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I N T R O D U C T I O N

The CHILDS Framework is a simple and
effect ive approach to care that uses
populat ion heal th management tools and
methods to del iver targeted ear ly
intervent ion and integrated
biopsychosocia l care to chi ldren wi th
long-term condi t ions and everyday chi ld
heal th problems.

This document out l ines the bui ld ing
blocks for del iver ing better care to
chi ldren, inc luding:

1) A Cl in ical Model
2) Populat ion Heal th Management Tools

and Methods
3) A strengthened heal th system

We understand that every area, place
and neighbourhood wi l l have i ts own
ways of working and unique structure.
We have therefore developed this
manual , not as a set of prescr ibed rules,
but as a set of guidel ines and pr incip les
that can be adapted according to each
indiv idual local context.

We have out l ined the lessons we
have learned through our
exper ience introducing this
framework in two London boroughs -
Southwark and Lambeth – as wel l as
the signi f icant impact that we have
achieved for chi ldren and young
people in Southeast London as a
resul t of the CHILDS Framework.

In the appendices, we have
developed pract ical guides to
support commissioners, GPs,
paediatr ic ians and other interested
heal th professionals and
researchers to establ ish a simi lar
framework in thei r local area,
inc luding what is requi red from an
operat ional perspect ive.

We hope that you f ind th is document
useful . For any further enquiries,
please visit the CYPHP website at
www.cyphp.org
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Children 
Triaged

45% 
Advice 

and 
Guidance 

31% 
Integrated 

Child 
Health 
Clinic

13% 
Specialist 
referral

9%
Integrated 
Long term 
condition 
service

Children are kept out of hospital, managed locally by 
neighbourhood child health teams delivering early intervention, 
health promotion, and integrated care in primary care networks.
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100%
Of patients are supported 
with health promotion, 
education, and self-
management information

Savings achieved when 30-
40% population coverage is 

achieved

In an exemplar PCN our 
service provides care 
for:
• 48% of children 0-5yrs
• 25% 6-11 years and
• 25% 12 – 16 years

C H I L D S  I M P A C T:  P E R F O R M A N C E

Improved urgent and emergency health service use for 
children with everyday paediatric conditions:
• 13.8% reduction in ED contacts
• 6.8% reduction in non-elective admissions

Improved urgent and emergency health service use for 
children with long term conditions:
• 49% reduction in ED contacts
• 45% reduction in non-elective admissions

Children with the greatest 
needs get early intervention 
and the care they need 
through a data-driven 
approach to proportionate 
universalism.

Equity



C H I L D S  I M P A C T :  P A T I E N T  O U T C O M E S

40%
20%

“Very personalised. I could 
ask lots of questions as 

there was enough allocated 
time, didn’t feel rushed. 

Based in local community”

“Excellent communication 
with and advice from our 

link paediatrician. 
Reassurance for parents 

and clinicians” 

What do people say?

40% of children with 
asthma have 

uncontrolled symptoms

20% of patients have 
moderate to severe 
anxiety/depression

10-20% parents have mental 
ill health/housing 

instability/food insecurity
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62% of our patients 
are among 
the 20% most 
deprived groups 
nationally.

73% of our patients 
are from ethnic 
minority backgrounds

Serving children with challenging health and life conditions

60% of children have clinically measurable health improvement. 
Severe asthma symptoms reduced from 52% to 28% of the 
cohort, and eczema from 76% to 22%. 

And most children have significantly improved scores in the 
Children’s Global Assessment Scale of psychological and 
social functioning, moving up 2-3 bands after our service.

20%



O V E R V I E W  O F  T H E  C H I L D S  F R A M E W O R K
CHILDS i s a framework of integrated
cl in ical care supported by populat ion
heal th management to enable ear ly
intervent ion and care personal ised to
the needs of the chi ld.

CHILDS provides the tools and methods
to del iver proport ionate universal care
and reduce inequal i t ies so that the
chi ldren who are most in need of care,
get the care they need.

CHILDS i s a targeted and universal
approach to care for chi ldren. I t
inc ludes heal th promotion for al l
ch i ldren, integrated care for chi ldren
wi th general chi ld heal th condi t ions,
targeted r isk management and proact ive
care for chi ldren wi th long-term
condi t ions.

THE CLINICAL MODEL i s integrated
care for physical and mental health
in the context of fami ly, communi ty,
and socia l condi t ions.

CHILDS’ POPULATION HEALTH
MANAGEMENT tools and methods
enable del ivery of the cl in ical model
to achieve impact at individual and
population levels.

A STRENGTHENED HEALTH
SYSTEM provides the foundat ion for
the framework and enables
continuous learning and improved
outcomes for children .

THE CHILDS FRAMEWORK
THE CHILDS APPROACH IS A SIMPLE AND EFFECTIVE APPROACH TO CARE THAT USES 

POPULATION HEALTH MANAGEMENT AND INTEGRATED CARE TO DELIVER MORE HOLISTIC 
AND EARLY INTERVENTION CARE TO CHILDREN

MAY 20 21
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THE PATIENT JOURNEY

1. EASIER TO ACCESS CARE 
AND PROACTIVELY FINDING 

CHILDREN WHO NEED THE 
MOST CARE

2. CHILDREN’S 
HEALTH TEAM  
PLAN  CARE FOR 
PHYSICAL, 
MENTAL, AND 
SOCIAL NEEDS

p a t i e n t ' s  j o u r n e y  o f  c a r e

3. HEALTH 
PROMOTION

4. PERSONALISED 
CARE  IN A FAMILIAR 
SETTING CLOSE TO 
HOME

1. ACCESS TO CARE: We invi te chi ldren wi th long-term condi t ions in for
ear ly intervent ion and personal ised care, using NHS data and advanced
analyt ics to help ident i fy chi ldren who may benef i t . Chi ldren wi th any
chi ldhood condi t ion or problems can of course also be referred via thei r GP
or another heal th professional , and important ly parents can sel f- refer thei r
chi ldren.

2. CARE PLANNING: We gain a deeper understanding of chi ldren’s
physical , mental , and socia l heal th needs so that we can tai lor a
personal ised care package. Treatment is del ivered by a mul t id isc ip l inary
team, designed to meet the chi ld and fami ly 's hol is t ic needs.

3. HEALTH PROMOTION: Since prevent ion is better than cure, we include
heal th promotion and supported sel f-management in each chi ld ’s care.
Fami l ies receive a heal th pack relevant to the speci f ic condi t ion of thei r
chi ld. This pack supports heal th and wel lbeing, and signposts local
resources.

4. PERSONALISED CARE: Ongoing personal ised care is del ivered in a
fami l iar sett ing, such as GP centre, school , or youth centre. The CHILDS
team cont inue to ident i fy and respond to the needs of pat ients and
populat ions.

MAY 20 21

CLINICAL 
MODEL

POPULATION HEALTH 
MANAGEMENT 

LEARNING HEALTH SYSTEM
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The CHILDS framework seeks to deliver care to
children and families that need it the most. Our
aim is to reverse the “inverse care law” so that
the children who most need care are prioritized.
The CHILDS framework leverages data and
advanced analytics to identify, and thereby
enhance, access proportionate to need.

The CHILDS service teams then offer
personalized care to children and families and
also support them to move towards a more
independent and informed self-managed
approach to health. Families experience a
higher sense of satisfaction in the service they
have received and greater confidence in their
ability to deal with their condition.
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THE APPROACH BRINGS A VARIETY OF BENEFITS
Building a more supportive, collaborative, and positive experience for all

PATIENTS CLINICIANS THE SYSTEM

• Patients receive a higher 
standard of care;

• Care is provided closer to 
home;

• Patients see familiar people 
they can trust;

• Families are better able to 
manage their own conditions;

• More holistic and proactive 
care;

• Children with long term 
conditions are better able to 
access support

• Clinicians deliver better care to 
patients;

• Every interaction counts;
• Fewer unnecessary  patient 

consultations means more time 
for children who need care;

• Continuous learning and 
accreditation opportunities;

• More cohesive and 
multidisciplinary approach for 
all children;

• Closer working between 
primary care and hospitals;

• Primary and secondary care 
teams work in partnership;

• Reduced demand on the system 
due to better targeted treatment;

• Continuous on-the-job and 
bespoke training for 
practitioners;

• A more local model of care;
• Multidisciplinary working;
• More collaborative and 

supportive working culture; 
• Investment in proactive and 

preventive care. 

b e n e f i t s  o f  T H E  C H I L D S  F R A M E W O R K
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PROACTIVE: we don’t wait for chi ldren and their famil ies to come to
us – we go out to them

BETTER CONTROL: we empower famil ies to take charge of their own
care, and provide more responsive care so parents can self-refer to
chi ldren’s health team when they are worr ied

CARE CLOSE TO HOME: we bring together the right special ists for
the chi ld, based on their specif ic needs, providing care close to home

WHOLE CHILD APPROACH: we conduct a detai led assessment of
each chi ld’s physical, mental, and social wel lbeing needs

DATA AND RESEARCH-DRIVEN: we make care smarter through
academic evaluat ion and cont inuous learning and improvement in real
t ime

POPULATION HEALTH APPROACH: reduced health inequal i t ies
through using exist ing data to proact ively ident i fy chi ldren most in
need and provide care early
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OUR STORY

The CHILDS Framework was developed in
2013 by the Chi ldren and Young People’s
Heal th Partnership (CYPHP), a group of l ike-
minded, experts committed to improving the
heal th and wel lbeing of chi ldren and young
people. I t was developed in col laborat ion
wi th key stakeholders including chi ldren and
young people, carers, f ront- l ine pract i t ioners
and heal th service commissioners.

Frustrated by the chal lenges confront ing the
UK heal th system for chi ldren, we wanted to
develop a model of smarter care for chi ldren
and their fami l ies that would help to
overcome the systemic barr iers. Our work is
underpinned by a rights-based approach to
chi ld heal th, and a bel ief that chi ldren
should receive hol ist ic, preventat ive, and
expert care that takes into considerat ion
their envi ronment, mental wel lbeing, and
physical condi t ion.

Our model of care is di f ferent because i t is
data-led, which enables more personal ised
care, and uses science appl ied in everyday
care for higher qual i ty care and cont inuous
learning. Chi ldren are seen by a dedicated

team of mul t i -discipl inary chi ld heal th
special ists, wi th expert ise in mental and
physical heal th condi t ions.

