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Abstract

Food welfare for low-income women and children in the UK is an unexplored area of
food policy. The current food welfare scheme for low-income women and children in
the UK is called Healthy Start, and this replaced the previous Welfare Food Scheme in
2006. The main changes were that Healthy Start was intended to be more health
focussed and aimed to influence behaviour change by providing a voucher that could
be spent on fresh (and later frozen) fruits and vegetables, milk or infant formula. The
previous scheme only provided milk and infant formula. In addition it was intended
that there would be more interaction with health professionals as part of the scheme.
Little is known about why the Welfare Food Scheme changed to Healthy Start and
what influenced the initiation, formation and implementation of Healthy Start. Nor is
there substantial information on how Healthy Start operates in practice. The objectives
of this thesis were to consider what influenced the development of Healthy Start and to
consider how Healthy Start as a policy relates to Healthy Start in practice.

After mapping how Healthy Start was developed, what is known about the scheme,
undertaking a literature review on subject specific literature, research questions were
developed to direct the line of inquiry. A theoretical literature review explored
methods of policy analysis that could inform the overarching methodology. Models of
policy analysis and literature on the policy process were developed to better
understand the policy process that informed Healthy Start.

To address the research questions, three phases of research were undertaken. The first
was a policy analysis of publically available policy documents using Kingdon’s
concept of policy streams to make sense of the process; the second was a series of
semi-structured interviews with policy participants to add detail to the first phase. A
recurring issue was the role of the Health Professional in delivering Healthy Start, and
a case study with health professionals who deliver Healthy Start in one Borough of
London was developed to further explore this issue.

The findings indicate that the shift from the Welfare Food Scheme to Healthy Start
was largely influenced by political factors, with inadequate consideration of public
health objectives and practical components of behaviour change. A lack of training
and support for health professionals who are gatekeepers of the scheme was apparent
at all points of the policy process. By tracking the development of the Healthy Start
scheme and its place within food welfare this research highlights the need for more
thorough consultation and thoughtful development if complex schemes crossing
welfare and food policy are to be successful.
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INTRODUCTION

Since 2006, Healthy Start has been the government food welfare scheme in the UK
that provides supplemental nutrition to pregnant teenagers, low-income pregnant and
breastfeeding women and their young children. The broad objective of the scheme is
to be a ‘nutritional safety net’. Beneficiaries of the scheme receive vouchers that can
be exchanged for plain, fresh or frozen fruits and vegetables, milk and/or infant
formula. Additionally, free maternal and infant vitamins are available through the

scheme.

The UK has provided a form of welfare food provision for women and children since
1940, however there has been little research that examines how, or why, government
policies aimed at supplementing the nutrition of vulnerable populations actually come
into being. Food policy analysis typically focuses on the outputs of policies: what
policies achieve or don’t achieve. This thesis also considers the inputs involved in the
policy process, specifically factors that influenced the initiation, formation and

implementation of Healthy Start.

In attempts to clarify the often messy processes that inform new policies, the process
of making policy is often broken down into four stages (Heywood 2000): initiation,
formation, implementation and evaluation. There is a lack of analysis that explores the
four stages in relation to Healthy Start. The only stage, which has been explored
through research, is ‘evaluation’, although there is a lack of critique or review that
unpicks the role of evaluation or impact of evaluation on the Healthy Start scheme.
The Department of Health commissioned two evaluations of the scheme that were
published in 2013 (Lucas, Jessiman, Cameron, Wiggins, Auterberry and Hollingworth
2013; McFadden, Fox-Rushby, Green, Williams, Pokhrel, McLeish, McCormick,
Anokye, Dritsaki and McCarthy 2013). The evaluations provide insight into what was
considered in the formation of Healthy Start as well as how the scheme operates on the

ground.

The evaluations of Healthy Start (Lucas et al. 2013, McFadden et al. 2013) suggest
that the programme is a valuable public health initiative that could support the health
of generations of babies born into poverty in the UK. A number of issues and

uncertainties with the scheme were also highlighted by the evaluation reports.

12



Lucas et al. (2013) found that although there is need for a nutritional support
programme for vulnerable families, and there are examples of good practice in the
delivery of the programme, the policy aspirations of Healthy Start are not being fully
realised. For example, it was reported that health professionals tasked with being the
gatekeepers of the programme are not being sufficiently trained to deliver Healthy
Start nor are they suitably informed about the public health objectives of the
programme. Few families reported that the scheme had enabled them to significantly
change their diet, however some did report it enabled them to purchase a wider variety

of fruits and vegetables for their children.

Healthy Start vitamin take-up by both mothers and children is consistently low, less
than 10% in many areas across England (Jessiman et al. 2013). Evaluation has found
that the distribution mechanisms for Healthy Start vitamins prevent families eligible
for Healthy Start from accessing the free vitamins that they are entitled to. Although
the redemption rate of Healthy Start food vouchers is reported to be 80% (Department
of Health 2013), the infant feeding survey results found that vouchers are mainly spent
on infant formula (McAndrew et al. 2012). The emergence of new data between 2012

and 2013, presents a new perspective in which Healthy Start can be considered.

There remains a lack of research however that connects Healthy Start in practice with
the original policy context for the scheme and a lack of research on what influenced
the development of Healthy Start from the previous welfare food scheme. From a
social policy perspective it is pertinent to explore the policy’s beginnings and identify
areas, moments and tensions in the policy process that can develop context in which

the current operation of Healthy Start can be considered.

Healthy Start traverses both health and welfare policy areas. It is unclear how Healthy
Start will be affected by changes to the welfare system in the UK in 2013/14. Given
that it is likely that Healthy Start will be affected in some capacity, it is timely to
reflect on how and why this programme was developed as a key welfare food policy.
Doing so may provide lessons to policy makers on how decisions on the future of
Healthy Start can best support the schemes suggested public health objective of being

a ‘nutritional safety net’.

13



Personal motivation
I received a bachelor’s degree in American Studies from the University of Manchester
in 2005. After working in non-profit fundraising and communications with low-
income populations in Chicago, I developed an interest in public health, food and
social justice. This interest led me to pursue a Masters of Science in Food Policy in
2008. Throughout the Masters programme, I focussed on the relationship between
policy and food poverty and food access. Upon completing the programme, I worked
as a researcher for two years in the Centre for Food Policy. A key motivating factor
for pursuing a PhD focussed on Healthy Start is the potential practical impact of
research findings and the excitement of studying a policy area that is important, timely

and unexplored.

Why study Healthy Start?
Within the UK health inequalities exist as indicated by the differing life expectancies
in different geographical areas of the country (House of Commons, Committee of
Public Accounts 2010). The many and often multifaceted reasons that prevent people
from accessing a nutritionally adequate diet are often referred to as ‘food poverty’
(Dowler 2001). Both food and nutrition poverty are complicated issues which as a
result present challenges to policy makers charged with addressing food or nutrition

poverty through a policy response (Dowler 2008, Attree 2006).

A key motivation in studying Healthy Start is that as a policy area, it presents itself
paradoxically. Despite the fact that Healthy Start is often described as the nutritional
safety net for vulnerable women and children (Department of Health 2014), there is
relatively little known about how or why it is a nutritional safety net, why it exists in
the format that it does and whether or not it is effective. The public rhetoric around
Healthy Start is vague, yet it is hailed as an important government measure and the
only welfare provision that specifically ring-fences money that low-income families
can spend on fresh or frozen fruits and vegetables, milk or infant formula. Compared
to food welfare programmes that take place in publically funded institutions, for
example free school meals in state schools, Healthy Start receives very little attention

from academic scholars, media or government.

Healthy Start is the only government welfare scheme that ring-fences money

specifically for food and operates within the domestic sphere. Institutional food
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welfare has received considerable attention through academic research (Nelson 2000)
and the development of third sector organisations and networks to share best practice
and advocate for free school meals. The profile of domestic food welfare, such as
Healthy Start is less well known, despite the growing evidence that nutrition in
pregnancy and the first years of life can have long term impacts on health (British
Medical Association Board of Science 2013). It is the low profile of Healthy Start,

despite its potential value that makes it an interesting and valuable topic to study.

The objectives of this work are to consider the initiation, formation and
implementation of Healthy Start and to consider how Healthy Start as a policy relates
to Healthy Start in practice.

Contribution to Food Policy
As a programme, Healthy Start encompasses a number of concepts that are prevalent
in debates around food policy — food access, nutritional intervention, the role of the
state, tensions between civil society, industry and government. This research is being
undertaken within the field of food policy. As Healthy Start is a central government
funded policy, Healthy Start can be broadly situated into social policy. Social policy
differs to food policy, as food policies can exist in non-government settings (Lang and

Heasman 2004). Healthy Start could therefore, be described as a ‘social food policy’.

Undertaking research that explores the influencing factors on the initiation, formation
and implementation of Healthy Start will develop understanding of domestic food
welfare and contribute to the field of food policy by generating new knowledge on

what influences food policy development for women and children in England.

Food policy is multifaceted (Murcott, Belasco and Jackson 2013). The following
quote summarises a core concept that underpins much of the academic discussions of

food policy:

‘Food policy is contested terrain: a battle of interests, knowledge and beliefs’

(Lang and Heasman 2004 p.13).

The concept of ‘contested terrain’ will underpin the research and ensure the

implications for food policy theory are considered.
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Epistemological approach
An integral part of the research design in this thesis is policy analysis. There is a
strong literature that describes policy analysis as an ‘applied social scientific activity’
(Yanow 2000 p.3). As the objective of this research is to add to the understanding of a
multifarious process and its implications, and not to scientifically test a hypothesis, an
interpretive stance is taken. Taking an interpretive approach to policy analysis, enables
research to go beyond mapping a process and to consider how different policy actors
interpret the issues that initiated and drove the formation of Healthy Start. An
interpretive approach supposes that there are multiple interpretations for decisions that
can be explored through qualitative methods of data collection (Becker, Bryman and

Ferguson 2012).

