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INTRODUCTION 
The NNDHP is the collective voice of all Designated Professionals for Child Safeguarding, Looked After Children and Child Death Overview Panels who work in the National Health Service (England). The 700 members are senior nurses or medical consultants with leadership roles in their localities. They provide clinical expertise and strategic advice to their employers and local partners. The NNDHP was founded to fulfil the same functions at a national level.
Compliance with the UNCRC is a means to an end, rather than an end in itself. Therefore, we have focussed on the key health concerns for children in the UK in 2020 that the UNCRC can be utilised to ameliorate. The following words from the Lancet published in 2018, and which apply even more certainly in 2020, have spurred us on. 
“The UK is facing nothing less than a national emergency regarding the health of its children and young people. This emergency is a scar on the moral body of our country”[footnoteRef:1] [1: The Lancet Vol 392 P 106] 

We discuss the two leading issues of most gravity to minorities of children (death in childhood, and children being looked after by the state) and the three leading themes of the gravest import to the largest numbers of children, (malnutrition, poverty and health promotion). The issues of mental health and disability, having been thoroughly considered in the submission from the Royal College of Paediatrics and Child Health, are not included to avoid duplication, despite their importance.

THEMES
1. Infant and Child Mortality (Articles 6, 24) 

Infant mortality figures indicate that over a thousand infants a year die in the UK who would have survived had they been born elsewhere in the developed world[footnoteRef:2]. This is a serious failure. Infant mortality is a marker of societal health and a key indicator in the UN’s Sustainable Developmental Goals and in UNICEF international comparisons. [2: Eurostat. Live births and crude birth rates: https://ec.europa.eu/eurostat/databrowser/view/tps00204/default/table?lang=en (2019)] 

The current infant mortality rate for the UK is 3.593 deaths per 1000 live births which compares unfavourably wit, for example, Spain and the Netherlands (2.213 and 2.369 per 1000 live births respectively) and further afield, Hong Kong (1.261)[footnoteRef:3].  It seems unlikely that the UK Government will achieve its 2025 target of half the 2010 infant mortality rate (4.522). [3: U.K Infant Mortality Rates: www.macrotrends.net/countries/GBR/united-kingdom/infant-mortality-rate (2020).] 

Deprivation and poor maternal health contribute significantly to prematurity which increase infant mortality rates.  Social, economic and environmental factors all play a part[footnoteRef:4].  Rates are significantly higher in the 10% most deprived areas of the UK compared with the 10% least deprived with death rates highest at a national level in manual/working class populations and much lower for higher managerial, administrative and professional occupations.  This gap has not improved since 2011[footnoteRef:5].    [4: Infant and neonatal mortality.  Nuffield Trust (2020)]  [5: Child and infant mortality in England and Wales: (2018)] 

Many less prevalent non-infant deaths are concerning because they are preventable[footnoteRef:6].  About 60 under-fives die annually from injuries at home[footnoteRef:7]. Good accident prevention programmes and public health campaigns can help to reduce childhood death rates[footnoteRef:8]. However, as the health-visiting workforce has reduced, and children’s centres closed, it has been harder to deliver a robust universal ‘Healthy Child Programme’[footnoteRef:9] and to support and educate families with small children.  [6:  Why Children die: deaths in infants children and young people in the UK.  RCPCH (2014)]  [7:  Reducing unintentional injuries in and around the home among children under five years. PHE (2018)]  [8: Preventing unintentional injuries: A guide for all staff working with children under five years: Child Accident Prevention Trust (2017)]  [9:  Healthy Child Programme 0 to 19: health visitor and school nurse commissioning strategy (2016) ] 

Suicides in those aged 15-24 has increased from 6.6 to 8.1 per 100,000. Coronavirus measures have increased youth suicides.  In the 82 days before lockdown there were 26 likely child suicides.  25 suicides were recorded in the following 56 days.  Isolation, restriction of education and other activities, disruption to care and support services and tensions at home were cited as contributory factors[footnoteRef:10].   [10:  Child Suicide Rates during the COVID-19 Pandemic in England: National Child Mortality Database (2020)] 