This approach al lows us to reduce heal th
inequal i t ies, because we use exist ing data to
proact ively target chi ldren for early
intervent ion prevent ion and care. By
improving heal th and heal thcare at
populat ion level , we can ensure fai r and
equi table care for chi ldren with the highest
needs, the ones who too often experience
disproport ionate disadvantage.

We’ve spent a decade developing and
test ing our CHILDS Framework approach. I t
is ef fect ive, del ivers high qual i ty care,
reduces costs, and reduces inequal i t ies. Our
approach is underpinned by a cl inical
academic partnership, enabl ing cont inuous
learning and improvement, helping to bui ld
the evidence base for chi ld heal th.

T H E  C H I L D S  F R A M E W O R K  S T O R Y

T H IS F R A M E W O R K WA S B O R N O U T O F A C O M M IT M E N T TO D E L IV E R
B E T T E R , S M A RT E R C A R E F O R C H IL D R E N A N D T H E IR FA M IL IE S .

MAY 20 21
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THE STATE OF CHILD HEALTH
The UK has some of the most
concerning chi ld health outcomes
among high income countries. Too
many chi ldren suffer from poverty,
emotional trauma, mental health
problems, and avoidable physical i l l
heal th. There is an undeniable
interdependence between these
issues, which resul ts in them
reinforcing one another. It doesn’t
have to be this way.

There are some important barriers to
chi ldren gett ing the care that they
need, which are complex and inter-
related. These chal lenges cannot be
resolved quickly, but i t is important to
create new approaches and ways of
working to address these chal lenges
head-on and create longer-term
resolution. This is what the CHILDS
Framework is seeking to do.

The key chal lenges include:

• Mental health, emotional trauma,
poverty and other social issues are not
adequately understood, prevented, or
managed, in the health sector and
beyond;

• Chi ldren’s health problems are not
prevented or caught early enough;

• There is a disconnect between primary
and secondary care, physical and
mental health and chi ldren’s social
care;

• Special ist care is usual ly offered far
from home, in hospital ;

• The health system is not structured to
proactively identi fy and engage with
patients to offer preventative care;

• Academic evaluation and data-driven
continuous learning is not yet
embedded into the system

T H E  C H IL D S  F R A M E W O R K  IS  A N  IN N O VAT IV E  N E W  WAY TO  B U IL D  A 
B E T T E R  H E A LT H  S Y S T E M  F O R  C H IL D R E N ,  D E L IV E R  B E T T E R  C A R E ,  

A N D  IM P R O V E  O U T C O M E S  F O R  T H E  L O N G - T E R M .

The UK has among the highest 
child mortality rate in Western 

Europe.  

Improving outcomes requires a 
combined approach including 

high quality care that responds to 
children’s health needs, enabled 
through a strong health system, 

surrounded by a fairer, more 
equal society, and healthier 

environment for children. 

If the UK were among the best in 
Europe, up to 5 children’s lives 

could be saved each day.

One in eight children suffers from 
mental health conditions; around 
25% if they have a co-existing 
physical health condition. Yet 
75% of children with mental 

health problems are not being 
treated, and healthcare 

traditionally divides physical and 
mental health.

Healthcare must offer a 
biopsychosocial approach to 

care.

Children with physical health 
conditions often have hidden 

emotional problems too, which can 
affect their school and home life.

Poverty causes ill health and 
prevents children from reaching 

their full potential in life. 

Poverty means illness is more 
likely while care is often less likely. 

Healthcare must incorporate a 
holistic approach to child health, 

understanding that poverty affects 
all aspects of a child’s health and 

life chances. 

Around one in three children is 
living in poverty, and this number 

is increasing. 

Sources:  Marmot report 2020, Child Poverty Action Group, Taylor-Robinson 2019 BMJ , Wolfe  2013 Lancet,  
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T H E  C H A L L E N G E S  F O R  C H I L D  H E A L T H
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OUR AMBITION

Our ambi t ion is that chi ldren are kept
heal thy by address ing the whole
ecosystem that af fec ts heal th.

This means a comprehens ive
approach to secur ing and improv ing
heal th. I t means that fami l ies
unders tand and are suppor ted in
proact ive ly managing thei r own
heal th, and a mul t i -d isc ip l inary team
of chi ld heal th spec ia l is ts to suppor t
them and prov ide care when needed.

This is achieved by a st ronger heal th
system and ef fec t ive advocacy and
connect iv i ty to inf luence the macro-
determinants that af fec t heal th and
shape the heal th system.

W O R K I N G  T O W A R D S  A  C O M M O N  a m b i t i o n

The CHILDS Framework
approach works at all levels to
achieve a better system that:

• Reverses the ‘inverse care
law’ and gives proport ionately
greater access to heal th care for
chi ldren that need i t the most

• Proactively seeks out children
and their families using a smart
approach to data that al ready
exists wi th in the NHS
information system;

• Takes a holistic view of the
chi ld, br inging together socia l ,
mental and physical condi t ions;

• Strengthens the health system
that enables care del ivery,
inc luding f inancing tools,
technology, advanced analyt ics,
workforce tra in ing, and shared
governance mechanisms;

• Takes into account the wide
range of social, cultural and
environmental factors that
inf luence a chi ld 's heal th and
wel lbeing, connect ing and
support ing across the system for
a more hol is t ic approach to
heal th;

• Raises the profi le of chi ldren,
thei r heal th and wel lbeing in the
nat ional consciousness and
among pol icy-makers.

Many different factors influence the health and wellbeing of an individual

ADDRESS THE DETERMINANTS OF CHILD HEALTH

MAY 20 21

THE CHILDS FRAMEWORK APPROACH
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T H E  v i s i o n  f o r  t h i s  f r a m e w o r k

We want to create impact at every level
The Framework impacts the child and the entire eco-system

MAY 20 21

21

3 4

Children and young people will have world-class integrated 
care for their everyday and common health needs delivered 
close to home. More children will benefit from early 
intervention, health promotion, and whole-child care for their 
physical and mental health, delivered in the context of family 
and community. 

All children will benefit, but those who need the most support 
and care will benefit the most.

FOR CHILDREN AND YOUNG PEOPLE

The CHILDS Framework is comprehensive care for 
individual children and the population. It is proactive, 
preventive, and responsive to physical and mental health 
needs in the context of family and community. It fits within 
the existing system, drawing together the best parts and 
building a better more responsive service for families.

The Framework is designed to improve responsiveness for 
parents and carers and improve outcomes for all children.

FAMILY AND COMMUNITY

Child Health teams provide expert care
for CYP in the community, as part of
existing and evolving Primary Care
Networks, Integrated Care Systems,
and specialist networks. The Child
Health Team is clinical, multi-
disciplinary, and includes population
health expertise and advanced
analytics to design care that anticipates
and responds to needs and
continuously improves.

HEALTHCARE

The CHILDS Framework tools, methods, and
approach is designed to be applicable to a wide
range of long-term conditions and risk factors,
and to all everyday and common child health
problems. Health outcomes and healthcare
quality will improve, and the system will be more
responsive to needs.

Other places and regions will be able to
implement our Framework and model of care,
using our “How to” guides.

HEALTH SYSTEM THE DELIVERY MODEL5 WIDER SOCIETY

The CHILDS way of
working promotes better
connectivity across the
sectors that determine and
influence health.

Our practitioners and
researchers are also
effective advocates for
better child health, using
evidence to raise the
profile of children’s health.
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C H I L D R E N ’ S  I N T E G R A T E D  C A R E

The CHILDS f ramework o f fe r s
persona l i sed , i n tegra ted care
pa thways fo r ch i l d ren w i th genera l
ch i l d hea l th cond i t i ons and ta rge ted
ear l y i n te r ven t i on care fo r ch i l d ren
w i th long- te rm cond i t i ons .

Our un ique in tegra ted care pa thways
are suppor ted th rough popu la t i on
hea l th management too l s and
methods , and a s t reng thened hea l th
sys tem.

The resu l t s a re tha t care can be
ta i l o red and ta rge ted fo r ch i l d ren w i th
the grea tes t needs , ou tcomes and
care qua l i t y con t i nuous l y improve ,
and ch i l d ren are hea l th ie r .

The CHILDS Framework for Better Health
and Care enables expert integrated chi ld
health teams to offer world class care for
chi ldren as close to home as possible
and in famil iar sett ings for fami l ies.

The Framework changes ways of working
between hospitals, primary care, and
chi ld health special ists. Using data,
advanced analytics, and technology our
chi ld health professionals can form a
team around the chi ld that responds to
their needs. As a result, chi ldren are
able to receive personal ized expert care.

Chi ld Health Cl inics are held in primary
and community sett ings close to home.
Paediatr icians and GPs work together to
look after a chi ld's health and wel lbeing,
and chi ldren’s special ist nurses provide
targeted early intervention and hol ist ic
care for chi ldren with long term
condit ions. The integrated chi ld health
team sits within a wider network of chi ld
health professionals.

The cl inical model is enabled and
supported within the CHILDS framework
which includes population health
management tools and methods, and a
strengthened health system fi t for
purpose for chi ldren’s needs.

The care model can be adapted
according to the context and needs of the
local population and health system. For
example, i t is equal ly appropriate for
adolescents and young people and can
be adapted for a variety of needs and
requirements including learning
diff icul t ies and complex needs.

The abi l i ty for parents of chi ldren with
long-term condit ions to sel f-refer their
chi ld into the Chi ld Health Team is also a
highly valued by famil ies.

Evaluation of impact has found that the
responsiveness of this service leads to
higher satisfaction among patients and
famil ies, improved health, healthcare
qual i ty, reduced acute service demand,
and reduced inequal i t ies in care.

O U R U N IQ U E IN T E G R AT E D C A R E PAT H WAY S A R E S U P P O RT E D
T H R O U G H P O P U L AT IO N H E A LT H M A N A G E M E N T TO O L S A N D
M E T H O D S , A N D A S T R E N G T H E N E D H E A LT H S Y S T E M .

THE CHILDS APPROACH

CLINICAL 
MODEL

POPULATION HEALTH 
MANAGEMENT 

LEARNING HEALTH SYSTEM

16



C H I L D R E N ’ S  I N T E G R A T E D  C A R E  P A T H W A Y  

1 . ACCESS TO CARE
Chi ldren access care through one of the
fo l lowing routes:

a) General Integrated Care
Chi ld wi th any general heal th concern or
condi t ion is referred into tr iage and
mul t id isc ip l inary care planning meet ing.
For example, v ia one of three routes:

• A member of the pr imary care team
wants advice or support wi th
management of a pat ient;

• The integrated care specia l is t
nurses refer a chi ld for advice or
care from the medical team;

• Referra l f rom a Secondary Care
Cl in ic ian for integrated care

b) Targeted Integrated Care
Chi ldren are proact ively ident i f ied
through an innovat ive populat ion heal th
approach using NHS data to ident i fy
anyone who may benef i t f rom early
intervent ion and targeted integrated
care.