A key feature of the interpretive approach within policy is whether the social reality of
those affected by the policy has been considered by those charged with designing
policy (Yanow 2000). Evidence of the social reality of Healthy Start beneficiaries is
considered in the literature review and has emphasised the need for methodology to
address both the influences on policy design and the considerations for policy

implementation.

The research in this thesis aims to add to the policy knowledge regarding the initiation,
formation and implementation of Healthy Start. Research by John Kingdon (2003)
highlights how policy makers are not always aware of how ideas for policy happened.
In developing and adding to knowledge and not proving knowledge, the research in
this thesis can be defined as constructionist as it is hypothesis generating (Robson

1993 p.19).

The interpretive approach does not seek to discover an answer or solution to a problem
as a positivist approach might. The implications of this epistemology on the
methodology, is a focus on qualitative research methods to consider how the different

actors interpret aspects of the same policy process.

An interpretive approach supports the objectives of this thesis as it enables both what
policies ‘say’ and what policies ‘do’ to be considered. Essentially, the overarching
research design is concerned with how Healthy Start developed and how it is

interpreted both as a policy and in practice.
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The thesis is structured in 10 sections. It may be expected that the methodology
chapter would come earlier in the thesis, however due to the large amount of
background information and contextualisation, the methodology and research design is

presented in chapter 5.

Thesis structure
The objective of the first chapter is to contextualise Healthy Start by starting with the
big picture and considering why governments provide welfare food, what is meant by
a nutritional safety net and what the policy context was when Healthy Start was
developed. It concludes by presenting four timelines of events that occurred

throughout the initiation, formation, implementation and evaluation of Healthy Start.

The second chapter presents an overview of what is currently known about Healthy
Start — covering details such as: eligibility, how the scheme is accessed, who key
actors are, how different components of the scheme work. This chapter also critiques
recent evaluations of the scheme and further justifies why considering the policy

beginnings is appropriate.

The third chapter presents a literature review covering historical literature on food
welfare, literature about Healthy Start and literature on social policy and behaviour

change.

The fourth chapter presents methodological literature and discusses ways of using

theoretical and methodological literature to undertake effective policy analysis.

The fifth chapter presents the methodology and details how multi-method primary
research addresses the research objectives of this PhD and enabled a detailed policy
analysis to be undertaken. The chapter details three phases of research: the first phase
is a policy analysis based on document review, the second phase is semi-structured
interviews with policy participants and the third phase is a case study with health

professionals in one borough of London.
The sixth chapter presents findings from the policy analysis of policy documents.

The seventh chapter addresses what influenced the initiation, formation and
implementation of Healthy Start and presents findings of both primary research —

interviews with policy actors and secondary research — thematic analysis of Hansard
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transcripts and unpublished policy documents that were acquired throughout the

interview process.
The eighth chapter is a case study with health professionals in one London borough.

The ninth chapter — triangulates the findings into a discussion on influential factors

throughout each stage of the policy process.

The tenth chapter presents conclusions, implications for food policy, reflections on

the PhD process and recommendations for further research.

18



Chapter 1: Background and policy context

There is no answer to justify a reluctance to provide essential nourishment at the most
critical stages of a child’s growth and development.

Hewetson 1946

1.0 Food Welfare and Policy

The development of government food welfare programmes in the UK began in the 20"
century. The origins of such policy developments are often attributed to developments
in nutrition as a science (Morgan 2012) and the systems of food provision that were
enforced in the Second World War to ensure people across the UK had access to an
adequate diet (Burnett 1989). To begin the process of thinking about food welfare as a
policy area, this section considers— why governments provide food welfare and the
different theoretical concepts that underpin food welfare policy. Specifically, four
justifications of food welfare are presented: human capital, human rights, preventing

public agitation and social ideology.
In 1943, when presenting a four-year plan for Britain, Winston Churchill said:

There is no finer investment for any community than putting milk into babies. Healthy

citizens are the greatest asset any country can have. (Churchill 1943)

suggesting that the nourishment of a country’s people is a sound investment for the
future. In the first half of the 20" century, the connection between poverty, food and
health was being realised in the United Kingdom (Boyd-Orr 1936). The UK had
experienced military embarrassment when enlisted men were not fit to send into the
Boer Wars due in part to the effects of poor nutrition. This created a clear connection
between the strength of an army with population nutritional status (Fitz Roy 1904,
Berridge 2013). A 1904 government report entitled Report on the Interdepartmental
Committee on Physical Deterioration, highlighted how in order to have a strong
workforce and military, governments should invest in human capital (Fitz Roy 1904).
Human capital is therefore understood to be one reason why governments choose to

subsidise the cost of an adequate diet.
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This had been a common understanding for much of the 20" century - Hewetson
(1946) was concerned that food welfare within a capitalist society did not have the
interest of the people as its priority, as policy was being based on future productivity
as opposed to rights. A tension therefore emerges from this concept of human capital

driving food welfare.

Today, welfare in the UK is made-up of an intricate web of state mechanisms that
acknowledge the structural components of poverty (Wallis 2009) by offering benefits
in varying forms to the most vulnerable populations within society (Cochrane, Clarke
and Gewirtz 2001). The role of the state within welfare development and

implementation is multifaceted, described by Deakin as:

a highly complex institution, containing within it, like a nest of Chinese boxes, a
whole series of subordinate institutions and linked in a wide variety of ways with

series of other agencies and sources of power. (1994 p.2)

In the United Kingdom, the challenge which the government faced when becoming a
Welfare State was how to combine the ‘economic engine’ of the free market with

arrangements for ensuring social peace domestically’ (Cochrane and Clarke p.20).

The human capital conceptualisation of food welfare clashes somewhat with the
human rights perspective on welfare. A human rights perspective argues that everyone
is ‘entitled’ to sufficient nutrients and that addressing food insecurity is much more

than addressing hunger. The following quote illustrates this point:

The right to food cannot be reduced to a right not to starve. It is an inclusive right to
an adequate diet providing all the nutritional elements an individual requires to live a

healthy and active life, and the means to access them. (DeSchutter 2011, p.3)

The role and responsibility of the state in ensuring everyone can access an adequate
diet has been the focus of discussions around food welfare (Dowler 2007). The United
Nations special Rapporteur on the Right to Food said in a report to United Nations
Human Rights Council:

States have a duty to protect the right to an adequate diet, in particular by regulating
the food system, and to fulfil the right to adequate food by proactively strengthening
people’s access to resources, allowing them to have adequate diets. (DeSchutter

2011 p.3)
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As well as conceptual understandings on why States provide food welfare, there is also
a pragmatic social argument. The following quote from the Ministry of Health in 1940
provides a practical justification to why initially subsiding milk as a welfare food was

important socially:

to ensure that the rise in the price of milk made necessary by the increased cost of
production and distribution does not effect those classes of the community whose need

for milk is greatest (Ministry of Health 110/10: 1940)

Essentially, the increased cost of food production due to the increased cost of fuel in
war-time Britain, was preventing access to milk. There was a social dimension to
maintaining the status quo. Land, Lowe and Whiteside (1992) suggest that a
motivating factor in maintaining access to milk during World War Two was to ‘quell
public agitation’ — a very practical driver in developing welfare food policy and one

which is neither about productivity or human rights.

More recently, Food Welfare has been conceptualised as a way of addressing
overarching social and ideological issues such as economic and health inequalities
(Department of Health 2002). The New Labour government that implemented
Healthy Start framed the scheme as a way of addressing health inequalities by
supplementing the diets of the most vulnerable within society (Department of Health

2002).

Welfare is often discussed in terms of ideologies (Boswell and Clarke 1983) — how
welfare will contribute to making a better version of society. This is reflected in the
proposal for Healthy Start (Department of Health 2002). Policy is often analysed as
being routed in both belief and ideology (Heywood 2000). However, government
welfare is formed through policy decisions. As concepts welfare and policy have a
complex relationship. Parsons (2002) discusses how ideology and policy are not
wholly compatible concepts as the former is based on a system of beliefs and the latter

on technical and pragmatic exchanges of information, power and agendas (Parsons

2002).

This issue of the role of the state in designing and implementing food welfare as social
policy is multifaceted (Dowler and Finer 2003, Riches 1997). Dowler argues that

within networks of policy makers, food as a component of social policy is ‘invisible’
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and that there is an assumption from the state that responsibility for food belongs in
the private and domestic spheres (Dowler and Finer 2003, p.140). This reflects Riches
(1997) thesis that food welfare is being depoliticised, suggesting that governments are
quick to pass the responsibility of effectively delivering food welfare to Non-
Governmental Organisations, local food initiatives and faith based organisations.
There is further academic discourse which supports this statement and criticises the
often soft approach taken by government when it comes to making informed food
welfare policy that will address the social and public health needs of low-income

populations (Leat 1998, Attree 2006, Wilson 1989, Dowler 2008).

A key argument suggests that where food is visible to policy makers (Attree 2006), for
example in the Healthy Start scheme, the complexity of food choice, culture and
reality are not sufficiently considered. Leat (1998) highlights that the intricacy of both
‘welfare’ and ‘food choice’ make food welfare doubly complicated and argues that
without substantial research on food and welfare it will be challenging to build an
effective and efficient food welfare system in the UK. It is striking that this paper
predates the development of Healthy Start yet provides relevant questions that if
developed could have provided some valuable insight into the relationship between

food and welfare before Healthy Start was developed.

Thus the drivers for developing and implementing food welfare schemes throughout

the 20™ and 21* century are unclear and somewhat at odds with each other.

Food welfare often gets overlooked in overall population food and health strategies.
The 2010 public health strategy Healthy Lives, Healthy People (Department of Health
2010a) laid out proposed plans for public health that will address health inequalities
and population health at the time. However the report contains no mention of food
welfare and the potential benefit of schemes such as Healthy Start. It is therefore
paradoxical that within the Department of Health, Healthy Start is the nutritional
safety net for low-income children (McFadden et al. 2013; Department of Health

2014) yet it was not mentioned in a national public health strategy.

