                                             [image: image4.png]>

unite

theUNION




Distinctive Contribution of Health Visiting

Community Practitioners’ Health Visitors Association
October 2007


[image: image2]
The Distinctive Contribution of Health Visiting to Public Health and Wellbeing

This statement is intended to help commissioners of services and members of the public understand the distinctive contribution that health visitors make to the health and well-being of a community.  

Health and health care is a dynamic process that is subject to internal and external factors.  Health visitors practice through a set of clearly defined principles, first identified by the Council for the Education and Training of Health Visitors (CETHV), and represented in the diagram overleaf.  These principles overlap, and are inter-related, placing health visitors at the forefront of the public health agenda in promoting health and reducing health inequalities.  These are not simply skills to be learnt or tasks to be completed, but encompass a philosophy and way of working that make health visiting a distinctive profession in the following ways:  

· Health visiting activity is directed at the individual and public health needs of children, families and communities.
· Health visiting is unusual among health professions in that it focuses on health and wellbeing rather than disease or illness. 

· Health visitors identify recognised and unrecognised health needs; often people with the greatest health needs are unaware of them. 

· Health visitors provide a universal home visiting service to all families with infants and children, which is non-stigmatising and have high levels of acceptability.

· Health visitors see health as a process not a state of being to be obtained, and they consider health in its overall socio-cultural context. 

· Health visitors have particular skills in their ability to see beyond the task; they understand the interplay of complex contextual issues that affect the health of individuals, families and groups and the community as a whole.

· Health visitors are the one professional group who are likely to have contact with, and provide an accessible, personalised service to, those who may not contact support services.  The use of a partnership approach and empowerment model of service delivery ensures acceptability. 

· Health visitors draw on a social model of health that focuses on promoting resilience and building on strengths. 

· All health visitor interventions operate on a partnership and empowerment model of delivery which ensures acceptability of the service.
The following diagram illustrates the four principles of health visiting in practice.  
They are:

· Search for health needs

· Stimulation of an awareness of health needs

· Influence on policies affecting health

· Facilitation of health enhancing activities
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Using these principles, the tables overleaf provide examples of how the health visitor role may influence public health issues in practice and help Primary Care Trusts/employing authorities to meet the Public Service Agreement (PSA) Targets and implement the Local Delivery Plans (LDPs).
The Promotion of Mental Health and Wellbeing in Families by Health Visitors
	Principle


	Action

	Search for health needs
	· An antenatal risk assessment of emotional issues in the family. This links in with the PSA Target 1 to reduce mortality rates by 20% and PSA Target 2 to reduce health inequalities.
· Assessment of the mother’s emotional health at all contacts and formally at 6-8 weeks. This meets PSA Targets 1 and 2.
· Assessment of infant-parent attachment.
· Promotion and support of breastfeeding to facilitate bonding. This supports LDP to monitor PSA Target 2 to increase breastfeeding initiation rates especially in women from disadvantaged groups and contributes to PSA Target 3 to reduce childhood obesity.
· Routine enquiry for domestic violence supports PSA Target 1 to reduce suicide and undetermined injury by 20%.

	Stimulating an awareness of health needs


	· Discussion of psychosocial health issues with the family and mechanisms for avoiding or managing risk factors such as loneliness.
· Promotion of an understanding of the infant’s emotional needs and the importance of positive parenting.
· Promotion of physical activity for mental wellbeing and provision of support for family members to reduce/stop smoking in line with PSA Target 3 to reduce adult smoking and contribute to the LDP to monitor PSA Target 2 to reduce the proportion of women smoking in pregnancy, particularly smokers from disadvantaged groups.

	Influencing policies affecting health


	· Lobbying local council to provide cheap and safe recreational facilities for families.  This contributes to PSA Target 5 to reduce the numbers of children killed or seriously injured in road accidents.
· Lobbying for a perinatal mental health service accessible to all parents.
· Making clear to health care management the potential mental health consequences for families of inappropriate service redesign.
· Providing commissioners with evidence of how the health visiting service is contributing to the LDPs and the meeting of the PSA targets.