Pre-assessment for biopsychosocia l
needs is conducted via an invi tat ion text
message and/or let ter , asking parents to
vis i t the onl ine porta l or App.

c) Self-referral
Parents may also sel f- refer.

COMPREHENSIVE INTEGRATED CARE

CLINICAL 
MODEL

POPULATION HEALTH 
MANAGEMENT 

LEARNING HEALTH SYSTEM
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ENHANCED ACCESS TO CARE

• Understand population
health needs, service use 
patterns, quality of care

• Segmented healthcare 
offer, proportionate to 
need

• Proactively identify 
children in need or at 
risk 

• Invite in for early 
intervention or self-refer

ACCESS PLAN PREVENT CARE
1 2 3 4

DATA FOR CARE PLANNING

• Portal or for pre-
assessing child’s 
biopsychosocial health 
needs

• MDT care planning

• MDT learning about 
child health conditions 
and population health

• Data for mapping 
population health need

HEALTH PROMOTION

• All families receive a 
health pack with 
education,  self-
management support, 
and signposting local 
resources.

• Address social 
determinants of health 
by working with public 
health and local 
government

PERSONALISED CARE

• Support and care 
delivered close to home

• Personalised care 
tailored to the needs of 
individual children and 
families

• System adjusted to meet 
needs at population 
level

2 . CARE PLANNING
Each chi ld is discussed at weekly tr iage
and mul t id isc ip l inary care planning
meet ings. Complex cases can be
discussed wi th wider chi ld heal th team
members, and there is opportuni ty for
br inging l ive cl in ical cases for
discussion and general educat ion
around topics chosen by the group.

Care planning outcomes include:
• Advice to referr ing cl in ic ian
• Appointment wi th specia l is t nurses
• Appointment at a Chi ld Heal th Cl in ic
• Referra l to specia l is t team

3.PREVENTION AND HEALTH
PROMOTION
Fami l ies receive a heal th pack for
information and sel f-management
support for heal th and wel lbeing, and
signpost ing local resources;

4. PERSONALISED CARE
Support and care del ivered close to

home, personal ized to the needs of
indiv idual chi ldren and fami l ies,

MAY 20 21
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WHAT IS POPULATION HEALTH
MANAGEMENT (PHM)?
Population health management is
about re-balancing care to provide
both a ‘health service’ and a ‘sickness
service’ , using data to del iver early
intervention and care to chi ldren who
need it most.

PHM is the process of improving
cl inical and health outcomes using
data to enhance care for patients and
populations. It recognises that
cl inicians have a responsibi l i ty to their
patients and to the community.

In order to be effective, the system
must reach those who would benefi t
from care – not just those who are
already in touch with the system, in
order to anticipate and meet needs.
PHM leverages existing data to
understand the local population and
their needs, and then to proactively
reach out and engage with them.

PHM as part of a cl inical team and
active learning partnership enables al l
parts of the system to work together–
to co-produce and del iver solutions,
and to continuously improve
outcomes.

UNDERSTANDING POPULATIONS
A core feature of PHM is the use of data
and advanced analytics to understand
and
manage spec i f i c cond i t i ons and r i sks
wi th i n a popu la t i on . Data can be
co l l ec ted f rom elec t ron i c hea l th
records , pre-assessment hea l th
checks , d i sease reg i s t r i es and pub l i c
hea l th datasets .

The abi l i ty to identi fy at-r isk individuals
helps to reduce health inequal i t ies by
increasing access to care for those most
in need of support.

ENGAGING IN NEW PARTNERSHIPS
Engaging with a strong and diverse group
of partners is crucial to the success of
any population health ini t iat ive.

A strong chi ld health team of cl inicians
and population health professionals is
needed to better coordinate and target
services to meet needs. Close working
with local authori ty publ ic health and
other community-based professionals and
organisations helps to address social
determinants of health, coordinate
complementary services, and smooth
transi t ions of care.

PHM helps prevent people from
becoming patients.

P O P U L A T I O N  H E A L T H  M A N A G E M E N T  
A FRAMEWORK FOR POPULATION HEALTH 

Re-balancing care to provide a health service as well as a sickness service

CLINICAL 
MODEL

POPULATION HEALTH 
MANAGEMENT 

LEARNING HEALTH SYSTEM

19MAY 20 21



P O P U L A T I O N  H E A L T H  M A N A G E M E N T  

HEALTH SYSTEM

POPULATION HEALTH MANAGEMENT

DELIVERING CLINICAL CARE USING POPULATION HEALTH MANAGEMENT

Agree population 
coverage to reflect 

system capacity and 
health need

Adjust system to 
improve access for 
children with the 

most needs

What’s going on with 
the non-responders? 
How often should we 

repeat the cycle?

Adjust triage 
threshold according 
to biopsychosocial 
needs and system 

pressures

Adjust system to 
reduce population 

inequalities 

Each cycle adds to 
population knowledge 

and continuous 
improvement in quality 

of care

DATA & ANALYTICS TECHNOLOGY

PHM is the plat form for enabl ing
integrated care. I t i s a data-dr iven
approach that guides the planning,
resource al locat ion and del ivery of care to
opt imise care outcomes for each pat ient
and to improve heal th for the populat ion.

PHM enables proact ive ident i f i cat ion of
need so that ear ly in tervent ion can be
del ivered, prevent ing i l lness and reduc ing
acute heal thcare needs. I t means that care
can be del ivered fa i r ly , so that pat ients
who need the most care are the f i rs t to
receive what they need.

PHM br ings together b ig data and heal th
care del ivery . I t requi res advanced
analy t ics , and technology, spec ia l is t
c l in ica l -populat ion heal th knowledge, and
a st rengthened heal th system.

PHM means the system can be adjusted
to meet heal th needs and system
pressures. C l in ica l serv ices can be dia led
up when needs are high, and down when
system capac i ty is low, Care can be
di rec ted more intensely to chi ldren who
have higher needs, help ing to reduce
inequal i t ies .

CLINICAL 
MODEL

POPULATION HEALTH 
MANAGEMENT 

LEARNING HEALTH SYSTEM

WORKFORCE GOVERNANCE FINANCE

20

ENHANCED ACCESS TO CARE

• Understand population
health needs, service use 
patterns, quality of care

• Segmented healthcare 
offer, proportionate to 
need

• Proactively identify 
children in need or at 
risk 

• Invite in for early 
intervention or self-refer

ACCESS PLAN PREVENT CARE
1 2 3 4

DATA FOR CARE PLANNING

• Portal or app for pre-
assessing child’s 
biopsychosocial health 
needs

• MDT care planning

• MDT learning about 
child health conditions 
and population health

• Data for mapping 
population health need

HEALTH PROMOTION

• All families receive a 
health pack with 
education,  self-
management support, 
and signposting local 
resources.

• Address social 
determinants of health 
by working with public 
health and local 
government

PERSONALISED CARE

• Support and care 
delivered close to home

• Personalised care 
tailored to the needs of 
individual children and 
families

• System adjusted to meet 
needs at population 
level

CLINICAL PATHWAY
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ACHIEVING SYSTEM-LEVEL IMPACT
Population health strategies
incorporate evidence-based practices
and use science to achieve better
qual i ty for al l and greater access to
care especial ly for those who need it
the most. By looking more broadly at
social determinants that impede health
and asking what can and should be
done differently, health professionals
are better able to identi fy the
underlying causes of health problems
and redesign care processes to support
prevention and better care. Such an
approach requires an outward-facing
perspective that takes into account the
impact of external factors such as
poverty, housing, cul ture and ethnici ty,
and the environment.

MEASURING AND SUSTAINING
IMPACT
Population health strategies need to be
data-driven and tied to key
performance indicators (KPIs) in order
to judge their success in achieving
health outcomes and containing or
reducing costs. Measurement of
performance indicators al lows health
systems to identi fy areas where
partnerships need to be strengthened
or redefined, cl inical outcomes need to
be improved and gaps in services sti l l
exist. KPIs should cover not only
cl inical outcomes, but also patient
experience and financial outcomes.
They should be clearly defined and tied
to population health strategies, with
the goal of helping the health system
to shift from a purely reactive approach
to a more balanced and proactive
approach.

P O P U L A T I O N  H E A L T H  M A N A G E M E N T  

THE PHM APPROACH
Core Characteristics and Capabilities

DEFINE AND SEGMENT
Management of clinical interventions are 
based on a defined lists of people/ 
service users with specific needs or risks

PROACTIVE
The team systematically identify people 
with modifiable risk who need extra 
support and promote opportunistic health 
promotion

COORDINATED
Staff from different organisations act as 
one team with a shared responsibility 
(and shared resources) to deliver an 
improvement goal for that population

EVIDENCE-BASED
The team focuses on delivering what they 
know works, by targeting diagnostic 
gaps, care gaps, and supporting patient 
activation using evidence

EQUITABLE
A proportionate universal approach is 
taken to address the 'inverse care law' so 
that additional effort is directed to those 
with the biggest care gap

CO-PRODUCED
New ways of working emerge as the joint 
output of professionals collaborating; and 
by involving patients and families as part 
of the care team

Develop closer 
relationships

between NHS, 
local authorities, 
community, and 
researchers for 
more holistic 

care

2 3 4 5 621

Identify the 
unmet needs of
children in the 

community

Identify 
inequalities of 

access in
existing system

Enable 
systems to 
collect and 

analyse data 
for early 

intervention 
and

anticipatory 
care

Develop pre-
referral 

guidelines and
decision 

support tools

Create a 
learning health 

system
with health 

record systems 
making smarter 
use of routinely 
collected data

THE KEY MILESTONES IN INTRODUCING A PHM APPROACH

7

Forge 
collaboration 

with
academia and 

encourage 
investment in 

analytical skills

CLINICAL 
MODEL

POPULATION HEALTH 
MANAGEMENT 

LEARNING HEALTH SYSTEM

21MAY 20 21



H e a l t h  
s y s t e m s  f o r  
c h i l d r e n

T H E  C H I L D S  F R A M E W O R K

M A Y  2 0 2 1
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WHAT IS A HEALTH SYSTEM?
A heal th system is al l the th ings
that di rect ly af fect heal th, whose
pr imary purpose is about heal th,
and that are necessary for
heal thcare to be effect ive.