This may indicate how food welfare is viewed by central government and why it is
relevant to the study of food policy. The tensions and challenges presented by food
policy theorists are present in the discussions of food welfare (Lang, Barling and

Caraher 2009). Primarily, these tensions revolve around the relationships between
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actors and the complexity of food as an issue area. It has been argued that
policymakers have addressed food issues in a somewhat ‘disparate’ manner (Lang,
Barling and Caraher 2003) and that it is common for policy makers to neglect the
multifaceted nature of food policy issues. Issues associated with food tend to cross-cut
a number of policy areas (Murcott, Belasco and Jackson 2013). It had been suggested
that policy-makers rarely address how food cross-cuts issues and as a consequence,
policy responses fail to be sufficiently integrated (Barling and Lang 2003; Murcott,
Belasco and Jackson 2013).

1.1 Perceptions of Healthy Start

Before either evaluation (McFadden et al. 2013; Lucas et al. 2013) was published, an
initial scoping of grey literature (including a newspaper article, popular online
parenting forums and parliamentary debates) gave some indication that perceptions of

Healthy Start are wide ranging.

Figure 1 Healthy Start in the news
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One headline from The Telegraph in 2011 reads “New mothers swap fruit vouchers
for booze and cigarettes” (Donnelly 2011). The article went on to describe how
Healthy Start was being taken advantage of by women who would rather buy ‘booze

and cigarettes’ for themselves, than food for their children. Although both proponents
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and opponents of the scheme provide impassioned quotes in the article, the headline
sums-up media reflections of poverty that arguably shape public opinion (McKendrick
2008) and sensationalise an aspect of the scheme without fully considering the positive
aspects of Healthy Start. In the article a campaigner from the Tax Payers Alliance is
quoted:

All these endless handouts from the nanny state do nothing but encourage shameless
behaviour from those in society who would rather spend money on cigarettes and

alcohol than on their own children.
And:

1t’s naive of the Government to give out these vouchers and expect the scheme to have
an impact on how much healthy food mums or mums-to-be are buying. This misguided

programme is wasting taxpayers’ money and should be scrapped. (Tax Payers

Alliance in Donnelly 2011).
On the other side of the debate, a representative from the Department of Health said:

Voucher misuse is rare and is dwarfed by the benefits. We are working with retailers
to drive it down still further. We issue over 2.6 million vouchers a month and get less
than 15 reports a month of retailers accepting vouchers for products that are not
included in the scheme. We follow all of these up (Department of Health in Donnelly
2011)

A report from the Rowntree Foundation considered the relationship between
perceptions of poverty, the media and public attitudes (McKendrick 2008). Drawing
on the work of social theorists (Coughlin 1980, Deakin 1994, Taylor-Gooby 1982,
Taylor-Gooby 1985, Norris 1978), McKendrick et al. (2008) outline the features of
attitudes toward poverty. The report suggests (p.10) that some key features of attitudes
toward poverty are: ‘moral distinctions of the relative ‘deservingness’ of welfare
users... belief in individual rather than social-structural explanations of poverty ... and

exaggerated concerns about fraud and scrounging.’

Before the McFadden et al. (2013) and Lucas et al. (2013) evaluations of Healthy Start
were published, to scope public opinions of the scheme, popular online parenting

forums were explored. There are many discussions on MumsNet and NetMums that
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describe peoples’ experiences of Healthy Start and provide some insight into how

beneficiaries view the scheme:

Times are hard and they (Healthy Start vouchers) are there to make life a little bit
easier for you financially. (NetMums 2011)

People are standing in line at food banks, times are hard...people are hungry. Don't let
your children go without. They (Healthy start vouchers) are just another way of
paying. (NetMums 2011)

These forums are generally used for people to raise concerns and ask questions to their
online peers, and they therefore do not provide any representative or balanced data,
they do however, provide some initial insight into the types of issues people have
experienced - from waiting for months to receive their Healthy Start vouchers to being

conflicted about what to do about witnessing voucher misuse.

The concerns and confusion that are illustrated in the aforementioned newspaper
article and online parenting forums contrast with the political rhetoric around Healthy
Start. Throughout the process of conducting research for this thesis, email alerts were
set-up for whenever Healthy Start was mentioned in either the House of Lords or the
House of Commons. The following quotes contextualise the range of political rhetoric

around Healthy Start.
Healthy Start was mentioned in the context of helping out with the cost of living:

We also provide support to low-income families to help with the cost of living,
including new born babies. For example, we are investing £105 million per year in
Healthy Start Vouchers for low-income families with young children to help with

essential foods and vitamins. (House of Commons 2014a)

In a debate on the role of food banks in the House of Lords, Healthy Start came-up as

a way the government helps families with food poverty.

We operate a number of government initiatives aimed at helping families with food—
Healthy Start, Change4Life, and the School Fruit and Vegetable Scheme—and we are
extending free school meals. There are a number of other measures designed to help

households in the wider context. These are the ways in which we are tackling poverty.

(House of Lords 2014)
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In a debate on infant mortality, Healthy Start vitamins were heralded as an important

government measurc:

If we are really going to tackle infant mortality and reduce our embarrassingly high
rates, we need to support, encourage and promote breastfeeding and improve access to

“Healthy Start” vitamins. (House of Commons 2014b)

From the above quotes, it is clear that Healthy Start is seen to be a policy response to a
range of issues. It is also apparent that there are some uncertainties and gaps in clear

understanding of how the scheme works in practice.

1.2 A nutritional safety net for women and children

Insufficient nutrient consumption by pregnant and lactating women has been linked to
chronic disease experienced by their offspring in later life, and there is also clear
evidence that critical periods of human development in gestation impact on health
outcomes in later life (Robinson 2001, Dallison and Lobstein 1995, Acheson 1998,
Langley-Evans and McMullen 2010, Abu-Saad and Fraser 2010, Godfrey and Barker
2000). Why low-income households are less likely to consume an adequate diet at key
stages in the lifecycle is multifaceted (James, Nelson, Ralph and Leather 1997,
Nelson, Erens, Bates, Church and Boshier et al. 2007, Scientific Advisory Committee
on Nutrition 2011).

In the UK food poverty and food access issues challenge many low-income
households to purchase and consume a nutritionally adequate diet (Nelson et al. 2007).
In the words of Dowler, Turner and Dobson ‘the reality is there are children and adults
who do not have enough to eat or cannot afford to eat healthily’ (2001, p.1). Food
poverty and the potential for nutrient inadequacy perpetuates health inequalities
among low-income households (Acheson 1998). The nutritional status of women pre-
pregnancy, during pregnancy and while breastfeeding can impact on the development
and well-being of populations (Scientific Advisory Committee on Nutrition 2011). In
the UK, the life expectancy of children living in poverty is estimated to be
substantially less than children living in relative wealth (House of Commons,
Committee of Public Accounts 2010). Thus, there is a clear problem that demands a

policy response.
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Experiences of purchasing and consuming food in low-income environments is well
documented and the challenges of accessing an adequate diet have been explored by
academics during the last few decades (Wilson 1989, Attree 2006, Dowler 2001,
Maslan et al. 2013, Dowler, O'Connor 2011). There are studies that explore the
barriers that may prevent low-income women from accessing an ‘adequate diet’
(Anderson et al. 1995, Whelan et al. 2002, Wrigley et al. 2002). The barriers are
myriad and include a wide range of social, cultural and economic issues which
culminate in the conclusion that there is not one single issue that prevents an adequate
diet from being consumed, thus making it challenging to design a policy that will

address the range of problems that exist around food.

Within food welfare, much of the academic work has focused on food insecure
populations, people who are not getting sufficient calories (energy) (Riches 1997,
Poppendieck 1986). Today, there are a growing number of obese people living in
poverty who are getting more than enough calories, but insufficient nutrients; this is

nutrient insecurity. The problem is therefore complicated and changing.

Food welfare schemes in the UK are often described by policy makers as a ‘nutritional
safety net’ (Department of Health 2002) that will ‘catch’ the most vulnerable within
society and prevent them from developing chronic disease. The objectives of
providing a nutritional safety net are undefined. It is unclear whether the safety net is
there to catch the most vulnerable and prevent them from falling into nutritional
insufficiency, or whether the safety net is there to provide a minimum level of
nutritional support to a wider population. Given the intricacy of food and nutrition
poverty, building a nutritional safety net would logically require a number of different
interventions. Fletcher, Bell and Lambert (2004) suggest three approaches to
addressing micronutrient deficiencies: ‘dietary diversification; supplementation; food
fortification.” (p.606) Healthy Start aims to influence dietary diversification and

supplementation.

Within public health, strategies that implement a nutritional safety net have generally
been designed to either reduce the average risk for a whole population (Rose 1985) or
intervene with a specific group within a population (Lalonde 1974). For example, a
whole population approach is taken through the fortification of various foods. Food

fortification over the last century has had a significant public health impact (Fletcher,
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Bell and Lambert 2004). One study indicated that since folic acid fortification of food
in the US, neural tube defects had reduced by 19% (Honein et al. 2001).

Epidemiologist, Geoffrey Rose (1985) compared two types of preventative
intervention— the ‘high risk’ strategy where individuals deemed to be at risk of certain
diseases and medical conditions receive individualised and appropriate intervention
and the ‘population strategy’ where the objective is to lower the average level of
disease within a whole population by addressing the root causes (Rose 1985). Both
strategies come with pros and cons and Rose (1985) concluded that both interventions
are necessary. The high-risk strategy engages high-risk individuals after initial
screening but is resource intensive for those providing it and is often challenged by the
complexity of individual behaviour change. The population strategy often happens

without engaging directly with the public, for example through food fortification.

