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THE CONTEXT
The  UK  has  some  of  the  most  concern ing  chi ld

hea l th  outcomes  across  high  income  countr ies .

Many  chi ldren  suf fe r  f rom  poverty ,  emot iona l

t rauma ,  menta l  heal th  i s sues ,  and  phys ica l

i l lness .  There  i s  an  undeniable

interdependence  between  these  problems ,

which  resu l t s  in  them  re in forc ing  each  other

and  many  chi ldren  being  unnecessar i l y  s ick

most  of  the  t ime .  But  i t  doesn ’ t  have  to  be  th i s

way .  As  a  community ,  we  can  do  better  to  give

chi ldren  the  care  that  they  deserve .  The  CYPHP

model  a ims  to  do  jus t  that .

THE CREATION OF THE CYPHP APPROACH
The  CYPHP  approach  was  created  in  2013

through  a  power fu l  and  unique  partnersh ip .

Eve l ina  London  Chi ldren ’s  Hospi ta l  wanted  to

deve lop  a  new  model  to  del i ver  smarter  care

for  chi ldren  and  the i r  fami l ies .   This  important

work  was  dr iven  by  the  bel ie f  that  chi ldren

should  rece ive  hol i s t ic  care  that  i s  both

targeted  and  preventat i ve ,  and  inc ludes  of ten -

over looked  factors  such  as  menta l  wel l -

being .   The  ambit ion  was  to  change  the  ways  of

work ing  between  hospi ta l s ,  GP  surger ies  and

spec ia l i s t s  by  br ing ing  them  a l l  together  in  a

‘one  team ’  approach ,  us ing  research  and  data

to  improve  care  del i very  in  rea l  t ime ,  and

of fer ing  care  in  fami l ia r  set t ings .    

We  bui l t  CYPHP  as  a  partnersh ip  that  br ings

together  l i ke -minded ,  committed  and  expert

par tners  who  each  have  an  important  ro le  to

play  in  del i ver ing  chi ldren ’s  care .  From  the

beginning ,  CYPHP  combined  research  with

pract ica l ,  pragmat ic  changes  in  the  way  we

del i ver  care  -  to  make  i t  better .  Our  journey

has  af forded  important  learn ings  a long  the

way ,  which  we  have  used  to  f ine - tune  the

CYPHP  approach  and  make  i t  one  of  the  most

ef fect i ve  chi ldren ’s  care  models  in  UK .  CYPHP

current ly  operates  in  the  London  boroughs  of

Southwark  and  Lambeth .  The

CYPHP   partnersh ip  inc ludes  Southwark  and

Lambeth  CCGs  and  Counci l s ,  the  South  GP

Federat ions ,  King ’s  Col lege  Hospi ta l ,  and

Eve l ina  London  Hospi ta l .   CYPHP  i s  funded  by

Guy ’s  and  St  Thomas ’  Char i ty .

why  we  c r e a t e d  cyp h P



T H E  C Y P H P  D I F F E R E N C E

Al l  chi ldren  are  el ig ib le  fo r  our  care ;         

We  don ’ t  wait  fo r  chi ldren  and  the i r

fami l ies  to  come  to  us ,  we  go  to

them   ·              

We  conduct  a  deta i led  eva luat ion  of  the

chi ld ’s  phys ica l ,  menta l  and  soc ia l  wel l -

being ; ·                        

We  of fer  spec ia l i s t  care  that  i s  loca l l y

de l i vered  in  the  set t ing  that  chi ldren  and

the i r  fami l ies  are  most  fami l ia r  with  –  the i r

loca l  GP  or  school ; ·              

We  empower  fami l ies  to  take  charge  of

the i r  own  care ,  ins tead  of  being  re l iant  on

a  sys tem  that  i sn ’ t  s t ructured  to  support

them ,  whi le  a l lowing  them  to  understand

and  conf ident ly  manage  the i r  chi ldren ’s

condi t ions ;        

We  reduce  heal th  inequal i t ies  by  us ing

ex i s t ing  data  to  proact ive ly  f ind  and

support  those  chi ldren  and  fami l ies  that

need  care  the  most .