	Facilitating health enhancing activities


	· Promotion of parent-child attachment through provision of, and involvement in, baby massage classes.
· Provision of access to health visitor led postnatal parenting groups for health information and social support. This supports the PSA Target 3 to tackle the underlying determinants of ill health and health inequalities.
· Provision of brief health visitor led counselling for relationship difficulties between mother and her partner.
· Cognitive or solution focussed therapy for parenting difficulties

· Appropriate referral to other agencies.


Produced by Unite/CPHVA Professional Team
The Promotion, Support and Protection of Breastfeeding by Health Visitors
	Principle
	Action



	Search for health needs
	· Collection of data and analysis of trends relating to initiation, duration and use of National Institute for Health and Clinical Excellence Postnatal Guidance on breastfeeding1 to audit services.

· Evaluation of reasons for discontinuing breastfeeding.
· Identification of client’s needs from the service.
· Use of community and practice profiles to identify local public health issues that influence women’s decisions regarding initiation of breastfeeding.
·  Monitoring of LDPs that contribute to Public PSA Target 2 to increase by 2% each year breastfeeding initiation rates especially in women from disadvantaged groups.

· Participation in research.

	Stimulating an awareness of health needs
	· Discussion with individual families and groups about the short and long term benefits of breastfeeding for child, mother and environment. This contributes to PSA Target 2 to increase breastfeeding rates in line with LDPs and PSA Target 3 to reduce childhood obesity and health inequalities as well as contributing to PSA Target 2 to reduce infant mortality rates and life expectancy at birth.
· Use of the experiences of women who breastfeed successfully in the local area to influence others.
· Production of displays and written literature and participation in national and local campaigns promoting breastfeeding.
· Promotion of environments in health care and public places which are conducive to breastfeeding.
· Promotion of the normality of breastfeeding in the community, including use of local media.
· Active involvement of fathers in breastfeeding education.
· Provision of information on lactation and positive reasons for breastfeeding to school children.

	Influencing policies affecting health
	· Lobbying for implementation of the WHO Marketing Code and strengthening of the UK Infant Formula advertising law.
· Campaigning for breastfeeding-friendly environments in shops, cafés and workplaces.
· Recommending best practice standards in health care education, especially on specialist community public health nursing courses

· Campaigning nationally and locally for media images and stories/ features that portray a positive image of breastfeeding.
· Providing commissioners with evidence on the health gains of breastfeeding and the potential savings in health costs and the results of audit and evaluation.

· Providing commissioners with evidence of how the health visiting service is contributing to the LDPs and the meeting of the PSA targets.
· Identification of a specialist in each PCT with advanced expertise in breastfeeding to support mothers and health visitors with the management of breastfeeding.

	Facilitating health enhancing activities
	· Provision of skilled support to pregnant women and breastfeeding mothers by the delivery of a service that is visible and easily accessible.
· Development of a network of peer support programmes.
· Participation in breastfeeding support groups and working in partnership with voluntary agencies.
· Giving information and support for families and friends of breastfeeding mothers.

· Providing support and information for breastfeeding mothers returning to work.
· The facilitation of training for those involved with supporting and encouraging breastfeeding.


Produced by Judith Moore and members of the Health Visitors Forum
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How Health Visitors can Promote Health and Work with Homeless Families using the Principles of Health Visiting
The principles of health visiting can be the basis of developing services for homeless families that are:

· Appropriate

· Accessible

· Flexible

· Equitable

· Accountable

· Just

· Capacity building

· Innovative.

Homeless families face multiple health inequalities and can become marginalised as a consequence of being homeless.  This can result in them presenting with multiple complex health problems (both mental and physical).

When the principles of health visiting, the above principles are used to develop and provide services that are client led, this leads to improvement in the health and wellbeing of individuals, families and communities. Services must be client centred and developed on an outreach basis. There must be a multiagency and multidisciplinary approach in order to meet multiple needs. 

	Principle


	Action



	Search for health needs
	· Identify numbers of homeless families through a notification system (i.e. Notify) with partnership agencies i.e. housing, health, education, police, social services and voluntary sector.