Finally, there has been an increase in overall mortality among adolescents in the UK since 2014[footnoteRef:11] in contrast to recent reductions seen in comparable wealthy countries. Resources for research and services to ensure child and adolescent wellbeing are much needed.  [11: State of Child Health. RCPCH (2020)] 

Questions to the UK Government
What urgent child rights-based approach does the Government intend to use to bring the UK’s infant mortality rates in line with those of smaller, developed countries?
What is the Government’s target and action plan for an urgent reduction in child deaths from accidents?
What are the Government’s targets and action plans for an urgent reduction in adolescent deaths from suicide and other conditions that put UK young people at greater risk than other developed countries?



2. Malnutrition (Article 24, 31) 

UNICEF’s flagship report ‘The Changing Face of Malnutrition, State of the World’s Children 2019’ highlights childhood obesity as one of three forms of child malnutrition[footnoteRef:12]. The prevalence of obesity and overweight amongst children and young people in the UK is a significant public health crisis. In England, 1 in 5 preschool children are either overweight or obese rising to 1 in 3 children entering secondary education[footnoteRef:13]. The burden of childhood obesity is felt the hardest in more deprived areas with preschool children 1.6 times more likely to be overweight or obese when compared to children of a similar age in less deprived areas. Children in Black and Minority Ethnic groups are particularly affected[footnoteRef:14]. Recent projections by the Royal College of Paediatrics and Child Health have found that, of the most deprived boys in England, more than a third could be obese by 2030 if current trends continue. A recent UNICEF snapshot report on the impact of the pandemic on children in the UK predicts a reduction in healthy behaviours and a further likely increase in childhood obesity[footnoteRef:15]. [12: The Changing Face of Malnutrition, State of the World’s Children 2019, Children, food and nutrition;Growing well in a changing world, UNICEF]  [13:  State of Child Health 2020, Royal College of Paediatrics and Child Health]  [14:  Childhood Obesity: Plan for Action]  [15:  Children in Lockdown: What Coronavirus means for UK Children, UNICEF] 

The over-abundance of calorie-dense low nutrient products and fast-food outlets or ‘food swamps’ often found in low income urban neighbourhoods result in entrenched food habits as evidenced in a recent study by London’s Child Obesity Taskforce. Unhealthy food marketing and economic barriers to accessing healthy nutritious foods further contribute to the rise of childhood obesity.
Overweight and, specifically, obese children are at higher risk of developing non-communicable diseases for example Type 2 Diabetes and liver problems in childhood. They are more likely to experience cognitive, behavioural and emotional difficulties and a lower quality of life. Overweight and obesity in children can also result in stigmatisation, poor socialisation, depression and reduced educational attainment thus interfering with other economic, social and cultural rights[footnoteRef:16]. They are highly likely to become obese adults with increased chance of developing heart disease, stroke, high blood pressure and cancers. [16:  Protecting Children’s Rights to a Healthy Food Environment, UNICEF] 

The children of 2030 are being born today and if they are to grow up healthy and at reduced risk of obesity transformative measures must be put into practice now.

Questions to the UK Government
What child rights-based approach is the UK Government taking to prevent and reduce child malnutrition in all its forms?
What child rights-based approach is the UK Government taking to create and safeguard food and retail environments that enable healthy diets for children and contribute to the fundamental right to healthy food and adequate nutrition to which all children are entitled?
What plans has the UK Government made to protect children from the harmful impact of inappropriate promotion, and advertising of unhealthy foods?
Will the UK Government fund and expand targeted child centred social prescribing projects to enable a holistic approach to enhancing child physical and mental wellbeing?