A heal th system includes data and
analyt ics, technology, workforce,
governance and leadership, and
f inancing mechanisms; al l the
elements requi red for effect ive
del ivery of h igh qual i ty heal thcare.

A strong heal th system should meet
the needs of pat ients and
populat ions and del iver improved
heal th.

Heal thcare must be designed and
del ivered around the needs of
chi ldren, i r respect ive of
organizat ional boundar ies, and
del ivered safely and convenient ly
for fami l ies.

MAY 20 21

D E F I N I N G  A  ‘ H E A L T H  S Y S T E M ’

TECHNOLOGY

GOVERNANCE

DATA & 
ANALYTICS

WORKFORCE

FINANCING

Data and analy t ics i nc ludes ind iv idua l pa t ien t leve l da ta , hea l thcare
admin is t ra t i ve da ta , pub l i c hea l th da ta , and research da ta . A l l these da ta
sources are impor tan t fo r unders tand ing hea l th needs and de l i ve r ing care
tha t meets needs .

Technology i nc ludes in te r -operab le pa t ien t records , por ta l s and apps tha t
suppor t mean ing fu l and respons ive commun ica t ion be tween pa t ien ts ,
fami l i es , and hea l th p ro fess iona ls . I t i nc ludes temp la tes fo r rou t ine ly
co l lec t ing da ta tha t suppor ts con t inuous qua l i t y improvement .

Workforce means a l l the hea l th team work ing toge ther to meet the needs o f
the ch i ld , w i th the sk i l l s , know ledge , and a t t i t udes needed fo r de l i ve r ing top
qua l i t y ca re fo r body and mind in the con tex t o f fami l y and commun i ty .

Governance and leadersh ip i s abou t work ing as a par tne rsh ip to ensure tha t
ch i ld ren ’s needs are paramount , and tha t the i r vo ices are heard and
mean ing fu l l y shape the care they rece ive .

Financing mechanisms and commiss ion ing processes are impor tan t to
suppor t and enab le f lex ib le mode ls o f ca re tha t meet needs o f pa t ien ts and
popu la t ions .

ENABLING THE DELIVERY OF HIGH-QUALITY CARE

BUILDING BLOCKS OF A HEALTH SYSTEM

CLINICAL 
MODEL

POPULATION HEALTH 
MANAGEMENT 

LEARNING HEALTH SYSTEM
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B U I L D I N G  A  H E A L T H  S Y S T E M  f o r  c h i l d r e n

MAY 20 21

TEMPLATES, TOOLS, TEAMS, AND SYSTEMS

KNOW THE 
PATIENTS

Individual level 
data on 

biopsychosocial 
needs

Child health 
team linked to
academic child 

health

Call recall 
system linked to
online portal or 

app 

Financing tools 
for promoting 

health

CYP multi-
disciplinary

team  seamlessly 
working around 

the child

DESIGN & DELIVER 
PERSONALIZED CARE

Data and 
insights 

presented in 
meaningful ways 
for clinical teams

Health pack 
content and
training for 

biopsychosocial 
care 

Portal or App to 
send out health 

pack, and enable 
contact between 
families and team

Financing tools 
for 

multidisciplinary 
integrated care

Clinical, PHM, and 
research team 

analyse population 
health needs

Clinical team 
designs care 

package to meet 
child’s holistic 

needs 

Full child health 
team can adjust the 

system to meet 
needs and match 
system capacity 

Partnership for 
agreeing 

priorities and 
population 
coverage

Advanced 
analytics and 

computing 
capability

Financing tools 
for population 

health

KNOW 
THE POPULATION

Linked data sets
GP, hospital, 
public health, 

research

Child health 
team with 

academic links 
and support

CONTINUOUS 
IMPROVEMENT

Shared data for 
reporting,and
continuous 

improvement

CYP clinical team
delivers

personalised care
close to home

Templates in 
clinical notes for 
routine quality 
measurement 

Financing tools 
that can adjust 
to meet health 

needs 

Partnership that 
shares responsibility 

for patients & 
population

KNOW THE 
SYSTEM

Data and insights 
for operational 

management and 
population health 

management

Learning Health 
System to 

connect data 
and decision 

makers

Flexible 
commissioning 
that adjusts to 

population 
coverage 

TECHNOLOGY

GOVERNANCE

DATA & 
ANALYTICS

WORKFORCE

FINANCING

A CHILDS HEALTH SYSTEM

A wel l funct ion ing heal th system
responds in a balanced way to a
populat ion ’s needs and expectat ions by:

• improv ing the heal th s tatus of people
and populat ions;

• ident i fy ing and proact ive ly defending
the populat ion against the greatest
heal th r isks ;

• protect ing people against the f inanc ia l
consequences of i l l -heal th ; and,

• prov id ing equi table access to people-
cent red care;

• making i t poss ib le for people to
par t ic ipate in dec is ions af fec t ing thei r
heal th and heal th system.

These outcomes can be achieved
through cons is tent and susta inable
suppor t for the core bui ld ing blocks that
make up a heal th system: data &
analy t ics , too ls , technology, work force
and governance.

A W E L L F U N C T IO N IN G  H E A LT H  S Y S T E M  R E S P O N D S  IN  A B A L A N C E D  
WAY TO  A P O P U L AT IO N ’ S  N E E D S  A N D  E X P E C TAT IO N S

RESPONDING TO POPULATION NEEDS AND EXPECTATIONS

CLINICAL 
MODEL

POPULATION HEALTH 
MANAGEMENT 

LEARNING HEALTH SYSTEM
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a  l e a r n i n g  h e a l t h  s y s t e m  

A LEARNING HEALTH SYSTEM

The concept of a “Learning Heal th
System” is one where data is rout ine ly
col lec ted in c l in ica l pract ice, analysed and
used to improve serv ices in a cont inuous
manner . This requi res heal th record
systems to be des igned wi th the col lec t ion
and shar ing of data in mind, and
investment in work force wi th the
appropr ia te sk i l l s to analyse the data and
present data, ins ights , and ev idence to
dec is ion-makers .

An advanced Learning Heal th System
bui lds on these assets to inc lude data
f rom beyond the heal th system,
connect ing to a research component for
cont inuous learn ing and bui ld ing the
ev idence base.

New ways of work ing that connect data
wi th dec is ion-makers in a cont inuous
v i r tuous c i rc le of learn ing and
improvement d i rec ted towards secur ing
and enhanc ing heal th.

THE BENEFITS OF THIS APPROACH

A cl in ica l -academic par tnership plays a
cr i t i ca l ro le in ensur ing that research is
t rans lated into c l in ica l pract ice and pol icy .

The research is d i rec t l y re levan t
to hea l th needs o f pa t ien ts and
popu la t ions and sys tem pressure .

A par tne rsh ip s t ruc tu re a l lows
so lu t ions to be co-c rea ted by a
team who are bes t -p laced to
prov ide a ho l i s t i c approach .

RELEVANCE

PARTNERSHIP

PRACTICE AND 
POLICY

The research is immed ia te l y
app l i cab le to bo th c l in i ca l
p rac t i ce and po l i cy .

REDUCES 
WASTE

Because the research is h igh ly
re levan t and immed ia te l y
app l ied , i t reduces unnecessary
was te o f research inves tment .

Connecting data and knowledge to practice, for continuous learning and research

A LEARNING HEALTH SYSTEM

MAY 20 21

CLINICAL 
MODEL

POPULATION HEALTH 
MANAGEMENT 

LEARNING HEALTH SYSTEM
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THE BENEFITS OF A LEARNING HEALTH SYSTEM

A LHS is to improve outcomes for a var ie ty of c l in ica l condi t ions and problems. I t can
operate at any scale – team, organizat ion, and system. I t ’ s about creat ing and
transfer r ing knowledge to change behav iours and systems in order to improve outcomes.
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T H E  C H I L D S  F R A M E W O R K

M A Y  2 0 2 1

C H A P T E R  5 :

26



a  C L I N I C A L - A C A D E M I C  P A R T N E R S H I P

MAY 20 21

The CHILDS Framework was developed
through a cl inical-academic partnership
that brought together cl inicians, local
authori ty and publ ic health
professionals, healthcare managers and
commissioners, and academics – al l
working together focused on improving
outcomes for chi ldren.

We agreed a way of working that
brought the best of each group’s
strengths together. Our programme and
ways of working encompassed a cycle
of learning beginning from
understanding the population,
producing a comprehensive health
needs assessment in the fi rst phase of
the programme, through co-design of
evidence-based interventions,
implementation of change, and
evaluation.

The cl inical academic partnership
includes cl inicians, managers, cl inical
analysts, cl inical academics and
researchers: qual i tat ive, quanti tat ive,
health economists, and publ ic health
and health systems researchers
transforming how we del iver chi ld
health services and bui ld the evidence
base for improving care.

Our work is evaluated through an
innovative simultaneous dual service
evaluation and cluster randomized
control tr ial . This means we derive
practical prompt data for NHS
commissioners and providers to support
decision-making, whi le at the same time
bui lding the evidence-base for chi ldren’s
healthcare.

As a result, the CHILDS Integrated Care
Framework is commissioned local ly and
is spreading and scal ing across
Southeast London and posit ioned to
become the leading evidence-based
integrated care and population health
model national ly. And through the
research part of our partnership, we are
contributing new knowledge to about
chi ldren’s healthcare.

Early service evaluation resul ts suggest
that our approach to data-driven
integrated care and population chi ld
health improves the qual i ty of care
del ivered to CYP and improves their
physical and mental health and
wel lbeing. These results have been
presented national ly and international ly.

The cluster randomised control led tr ial is
due to report in 2022.