· Develop profile of homeless families to identify need, risk factors and vulnerability i.e. single parents, teenage parents, asylum seekers, poverty.
· Identify causes of homelessness as this will indicate possible risk factors i.e. domestic violence.
· Identify length of homelessness as this has an impact on health and contributes to meeting PSA Target 1 to reduce mortality rates, suicide and undetermined injury, PSA Target 2 to reduce infant mortality rates, and PSA Target 3 to reduce health inequalities and the underlying determinants of ill health.
· Identify numbers of moves as this has a health impact.
· Identify gaps in service provision through individual assessments and consultations.
· Identify barriers to services through consultation with families i.e. through PALs or Speak Outs.
· Identify physical and mental health problems of homeless families through assessments and the collation of information through a data base to tackle PSA Targets 1, 2, 3 as indicated above and PSA Target 5 to reduce the number of road accidents by 40% and the number of children killed or seriously injured by 50%. 
· To promote and support the initiation and maintenance of breastfeeding in homeless families. This supports the LDP to monitor PSA Target 2 to increase breastfeeding initiation rates especially in women from disadvantaged groups and contributes to PSA Target 3 to reduce childhood obesity.
· To carry out evaluations to identify health impact and improvement.

	Stimulating an awareness of health needs
	· Raise awareness of the needs of families through the local homelessness strategy and the local strategic partnership.
· Ensure that the needs of homeless families are incorporated into all local strategies, where appropriate i.e. local children’s strategy, mental health strategy, local delivery plans. 

· Raise awareness locally of needs of homeless families and gaps in service provision through the local homelessness strategy.
· A holistic initial health assessment with each family to:

· identify needs

· develop action plans

· signpost/refer families to appropriate services

· offer focused health advice to improve health.
This links in with the PSA Target 1 to reduce mortality rates by 20% and PSA Target 2 to reduce health inequalities. 

· Use the Common Assessment Framework (CAF) to identify needs.
· Develop multidisciplinary/multiagency training for staff at all levels (planning and service providers), on meeting the health needs of homeless families and to meet PSA Targets 1, 2, 3 and 5 as indicated above.
· Develop an outreach service with specialist health workers who can meet the multiple and complex health needs.
· Use local services to meet need i.e. libraries, children’s centres.
· Education though school liaison and youth groups. 

· Offer screening opportunities and hold health fair days to attract homeless people for health screening which is sensitive to diverse groups with different needs and contribute to PSA Target 3 to reduce health inequalities and provide support for those needing help with smoking cessation and healthy eating.
· Provide commissioners with evidence of how the health visiting service is contributing to the LDPs and the meeting of the PSA targets.
· Use the media to dispel myths about the homeless and present its human face ‘someone like me.’

	Influencing policies affecting health
	· Develop a local homelessness strategy with partner agencies to develop a multiagency/multidisciplinary approach with both statutory and voluntary sector agencies.
· Develop a homelessness forum so as to plan services for homeless families.
· Identify national policies that would influence the development of local policies and ensure that the Local Delivery Plans are mindful of the special needs of homeless families.
· Develop local policies to meet the needs of families through the forum and ratify through the homelessness strategy and LSP.
· Identify a named person at a senior level at the PCT/ employing authority to take the lead on health and homelessness. 

· Identify the needs of homeless families in Local Area Agreements (LAAs) as priority families who are at risk due to their vulnerability.
· Identify needs of homeless families with the LSP.

· Through the homelessness forum capacity builds through sharing resources.
· Through the homelessness forum apply for funding so as to meet needs.
· Through the homelessness forum and the LSP tackle barriers to care.
· Link into regional and national forums and agencies i.e. Shelter.
· Ensure education and training is provided in nurse, midwifery and health visitor training and that all who work with families receive regular information on the needs of homeless people.
· Audit of services and data collection to improve outcomes for the homeless, and ensure commissioners and ministers are aware of how the health visiting service is contributing to LDPs and PSA targets and that they receive regular updates on progress.
· Lobbying through professional body or union for standards and quality in relation to services.

	Facilitating health enhancing activities
	· Identify areas of need.
· Develop services through partnership working to meet needs (both mental and physical needs of both adults and children).
· Develop fast track referral procedures for homeless families.
· Targeted specialist health workers/services to meet the needs of homeless families, for e.g. work with local sexual health implementation groups to reduce the under18 conception rate and improve sexual health of the homeless community which targets PSA Target 3.
· Capacity build services through sharing resources.
· Make partnership applications for funding.
· Identify training needs through Personal Development Plans.
· Provide training and appropriate supervision for staff working with homeless families.
· Link staff into national forums so as to develop knowledge and best practice i.e. Homeless Nurses’ Group UK.