3. Looked After Children (Articles 24, 25) 

“I am happy to accept my children will have poorer health outcomes, increased mental health problems, poorer educational attainment, increased risk-taking behaviour and be at increased risk of exploitation”.  In the UK, some corporate parents appear to accept this state of affairs.
Looked After Children require additional support due to their complex needs and increased vulnerability.  They have inevitably experienced trauma, abuse and neglect as they progress through the safeguarding system.  Adverse Childhood Experiences (ACEs) research shows that factors affecting childhood have a profound and long-lasting negative impact on health.  
The UK needs to resource, implement and embed trauma informed practice for all health and social care disciplines delivering care to Looked After Children.  Professional training and practice standards to establish this cultural change are both urgent and necessary as is appropriate workforce.  
Robust health and social care assessments are essential for the health and wellbeing of each child. The voice of the child needs to be heard - influencing plans, respecting their privacy and affecting wider strategic planning for services both whilst in care and as care leavers.  
The continuing lack of suitable therapeutic or secure placements for Looked after Children with complex needs is a continuing problem; the government should review commissioning pathways and the type, location and capacity of specialist provision for complex cases.  It is unacceptable for placements to aggravate a child’s difficulties, which is clearly not in a child’s best interest. Increased risk of CSE and CCE need to be addressed. 
Every service that comes into contact with looked after children and young people should have specific awareness, knowledge and skills to meet their needs.
There are an increased proportion of children and young people with special educational needs in the looked after population (DfE, 2019). Funding and alternative education solutions are needed to enable children to reach their potential and improve their long-term outcomes for careers and life.
As with child protection, Looked After Children are everyone’s responsibility. However, specialist doctors and nurses who understand the needs of Looked After Children and advocate for them in both commissioning and operational contexts should be employed within the NHS. 
In England, there is a set of knowledge, skills and competencies for healthcare professionals[footnoteRef:17]  embedded in statutory guidance[footnoteRef:18] with equivalent legislation in Scotland, Wales and Northern Ireland.  Gaps in provision have been clearly identified and this lack of compliance with statutory guidance has a direct impact on, and seriously disadvantages, Looked After Children. Once lost, this resource will be difficult to replace.  [17:   Looked after children: Knowledge, skills and competences of healthcare staff: Intercollegiate Framework (2015)]  [18:   Promoting the health and wellbeing of Looked After Children (Statutory Guidance HM Gov (2015)] 

Questions to the UK Government
What is the Government’s target and action plan for reducing the number of Looked After Children entering the NEET (not in education, employment or training) population?
What is the Government’s target and action plan for providing resources and expertise to deliver trauma informed care at all levels of needs to Looked After Children?
What is the Government’s action plan to ensure up-to-date, adequate legislation and workforce to meet the health and wellbeing needs of Looked After Children?

4. Child Poverty (Articles 4, 24, 27, 31) and UN Sustainable Development Goals 10.2 and 10.4 
Poverty is a major determinant of health and social inequality.  Children living in households on low incomes are significantly disadvantaged.  Through food poverty, material poverty and digital poverty the ability to make healthy choices, maintain health and access health care is severely limited[footnoteRef:19].  There are significant regional differences in the overall health outcomes for children and young people in the UK that can only be explained by systemic inequality, and this situation is not improving[footnoteRef:20].   [19:  Health Equity In England: The Marmot Review 10 years on.  (2020]  [20:  State of Child Health (2020)] 

In 2010, the Government’s earlier pledge to end child poverty by 2020 was enshrined in law (Child Poverty Act). This pledge was abandoned in 2016 (Welfare Reform Act). In 2017-2018, rates of child poverty were as high as 30% (Marmot) and are predicted to increase (Child Poverty Action Group). It is unconscionable that any children living in the 5th largest economy in the world should go to bed hungry in 2020. 
The results of poverty are clear to see and measure. For example, 46% of 15-year olds in the most deprived areas of the UK have decay in their permanent teeth, and children aged 5 are twice as likely to have tooth decay. Food insecurity is a major issue. One in 8 secondary school children are entitled to free school meals and this may be their only meal of the day. Only 1 in 12 young people aged 11 to 18 in the UK eat five portions of fruit or vegetables a day[footnoteRef:21]. Food banks and deprived neighbourhoods are becoming the ‘new norm’. The high prevalence of childhood obesity is a direct outcome of failure to eliminate food poverty. [21:  Key data on young people:  Association for Young People’s Health (2019)] 