Translating clinical data into knowledge and know-how 

WORKING TOGETHER TO CLOSE THE RESEARCH GAP

27



UNDERSTAND

CO-DESIGN

IMPLEMENT

CLINICAL
• Describe health promotion needs that 

would be amenable to incorporating in a 
clinical consultation

• Provide with children and families, user-
friendly and age-appropriate insights

• Use Health Packs as part of clinical 
assessments/ care provided

• Provide feedback on how the packs have 
been used and received

ACADEMIC
• Developing health promotion materials to 

respond to patients’ needs and clinicians’ 
insights  with evidence of effectiveness

• Provide novel evidence-based features using 
health psychology (e.g., symptom trackers, 
action planners) 

• Evaluate families’ understanding of Health Pack 
content and how it works in the real world

• Analyse data to demonstrate the effectiveness 
of Health Packs in improving healthEVALUATE

MAY 20 21

C l i n i c a l - a c a d e m i c  p a r t n e r s h i p :  e x a m p l e s

UNDERSTAND

CO-DESIGN

IMPLEMENT

CLINICAL
• Explain which indicators make sense 

clinically and why they are useful for 
assessment

• Express the practical realities of assessment 
measures 

• Input into creating new measures 

• Distribute Health Checks and use Health 
Checks to triage patients for care

• Develop templates for recording and 
understanding Health Check data, and 
measure service performance

ACADEMIC
• Interview families & review literature to 

understand the most important and valid 
indicators

• Review evidence from reliable existing 
measures 

• Construct new measures that can reliably 
discriminate between healthy and unhealthy

• Link Health Check online portal to research 
databases (with consent) to build the evidence 
base

• Analyse profile of patients coming through 
service to determine reach of service, equity of 
distribution, and assess trends and patterns of 
population health need

EVALUATE

EXAMPLE 1: CHILDS HEALTH CHECK
Proactive case finding approach through biopsychosocial assessment for tailoring care

EXAMPLE 2: HEALTH PACKS
Booklets providing self-management and health promotion

UNDERSTAND

CO-DESIGN

IMPLEMENT

CLINICAL

• Specify patient groups most likely to 
require clinical intervention

• Develop system for determining patient 
eligibility and system priorities

• Tailor triage process to be more responsive 
to vulnerable groups who may experience 
barriers in access to care

• Record triage, assessment, and clinical 
management decisions in standardised 
formats to assess qualty of care

ACADEMIC
• Estimate number of patients in the population 

with condition or risk, and proportion likely to 
enter service

• Develop systems to monitor the extent services 
are reaching patients most in need

• Develop straetegies to focus engagement and 
to enhance reach proportionate to need

• Analyse clinical data on quality of care, to 
understand what informs better quality ofcare

EVALUATE

EXAMPLE 3: SYSTEMS RESPONDING TO NEED
Tools and methods for ensuring the health system matches and meets needs
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T h e  b e n e f i t s  o f  a  p a r t n e r s h i p

There are many benef i ts to tak ing a
c l in ica l -academic approach. Among the
most impor tant is that learn ing is
embedded in pract ice and pol icy as a
usual way of work ing. Unl ike t radi t ional
research, which of ten s i ts in iso lat ion
unt i l complete, tes t ing in a c l in ica l -
academic research set t ing is achieved at
scale wi th immediate re levance to
c l in ic ians and dec is ion-makers .

The cont inuous f low of in format ion
between c l in ic ians and academics plays a
cr i t i ca l ro le in improv ing qual i ty of care
and heal th outcomes. As a resul t ,
research is : (1) re levant to c l in ica l
pract ice, (2) focused on solv ing problems
that mat ter to the pat ients and populat ion,
and (3) t rans lated to improved care and
bet ter heal th.

The legacy ef fec t of bui ld ing a Cl in ica l
Academic Par tnership mean that i t i s
poss ib le to cont inue to measure the
impact of any new serv ice or change, at
scale.

This is because the team, technology,
and methods are al ready in place to t r ia l
new approaches to heal thcare del ivery .
The lessons learned can also be used to
suppor t the implementat ion of new
serv ices and intervent ions by
unders tanding how they may exper ience
s imi lar bar r iers as prev ious programmes.

F inal ly , the use of populat ion heal th tools
and techniques means that i t i s poss ib le
to know how to reach re levant
populat ions and adapt serv ice
implementat ion and del ivery accord ing to
local context . The mul t id isc ip l inary and
integrated approach to serv ice des ign
helps to tack le long-s tanding issues of
heal th inequal i ty and depr ivat ion in a way
that s t rengthens the ent i re heal th system
and leads to bet ter heal th outcomes for
both pat ients and popula t ion.

When the interview findings are shared 
in our meetings, then we start thinking, 

okay, what do we do about it? And 
that’s the partnership, because you’re 

getting a continuous flow of 
information between the two teams

Things come up, they get funded for two 
years then they go away, the whole 

point of our evaluation is to see whether 
it works in a robust fashion so that 

hopefully if it does work it won’t go 
away after two years 

O U R C L I N I C A L A C A D E M I C T E A M A R E H I G H L Y C O M M I T T E D T O
I M P R O V I N G O U T C O M E S T H R O U G H A S H A R E D A P P R O A C H T O
M O R E E F F E C T I V E A P P L I C A T I O N O F E V I D E N C E T O P R A C T I C E .
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T H E  C H I L D S  F R A M E W O R K  I M P A C T

Personalised 

care

Reduced service 

use

Reduction of health 

inequalities

60% of children who have 

used our model have a 

clinically measurable 

health improvement

Our population health 

management system 

delivers early 

intervention targeted to 

the children with the 

highest needs

Our model has proven 

to be cost-effective, with 

asthma care becoming 

cost neutral at <500 

patients

At just 30% population 

coverage, our targeted 

approach prevents 40 non-

elective admissions and 49 

emergency department visits 

per year

20-25% of patients with a 

physical condition also 

have high to very high 

mental health needs, and 

many  families have 

significant social stressors

Health

improvement
Cost-effectiveness

We have demonstrated important improvements in outcomes and quality of care

SUMMARY OF IMPACT

HEALTH IMPROVEMENT
Across condi t ions we have demonstrated
signi f icant improvement in cl inical symptoms:
for asthma, severe symptoms reduced from
52% to 28% of the populat ion. At entry to the
service, 76% of chi ldren with eczema have
moderate or severe symptoms, reducing to
only 22% with moderate symptoms at the t ime
of discharge. Simi lar ly, 66% of chi ldren with
const ipat ion had severe symptoms when they
enter the service, but only 10% of chi ldren
have any cl inical need remaining at
discharge. Using the Chi ldren Global
Assessment (C-GAS) scale for psychological
and social funct ioning, we know that most
chi ldren have signi f icant ly improved C-GAS
scores, moving up 2-3 bands in the score.

REDUCTION OF HEALTH INEQUALITIES
We del iver care proport ionate to need,
thereby reducing inequal i t ies in access to
care.

Our PHM tools al low us to scale up/down
populat ion coverage, del ivering impact for
chi ldren who need i t most. The CHILDS
Framework adopts the Marmot approach to
proport ionate universal ism. Everyone’s heal th
improves, but the chi ldren who need most
support get the most care.

We achieve populat ion coverage by using
data to ident i fy and contact chi ldren with
speci f ic condi t ions or r isk factors, providing
heal th promotion to al l , and care when
needed.

For example, we achieve 30% populat ion
coverage with two sweeps of cal l -recal l
invi tat ions, c50% of chi ldren have unmet
needs and require cl inical intervent ion.

IMPACT ON SERVICE USE AND COSTS
CHILDS Framework targeted integrated care
for children with long-term conditions:

• Is cost ef fect ive at c500 pat ients per year
• At 30% populat ion coverage for asthma

resul ts in 45 non-elect ive admissions
avoided per 100 pat ients, and 49 ED
attendances avoided per 100 pat ients.

• We can set the populat ion coverage
according to the level of need, and
workforce capaci ty, and model impact at
any level of populat ion coverage.

CHILDS Framework general integrated care
for children with everyday paediatric
conditions achieves:

• 13% reduct ion in Emergency Department
contacts

• 7% reduct ion in non-elect ive admissions

IMPACT ON HEALTHCARE QUALITY
Personal ised care for physical heal th, mental
heal th, and social needs improves qual i ty of
outcomes. Care qual i ty is improved through
training, educat ion, and new ways of working.
We know, for example, that the CHILDS
approach meets a higher proport ion of
nat ional standards than is the nat ional
average, for example wi th asthma care plans.
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T H E  C H I L D S  I M P A C T  ( C O N T I N U E D )

We also know through our detai led
qual i tat ive research that hol ist ic care that
addresses family needs is considered
essential for posi t ive family experiences
of care, and for family-perceived
improvements in health outcomes and
service use.

ENHANCED KNOWLEDGE ABOUT
HEALTH
We have the tools now to map need in the
community before chi ldren come to
hospital . We’ve learned that in the
population, at entry to the CHILDS
service, over hal f of chi ldren (52%) with
asthma have uncontrol led symptoms; 65%
of chi ldren with eczema had moderate or
severe symptoms and 66% of chi ldren had
severe symptoms of constipation
measured using standardised tests. By
measuring population need and system
performance we can shape services to be
more responsive. By understanding the
level of unmet needs and co-producing
solutions to problems, we can del iver
personal ized care, and continuously
improve qual i ty.

We know that approximately 40% of
chi ldren in the community with asthma
have uncontrol led symptoms, 20-25%%
have high to very high mental health
needs, 45% of chi ldren who have a
physical health condit ion are in contact
with social care. Over a third of their
parents have physical and/or mental
health condit ions of their own.

Over a third of fami l ies report insecure
housing, more than 10% have financial
di ff icul t ies that affect fami ly l i fe, and over
5% of parents or carers report concerns
about being able to provide suff icient
food for their chi ldren.

We can use that data to del iver early
intervention and ensure that we direct the
system to meet needs proportionately.
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Children 
Triaged

45% 
Advice 

and 
Guidance 

31% 
Integrated 

Child 
Health 
Clinic

13% 
Specialist 
referral

9%
Integrated 
Long term 
condition 
service

Children are kept out of hospital, managed locally by 
neighbourhood child health teams delivering early intervention, 
health promotion, and integrated care in primary care networks.

MAY 20 21

100%
Of patients are supported 
with health promotion, 
education, and self-
management information

Savings achieved when 30-
40% population coverage is 

achieved

In an exemplar PCN our 
service provides care 
for:
• 48% of children 0-5yrs
• 25% 6-11 years and
• 25% 12 – 16 years

C H I L D S  I M P A C T:  P E R F O R M A N C E

Improved urgent and emergency health service use for 
children with everyday paediatric conditions:
• 13.8% reduction in ED contacts
• 6.8% reduction in non-elective admissions

Improved urgent and emergency health service use for 
children with long term conditions:
• 49% reduction in ED contacts
• 45% reduction in non-elective admissions

Children with the greatest 
needs get early intervention 
and the care they need 
through a data-driven 
approach to proportionate 
universalism.

Equity



C H I L D S  I M P A C T :  P A T I E N T  O U T C O M E S

40%
20%

45%

“Very personalised. I could 
ask lots of questions as 

there was enough allocated 
time, didn’t feel rushed. 

Based in local community”

“Excellent communication 
with and advice from our 

link paediatrician. 
Reassurance for parents 

and clinicians” 

What do people say?