· Develop a buddy system especially for the young people in view of the high suicide rate.  This contributes to meeting PSA Target 1.  Develop health promotion information that is appropriate for homeless families in different languages and through different media. This supports PSA Targets 1, 2, 3, and 5.
· Develop health enhancing activities for families i.e. play, healthy walks, encouraging breastfeeding, smoking cessation and healthy eating which is also contributing to PSA Targets 2 and 3.
· Develop accessible services for homeless families i.e. GP registration, play facilities, holiday clubs, advice services, after school clubs, parenting groups, health promotion groups. This contributes to PSA Target 5.
· Provide life skill training i.e. parenting, cookery classes, budgeting. This supports PSA Target 3 in promoting healthy eating to reduce obesity and reduce smoking rates and helps to reduce under 18 conception rates.


Produced by Sue Watson and members of the Health Visitors’ Forum

in association with Jane Cook (Co-Chair of Homeless Nurses’ Group UK)
The Prevention and Early Detection of Child Maltreatment to Safeguard Children by Health Visitors

The principles of health visiting may be used to develop services to prevent child maltreatment and ensure rapid and appropriate help for families to safeguard children.

‘Children need to feel loved and valued, and supported by a network of reliable relationships to achieve these outcomes.  Parents themselves need support and asking for and accepting help should be seen as a sign of responsibility rather than a parenting failure’.  Working Together (2006, p33)1
	Principle


	Action



	Search for health needs
	· Health needs assessment conducted by the health visitor at each contact to identify risk and resilience factors in families using an ecological framework. Assessment of need and risk should be comprehensive and continuous both at individual and population level. This holistic assessment by skilled practitioners helps to identify both expressed and unexpressed needs and contributes to meeting the PSA Targets 1, 2, 3 and 5.
· Routine enquiry for domestic violence and the monitoring of the impact of this on children. Encouraging families to recognise the impact of domestic abuse on their children and how to minimise the effects and keep children safe. This supports PSA Target 1 to reduce undetermined injury by 20% and PSA Target 2 to reduce infant mortality and reduce health inequalities.
· Use of listening and observation skills to identify indicators of abuse.
· Partnership working both interagency and multiagency to identify vulnerable children and families.

· Use of demographic and practice profiles to identify safeguarding issues and trends, map local resources and identify gaps in provision.

· Routine follow up of Accident & Emergency referrals.

· Evaluation of outcomes for children and for populations of children
· Monitoring of PSA targets against the LDP and the safeguarding agenda to audit services and identify areas for improvement.

	Stimulating an awareness of health needs


	Discussion of psycho/social health issues with the family and mechanisms for  avoiding, reducing or managing risk factors such as:
· Promotion of an understanding of the infant’s emotional needs and the importance of positive parenting.  
· Promotion and support of breastfeeding to promote bonding. This supports the PSA Target 2 to increase breastfeeding particularly in women from disadvantaged groups and PSA Target 3 to reduce childhood obesity. This also contributes to the sign off criteria for the LDP. 
· Promotion of healthy lifestyles to encourage mental wellbeing.  This contributes to PSA Target 3 to reduce adult smoking and encourage healthy eating to reduce childhood obesity.
· Working with statutory and voluntary agencies to raise the public awareness that safeguarding children is everybody’s business and responsibility. 

· Provision of child protection training by named nurses and specialist child protection health visitors to contribute to the training of hospital and community staff and early years providers.

· Support and consultation provided by named nurses, specialist child protection health visitors, school nurses and health visitors to nurseries, playgroups and schools.

· Providing commissioners with evidence of how the health visiting service is contributing to the LDPs and the meeting of the PSA targets.

	Influencing policies affecting health


	· Lobbying government through professional organisations to fund research into what works well with the most vulnerable and at risk families.

· Working with pressure groups and through professional bodies to raise awareness of child protection and supporting national and local campaigns e.g. Domestic Violence Intervention Programme (DVIP) and RESPECT2 a membership organisation supported by the government that aims to increase the safety of those experiencing domestic violence. RESPECT states that there are four key elements towards greater safety for victims:

· Challenge denial mechanisms and gender-based assumptions.