Low income families are more likely to live in unhealthy environments and homes that are injurious to health, for example in overcrowded homes that are cold, damp or poorly maintained and in surroundings that may pose increased risks to children through air pollution, traffic hazards and a lack of safe places to play. Disproportionately high rents increase the mental distress of parents, which subsequently affects the health and emotional development of children.   
Homelessness involving children and families is increasing despite the UN calling for the UK Government to reduce it.  Children are still being placed in temporary accommodation much of which is unsuitable.  This is predicted to increase even further as unemployment increases and a deeper recession takes hold again as a result of the pandemic and Brexit.   


Questions to the UK Government
By what child rights-based approach does the Government intend to restore the pledge to end child poverty?
What child rights-based interdepartmental and collaborative strategy is the Government taking to reduce child poverty? 
What child rights measures is the government taking to eliminate family homelessness?
What child based approach does the Government intend to use to create places for social care and other forms of social contact that can mitigate social isolation in vulnerable families?

5. Promotion of health and wellbeing (Articles 3, 13, 17, 18, 19, 24)
Promoting health and wellbeing underpins all aspects of child health and is and is a statutory responsibility. Since 2016, there has been a major reduction in this provision for children in the statutory sectors and in funding for voluntary organisations, resulting from governmental decision to transfer public health responsibility to local authorities. This removed the protective budget for this provision resulting in a reduced offer to children and families, and undermined the Healthy Child Programme. Parents experienced different levels of support depending on where they lived rather than their level of need[footnoteRef:22]. [22: What do parents want from a health visiting service? Institute of Health Visiting (2020).
] 

Health Visitors and School Nurses are now working with families at a high threshold of need as poverty becomes the ‘new norm’[footnoteRef:23]. The capacity for universal health promotion and health surveillance has dropped considerably.   The Healthy Child Programme remains an important government strategy yet parents are now no longer supported by community specialist public health nurses. Childhood physical and mental health problems are not being identified early. Immunisation rates have fallen, with England and Wales losing their measles-free status.  [23: Out of Routine: A review of SUDI in families where the children are considered at risk of significant harm (Child Safeguarding Practice Review Panel, July 2020).
] 

Failure to identify childhood conditions requiring early intervention due to lack of sufficient resources places an intolerable burden on families and systems. Adverse Childhood Experiences have a serious impact on the health and welfare of an individual throughout their life yet children at risk of harm are not being identified, with devastating consequences. Having sufficient resource in the system to safeguard and promote the wellbeing of young people is clearly cost effective in the long term. The government recognises this[footnoteRef:24] but interventions, resources and new ways of supporting children, young people and families must be funded.   [24:  No child left behind: a public-health-informed approach to improving outcomes for vulnerable children. PHE. 2020.] 

Young people in the UK, many with complex disabilities or mental health needs in acute settings still find themselves on adult wards. In a primary care context, social prescribing as a public health measure for children remains rare, the emphasis being placed on adults. This applies particularly to obesity where resources are focused almost exclusively on adult provision despite the high prevalence of childhood obesity in the UK.   
Good health outcomes for children are reliant on their voices being heard at every level of the health commissioning and planning cycle.  This requires a positive relationship and child-centred communication utilising methods and technologies acceptable to all children and young people. In the government’s own words, “The voice of the child must permeate, inform and inspire our collective endeavours”[footnoteRef:25]. Yet, there is no systematic approach to hearing children’s voices. [25: Prime Minister’s Hidden Harms Summit, June 2020 .] 


Questions to the UK Government
Does the Government intend to provide a ‘ring-fenced’ budget for statutory provision for promoting the health and wellbeing of children?
When does the Government intend to enact their own ‘public health informed approach to improving outcomes for vulnerable children’ (2020)?
By what child rights approach does the Government intend to provide funding for early years provision particularly for children’s centres?
By what child rights approach will the Government develop a systematic, cross-governmental and intersectoral approach to hear the voice of the child?
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