In considering the nutritional safety net as a concept, the populations for whom the net
exists must also be addressed. Within food welfare, the term ‘vulnerable populations’
is used to describe socially defined groups within society that are at particular risk to
micronutrient deficiencies. Frohlich and Potvin (2008) define vulnerable populations
as ‘populations that share social characteristics that put them at higher risk of risks.’
Additionally, Fohlich and Potvin critique the lack of considering of vulnerable
populations in both Rose (1985) and Lalonde’s (1974) approaches to public health
intervention. They discuss how population approaches within public health often

neglect to do anything to address health inequalities and at times perpetuate them.

Confusion over the concept of a nutritional safety net is demonstrated in recent
evaluations of Healthy Start (McFadden et al. 2013; Lucas et al. 2013). One evaluation
equates the nutritional safety net to the vitamin component of the scheme, however
data from beneficiaries of the scheme indicate that it is the financial component
enabling fruits, vegetables, milk and infant formula to be purchased that they believe
creates the nutritional safety net they are being offered (McFadden et al. 2013). In
addition, as Lucas et al. (2013) state, without being able to measure the impact that
Healthy Start has on health outcomes or infant feeding behaviour, it is unclear whether
or not the scheme can prevent people from slipping through the nutritional safety net.
As the nutritional safety net is undefined, it is possible that it exists as a precaution and

not as a measure.
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As Healthy Start sits on the intersection of public health and welfare policy, as well as
considering the nutritional safety net, it is necessary to consider whether a ‘safety net’
differs in discussions of welfare. The following section provides a brief overview of

the origins of welfare safety nets.

The relationship between food, poverty and welfare can be informed by its history.
The origins of welfare in the UK link to the study of what people eat. In 1899,
concerned that the 1832 Poor Law Act was in fact not solving any of the issues the
poor were faced with, Seebohm Rowntree observed the poor in York and used food as
a component of the basic measure of poverty. As well as food, Rowntree also used
housing cost and sundries (utilities) to assess the determinants of poverty (Rowntree,
1902 p.88). Shocked at what he saw, he began to promote the notion that poverty was
not a result of an individuals irresponsible choices, but rather a result of structural
factors such as physical environments and the cost of providing adequate food within a
family. Thus the foundation for structure and agency debates on poverty developed.
Not being able to afford the ‘minimum necessary expenditure for the maintenance of
merely physical health’ (Rowntree, 1902 p.87) was classified by Rowntree as a marker
of poverty. Concurrently with the development of understanding of poverty as a social
problem was the development of nutrition as a science. Food as fuel is a basic concept,
however the specific components and the relationship of them to human development

at different stages of the lifecycle has been less understood until recent centuries.

Rowntree, primarily looked at energy in, and energy out,and concluded that 15% of
households in York were living in poverty, making it difficult to afford an adequate
diet in terms of calories and basic nutrition (proteins, fats and carbohydrates). It was
clear to Seehbom Rowntree that poor health and a poor diet were prominent among the
poor in York. At this time, the system of welfare still stemmed from the Poor Laws
and the foci was ensuring the poor could better their character and thus standing in life
through working hard. Rowntree’s research on poverty and food challenged this foci
and suggested that addressing poverty would address health and that measures to

prevent poverty would enable this.

In 1909, Beatrice and Sidney Webb published The Minority Report of the Royal
Commission on the Poor Laws. The report paved the ground for the welfare state to be

considered in the political arena. Although the Poor Laws that had defined poverty in

29



the UK for centuries were not completely abolished until 1948 through the National
Assistance Act, the Webb’s report paved the way for liberal thinkers such as
Beveridge and Keynes to champion the welfare state a generation later and influence
policies such as the National Assistance Act, the foundation of the welfare state and

the origins of the ‘safety net’.

As Rowntree and the Webbs indicate, historically, food and welfare have an intricate
relationship. The very origins of the modern day welfare system in the UK used food

as a measure of poverty.

1.3 The Welfare Food Scheme

The Welfare Food Scheme was first implemented in 1940 to ensure vulnerable people
could access an adequate diet in wartime Britain. Over the 20™ Century the scheme
changed. The government department responsible for the scheme shifted between the
Department of Health and the Department of Work and Pensions. How the scheme
was accessed, shifted from a system that utilised wartime rationing systems to tokens.
Eligibility shifted from being universal — available to all women with young children,
to being only available to families with a low socio-economic status. The foods
provided shifted from the National Dried Milk to commercial branded infant formulas
in 1977 and vitamin tablets replaced cod liver oil in 1975 (COMA 2002). Throughout
these changes, which are explored in detail in chapter 3, liquid cows’ milk was

consistently available.

The final version of the Welfare Food Scheme utilised a token system. Tokens would
be collected with other benefits at a local Post Office. When tokens were collected, the
beneficiary would be required to choose whether they wanted their tokens validated to

exchange for milk or infant formula.

The Welfare Food Scheme was reformed in 2006 and implemented as Healthy Start.
The two key sources of information that are consistently referred to as the evidence
base for Healthy Start are the Independent Review into Inequalities in Health by
Donald Acheson (Acheson 1998) and the Scientific Review of the Welfare Food
Scheme by the Committee on the Medical Aspects of Food Policy (COMA 2002).
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Acheson reviewed health inequalities and associated policies, and reinforced the vital
link between policy, a child’s long-term health and the health of the mother in

pregnancy and infant feeding.

Childhood is a critical and vulnerable stage where poor socioeconomic circumstance
can have lasting effects...the need for policies to improve the health of (future)

mothers and their children is obvious (Acheson 1998 p.9)

Although the connection between maternal health, infant feeding and long term health
had been made, Acheson reframed the discussion to consider the relationship between

health and economic and social inequalities and the role that policy could play.

Since the 1950s the role of COMA had been to provide independent expert
consideration of scientific evidence in relation to food and nutrition policy and provide
recommendations to government. In parallel to the Acheson Review, COMA
undertook a scientific review of the Welfare Food Scheme. The report of this review
was published in 2002. This was one of COMA’s final reviews as is was disbanded in

2000 and replaced by the Scientific Advisory Committee on Nutrition (SACN).

The role of COMA was to consider the existing scientific evidence and consider
whether the Welfare Food Scheme could respond to the nutritional needs of low-
income women and children and whether the scheme could be altered to do this better.
The review found that there was indeed a need for a Welfare Food Scheme, however
the scheme could be improved by offering additional foods to ‘enhance dietary
choice,’ ‘better address the demonstrable inequalities in nutrient intake among women
of low socio-economic status’ (COMA 2002, p. 110) and disincentivise infant formula

feeding.

In addition, COMA also recommended that more information was needed to explore:
the reasons why free vitamin uptake was so low; reasons for social inequality links to
low breastfeeding rates; the effect of infant formula tokens on infant feeding practices
and the effectiveness of interventions aimed at increasing rates of breastfeeding in
communities where rates were low (COMA 2002, p.113). The range of information
that was lacking at the time of the COMA review indicates an ‘information gap’ that

would need to be addressed in order to successfully reform the Welfare Food Scheme.
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The COMA review was undertaken to assess whether or not the Welfare Food Scheme
was still the most viable means of creating a ‘nutritional safety net’. The review
suggested that current policy incentivised infant formula feeding and did not provide a
very wide range of nutrients. Thus there was scope for changing the scheme.

Although the COMA review addressed whether the Welfare Food Scheme responded
to the needs of low-income women and children, it also highlighted a political tension
— the government had been providing women with the means to purchase more infant
formula than cows’ milk, thus going against the recommendation from the government

that breastfeeding is always preferable.

The Welfare Food Scheme was solely milk, infant formula and vitamins. The amount
of infant formula that could be accessed with a Welfare Food Scheme token was far
more than the amount of liquid cows’ milk. Thus, there was concern that the
government was endorsing formula feeding over breastfeeding (COMA 2002). The
free maternal vitamins did not include folic acid and therefore were not in line with
recommendations from an earlier COMA report — Folic Acid and the prevention of

disease (COMA 2000A).

The COMA review presented a number of options for reforming the Welfare Food
Scheme that created a starting point for considering a new scheme. The review
presents the United States” Women, Infants and Children’s Programme (WIC) as an
example of a successful scheme that uses a voucher system to enable beneficiaries to

access a wider range of foods.

1.4 Policy Context

If we are in politics for one thing, it is to make sure that all children are given the best

chance in life. (Tony Blair, Labour Party Conference Speech 1999)

The above quote summarises the central policy issues ‘New Labour’ aimed to address
through policy review, institutional reform and development between 1997 and 2010.
The number of children living in poverty had doubled since Labour had left office at
the end of the 1970s (Hills and Stewart 2005). Reducing income poverty and

promoting childhood development were goals that helped pave the way for a Review
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of the Welfare Food Scheme in 2002 and the development of Healthy Start between
2002 and 2006.

The emphasis on early years development was clearly demonstrated by New Labour
through the development of the SureStart Children’s Centre initiatives and other
initiatives that aimed to support parents with young children. The Early Years/Sure
Start agenda (The Stationery Office 2003) and the Inequality agenda (Acheson 1998;
Hills and Stewart 2005; Dowler and Spencer 2007) created a platform for a review of
the Welfare Food Scheme. There is an argument, that although New Labour were
engaged with the concept of helping children reach their potential, they neglected to
fully engage with the welfare of mothers. Lister (2006), in her paper ‘Children (but not
women) first: New Labour, child welfare and gender’ argued that ‘while prioritisation
given to children has been welcome, it has been at the expense of their parents’
(p-236). Lister (2006) suggests that as more was invested in future generations, more
onus was put upon parents to make better choices for their children, however little was

invested to support parents, particularly mothers.