CYPHP APPROACH TO CARE 
CYPHP  i s  a  s imple  and  ef fect i ve  model  of

care  that  ta rgets  the  faml ies  that  need

heal th  support  the  most .  CYPHP  uses  ex is t ing

data  to  proact ive ly  of fer  support  to  chi ldren

who  have  ident i f ied  ' t racer  condi t ions , '  such

as  asthma  and  const ipat ion ,  and  are  known

to  the i r  GP .  The  CYPHP  model  del i vers

hol i s t ic  care  fo r  chi ldren  -  inc luding  menta l

wel lness  -  us ing  a  whole  chi ld  approach  to  

 prov ide  expert  care  c lose  to  home .  CYPHP 's

approach  gives  proact ive  and  prevent ive  care

to  chi ldren  with  long  te rm  (or  ongoing  or

chronic )  condi t ions  in  a  way  that  reduces

hea l th  inequal i t ies .    These  chi ldren  and

young  people  normal ly  exper ience  some

treatment  complex i ty ,  but  do  not  requi re

hospi ta l i zat ion  and  there fore  should  be  able

to  se l f -manage  condi t ions .  

The  CYPHP  c l in ica l  teams  of fer  personal i sed

care  to  chi ldren  and  fami l ies  to  help  them

manage  the i r  own  heal th  with  conf idence  in

the  partnersh ip  of  GPs  and  spec ia l i s t s

support ing  them  when  needed ,  to  avo id

unnecessary  t r ips  to  the  hospi ta l .

HOW IS  CYPHP DIFFERENT?·              



Ear ly  care  and intervent ion –   CYPHP

analyses  data  f rom  GP  surger ies  to  ident i f y

ch i ldren  who  may  benef i t  f rom  i t s  approach

and  proact ive ly  reaches  out  to  parents .

Parents  rece ive  an  inv i tat ion  message

and /or  le t ter ,  ask ing  them  to  v i s i t  the

CYPHP  onl ine  porta l .  Parents  may  a lso  se l f -

re fer  -  empower ing  fami l ies  to  take  contro l

o f  the i r  care .  

Health  check assessment  –   Parents  and

chi ldren  complete  a  heal th  and  wel lbe ing

pre -assessment  quest ionna i re  on  the  porta l

that  inc ludes  aspects  of  phys ica l  heal th ,

menta l  wel lness ,  soc ia l  i s sues  and  fami ly

wel lbe ing ,  to  ident i f y  needs ; ·            

Personal ised package of  care  –   CYPHP

uses  pre -assessment  data  and  other

ins ights  to  ta i lo r  a  package  of  care ,

supported  by  a  mult i -disc ip l inary  team ,

spec i f ica l l y  to  each  chi ld  inc luding  menta l

hea l th  support .  The  t reatment  t imel ine  i s

dependent  ent i re ly  on  the  chi ld ; ·              

Comprehensive  t reatment  information
via  a  CYPHP Health  Pack –  Fami l ies  rece ive

a  heal th  pack  re levant  to  the  spec i f ic

condi t ion  of  the i r  chi ld .  This  pack  creates

and  supports  heal th  and  wel lbe ing ,  and

s ignposts  loca l  resources ; ·              

Chi ld-speci f ic  health  team support  –
 CYPHP  prov ides  on -going  support  and  care

c lose  to  home ,  del i vered  by  a  mult i -

disc ip l inary  team .  CYPHP  ident i f ies  and

responds  to  need  fo r  ind iv idua l  chi ldren

and  fami l ies ,  and  fo r  populat ions ;   Through

th is  unique  process  CYPHP  of fers

personal i sed ,  jo ined -up  and  proact ive  care ,

which  i s  a  game -changer  fo r  fami l ies  t i red

of  hav ing  the  same  conversat ion  with

di f fe rent  parts  of  the  NHS  sys tem

OVERVIEW OF CYPHP
The  CYPHP  model  i s  del i vered  v ia  ‘CYPHP

Heal th  Teams , ’  which  are  a  mult i -disc ip l inary

group  of  chi ldren ’s  heal thcare  spec ia l i s t s  in

menta l ,  soc ia l  and  phys ica l  heal th  condi t ions .

These  teams  represent  the  ent i re  spect rum  of

expert i se  needed  by  chi ldren  and  young

people  fo r  hol i s t ic  care ,  and  are  respons ib le

for  the  del i very  of  care  around  the  t racer

condi t ions  of  asthma ,  const ipat ion ,  eczema ,

and  others .  The  CYPHP  care  approach  i s

composed  of  a  f i ve -component  process :

O U R  M O D E L  O F  CAR E



IMPACT OF CYPHP
Data  col lect ion  and  analys i s  are  key  to  the

CYPHP  process  and  our  partners ’  va lues .