40% of children with 
asthma have 

uncontrolled symptoms

20% of patients have 
moderate to severe 
anxiety/depression

10-20% parents have mental 
ill health/housing 

instability/food insecurity
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62% of our patients 
are among 
the 20% most 
deprived groups 
nationally.

73% of our patients 
are from ethnic 
minority backgrounds

Serving children with challenging health and life conditions

60% of children have clinically measurable health improvement. 
Severe asthma symptoms reduced from 52% to 28% of the 
cohort, and eczema from 76% to 22%. 

And most children have significantly improved scores in the 
Children’s Global Assessment Scale of psychological and 
social functioning, moving up 2-3 bands after our service.



LOUISE'S HEALTH HISTORY
Louise was suffering from labial fusion; a
condit ion that sometimes occurs as a
result of a simple infection, such as
vulvovagini t is.

REFERRAL TO CHILDS TEAM
PAEDIATRICIAN
Her condit ion required a simple treatment
with an estradiol gel . However, GPs
professionals are unable to prescribe this
gel to chi ldren in primary care. The
CHILDS team paediatr ician was able to
see that Louise had been examined
through the referral notes and fel t happy
with the diagnosis.

INTEGRATED CARE PLANNING
The CHILDS team paediatr ician
communicated back to the GP that they
agreed with their diagnosis and provided
a prescription for the estradiol gel via
EMIS, within the primary care system.
They also provided Louise with brochures
on how to manage her condit ion .

LOUISE’S OUTCOMES
Louise and her fami ly were able to receive
t reatment for her condi t ion wi thout fur ther
examinat ions or unnecessary t r ips to the
hospi ta l .

L O U I S E ' S  S T O R Y

B E T T E R  C O M M U N I C A T I O N  B E T W E E N  P R I M A R Y  A N D  
S E C O N D A R Y  C A R E  L E D  T O  F A S T E R  D I A G N O S I S  A N D  
B E T T E R  H E A L T H  O U T C O M E S  F O R  L O U I S E

c a s e  s t u d y  o n e
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A M E L I A  R E C E I V E D  M O R E  S T R E A M L I N E D  C A R E  A S  A  
R E S U L T  O F  B E T T E R  C O M M U N I C A T I O N  B E T W E E N  H E R  G P  
A N D  P A T C H  P A E D I A T R I C I A N .  

c a s e  s t u d y  T W O
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AMELIA'S HEALTH HISTORY
Amel ia - a one year old chi ld f rom
Southwark - was brought in to see her GP
because she was exper ienc ing s igns of
wheez ing. Amel ia had been exper ienc ing
these symptoms for a long t ime and there
did not appear to be any obv ious cause
tr igger ing the condi t ion.

REFERRAL TO PATCH PAEDIATRIC
Concerned about Amel ia 's condi t ion, the GP
refer red Amel ia to a patch paediat r ic ian
us ing EMIS Remote. In the refer ra l notes,
she ment ioned that Amel ia was
exper ienc ing cont inuous t rouble breath ing
and requested fur ther rev iew by a
paediat r ic ian.

LIAISON WITH ALL PROFESSIONALS
The patch paediat r ic ian requested more
informat ion f rom the GP - inc luding a v ideo
of Amel ia 's wheeze - so that they could
unders tand more about what could be
caus ing Amel ia 's condi t ion. The GP shared
the v ideo di rec t ly wi th the patch paediat r ic
v ia EMIS remote.

INTEGRATED CARE PLANNING
The patch paediat r ic ian was concerned that
Amel ia may have a f ixed ai rway problem
and forwarded the v ideo onto a respi ratory
spec ia l is t in the ENT depar tment . Wi th in a
week, the ENT team conducted a v i r tua l
rev iew of Amel ia and wi th in two weeks,
Amel ia was booked in for an operat ion. In
normal c i rcumstances, Amel ia may have
had to wai t up to s ix weeks to see a
paediat r ic ian and even longer to see a
respi ratory spec ia l is t .

AMELIA’S OUTCOMES
Amelia and her family were able to
receive treatment faster and without
unnecessary tr ips back and forth to GP
and hospital

A M E L I A ' S  S T O R Y
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A P P E N D I C E S

T H E  C H I L D S  F R A M E W O R K

M A Y  2 0 2 1

C H A P T E R  7 :
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WHAT IS THE CHILD HEALTH TEAM?
The Child Health Team is a multidisciplinary
team of clinical and population health
specialists who work together to bring a more
joined-up approach to care for children and
young people. Children and young people with
long term and common childhood health
conditions can be managed via the same
clinical team within a primary care setting,
enabling better, more timely care for children
and their families. Clear principles guide care:
families and young people are more in control
of their lives; prevention and early intervention
are essential; a child is seen as a whole
person; health and social care work together;
and care is planned ahead.

The Clinical Team includes children’s
specialist nurses, GPs, and paediatricians. The
team practice biopsychosocial care, and is
designed to align with health visitors, social
workers, youth workers, and community health
practitioners.

The Population Health team includes
clinicians trained in population health, analysts,
and PHM managers. They work closely with the
clinical team supporting and enabling care.

The full child health team is designed to
coordinate and align with the wider child health
community and can work at PCN (Primary Care
Network) level identifying local needs,
priorities and children who need further support
or more tailored care in their area.

The child health clinical and population health
team work together to ensure the child has
preventive care and is seen by the right person
in a way that provides more joined up care for
all. Only those who need specialist input are
required to go to the hospital.

WHAT ARE THEIR ROLES AND
RESPONSIBILITIES?
The primary responsibilities of the Child Health
Team are as follows:
Manage risk
• Identify, register and stratify the population

according to patients likely to suffer adverse
effects.

• Planning, implementing and evaluating
evidence-based care interventions within the
community setting

Promote health and self-management
• Provide guidance, education materials, care

navigation and advice services aimed at
patient activations.

• Empowering children and families to manage
their own health.

• Deploy technology assisted to support
Early Intervention
• Promote prevention and early intervention

strategies targeted at those with greatest
need

• Use targeted health checks
• Deploy multi-disciplinary teams (MDTs),

primary care, community-based and
consultant-led services,

Admit only when needed
• Refer into specialist care

t h e  c h i l d  h e a l t h  t e a m
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WHAT ATTRIBUTES DOES 
THE CHILD HEALTH TEAM 

REQUIRE?



WHAT SKILLS AND KNOWLEDGE ARE
NEEDED FOR A CHILD HEALTH TEAM?
The Child Health Team must encompass a special
set of skills, knowledge and awareness. Firstly,
they must have a general knowledge of
paediatrics and child health, including common
childhood conditions and child development. In
particular, they must have a strong understanding
of long-term conditions and how mind-body,
family, community, and social determinants affect
children. The Child Health Team should also have
an understanding of their local area, including an
awareness of the local culture, the needs of the
population and their ability to access and trust
healthcare.

Delivering care for the ’whole child’ means that
the team must be aware of how biological,
behavioral, sociocultural, economic, and
ecological factors impact the health of their
patients and their families.

Child Health professionals should keep abreast of
locally available services and have the ability to
work across professional and organisational
boundaries to ensure the health and wellbeing of
patients is maintained.

The table below outlines the types of skills that
are required by members across the Child Health
Team.

HOW DOES A CHILD HEALTH TEAM WORK?
Triage and care planning meetings of the
multidisciplinary child health team take place
regularly, eg once a week. During the meeting,
every referred case is discussed and a path
forward is recommended. The team is designed to
complement and/or add to existing MDTs.

TRAINING AND EDUCATION FOR CHILD
HEALTH TEAM PROFESSIONALS
Online and in person short courses and training
materials, and detailed example role descriptions
are available from the CHILDS team and King’s
Health Partners’ Institute for Women and
Children’s Health.

t h e  c l i n i c a l  t e a m
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Skills

Clinical Clinical 
assessment 

Risk 
assessment

Psychosocial 
assessment

Delivering 
bio-psycho-
social care

Health 
promotion

Disease 
prevention

Health 
education 

Leadership
Problem 
solving Critical 

thinking

Co-
ordinating 

care Advocacy Coaching Negotiation
Teaching

Analytical Caseload 
management

Complex 
health 
needs

Population 
data

Prioritising, 
balancing 

individual & 
population 

needs 

Patterns of 
service use 

across 
organisations

Using linked 
datasets to 

track 
population 

impact

Using linked 
datasets and 
research data 

to measure 
health gain

Technical
IT for 

integrated 
care

Using Apps 
and portals 
for patient 
encounters  

EMIS
Care Notes

Electronic 
Patient 
Records

Data 
management 

systems
Data 

presentation

Virtual 
consultation

Commun-
ication

Active 
Listening

About 
poverty and 

social 
conditions

Motivational 
interviewing

Health 
promotion

Presenting 
complex data

Negotiating 
cross-

organisational 
working

Across 
organisations 

and 
professions
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THE POPULATION HEALTH MANAGEMENT
TEAM
We built a core PHM team led by a Consultant
trained in paediatrics and population health and
clinical academic, a senior NHS manager trained
in PHM, and a senior NHS analyst – working
closely with an academic child health research
group with quantitative and qualitative skills.

PHM WAYS OF WORKING
The PHM team works alongside the clinical team,
attending and contributing to clinical
management, operational decision-making, and
evaluation. The PHM team forms a link between
clinical and academic teams, enhancing the work
of each. The clinical team benefits from a more
rigorous data-driven approach to care, use of
evidence in practice, and evaluation of services.
The academic team benefits from direct insights
to clinical frontline care, the challenges of
operational decision-making and strategic
direction, helping them to design more relevant
research and to translate research evidence into
practice.

PHM EXPERTISE, TOOLS, AND METHODS

The principal expertise, tools, and methods
needed to deliver population health management
are:

• Data – linked primary and secondary care
service use data to understand patient flows
and patterns of use, primary care and public
health data to understand prevalence of
disease and risk factors

• Advanced analytic capabilities and capacity
including statistics, epidemiology, and
qualitative health service research methods

MAY 20 21

T H E  P o p u l a t i o n  h e a l t h  t e a m
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PHM TOOLS AND METHODS ARE BOTH GENERAL AND SPECIFIC FOR CHILD
HEALTH.

Access to data is needed, sophist icated analyt ic capabi l i t ies , and expert ise
in populat ion and cl in ica l chi ld heal th .

A demand—capacity model l ing tool enables the system to scale up and down
according to need and workforce capaci ty .

• Population health and clinical expertise –
public health trained clinicians and
managers

• Strong management skills for inter-
sectoral and intra-sectoral working

• Demand – capacity modelling tool to
support tailoring the health system to
anticipate and meet population health needs
and workforce capacity.