The new political sphere focused on reducing the gap between rich and poor and
creating long term change for children born into poverty. A number of policy reports
were produced during the first seven years of New Labour which outlined priorities
for the health and inequality agendas (Acheson 1998; Our Healthier Nation 1999;
NHS Plan 2000; Choosing Health 2004). Donald Acheson’s report ‘Inequalities in
Health’ highlighted the social value of ensuring health interventions in the early
phases of the life cycle, primarily pregnancy, the first year of life and between the ages
of 1 and 5, and the first steps towards developing the SureStart programme aimed at
providing integrated support for families with children under 5 was taken in 1998

(House of Commons 2010).

During the New Labour administration, new data emerged on the relationship between
living on a low-income and diet. The Acheson Report (1998) suggested monitoring the
diet and nutrient status of low-income populations in the UK to help inform policy that
would respond to health inequalities. In light of this suggestion, the Low-income Diet
and Nutrition Survey (LIDNS) was commissioned by the Food Standards Agency and
carried out between 2003 and 2005, the final report was published in 2007 (Nelson,
Erens, Bates, Church and Boshier 2007). The survey interviewed over 3700 adults
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and children across the UK, analysed 24 hour dietary recall, physical measurements
and blood samples. The aims of the LIDNS were to collect quantitative data on the
nutritional status of low-income populations, consider the relationship between
economic, social factors (from cooking skills to education) and nutritional status and
the characteristics of populations with dietary intakes above or below the national
average. Data on the nutrient status of the general population had been collected
annually since 1992 in the National Diet and Nutrition Survey (NDNS) (Scientific
Advisory Committee on Nutrition 2008).

Although survey reports acknowledge that there are limitations to using data based on
24 hour recall and food diaries due to inconsistencies in reporting, both the NDNS and
LIDNS provide useful data and indications of issues that could be addressed through

public health strategies and policies.

Some of the LIDNS findings were similar to the findings from the NDNS which found
fruit and vegetable consumption to be below the government recommendation to eat a
minimum of five pieces of fruit and vegetables daily. The LIDNS found that low-
income populations were more likely to consume soft drinks, processed meat, whole

milk and sugar then the general population.

Between 1997 and 2010 the New Labour government increased spending to support

six areas of the Early Years Framework (Stewart 2013).

* Parental leave

* SureStart Local Programmes and Children’s Centres
* Childcare

* Early Education

* Early Childhood health

Much of the political rhetoric around addressing health inequalities focussed on the
concept of ‘choice’ as the government defined its role as enabling individuals to make
healthier choices. This has been criticised as being too soft an approach and one
which does not take into account the need for joined-up policy responses to health

inequalities (Caraher, Crawley and Lloyd 2009).
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In 2007, The Foresight Review reported on a project started in 2005 called ‘Tackling
obesities — Future Choices Project’ (Butland, Jebb, Kopelman, McPherson, Mardell,
Parry 2007). The report outlined the public health and economic impact obesity could
have on the UK if not addressed. After highlighting that by 2050, the UK could see
60% of adult men, 50% of adult women and 25% of children under 16 obese, which
would cost the NHS £10 billion per year, the report recommended a ‘whole system
approach’ to addressing the growing issue of obesity. Thus, growing concerns about
obesity and new data on diet and nutrient status influenced the public health policy

context of this period.

The broader food policy context of the New Labour government is summarised in the
seminal report on integrating issues that involve food — Food Matters (The Stationery
Office 2008). New Labours approach to developing food policies or addressing issue
areas that cross-cut food policies has been criticised. Barling and Lang (2003)
reviewed the food policy developments throughout the New Labour government and
suggest that the decisions made to address aspects of food policy did not take into

account the multifaceted nature of food policies.

Barling and Lang (2003) suggest that New Labour somewhat underestimated the
complexity of food policy and did not fully grasp the need for integrating food policies
that cross-cut government departments as issues that involve food are multifaceted.
Exworthy and Hunter (2011), indicate that although ‘Joined-Up Government’ (JUG)
was a dominant feature of New Labour rhetoric, the reality is that there are few
examples of government successfully ‘joining-up’ or ‘cross-cutting’ to improve health
inequalities. The key food policy developments of the New Labour government are

presented in the following table.
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Table 1 New Labour food policy developments

Initiative/development/report Government department
responsible

Reforming MAFF to DEFRA 1997 DEFRA

Development of Food Standards 1999 Department of Health

Agency

5-A-Day 2002 Department of Health

School Fruit and Vegetable Scheme 2004 Department of Health

Healthy Start 2006 Department of Health/Department of

Work and Pensions

Health in pregnancy grant 2008 HMRC
Nutrient based standards for school 2008 — Department of Education
food primary
schools
2009 —
secondary
schools
COMA replaced by SACN 2000
(Scientific Advisory Committee on
Nutrition)
National Institute of Clinical 1999

Excellence in health and Social Care
(NICE) formed

In parallel to agendas concerning inequalities and young children, New Labour were
also redefining a modern approach to policy making (Team SPM 1999, Bullock,
Mountford and Stanley 2001) driven by a new logic and belief that good policy
making and reform could be more efficient in terms of delivery and outcomes

(Department of Health 2002; The Cabinet Office 1999).
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The policy context outlined above provides a political setting in which Healthy Start is

considered throughout this work.

1.5 Starting point: initiating, forming and implementing Healthy Start

Policy is made in phases. The ‘stages hueristic’ that are often attributed to the policy
process are initiation, formation, implementation and evaluation (Sabatier and Jenkins
—Smith 1993). The stages heuristic suggest a linear process to policy making, yet as
many have argued, rarely is the process of making policy straightforward. This is a
concept that was originally developed to make sense of policy and understand the

policy cycle (Sabatier, Jenkins-Smith 1993).

Heywood further suggests that the process of forming policy is often seen as the most
crucial stage in the policy process as this is when actions are developed in response to
an agenda and it is these actions that will either ‘make things better or make things
worse’ (2000, p.32). Lindbolm (1959) suggested that in fact much policy making is a
case of ‘muddling though’ as opposed to following a defined process outlined in the
‘stages hueristic’. Although the stages heuristic is not a sufficient model for analysing

policy, it presents a framework for organising the narrative of policy development.

The following chapter presents what is known about Healthy Start. There is little
information on the initiation, formation and implementation of the scheme. Cairney
(2012) suggests when undertaking policy analysis, a two-fold approach is necessary —
first mapping what is known — the narrative, and secondly adding to that narrative with
qualitative research. This section provides an initial mapping of the events/actions that
occurred across the policy process from initiation to evaluation. The narrative
information is presented on four timelines below. The timelines are map of events or

actions that are considered throughout this work.
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Figure 2 Initiation of Healthy Start
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Figure 4 Implementation of Healthy Start
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Figure 5 Evaluation and development of Healthy Start since roll out
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1.6 Summary

This chapter has presented large concepts that relate to Healthy Start and
justified the need to research the scheme’s policy origins. The next chapter will
focus in, and describe in detail what Healthy Start is and what is known about the

scheme.

40



Chapter 2 : What is known about Healthy Start?

2.0 Introduction

To outline what is already known about Healthy Start, this chapter draws on desk
research on the scheme — using both published work including the evaluation
reports (McFadden et al. 2013; Lucas et al. 2013), the Healthy Start website
(Department of Health 2013) and government legislation (Great Britain 1996;
Great Britain 2005) and the authors own work, including a Freedom of
Information Request (Machell 2011), and email correspondence with the
Department of Health. Charts and tables are either referenced to source or

marked as ‘authors own’.

The chapter begins by presenting a brief overview of Healthy Start and the
legislation that governs the scheme, followed by an overview of Healthy Start
actors, management of the scheme, information on eligibility and what
beneficiaries receive, and available take-up data. This is followed by a review of
Healthy Start evaluations and an overview of what is known about how Healthy

Start is used and the financial costs to government.

Healthy Start is described as ‘the UK welfare food scheme for young and low-
income pregnant women, young parents and low-income families with children
up to the age of four’ and is described as ‘a health policy that offers state funded
nutritional welfare to eligible beneficiaries’ (Department of Health 2002).

The scheme began in 2006, replacing the Welfare Food Scheme which gave
infant formula or vouchers for milk and free supplements to mothers at baby
clinics and which had been operating since 1940 (Department of Health 2002).
Whilst it was planned that the total budget for delivering and operating the new
scheme would remain the same, Healthy Start differs from the previous welfare
food scheme, by offering vouchers which can be exchanged for fruit and
vegetables, infant formula and plain milk at any registered retail provider, and
coupons to exchange for vitamin supplements for women and children at some
community pharmacies and clinics. The weekly voucher for fresh fruit and
vegetables, infant formula or plain milk had an original face value of £2.80

which rose to £3.10 in 2009 and has remained at that value to 2014. In 2011
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plain frozen fruits and vegetables were included in the items that could be

purchased with Healthy Start vouchers.

The Department of Health estimates that in the UK about 550,000 women and
children use Healthy Start each month and 80% of eligible families are registered
to the scheme (Machell, Department of Health 2013). Take-up is estimated —
there is a lack of clear data on how the scheme is used once families’ access it.

This issue is further explored later on in this chapter.

2.1 Healthy Start Legislation

Legislation for Healthy Start can be found in the 1988 Social Security Act (Great
Britain 1998). Healthy Start is governed by Regulations made by the Secretary of
State for Health. The Principal Regulations are set out in the 1996 Welfare Foods
Regulations (Great Britain 1996). An amendment was made to these regulations
in 2005 (Great Britain 2005) after the proposal for Healthy Start (Department of
Health 2002) had been consulted and debated in parliament. The amendment
enabled regulations for Healthy Start to be enacted and rolled out across the
chosen pilot areas before being rolled out nationally in 2006. The explanatory
memorandum (Department of Health 2005b) that accompanied the draft
regulations state the purpose and intended effect of the regulations were as

follows:

i.  Reform the current Welfare Food Scheme (WFS) to better meet the
nutritional needs of beneficiaries, within existing budgets.

ii.  To use the resources of the WFS more effectively to ensure that children in
poverty have access to a ‘‘healthy’’ diet and to provide increased support for
breastfeeding and parenting (NHS Plan, 2000).

iii.  To provide a nutritional safeguard for those pregnant women and children in
disadvantaged families.

iv.  To increase the flexibility of the WFS to better reflect current dietary
requirements;

v.  To forge closer links with the NHS to ensure that beneficiaries have access
to information and advice about healthy eating and living.

vi.  To improve the health outcomes of disadvantaged families

42



vii.  To contribute to the reduction in childhood obesity by supporting low-
income families to make informed choices about eating a varied and healthy

diet.