· Support those affected by abuse.

· Professionals must give the message that domestic violence is unacceptable and hold perpetrators to account.

· The community as a whole must develop an intolerance to abuse.

RESPECT also provides support and intervention for perpetrators:
· Partnership working with other agencies to ensure robust systems is in place to ensure that children are protected from harm. Complies with PSA Targets 1, 2, 3 and 5. PSA Target 3 to protect children from the effects of passive smoking and encourage adults who smoke to reduce or stop smoking and not smoke with babies/children present. PSA Target 3 to encourage healthy eating and the prevention of childhood obesity. PSA Target 5 in relation to the adequate supervision of children to prevent death or injury on the roads.
· Campaigning for the provision of safe working environments for staff so they can practice effectively and be supported by experienced practitioners who have specialist expertise in providing regular quality child protection supervision to health visiting teams.

· Provision of case based advice and supervision to skill mix staff which frequently results in further identification of child protection concerns.

· Child protection supervision can increase effective prevention and early intervention to strengthen resilience factors and decrease risk factors in families. It can also help to reduce staff burn out and stress in the primary health care team (PHCT).

· Identification of specialist nurses in each employing authority that has advanced expertise in child protection to support the strategic development of policy and practice at local and national level in the management of safeguarding.

· Developing and maintaining good communication with the Local Safeguarding Children’s Board (LSCB) to ensure co-ordination at all levels of service delivery, and that interventions are systematic and supported within and across all agencies with clear lines of accountability and responsibility for resources and tasks.

· Campaigning for the provision of specialist child protection liaison health visitors who work within the hospital setting and liaise with health visitors and primary care staff over safeguarding concerns for children or parents who attend or are admitted to hospital. 

· Establishing clear shared guidance on information sharing protocols that all agencies share, supported by regular multiagency training.

· Influencing the development of integrated clear care pathways and protocols in situations where children may be at risk. 

· Ensuring that the markers of good practice in Core Standard 5 of the National Service Framework (NSF) for Safeguarding and Promoting the Welfare of Children and Young People3 are adhered to and that service provision is audited annually against this. 

· Ensuring that there is adequate provision of quality child care through child minders and nurseries to help compensate when parenting is neglectful. 

· Lobbying for adequate play and holiday activities to support vulnerable children and families and provide safe areas for children to play in. This contributes to PSA Target 1 reducing mortality rates and PSA Target 5 reducing childhood deaths or injuries from accidents on the road.
· Advocating for adequate services that offer respite to support parents managing very challenging children or children with special needs.

· Ensuring that there is adequate local provision to support vulnerable children through the use of family support workers, and schemes such as Homestart and Community Mothers.

· Lobbying government to end child poverty and ensure adequate housing for children and families.

	Facilitating health enhancing activities


	Promotion of parent-child attachment through the provision of:
· A universal health visiting service with more intensive support for those in need (progressive universalism).

· Good quality antenatal care and support and preparation for parenthood with early identification of risk factors. This work supports PSA Targets 1, 2 and 3.
· Providing access to health visitor led postnatal parenting groups for health information and social support. This contributes to PSA Targets 1, 2 and 3.

· Promotion of parent-child attachment through the encouragement and support of breastfeeding. This supports PSA Target 2 to increase breast-feeding and PSA Target 3 to reduce obesity in children under 11 by 2010. It also contributes to sign off criteria for the LDP.
· Access to health visitor led perinatal mental health services and support groups run in conjunction with other agencies for parents with postnatal depression. Supports PSA Target 1 to reduce mortality rates from suicide and undetermined injury.
· Signposting and supporting access to community services such as, infant massage sessions, and family learning activities to enhance parent/child interaction. Supports PSA Targets 2 and 3. 
· Provision of brief health visitor led counselling for relationship difficulties. 

· Cognitive or solution focused therapy for parenting difficulties.

· Provision of teenage parent support groups run with health visitors and other agencies. Targets PSA Target 3 to reduce under 18 conception rates.
· Universal and targeted provision of group based parenting programmes to cater for different levels of need and intervention. This contributes to PSA Target 3 to reduce the under 18 conception rate and the promotion and support of breastfeeding.
· Rapid referral and access to tier 2 and 3 service provision such as children’s services, Child Adolescent Mental Health Services, drug and alcohol teams and adult mental health teams before families are in crisis. Supports PSA Targets 1, 2 and 3.
· Signposting to community resources to reduce social isolation and enhance social cohesion and support for families. Supports PSA Targets 1, 2 and 3.  For example signposting to smoke stop services as well as the one-to-one work that the health visiting teams do with adults who smoke.
· Using evidence based interventions that are proven to be effective.