We built a PHM tool that allows us to track
numbers of patients with a condition or risk,
estimate the number of patients likely to be
invited in for early intervention, predict the
number likely to respond to a call-recall
invitation, predict numbers likely to accept an
invitation and meet the treatment threshold,
respond to care, likelihood to consent to
participate in evaluation and research.

Balancing this information with knowledge of
how long patients remain on clinicians’ case
loads, workforce capacity, and other system
pressures, enables nuanced demand-capacity
planning such that services can be offered to
as much of the population as is feasible, safe,
and agreed by the partnership, to maximise
coverage and health gain.



Aligning commissioning models to support integrated working are going to be essential in enabling
population health delivery. As set out in the NHS Long Term Plan, local NHS organisations will increasingly
focus on population health and local partnerships with local authority-funded services, through Integrated
Care Systems. Currently as the system responds to the COVID-19 crisis, NHS contracts are being moved
into block arrangements. As we now navigate towards integrated care systems (ICSs) there needs to be
some thought on how joint commissioning will be managed.

Through our work in CHILDS we have come some way in the thinking around joint commissioning
mechanisms with primary care and secondary care. This has involved our partner organisations working in
partnership at all stages of the commissioning process, from the assessment of needs, to the planning and
procuring of services, and the monitoring of outcomes.

We have worked with our partners on deciding how our services can best be delivered to meet the needs of
local children and young people, who should provide the services and where, how the services will be paid
for, and what outcomes will be expected. Bringing together local resources provides the scope for
economies of scale and supports place-based integrated care.

Functioning requirements across sectors to deliver a PHM approach to care.

!
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Level Function

Primary care Infrastructure
- Dedicated Leadership support driving PHM and MDT working at neighbourhood level
Intelligence
The analysis and supply of patient level data to help identify and support the system to:
- Identify variation in population health need
- Identify populations at most of risk of adverse health and wellbeing outcomes
Implementation
Improving wellbeing at primary care level by
- Collaborating with provider partners to deliver integrated models of care

Secondary 
care

Infrastructure
- Leadership team supporting PHM delivery and MDT working
- A framework for decision making and partnership working 
- Flexible clinical workforce to adapt to MDT working that can cross organisational 

boundaries
Intelligence
- Analytic capacity to develop data set links 
- Technology adaptations to support collection of biopyscosocial data
Implementation
- Planning and delivering broader preventative activity
- Understanding the impact of interventions on workforce and plan accordingly  
- Integrating services and increasing collaboration 

System Infrastructure
- A common understanding pf PHM delivery 
- A cross-sector leadership team driving PHM at system level
- Prioritising the creation of interoperable systems to share data
Intelligence
Managing the strategic allocation and flow of resources across the system
Implementation
- Prioritising collaboration across organisational boundaries to standardise care
- Carrying out commissioning of outcomes based care
- Integrating services and increasing collaboration 



In order to succeed in delivering new integrated
models of care to meet the needs of the
populations we serve, we will need to think beyond
our statutory and organisational borders.

The CHILDS framework has brought together
partners from health, social care, and academia,
with a shared purpose in achieving better outcomes
for children and young people. We have done this
by:

• Providing leadership and strategic oversight
• Having clear lines of accountability for

strategy and delivery
• Proportionate and a streamlined structure

focused on child health
• Partners engaged at board level and in

delivery groups
• Holding the programme team and partner

organisations to account for delivery,
outcomes and money

• Smaller partnership group brining key skills
and senior level influence

• Supported by focused executive support
• Having a citizen voice as a key role on the

board

Forming system wide partnerships that focus on
children and young people is key to achievement
however it does not come without its complexities.
Setting out a clear memorandum of understanding
to document agreed principles and objectives will
be critical in delivering a new way of working.

In forming the CHILDS partnership we developed a
clear role and membership guide for the
programme board and how we expected the
programme board to operate. This has allowed us
to deliver the programme of work to develop and
test the CHILDS framework and to support its
ongoing delivery and application to other
conditions, risks, and populations

Below might be helpful thinking in setting up your
own partnership board:

Purpose of the Partnership Board
v Assuring effective use of funding to deliver the

objectives
v Holding the Programme team to account
v Holding Partner organisations to account
v Ensuring alignment between programme

deliverables and other strategic initiatives
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g o v e r n a n c e

GUIDING PRINCIPLES FOR PARTNERSHIP 
WORKING

Behaviours
v Clear vision and commitment to a joint

strategy
v Differences in organisations’ culture and

practice acknowledged and respected, with
a shared commitment to child health
paramount

v Adherence to agreed decision-making
processes

Processes
v Clear need of the partnership
v Clear vision and strategy 
v Roles and responsibilities of each partner 

are agreed and understood
v Process for managing risks associated with 

partnership working
v Clear decision making and accountability 

structures and processes

Performance measurement and
management
v Defined outcomes for partnership activity
v Agreement to what success looks like and 

indictors for measuring progress
v Clearly defined outcomes, objectives, 

targets and milestones that are owned 
collectively. 

v System development to monitor and report

Use of resources
v Identify budgets to monitor costs of 

partnership, integrate service, financial and 
workforce planning. 

v Identify, allocate and monitor resources 
used to administer the partnership

v Access specific initiative funding models 
available for joint working between health 
and social care. 
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D A T A  A N D  a n a l y t i c s
The CHILDS approach relies on data and analytics
for tailoring care according to needs, to continuously
learn, improve, and report progress, and to add to the
evidence base for children’s health.

More specifically, there are two broad categories of
data and analytics in the CHILDS framework: Data
for understanding health needs and system
performance. This is about using data for shaping
the care response to each individual child, and to
shape the system to meet needs at population level.
Data for understanding quality of care we are
providing, how our service is performing,
enabling continuous improvement, and research.
We use a range of data, both quantitative and
qualitative for these purposes.

1. Individual patient level data. We use a patient
portal or App for gathering information for pre-
assessing biopsychosocial needs of children and
families so that we can shape care accordingly.
We use patient level measures, such as the
Asthma Control Test and Health Related Quality
of Life questionnaire, for measuring health impact
and quality of care.

2. Health service level data. As an integrated
service we look at waiting times, patient
experience feedback, staff experience, and
financial performance data. Data sets include:

Primary care: Working together and using
methods established for vaccination and
screening, we identify children eligible for
early intervention using agreed diagnostic
codes. We also use de-identified data from
primary care to link with secondary care data
so that we can measure the impact of our
services.

Hospital: We identify eligible children from
ED and outpatient lists. We use de-identified
hospital activity data to link with de-identified
primary care data to measure the impact of
services.

3. Publicly available data. Public health and
demographic data is used to understand population
level characteristics such as deprivation so we can
tailor the system appropriately to meet needs.

4. Research. We capture data for research too. With
ethical approval we use aggregate data (no patients
can be identified individually), and with informed
patient and/or parent consent we use identifiable
data.

Data uses

1. Personalised care. Data is used by the
multidisciplinary child health team to tailor a
package of care designed to address the needs
of the whole child – physical, mental, and
social.

2. Shaping the system. Data is used to direct the
health system more intensively towards areas
of greater need, and to scale up or down
services according to capacity.

3. Continuous learning. As part of our Learning
Health System approach, the CHILDS
framework enables continuous quality
measurement and improvement.

4. Research. An important feature of our
approach to using data, generating knowledge,
and applying it to improve care, is the ability to
produce generalisable knowledge that can be
applied in other areas and contributes to
increases the evidence base for child health.

Establishing data and analytics infrastructure

Building a successful, well-structured, joined up
operational and analytical system involves wider
invested partners including: Service Teams,
Primary/Secondary & Social Care, GP Federations
and Clinical Academic Evaluation Teams.
Ultimately a Learning Health System should be the
goal, but the key component parts for running a
service using the CHILDS framework are set out
here.

Data 
Provisioning

Creating and enabling 
data to be used in a 

secure way. 

Data Analysis
Interpret data

Discover new insight in the 
data

Evaluate data quality

Data Capture
Acquire key data 

elements
Assure data quality

Integrate data capture 
into operational 

workflow 
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D A T A  A N D  a n a l y t i c s
Setting up the key component parts for data and
analytics for the CHILDS framework

We developed and apply the CHILDS framework
within a clinical academic partnership, as described
elsewhere. This approach has additional benefits,
but is not essential. Here we describe the key
components of a data and analytics system for
delivering integrated care for children using the
CHILDS framework.

Purpose of data and analytics

For service delivery and reporting, the specific
requirements are:

• To ensure a safe service
• Monitor capacity vs demand
• To monitor cost effectiveness
• To measure impact on health service use
• To highlight declining or improving patient

outcomes to guide proactive clinical and PHM
decisions

• Supporting PCNs and services to enable tailored
patient care

Points to consider when setting up an
operational and analytical system

Information governance

• Securing Data Sharing Agreement’s (DSA’s)
between PCN (Primary Care Networks) and
Hospitals

Approach
• Adopting the research approach of modern,

open analytic methods and tools which ensures
transparency, error checking, and re-use of
analytical outputs

Communications and engagement
• Regular engagement, testing and action from

Key Partners
• Communicating with patients to ensure real

world outcome correlates to what we see in the
datasets

Data quality assurance
• Building and integrating data systems to ensure

data quality and integrity (the data is what you
think it is), security (the data is safe, compliant
with information governance requirements), and
utility from the point of view of individual patients,
front-line professionals, and partners.

• Programme and system analysts capable of
supporting health service delivery and analysis,
ideally linked to an academic health services
research function.

Reporting
• Unambiguous key performance indicators (KPI’s)

alongside visible, regular reporting.
• Standardising data input templates ensuring

simple automatic data downloads to measure
activity and quality, and ensure clean datasets

• Using both qualitative and quantitative data
helps us learn about how the system is
performing and to see if we improve over time.
For example, we use qualitative data to
understand what matters most to our patients,
families, and staff.

• An agile approach using qualitative, quantitive
data and mixed methods is helpful to identify
opportunity for improvements.

• Aligning KPI’s to local and national guidance
• Using clearly defined questions which can be

evolved to other specialist needs
• Maintaining capture of all clinical and non-clinical

patient activity
• Are you good ‘customers’ of data analytics; do

you know what questions to ask and how to
recognise poor outputs?

• Does current available reporting methods meet
the needs of the service

• What skills and tools do both your analytics
teams need – they require similar skills, methods
and tools to research?