To establish Healthy Start, the Secretary of State for Health also ordered
commencements to the Health and Social Care Act 2003 (Great Britain 2003,
Secretary of State for Health 2005b, Secretary of State for Health 2005a) to
reflect the changes to welfare food provision through Healthy Start.

Separate regulations were enacted in Northern Ireland. The different national
government structure in Northern Ireland meant that Healthy Start is managed by

the Department of Health, Social Services and Public Safety.

2.2 Healthy Start actors
Healthy Start involves a number of actors with a range of responsibilities and
across different levels of government. Table 2 presents an example of Healthy

Start actors in England.
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Table 2 Healthy Start Actors in England — Authors own

Actor

Specifically

Department of
Health

Contracted
providers

Healthy Start phone line

Healthy Start
Reimbursement Unit

Department of
Work and Pensions

COMA/SACN/NICE

Local
authorities/NHS
Clinical
Commissioning
Groups/ NHS
England

Health professionals

Nurses
Health Visitors
GPs

Retailers and local
food projects

Healthy Start
Issuing Unit

Commissioned by the
Department of Health

Healthy Start Phone
Line

Children’s centres,
health centres, GP
practices,
community
pharmacies

Beneficiaries

Midwives

Role in Healthy Start

Provide information and support to beneficiaries

Process claims from retailers

Provide scientific and public health evidence and
recommendations

Engaging beneficiaries with the scheme, advising on
nutrition for beneficiaries, advising how and where to use
vouchers

Issue Healthy Start vouchers to eligible beneficiaries

Providing Healthy Start vitamins in exchange for HS
vitamin coupons and promoting the scheme.
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2.3 Management of Healthy Start

The management of Healthy Start is divided into local and national
responsibilities. Local areas are responsible for ensuring eligible beneficiaries
can access Healthy Start maternal and child vitamins. National, central
government responsibilities are to promote Healthy Start food vouchers and

provide resources to support Healthy Start delivery in local areas.

Between 2006 and 2014 political change has impacted the delivery of Healthy
Start on a local level, specifically changes within NHS structures as a result of
the Coalition Governments NHS reform, this is described in the White Paper —
Equity and Excellence: Liberating the NHS (Department of Health 2010b). The
Health and Social Care Act (Great Britain 2012) abolished Primary Care Trusts
(PCT’s). The original legislation that governed Healthy Start vitamin distribution
(Welfare Food Scheme (Amendment) 2005) stated that Primary Care Trusts
(PCTs) were responsible for making Healthy Start vitamins available to eligible
beneficiaries. Since April 1%, 2013 Local Authorities, Clinical Commissioning
Groups and Public Health England have taken on public health responsibilities
that were formerly in the purview of PCTs, including the distribution of vitamins

within local areas.

The diagrams (from http://www.bbc.co.uk/news/health-19674838 accessed

18/06/14) in figures 6 and 7 illustrate how Clinical Commissioning Groups differ
to the PCT structure. Notably, the main differences between the two systems are
that within Clinical Commissioning Groups, GP’s are responsible for directing
large amounts of NHS funding. The rationale, is that GPs are more in-tune with
the needs of their patients and therefore better understand how the NHS budget

can be spent more efficiently.
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Figure 6 How the NHS is run
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The scheme is led and managed on a national level by the Healthy Start Unit
within the Department of Health. Healthy Start is not currently integrated with
other welfare benefits, for example, it is not listed on the guide to maternity
benefits on the direct.gov website (Department of Work and Pensions 2014). It

is unique as it clearly straddles both welfare and public health.

As opposed to other benefits that are the responsibility of Department of Work
and Pensions, the NHS and Department of Health are responsible for engaging
beneficiaries with the scheme as it is seen as part of public health nutrition policy
under the remit of the Minister for Public Health. Applications for Healthy Start
from potential beneficiaries must be signed by a health care practitioner to
confirm the applicant is at least 10 weeks pregnant, or has a child under the age
of four, and individuals are then cross referenced with databases in the
Department of Work and Pensions to ensure the financial eligibility criteria. The
Department of Health suggest that contact with a health professional is a key
distinguishing feature of Healthy Start, as unlike other benefits the contact is
viewed as a key time to share information on how to get the most out of the

scheme (Department of Health 2002).

2.4 Eligibility and what beneficiaries receive

Table 3 indicates the value of the Healthy Start vouchers. The rationale behind
having a value amount in the form of a voucher as opposed to the Food Welfare
System’s ‘token’ system was to give beneficiaries more control of their own
health and the health of their young children (Department of Health 2002). By
enabling expectant mothers and parents with young children to choose to
purchase fruits, vegetables, milk or infant formula the scheme aims to reduce
nutritional inequalities and empower individuals to make long term behaviour

changes (Department of Health, 2002).

Healthy Start is not a universal benefit rather eligibility is subject to the criteria
presented in Table 4. The scheme is devised to have an impact on ‘vulnerable’
women and children by providing a nutritional safety net. There is a push to
make Healthy Start vitamins universally available, this issue is discussed in more

detail later on in this chapter.
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Table 3 Healthy Start vouchers and vitamin supplements

Source: http://www.healthystart.nhs.uk accessed June 2014.

Beneficiary

Expectant mother

Vouchers

One voucher per

week (£3.10)

Vitamin supplements

Free HS women’s vitamin tablets

0 — 6 months

Two vouchers per

week (£6.20)

Generally, vitamin supplements
are not provided for infants
between 0 — 6 months however the
Healthy Start website says ‘in
certain circumstances vitamin
supplements may be provided to
infants under six months old
getting Healthy Start vouchers, if
healthcare professionals consider
that their vitamin stores are likely
to be low and that the supplements
would benefit them’.
http://www.healthystart.nhs.uk/for-
health-professionals/vitamins/

6 months — 1 year

Two vouchers per

week (£6.20)

Free HS Children’s vitamin drops

Over 1 year but
under 4 years old

One voucher per

week (£3.10)

Free HS Children’s vitamin drops

Due to 2012 Welfare Reforms by the Coalition Government, the eligibility

criteria for Healthy Start is currently in a process of being redefined to

accommodate the impact of the new system of Universal Credit. Healthy Start is

classified as a ‘passported’ benefit, meaning that as a benefit it remains

protected, but eligibility criteria could be changed in response to Universal

Credit.
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Figure 8 Eligibility Criteria

You qualify for Healthy Start if you're pregnant or have a child under four years old AND:

* you or your family get Income Support, or

* you or your family get income-based Jobseeker's Allowance, or

* you or your family get Child Tax Credit (but not Working Tax Credit unless your
family is receiving Working Tax Credit run-on only*) and have an annual family
income of below £16,190 or less (2014/15)

OR:

* you're pregnant and under 18 years of age

*Working Tax Credit run-on is the Working Tax Credit you receive in the 4 weeks immediately after
you have stopped working for 16 hours or more per week (single adults) or 24 hours per week
(couples).

If you are claiming Universal Credit and are pregnant or have a child under four years old call the

Healthy Start helpline on 0845 607 6823 for information about any discretionary support that may be

available.

Source: http://www.healthystart.nhs.uk/healthy-start-vouchers/do-i-qualify/ Accessed
June 2014.

As of April 2014, there is no guidance on exactly how eligibility for Healthy
Start may be impacted by the 2012 Welfare Reform Act. There is however
information in a report called Universal Credit: The Impact on Passported
benefits (2012) from the Social Security Advisory Committee (SSCA). The
report indicates that the government is considering new approaches to Healthy
Start eligibility criteria, the focus is choosing options that ‘helps target the most
vulnerable, most effectively’. Universal credit is also described as ‘an
opportunity to make absolutely sure that vouchers are targeted in the fairest and
most appropriate way’. No specific details or options for new eligibility criteria

are presented.

2.5 Healthy Start take-up
Take-up of Healthy Start is based on the number of people registered to the
scheme. The response to a parliamentary question in 2014 provides background

data on how take-up declined between April 2013 and March 2014.
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Figure 9 House of Commons question on Healthy Start take-up: June 25th 2014

Healthy Start Scheme

Mrs Hodgson: To ask The Secretary of State for Health how many parents received
Healthy Start vouchers in the latest year for which figures are available; and what the
total cost to the Exchequer of such vouchers was. [201421]

Dr Poulter: Healthy Start provides a nutritional safety net to pregnant women, new
mothers and children under four years old in United Kingdom families claiming income-
based benefits, or claiming child tax credit without working tax credit (unless it is
working tax credit run-on) with an annual family income of £16,190 or less. Healthy
Start vouchers are issued four-weekly by post and the number entitled to receive the
vouchers in each complete four week period during 2013-14 is set out in the following
table.

Four weeks beginning on: Total number of households Total number of women and children
8 April 2013 457,035 557,833
6 May 2013 455,271 555,454
3 June 2013 453,646 553,208
1 July 2013 450,164 548,533
29 July 2013 443,939 540,437
26 August 2013 441,385 537,195
23 September 2013 438,471 533,703
21 October 2013 434,397 528,620
18 November 2013 432,549 526,151
16 December 2013 428,328 520,777
13 January 2014 427,362 519,570
10 February 2014 425,659 517,463
10 March 2014 423,156 514,217

The gradual reduction in the number entitled to support during 2013-14 reflects a
decline in the number of households meeting the qualifying criteria.
Approximately £93 million was paid to retailers during 2013-14 for Healthy Start

vouchers they had accepted in exchange for milk, formula milk, fresh and frozen fruit
and vegetables. Retailers have six months from the use-by date printed on vouchers to
claim reimbursement, and typically they claim reimbursement for at least 91% of all
Healthy Start vouchers issued.