· Involvement in family group conferences and case conferences to ensure children are protected and the family’s parenting capacity and strengths are supported by the provision of appropriate services.

· Health visitors contribute to the core assessment and are responsible for following up health concerns.

· Health visitors are key members of the core group following child protection conferences and in the development, implementation and monitoring of the child protection plan for the under fives.

· Health visitors play a pivotal role on the Every Child Matters: Change for Children Agenda4 and work as part of a multiagency team. By providing a universal health visiting service to all families, health visitors play a core role in identifying the continuum of need that exists in the population and in differentiating between children in need and children in need of protection.

· Follow up notifications of Children and Young People at risk and Domestic Incident Reports in accordance with local protocols. Supports PSA Targets 1, 2 and 5.
· Health visitors play a pivotal role in ensuring that the duty to co-operate and share information concerning suspicions of child maltreatment is complied with by other members of the primary health care team and other organisations they have contact with. 

· Health visitors play a vital role in the early identification of children with additional need. They use the Common Assessment Framework5 and form part of the ‘virtual team’ that works with the locality team to provide services for the ‘team around the child’.


Produced by Maggie Fisher and members of the Health Visitors’ Forum and other CPHVA members
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Combating Obesity in Children and Families using the Principles of Health Visiting

	Principle


	Action

	Search for health needs
	· Audit to highlight vulnerable children on health visiting caseload, being mindful of the research evidence that the child is likely to become obese if one or both parents are obese.

· Skilful and competent weight measurement interpretation of results for parents/carers at an early stage in the child’s life.

· Assessment of the child and family (child in the context of their family, rather than merely individual assessment.

· Use of demographic and practice profiles to identify issues and trends and identify gaps in local provision.

· Evaluation of outcomes for children and for populations of children using best practice guidance on the management of obesity and implementation of NICE recommendations.

· Evaluation of the LDPs against PSA targets for obesity and breastfeeding.

	Stimulating an awareness of health needs


	· Advice to parents re the value of breastfeeding and supporting the establishment and maintenance of breastfeeding. This supports PSA Target 2 to increase breastfeeding and PSA Target 3 to tackle childhood obesity.

· Identify barriers to healthy eating and increased exercise, this contributes to meeting PSA Target 3 to tackle the underlying determinants of ill health and health inequalities.

· Reduce stigma and anxiety so families are not afraid to accept help with obesity for fear of being judged and reported to children’s services.

· Identify and acknowledge the fact that those most ‘in need’ are those who will not engage easily and will be reluctant to accept help.

· Advice and practical support re shopping on a budget and cooking to maximise nutrition for all age groups of parents e.g. teenage parents (responding to specific situations e.g. limited cooking facilities, lack of 
access to personal transport, restricted finance, limited storage space for 
food within the home). This supports PSA Target 3 to reduce obesity in children under 11.

· Encourage a healthy lifestyle and fun activities for all the family that promote physical and emotional wellbeing. This supports PSA Target 3 to reduce adult smoking, promote healthy eating and contributes to PSA Targets 1 and 2 to reduce mortality rates through the adoption of a healthy lifestyle and to reduce health inequalities. 

· Advice to parents re the appropriate time and way to introduce solid foods, highlighting useful sources of nutritional advice, e.g. Birth to Five. This complies with PSA Target 3 to reduce infant mortality. 

· Advice to parents re the value of breastfeeding (individually at antenatal visit/postnatally and with groups - antenatal classes/breastfeeding support groups). This complies with PSA Targets 2 and 3 and contributes to the sign off criteria for the LDPs.

· Advice to parents, individually at home, or in clinic and through weaning/ parenting groups re the appropriate time and way to introduce solid foods.

· Opportunistically offering healthy lifestyle advice at each contact. Offering weight measurement/BMI reading/referral. This contributes to PSA Targets 1 and 3.