• Dashboards to display clinical and operational
data to support decision making.
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CHILDS Learning Health Service Technology
We connect a broad set of data into the service, and flow service data out to the local ecosystem for analysis to rapidly and continuously 
improve services

Ø Patient Engagement: Condition-based apps improve patient engagement and 
empowerment 

Ø Holistic Care;  environmental data (e.g. pollution/route to school) enable a more rounded 
approach to care

Ø Expansion of service Data Automation enables us to expand service to more patients

Ø Greater Insight linking data (e.g. with eLIXIR) enables deeper, connected insights to 
improve care

Ø Rapid research Better integration with the KHP data ecosystem accelerates research

t e c h n o l o g y
Technology needed to deliver the CHILDS framework includes:
• Inter-operable patient records to enable clinicians to work across organizational boundaries
• Portals and apps to collect patient information that enables personalized care, and to respond to 

patients’ needs for health promotion and supported self-management
• Portals and apps that support meaningful communication between patients, families, and health 

professionals. 
• Templates that facilitate routinely collecting data for continuous quality measurement and 

improvement.
• The primary care and public health call-recall system that enables data-driven patient identification 

and invitation for early intervention and targeted support
• The essential technology should evolve to a Learning Health System that strengthens the connections 

between patients, parents/carers, clinicians, and researchers; enhances quality and quantity of data 
for patient care, system intelligence, and research; that enables continuous measurable improvements 
in care and health outcomes. 
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1. Secure approval and funding
The PCN Clinical Directors wi l l reach out
to practices within the PCN to ensure they
are happy to go implement this way of
working. These groups are also
responsible for agreeing the mechanism
for GP Chi ld Health PCN lead time and
funding.

2. Establish a data sharing agreement
In order to faci l i tate cross-organisational
data sharing necessary for the tr iage,
cl inics and MDT meetings, each PCN
must have the necessary Data Sharing
Agreement (DSA) in place between the
practices. Depending on whether or not
they have existing agreements in place,
some practices may wish to conduct a
Data Privacy Impact Assessment (DPIA)
to understand the risks associated with
new methods of data sharing.

3. Identify a GP Child Health PCN Lead
A GP lead may be nominated by a PCN,
Cl inical Directors or sel f-nominated. This
may require advertisement and formal
appointments. The GP lead wi l l be
responsible for determining how the Chi ld
Health Team wil l be run and supporting
the necessary governance, IT and
workforce components.

4. Identify a team
The paediatr ic team from the hospital wi l l
identi fy a patch paediatr ician and a patch
PCN nurse to work with each PCN team
according to location and geography. The
PCN Clinical Director and GP Chi ld
Health PCN lead identi fy administration/
management support from the PCN to
support the PCN Chi ld Health team.

5. Build the necessary IT infrastructure
The GP Chi ld Health PCN lead, patch
paediatr ician and patch PCN nurse must
al l have access to EMIS Remote or
equivalent to al low cross-organisational
working. Please note that there may be a
cost associated with using EMIS remote.

6. Communications and engagement
The two-step process for referrals should
be communicated to GPs and the wider
primary care health team. It is the GP
Chi ld Health PCN lead’s responsibi l i ty to
communicate processes and dates of MDT
meeting to the wider primary care
meeting.

7. Schedule triage meetings, clinics
and MDT meetings
Dates and times for the PCN Chi ld Health
weekly tr iage meeting should be agreed
in advance. At least two cl inic dates
should also be agreed in advance of each
tr iage meeting. If cl inics wi l l be held
face-to-face, a cl inic room wil l need to be
booked. The cl inics should ideal ly rotate
across the practices. MDT meetings
should be scheduled monthly or as
decided via a virtual platform.

MAY 20 21
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The service specification for the CHILDS framework
delivery programme outlines the service and quality
expected by the commissioning body. They are
important in clearly defining the standards of care
expected from organisations, and brings together
the functions which contributes to the delivery of the
CHILDS framework.

Our specifications sets out our ambitions to achieve
the best possible outcomes for all children, young
people and their families in Lambeth and Southwark.

Prevention and Early Identification are the
cornerstones to this service and are critical to
reducing health inequalities. The child health team
offer is fundamental to delivering prevention at scale
outcomes through unique assessment, planning and
leadership skills of Population Health Management
to implement individual, family, community and
public health interventions.

Our integrated child health team should be delivered
flexibly based on risk or vulnerability, enabling a shift
in focus for families who need more support and
working in partnership to ensure holistic plans are in
place to support families who are more vulnerable or
need intensive help.

The specifications however have been written
independently due to the nature of differing referral
routes in, triage and acceptance criteria that differs
between a targeted approach Vs generalised health
care and delivery of care can be led by the
independent teams.

Please contact us for further information:

Claire.Gregory@gstt.nhs.uk

mailto:Claire.Gregory@gstt.nhs.uk


PEOPLE HAVE TO KNOW ABOUT THE TEAM
AND UNDERSTAND WHY IT IS BENEFICIAL
Effective communications are integral to the
success of the PCN Chi ld Health Team. As
the person responsible for communicating
new processes to the wider team, the GP
Chi ld Health PCN lead plays an important
role in ensuring that al l stakeholders are
bought in to the new ways of working.

ENSURE THAT THERE IS MINIMAL
BUREAUCRACY
The easiest way to encourage buy-in
amongst stakeholders is to make the process
as simple as possible. This means removing
bureaucracy in the referral process so that
GPs continue to refer patients using the new
method. Administrative staff should be able
to schedule cl inics, meetings, and
appointments with ease.

THE INITIATIVE NEEDS TO BE DRIVEN
INTERNALLY
The PCN Chi ld Health Team achieves
mult iple benefi ts for patients, cl inicians and
the system, However, for these benefi ts to be
real ised, the ini t iat ive must be driven
internal ly by al l members. Some ways of
achieving greater buy in include:

• Clearly communicating the vision and
mission of the team

• Gathering commitment early on in the set-
up process from important stakeholders

• Making the benefi ts obvious and
accessible to everyone (i .e. accessibi l i ty to
MDT meetings for education and training)

• Communicate key milestones and inspir ing
case studies

MYTH BUSTING
"It will create more work for me” The
system is designed to improve and reduce
workload, by ensuring chi ldren and famil ies
are more supported in sel f-care, and when
necessary, seen at the right t ime, in the right
place, by the right team. Better care resul ts
in reduced frequency of attendance and fewer
consultations.

"It is too expensive" Proven cost savings
are achieved by del ivering better and more
tai lored care for patients, reducing
unnecessary GP and hospital visi ts and
preventing avoidable A&E visi ts.

MAY 20 21

l e s s o n s  l e a r n e d
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The CHILDS approach can be appl ied to a wide variety of condi t ions and problems and can
operate at any scale from team to organisat ion to system. I t takes Qual i ty Improvement to
the next level and embeds i t in a cont inuous cycle of learning.

T h e C H I L D S c l i n i c a l - a c a d e m i c p a r t n e r s h i p a p p r o a c h i s
e m b e d d e d i n a L e a r n i n g H e a l t h S y s t e m i n w h i c h “ s c i e n c e ,
i n f o r m a t i c s , i n c e n t i v e s , a n d c u l t u r e a r e a l i g n e d f o r c o n t i n u o u s
i m p r o v e m e n t a n d i n n o v a t i o n , w i t h b e s t p r a c t i c e s s e a m l e s s l y
e m b e d d e d i n t h e d e l i v e r y p r o c e s s , w i t h p a t i e n t s a n d f a m i l i e s a s
a c t i v e p a r t i c i p a n t s i n a l l e l e m e n t s , a n d n e w k n o w l e d g e i s
c a p t u r e d a s a n i n t e g r a l b y - p r o d u c t o f t h e d e l i v e r y e x p e r i e n c e ” .

Nat i o n al Ac ad e my o f Me d i c i n e
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A LHS approach can:
• Improve patient outcomes and

experience
• Provide better value healthcare
• Reduce unwarranted variation in

outcomes

• Generate general izable knowledge
and evidence

• Optimise use of knowledge and
evidence for decision-making

• Maximise the benefi ts of
innovations

T H E  C H I L D S  F R A M E W O R K  L E A R N I N G  
H E A L T H  S Y S T E M  A P P R O A C H
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Agree the problem of interest 

A partnership approach for shared priority setting helps ensure buy-in 
from the start. 

Clinical academic partnership means that data and evidence inform 
decisions. 

STEPS 1,2,3  Collect, Assemble, Analyse Data

Starting the process:
A Health Needs Assessment includes data on 

health outcomes, trends, equity.
Segmented population analysis helps identify 
subsets of patients or populations for specific 

interventions.

Evaluation:
Running a dual simultaneous service and research 
evaluation provides real-time evidence for service 

managers and commissioners, while building a 
robust evidence base for clinical effectiveness, 

cost-effectiveness, and equity of outcomes.

STEPS 4,5,6 Interpret data, represent and manage knowledge

Starting the process:
A gap analysis of current services and the health 

system, an evidence review on effective 
interventions, and recommendations for 

interventions supports decision-makers in priority 
setting.

Evaluation:
Partnership approach to assessing whether the 
service is delivering satisfactorily. Using both 

service evaluation and research evaluation results 
ensures robust decision-making.

STEPS 7,8 Apply knowledge and take action to change practice

Starting the process:
Co-producing an implementation plan for new 
evidence-based interventions. Where there is a 
lack of evidence, co-designing interventions using 
the best available evidence is key. 

Ensure all the health system components in place:
• Service model
• Workforce
• Data and analytics
• Technology
• Financing
• Governance

Setting goals: Outcome measures
• Health: eg Asthma Control Test scores
• Healthcare quality: eg adherence to guidelines
• Healthcare use: eg reduced ED attendances

Evaluation:

Performance assessment and evaluation:
Understanding the true effectiveness of 
interventions
• Health outcomes – validated measures of 

health
• Health care quality – eg access to care
• Health service use - inequalities

Has the service delivered the required 
improvement? 

If no, start back at step 1. 
If yes, agree a new problem of interest, and start at 
step 1

A P P L Y I N G  T H E  C H I L D S  A P P R O A C H
STEP BY STEP THROUGH  THE CHILDS APPROACH

The LHS cycle can be applied to any condition or risk. The 
same steps are followed at the start of an initiative to improve 
outcomes, the cycle is repeated to evaluate outcomes, and if 
needed the cycle is followed again to further improve.   
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W H E R E  T O  G O  F O R  M O R E  I N F O R M A T I O N

CONTACT DETAILS

WEBSITE: WWW.CYPHP.ORG

SHORT COURSES

WORKSHOPS

INSTITUTE