(House of Commons 2014c¢)
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It is unclear why Healthy Start take-up is in decline. Email communication with
the Department of Health inquiring as to why Healthy Start take-up was in
decline suggests that a key influencing factor might be the reduced number of
children under four who qualified for Child Tax Credit. However, the email
correspondence also included the following response: ¢ (the reduced take-up of

Healthy Start) is unlikely to be due to any one key factor and it is too early to tell
whether the trend will continue. Thus, as background data, the take-up data

presented in parliament (Figure 9) indicates that there is a lack of clarity over

why take-up of Healthy Start is changing.

2.6 Review of Healthy Start evaluations

Effective approaches to evaluation design need to be considered before a
programme is launched (Rossi, Lipsey and Freeman 2004). The Department of
Health commissioned a research team at the Mother and Infant Research Unit at
the University of York and University College London to scope different options
for evaluating Healthy Start (Dyson, Renfrew, Jenkins, Thomas, McCormick,
Pearce and Law 2007). A year after Healthy Start rolled-out, Dyson et al. (2007),
reported ‘Policy-related factors and timing limited options for evaluation from
the start’ (p.14). In addition, the report describes how a phased roll-out of
Healthy Start would have enabled the most robust evaluations to take place and
evaluation design was challenging as it was considered after the scheme had
rolled-out and not as part of the policy process. The below quote illustrates the

extent of these challenges.

Both the most robust approaches to evaluation, a randomised controlled trial or
a prospectively planned before-and-after-study, were therefore ruled out from
the start. Identifying suitable comparison groups, which we see as fundamental

to evaluation, has been a serious challenge as a result. (Dyson et al., 2007

P.14.)

Although challenges to evaluation were predicted, The Department of Health has
commissioned three evaluations of Healthy Start since it was piloted in 2005
(Hills 2006, Lucas et al. 2013, McFadden et al. 2013). The first evaluation was
part of the policy implementation process and evaluated the original pilot phase

of Healthy Start (Hills 2006). The other two evaluations reported in 2013. By
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presenting key findings from all three evaluations, this section further

contextualises Healthy Start.

The Hills (2006) study evaluated the pilot Healthy Start scheme in Devon and
Cornwall then made recommendations to Department of Health as part of the

policy formation process of Healthy Start.

This initial evaluation, however, only looked at how Healthy Start was operating
in one geographical area, Devon and Cornwall, and interviewed 32 health
professionals, 20 retailers and 18 beneficiaries. The significance of this
evaluation is theoretically paramount to the policy formation process as it was
conducted as part of the pilot, to inform policy makers on any issues with the
initial design of Healthy Start. The small number of interviews means that it is
not possible to generalise the findings to a national context. The small number of
beneficiaries interviewed, also raises questions about what exactly was being

evaluated and which group of actors issues were prioritised in the evaluation.

The study recognised that in order for Healthy Start to be successful on a
national level, structures need to be in place at a local level to successfully

implement the scheme. Other key recommendations were:

* Training for health professionals being fundamental to
programme success

* Links with local services necessary for families to get the
most out of Healthy Start

* Implement national evaluation tools to aid future evaluation.

* Department of Health make links between Healthy Start and
other health initiatives

* Reinforce healthy eating messages by encouraging

beneficiaries to go to local practical activities.

Hills’s (2006) evaluation evaluated processes on the ground, it did not address
how the systems that were implemented in the pilot would be implemented on a
larger scale in the national roll-out of Healthy Start. Given that this evaluation

was undertaken as part of the development of Healthy Start, questions emerge
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regarding the function of research in the development of the scheme. There is a
lack of information that explores how this evaluation impacted or influenced
decisions about the development or rollout of Healthy Start. Although peer
reviewed articles exist on aspects of the evaluation by Lucas et al. (Jessiman et
al.), at the time the evaluation reports were being analysed, no peer reviewed
articles had been published from McFadden et al.’s 2013 evaluation. To consider
the full breadth of data collected, both full evaluation reports are considered in

the following section.

Both evaluations published in 2013 broadly address how Healthy Start operates
on the ground, however they have slightly different, yet corresponding remits.
Specifically, Lucas et al. (2013) undertook a process evaluation of Healthy Start
across 13 Primary Care Trusts (PCTs). The objective was to gather experiences
of beneficiaries, frontline staff and staff employed at small independent retailers.
Methods comprised of qualitative research to glean the views of beneficiaries
(n=107), frontline staff (n=65) and staff employed in small independent retailers
(n=20). Like Hills (2006), Lucas et al.’s (2013) evaluation does not engage with
large numbers of participants, thus findings are not generalizable. Rather

findings are considered as indicators of issues emerging in practice.

McFadden et al. (2013) undertook a larger multi-method evaluation to look at
voucher and vitamin use in Healthy Start and consider the feasibility of

economic impact evaluation. This evaluation includes:

* systematic review of qualitative and economic literature

* qualitative research with Healthy Start participants in London and
Yorkshire and the Humber (n=113) and practitioners (n=49)

* Participant demographic questionnaire (n=109)

* national electronic consultation with health professionals (n=620)

* cross-sectoral workshops (n=56)

* consideration of both commercial and public data sets.

* consideration of the first purposeful sample in 2010 Infant Feeding

Survey
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The methodology draws on range of methods, however the number of
beneficiaries interviewed remains relatively low. This reflects a similarity

between this evaluation and the former evaluations and studies on Healthy Start.

It is unclear why the Department of Health commissioned two evaluations
simultaneously. Neither evaluation makes reference to the other. Despite this,
many of the recommendations and implications were similar or the same, thus
the benefit of having two evaluations is that they reinforce some of each other’s
findings. McFadden et al. provide almost 55 recommendations based on their
research, whereas Lucas et al. (2013) provide 26 implications of research.
Despite the issues that emerged across the evaluations, in both reports there is a
general belief that Healthy Start is an important scheme that should remain in

place. Key general recommendations that both evaluations make are:

* Universalising vitamins

* Support local areas to make better links with local services such as
children’s centres

* Raise awareness of Healthy Start in general

* Train any professional who has contact with pregnant women about their

role in Healthy Start.

Four striking macro issues emerge from both evaluations as a whole. Firstly,
although lots of data is presented from various methods in both evaluations, the
data does not fit together to paint a clear picture of whether or not Healthy Start
works on a national level. Secondly, methods, findings and recommendations in
both evaluations highlight aspects of the policy that were not considered as part
of the policy formation process. Thirdly, recommendations from the original
evaluation of the Healthy Start pilot programme emerge as issues and
recommendations in the most recent evaluations, raising questions regarding how
evaluation fed-into the formation of the scheme. Finally the challenge of
evaluating Healthy Start, forseen by Dyson et al. (2007) is to an extent
demonstrated in the recent evaluations, as evaluators had to overcome a lack of

routine data.
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An overarching issue that emerges from the range of methods used across both
McFadden et al.’s (2013) and Lucas et al.’s (2013) evaluations is the lack of a
coherent dataset that can provide basic information on how Healthy Start is
operating on a national level. The jigsawing together of methods to make sense
of how Healthy Start functions in reality reflects in part the challenges of
designing evaluation for Healthy Start as stated by Dyson et al. (2007). An
implication of both evaluations is the lack of data and data sets that can gauge
whether or not HS is fulfilling its policy objectives. McFadden et al. (2013) had
drawn on Dyson et al.’s (2007) original scoping report on options for evaluating
Healthy Start and concluded that the recommendations made in 2007 remain in
2013. Specifically McFadden et al. (2013) assess whether it is possible to use
existing databases to ‘assess the impact of Healthy Start vouchers on the demand
for fruit, vegetables, vitamins, milk and breastfeeding, and other goods among
low-income families’ (p.114.) This raises questions regarding how evaluation
was considered in the formation of Healthy Start as it is clear that a dataset does
not exist that can provide insight into how Healthy Start is used and what the
benefits/impact of the scheme might be.

There is a lack of basic and current national level data to contextualise Healthy
Start, for example in neither evaluation are there clear statements of overall
programme take-up across the UK or indeed the total costs of administering and
delivering Healthy Start. Lucas et al refer to the 2010 Equality Impact
Assessment (Department of Health 2010b) that outlines the success criteria for
Healthy Start, but does not justify what informed these criteria. It is noted that
impacts on the beneficiary such as health outcomes and infant feeding practices
are outside the scope of the original criteria for success of the scheme, thus

justifying why Lucas et al. (2013) evaluated process, not impact.

Without basic data to contextualise Healthy Start, it is difficult to fully
understand the implications of findings and recommendations from both
evaluations. In addition neither evaluation addresses this data gap. This
highlights the intricacy of the structures that govern Healthy Start and reflects the
historic lack of data on food welfare programmes in the UK that was posed as an

issue in the COMA review of the Welfare Food Scheme in 2002. It further
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prompts questions regarding the evidence base that informed the foundation of

Healthy Start and signifies an area that requires interrogating through research.

Specific evaluation measures for Healthy Start were not included in the policy
design, despite the recommendations made in 2007 by Dyson et al.
Consequently, beyond qualitative accounts that explore different actors’
perceptions, there were significant challenges for recent evaluators to gauge the

potential effectiveness of the scheme.

Both evaluation teams experienced issues accessing certain datasets (Lucas et al.
2013; McFadden et al.). McFadden et al. (2013) considered the utility of the data
collected by the companies commissioned by Department of Health to manage
the Healthy Start phone line and the reimbursement unit — Homescan and Kantor.
Neither company could provide data in a workable format that could support the
evaluation. In addition, the evaluators identify data that exists, but was not
accessed. For example, McFadden et al. (2013) tried to access commercially
accessible data and found that although commercial information on how Healthy
Start is used in Tesco (one of the most used supermarkets by Healthy Start
beneficiaries) exists and is held by Dunhumby — a large market research
company, it could not be accessed, presumably due to the financial cost. This
indicates a tension between government and industry, a familiar issue within the
study of food policy (Lang and Heasman 2004) and further suggests research
into the intentions behind how Healthy Start was formed and what the

considerations were, would be beneficial and contribute toward the research gap.

