or neglect, 
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for example: poor physical care, smelly and/or 
dirty clothes, poor dental care and untreated 
caries, stealing food, foraging in bins, late 
collection by a parent/carer, a reluctance to go 
home, etc. 


Children absent from school
Poor attendance or significant and 
unexplained absences, while primarily an 
education service concern, often have health 
implications, particularly if poor health is, or is 
being used as, the reason for non-attendance. 
Such behaviour can easily become 
entrenched, and in the long term dropping 
out of education can have serious adverse 
health implications including a high risk of 
teenage pregnancy or offending behaviour. 


A recent review of Serious Case Reviews 
found that 13 of the 19 children aged 4 and 
over who died or experienced significant harm 
had been showing signs of poor school 
attendance (Brandon et al., 2008). While 
these cases are exceptional, poor or erratic 
attendance not uncommonly has safeguarding 
implications and in every case, staff should 
think about where early intervention support 
may be needed. 


The role of Further Education
FE institutions should also follow good 
practice on safeguarding young people, and 
guidance via the Healthy FE Programme,  
will be provided in Spring 2010 to enable 
them to do so.


Information sharing
Local organisations should work towards a 
system of information sharing across health 
services where children, young people and 
families are aware of what information is 
collected and who has access. It should be 
made clear that while health records are held 


in confidence, information will be shared 
where professionals involved in a child’s care 
believe that the child is at risk of significant 
harm. Where the risks to children are clearly 
understood (e.g. when children are in 
custodial settings), it is essential that 
information is shared so that their needs can 
be met. In these circumstances information 
sharing should be the norm, not the 
exception. For details see Information sharing: 
Guidance for practitioners and managers 
(HM Government, 2008d – paras 3.11 and 
3.36) and When to share information: Best 
practice guidance for everyone working in the 
youth justice system (DH, 2008a). 


Parents or carers should be aware that the 
safety and wellbeing of the child or young 
person is paramount, and that information 
may need to be shared to protect them where 
there are concerns in respect of safeguarding. 
The same protocols should be followed, and 
the same information exchanged, with a 
young person who is regarded as in need of 
safeguarding, except in certain circumstances 
(as outlined in the previous paragraph).


Frontline staff and their managers should be 
trained to understand the laws governing data 
protection and privacy, ensuring that an 
appropriate balance is struck between 
protecting the privacy and confidentiality of 
individuals and allowing appropriate 
information sharing between professionals.


Further information


Additional advice and guidance is available 
from NICE and e-Learning for Healthcare.96


96	 NICE (www.nice.org.uk/CG89); and safeguarding 
e-learning packages for health and social care 
professionals  
(www.e-lfh.org.uk/projects/safeguarding/index.html)
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The 5–19 HCP has been developed in 
consultation with a wide range of 
stakeholders. Professors David and Sue Hall 
(leading child health academics) were 
commissioned to carry out an extensive 
review of the evidence. This has been key to 
informing the 5–19 HCP. A series of 
consultation events were held with children, 
young people and parents to inform this 
work. In addition, a 5–19 HCP Expert 
Advisory Group provided significant input 
throughout the development of the 
programme. This group consisted of a range 
of stakeholders from different disciplines such 
as education, school nurses, commissioners, 
GPs, hospital and community paediatric 
services, CAMHS and the youth sector. Two 
national consultation events were also held 
with around 60 experts to explore the key 
issues to include in the 5–19 HCP and reach 
consensus on the main research findings. 
There was also significant engagement and 
consultation with all relevant government 
departments, particularly DH, DCSF and 
Department for Communities and Local 
Government. 


DH and DCSF will continue to work with key 
partners to develop a robust evaluation of the 
5–19 HCP. Further details to follow on the 
forthcoming HCP web resource.