We 've  changed  the  sys tem  and  in t roduced

rout ine  measurement  of  heal th  outcomes  and

qual i ty .  This  means  we  can  know  how  good

the  care  i s  that  CYPHP  pat ients  are  rece iv ing ,

and  we  cont inuous ly  learn  and  improve .

Based  on  our  work  to  date ,  our  ev idence

suggests  that  CYPHP  resu l t s   in  an  over  60%

improvement  in  chi ldren 's  heal th  outcomes ,

and  these  outcomes  are  c l in ica l l y

measurable .  We  bel ieve  that  th i s  i s  due  to

the  proact ive ,  hol i s t ic  and  personal i sed

nature  of  the  CYPHP  approach .  

Since  we   measure  hol i s t ic  needs ,  we  now

also  know  that   26% of  pat ients  with  a

phys ica l  condi t ion  a lso  score  at  high  r i sk  of

menta l  heal th  di f f icu l t ies ,  with  the   most

common  being  chi ldren  with  asthma  (40%) ,

and  const ipat ion  (20%) .  These  f ind ings  are  an   

example ,  but  we  bel ieve  speak  to  the  fact

that  a  hol i s t ic  approach  should  be  embraced

more  widely .

Most  important ly ,  the  CYPHP  process  has

proven  that   reduced  heal th  inequal i t ies  can

be  achieved  in  a  cost -ef fect i ve  way ,  us ing  a

populat ion  heal th  management  approach

and  MDT  care .  For  example ,  with  asthma ,  the

CYPHP  approach  achieves  cost  neutra l i t y  at

<500  pat ients  per  year .  Since  there  are  over

8000  chi ldren  with  asthma  in  our  loca l  area ,

the  serv ice  quick ly  del i vers  va lue .

For  in tegrated  genera l  chi ld  heal th ,  we  have

witnessed  a  14% reduct ion  in  ED ,  7%

reduct ion  in  NEL .    The  CYPHP  approach

achieves  an  overa l l  reduct ion  in  serv ice  use ,

with  near ly  50% of  non -elect i ve  admiss ions

and  ED  attendances  avo ided  per  100  in

ch i ldren  with  longer - te rm  condi t ions ,  as  wel l

as  a  13% reduct ion  in  emergency  department

contacts  and  7% reduct ion  in  emergency

hospi ta l  admiss ions .  

O U R  I M PAC T :  R E D U C I N G

H EAL T H  I N E Q UAL I T I E S  



These  reduct ions  in  serv ice  use  were

achieved  by  asses ing  only  30% of  the  el ig ib le

populat ion  we  cover ,  and  then  prov id ing  care

for  the  chi ldren  who  need  i t .  Our  data -dr iven

approach  to  ear ly  in tervent ion  approach  has

meant  we 've  discovered  that  around  40% of

ch i ldren  in  the  community  who  have  asthma ,

have  symptoms  needing  care .  So  we ' re

de l i ver ing  ear ly  in tervent ion  to  them ,  which

can  prevent  more  ser ious  problems  l a ter  on .

AMBITION FOR CYPHP 
CYPHP  has  demonst rated  that  data -dr iven ,

in tegrated  care  and  a  populat ion  heal th

approach  improves  the  qual i ty  of  care

del i vered  to  chi ldren  and  young  people ,

whi le  a lso  improv ing  the i r  phys ica l  and

menta l  heal th .  

The  success  of  the  CYPHP  model  shows  that

better  heal th  outcomes  fo r  chi ldren  are

poss ib le ,  i f  di f fe rent  parts  of  the  heal thcare

system  work  together  in  new  and  progress ive

ways .  Our  ambit ion  i s  fo r  the  CYPHP

approach  to  be  rep l icated  across  di f fe rent

parts  of  London ,  as  wel l  as  nat iona l l y  in  the

UK ,  as  the  lead ing  ev idence -based  in tegrated

care  and  populat ion  heal th  model  fo r

ch i ldren  and  young  people .

l e g a cy :  a c h i e v i n g  s c a l e



Join  us  to
help  children
get  the  care
they  deserve !

FOR FURTHER INFORMATION PLEASE CONTACT:  
DR .  INGRID  WOLFE ,  DIRECTOR

INGRID .WOLFE@KCL .AC .UK

CLAIRE  GREGORY ,  PROGRAMME  LEAD

CLAIRE .GREGORY@GSTT .NHS .UK
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THANK  YOU  FOR  YOUR

INTEREST  IN  THE  CYPHP

MODEL  OF  CARE .  