It was valuable for McFadden et al. (2013) to include data from the first
purposeful sample included in the 2010 Infant Feeding Survey. McFadden et al.
(2013) state that the 2010 Infant Feeding Survey (McAndrew 2012) is ‘the single
most promising dataset for analysing the demand of Healthy Start —supported
products and for judging the impact of vouchers on this demand’ (p.126). For the
first time, in 2010 the IFS included a purposive sample of women who would be
eligible for Healthy Start and included questions regarding their infant feeding
practices. The value of the inclusion is that prior, there had been no data on the
infant feeding practices of families in receipt of Healthy Start. Key findings were

that the sample population had considerably lower rates of breastfeeding then the
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general population and Healthy Start vouchers were primarily spent on infant

formula.

In terms of providing information on how the scheme works in general, the IFS
data is limited as it only includes women who have an infant under the age of 1
year old — thus excluding Healthy Start eligible pregnant women without
children or eligible women with a child/children over the age of 1, but under the
age of 4. Additionally, as McFadden et al. (2013) list additional limitations to the
IFS data: there is no quantity data other than portions per day; no price or income
data meaning that demand analysis is likely to produce biased estimates of
demand and impact of Healthy Start and no non-Healthy Start products are
reported on. The data on Healthy Start participation and eligibility was also self-
reported, which could lead to measurement errors if some particpants are unclear
on these criteria (p.143). It is interesting, that although there are clear limitations
to the data, it is still ‘the most promising dataset for analysing the demand of
Healthy Start’ — this raises questions regarding how data collection and

monitoring were considered in the design of Healthy Start.

The aforementioned recommendations from Hills (2006) that emerge as issues in

Lucas et al. (2013) and McFadden et al. (2013) are:

* Training for health professionals being fundamental to
programme success

* Links with local services necessary for families to get the
most out of Healthy Start

* Implement national evaluation tools to aid future evaluation.

* DH make links between Healthy Start and other health
initiatives

* Reinforce healthy eating messages by encouraging

beneficiaries to go to local practical activities.

Although it is a strength that both McFadden et al.’s (2013) and Lucas et al.’s
(2013) evaluations are able to provide some data on how Healthy Start operates
on the ground, it is striking that there are similarities between both 2013

evaluation findings and 2006 evaluation findings. The parallels indicate that
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there is scope for researching how and why the policy has seemingly not taken
on board feedback from evaluation. In light of the similarities between issues in
2006 and 2013, the role of research and evaluation in the formation of policy
becomes questionable. McFadden et al. (2013) state ‘Evidence from UK studies
to inform the design of a national food welfare programme is scarce’ (p.15),
further justifying a need to explore how Healthy Start was informed and

influenced.

The following section combines evaluation findings with programme literature

and policy documents to contextualise Healthy Start further.

2.7 Using Healthy Start

This section provides information on how Healthy Start is intended to work and
data from recently published evaluations of the scheme. (Lucas et al 2103;
McFadden et al 2013). The first area this section considers is how families access

Healthy Start.

Nutritional interventions for women who are- or who plan to become- pregnant
are likely to have the greatest effect if delivered before conception or in the first

12 weeks. (NICE 2008 p.19)

To access Healthy Start there are a number of steps a women goes through. The
journey map below (Figure 11) illustrates the theoretical journey a first time
mother may go through to access and use Healthy Start during pregnancy. There
are a number of different scenarios in which Healthy Start could be accessed
depending on the individuals’ circumstance. To use the scheme, the mother
needs to be engaged with each step of the process: getting the signature of a
health professional, waiting for vouchers, going to different places to use food
vouchers and vitamins coupons all takes an investment of time, thus the mother

needs to feel she will get a return for this investment.

The onus is all on the beneficiary to make choices about how they will spend
Healthy Start vouchers. In addition, there is a practical issue in that women may
not receive vouchers until they are 20 weeks pregnant, thus they miss out on

supplemental nutrition early on in their pregnancy, the time when it is most
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valuable, in particular in terms of the health recommendation that folic acid

supplementation is needed in the first 12 weeks of pregnancy (SACN 2011).

Figure 10 An example of the Process of accessing Healthy Start based on the information presented
on www.healthystart.nhs.uk

10 - 12 weeks pregnant
told about HS at checking
in appointment and given

application form

Leaves clinic - takes
application form home
and maybe checks out

the HS wesbite

Returns to clinic to have
application form signed
by a health professional

Decides what to spend
vouchers on - fuits,
vegetables, milk or infant
formula

Takes vitamin coupon to
clinic or pharmacy to
exchange for maternal or
child vitamins

Finds out where coupons
can be exchanged and
where vouchers can be
spent - possibly on the

Takes voucher to
registered retailer and
uses voucher to buy
fruits, vegetables, cows
milk or infant formula

Takes purchases home
and prepares them for
the family

HS website

18 - 20 weeks - Receives
HS vitamin coupon and
food vouchers in the mail
(approx 8 weeks later)

Posts application form

Application for Healthy Start is, in theory, initiated at the pregnancy checking in
visit by the midwife, nurse or doctor. This is the most likely scenario for first
time mothers, however families receiving other family based health services may
access Healthy Start through health visitors or Children’s Centres or be referred
by the Job Centre or Citizens Advice Bureau. Recent evaluation data raised
concern that there are people who were eligible for Healthy Start that were not
aware of the scheme and the scheme was particularly hard to access for people
who did not speak English as their primary language (Lucas et al. 2013). This
indicates, that Healthy Start is not always part of the routine discussions at
checking-in appointments. Lucas et al. (2013) indicated that sometimes a health
visitor introduces Healthy Start after a child has been born. Thus, although there
is the theoretical way in which women access Healthy Start, we know that in

reality this varies.
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The application form for the scheme must be signed by a registered health
professional to vouch for the applicants’ eligibility in being pregnant or with a
child under four, for example a midwife, nurse, health visitor or GP. This
information is then sent back to the Department of Health who send the
information to the Department of Work and Pensions to check financial
eligibility data. Little is known about this process and how the Department of
Health and the Department of Work and Pensions communicate regarding

Healthy Start.

Healthy Start food vouchers can be redeemed at any participating retailer. All the
large supermarkets accept them and many small independent retailers accept
them as well. There is no evidence of enforcement to ensure retailers are only
accepting Healthy Start vouchers in exchange for fresh or frozen fruits, liquid
cows’ milk or infant formula. It is estimated that 70% of Healthy Start vouchers
are spent at supermarkets (Department of Health 2012). The remaining 30% are
spent at ‘pharmacies, market stalls, independent shops and milk roundsmen’

(Department of Health 2012 p.2).

Until 2011, vouchers could only be used to purchase fresh fruits and vegetables,
milk and infant formula. In 2011 after a consultation, the scheme was amended
to include frozen fruits and vegetables (Department of Health 2011b). There is
no evidence to explain why frozen fruits and vegetables were initially excluded

from the scheme.

In 2009, the Secretary of State for the Environment, Food and Rural Affairs
launched the Fruit and Vegetable Task Force. The objective of the Task Force
was to ‘address low fruit and vegetable consumption in the UK by considering:
availability and convenience, value for money and quality and taste’. The Task
Force recommended that frozen and canned fruits and vegetables were included
in Healthy Start (Fruit and Vegetable Task Force 2010). The Department of
Health ran a consultation to gather opinions of Healthy Start stakeholders
(Department of Health 2011b). The consultation concluded that adding plain
frozen fruits and vegetables to Healthy Start could help increase the amounts of
fruits and vegetables consumed by beneficiaries and legislation was amended to

include plain frozen fruits and vegetables.
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Canned fruit and vegetables were excluded as these can have added salt or sugar
and fruit and vegetables with added sugar or salt were not considered eligible for

5-a-day logos by The Department of Health.

Low fruit and vegetable consumption is associated with low-income
environments across Britain (White et al. 2004, McEntee 2008, Wrigley 2002,
Nelson 2000, Nelson et al. 2007). It is seldom a single issue such as ‘cost’ that
prevents many low-income individuals from consuming the recommended
amount of fruits and vegetables. Recent evaluation data (McFadden et al. 2013)
indicates that mothers have chosen to use Healthy Start vouchers to purchase
items that would normally not be within their budget, for example fresh
strawberries or grapes. Mothers reported that a benefit of Healthy Start was that
it enabled them to provide a wider range of fruits in particular to their young
families (McFadden et al. 2013; McFadden et al. 2014). However, the 2010
Infant Feeding Survey (McAndrew et al. 2012) indicates that 68% of mothers
using the voucher aspect of Healthy Start in the first year of life, reported

spending them on infant formula.

The most recent Diet and Nutrition Survey for Infants and Young Children
(DNSIYC) also included a sample of Healthy Start beneficiaries (Sommerville,
Henderson and Lennox 2013). The original sample alone was too small for
analysis so a ‘boost’ sample of Healthy Start beneficiaries was included. In total
580 beneficiaries were sampled and four day food diaries were used to estimate
food and nutrient intakes. The participants were grouped into families with an
infant between 4-11months or toddlers between 12-18 months. Thus, an initial
limitation to this data reflecting Healthy Start impact is that there is no account
for infants 0-4 months, or those aged 18 months — 4 years. The survey results
indicated that none of the beneficiaries exclusively breastfed their
infants/toddlers. Bearing in mind that the survey sample was beneficiaries with
an infant or toddler between 4 and 18 months old, it is plausible that participants
may have breast-fed in the first four months, however this information is not
reported. Ove