Members of the Expert Group
Mary-Joy Albutt, Specialist Health Promotion 
Adviser for Young People, Dudley PCT 


Professor Mitch Blair, Consultant 
Paediatrician Adviser for Healthy Child 
Programme, Department of Health


Chris Buck, Head Teacher, Sarratt Primary 
School, Hertfordshire


Brian Carroll, Head of Learner Services, 
Chesterfield College 


Dr Dick Churchill, Chair, Adolescent 
Task Group, Royal College of General 
Practitioners


Professor Diane DeBell, Director, Centre for 
Research in Health and Social Care, Anglia 
Ruskin University 


Pauline Dumble, Hull PCT and LA 
Commissioning Lead for Children and Young 
People 


Dr David Elliman, Consultant in Community 
Child Health, Great Ormond Street Hospital 


Sir Paul Ennals, Chief Executive, National 
Children’s Bureau 


Professor Sir David Hall, BSc, FRCP, FRCPCH, 
FRCP (Edin.), Emeritus Professor of 
Community Paediatrics, University of 
Sheffield; Honorary Professor of Paediatrics, 
University of Cape Town 


Professor Sue Hall, Paediatric Epidemiologist, 
Honorary Professor, University of Cape Town 
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Barry Hansford, Director of Learner Support, 
Northampton College; Chair, National 
Association for Managers of Student Services 
(NAMSS)


Dr David Low, National Clinical Lead for 
Paediatrics and Child Health, Connecting  
for Health 


Richard McKie, National Programme 
Manager, National Youth Agency 


Mary McLeod, Chief Executive, Family and 
Parenting Institute 


Barbara Moyhing, Head Teacher, Chapel End 
Infants School, Walthamstow 


Dawn Rees, National CAMHS Strategic 
Relationships and Programme Manager 


Dawn Scott, Public Health Nurse 
Consultant, Northumberland 


Chris Snell, Deputy Head, Skerton 
Community High School 


Clare Steel, Head Teacher, Alderman 
Knight School


Judith Stonebridge, Strategic Manager 
for Sexual Health Services, Northumberland 
Care Trust


Dr Russell Viner, Consultant in Adolescent 
Medicine, Institute of Child Health, University 
College London 


Kevin Ward, Head Teacher, Holmleigh Primary 
School, Hackney 


Joy Wood, Cluster Team Leader for Children 
and Families Services in Lincolnshire
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AHDC – Aiming High for Disabled Children 
programme


AMH – adult mental health


BCG – Bacille Calmette-Guérin 


BME – black and minority ethnic


CAF – Common Assessment Framework


CAMHS – child and adolescent mental 
health services


CBT – cognitive behavioural therapy


ChiMat – Child and Maternal Health 
Observatory


CHPP – Child Health Promotion Programme


CTB – Children’s Trust Board


CYPP – Children and Young People’s Plan


DCSF – Department for Children, Schools 
and Families


DH – Department of Health


ESP – Early Support Programme


FE – Further Education


FIP – Family Intervention Project 


FISs – Families Information Services


HCP – Healthy Child Programme 


HIV – human immunodeficiency virus


HPV – human papillomavirus


IAG – information, advice and guidance


JSNA – joint strategic needs assessment


LA – local authority


LAA – local area agreement


LARC – long-acting reversible contraception


MMR – measles, mumps and rubella


MST – multisystemic therapy 


MST-CAN – multisystemic therapy for child 
abuse and neglect


NCMP – National Child Measurement 
Programme


NCSP – National Chlamydia Screening 
Programme


NICE – National Institute for Health and 
Clinical Excellence


NSC – National Screening Committee


NSF – National Service Framework


NTA – National Treatment Agency


PAYP – Positive Activities for Young People


PCT – primary care trust


PE – physical education


PEIP – Parenting Early Intervention 
Programme


Progressive – the term ‘progressive’ in relation 
to children’s and young people’s services 
means services that are provided for children 
and young people with additional needs and 
risk factors 


PSHE – Personal, Social, Health and Economic 
education 


SDQ – strengths and difficulties questionnaire


Abbreviations and 
definitions
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SEAL – social and emotional aspects 
of learning


SEN – special educational needs


SENCO – special educational needs 
co‑ordinator


SHA – strategic health authority


SLCN – speech, language and communication 
needs


SRE – Sex and Relationship Education


STI – sexually transmitted infection


TaMHS – Targeted Mental Health in Schools


TCS – Transforming Community Services


Td/IPV – tetanus, diphtheria and polio (with 
inactivated polio vaccine)


TYS – targeted youth support


Universal – the term ‘universal’ in relation to 
children’s and young people’s services means 
services that are relevant to all children and 
young people


WCC – world class commissioning


YJB – Youth Justice Board
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