· Providing commissioners with evidence of how the health visiting service is contributing to the LDPs and the meeting of the PSA targets.

	Influencing policies affecting health


	· Supporting local campaigns for better school dinners and influencing school pricing policies to ensure healthy snack alternatives such as fruit is cheaper than the chocolate/crisp alternatives. PSA Target 3.

· Influencing the nutritional content of meals offered in local nurseries.

· Supporting local campaigns for better school dinners and the healthy schools initiative/the problems associated with outsourcing school meals to private companies.

· Influencing the nutritional content of meals offered in local nurseries and campaigning for commitment to nutritionally balanced meals. 

· Making sure that Children’s Centres have, and adhere to, an agreed food policy, covering food brought in by children, food offered as rewards, prizes, birthday gifts etc.

· Involving themselves re areas and places where mothers can breastfeed when out and about. This supports the PSA Target 2 to increase breastfeeding by 2% per year and contributes to PSA Target 3 to combat childhood obesity.

· Supporting the law in England to change to the same as that in Scotland, making it illegal to object to a mother breastfeeding in public. Supports PSA Targets 2 and 3 as above.

· Working with local chamber of commerce family learning and voluntary groups re availability of fresh fruit and vegetables. Contributes to PSA 
Target 3.

· Working with local dentists to educate children about the dangers of eating sweets between meals.

· Becoming involved with local issues regarding access to parks, safety, hygiene etc. PSA Target 5 to reduce death and injury from road accidents.

· Traffic calming to enable walking/cycling to school initiatives. PSA Target 5 as above.

· Affordable and fresh fruit and vegetables from local shops (within pram pushing distance) of families’ homes.  Financial support for local small businesses to prosper against the large out of town hypermarkets. 

· Campaigning for the maintenance and upkeep of green open spaces that are safe and free from hazards (e.g. needles) to encourage use by local families (i.e. free exercise).

· Campaigning for exercise in schools i.e. the continuation of PE classes as core, rather than optional for all school age children.

· Educating school staff and other professionals over the blocks that exist in children who are being bullied because of their weight and hate their body.  Encouraging exercise and physical activity for such children needs to be handled sensitively otherwise it reinforces their low self-esteem and body image.

· Encouraging understanding of the complexity of the needs of obese children and establishing care pathways that manage obesity in a holistic way, taking into account the multi-disciplinary and collaborative approach that is needed to treat this multi-faceted disorder successfully.

· Educating the public and other professionals on the difficulties obese children face and the psychological support and input obese children need.  It is important to remember that you are working with the individual not the weight.

	Facilitating health enhancing activities


	· Supporting the establishment of a food co-operative and community cook and eat projects. Supports PSA Target 3.

· Running training with local dieticians and family learning to teach those mothers and fathers who can’t/won’t cook how to cook. Supports PSA Target 3.

· Organising school walking (instead of cars) groups.

· Organising/liaising with community development groups.  Weight reduction/healthy eating/exercise classes in church halls/community centres.

· Working with police and local councils to facilitate road crossing, safe lighting, bus stops etc to make it easy for families to access recreational facilities.

· Supporting mothers to attend local toddler swimming sessions; this may mean that Muslim mothers wear specially adapted swimming clothes.

· Supporting fathers to attend local activities with their children and ensure all services offered are inclusive of fathers.

· Working with local leisure centres to make sure that there are affordable family activities.

· Encouraging the use of local parks and green open spaces contributes to PSA Target 5 to reduce deaths and injury from road accidents to children and adults.


How Health Visitors Promote Child Safety and Prevent Accidents in Children by using the Principles of Health Visiting
	Principle


	Action

	Search for health needs
	· Using the following sources of information to seek out factual data to use to develop a systematic approach to prioritising issues:

· Department of Trade and Industry : WHO; 

· Reports of the Accidental Injury Task force (2002)1
· Health Development Agency Evidence Briefing on Prevention and Reduction of Accidental injury in Children and Older People (2003)2
· Child Accident Prevention Trust; OFSTED reports

· Annual Health reports from Trusts

· Local hospital Accident & Emergency statistics: Liaison Health Visitor Information

· Local GP; Pharmacy;

· Sure Start; local playgroups, nurseries, play schemes for older children. 

· Neighbourhood based outreach work and multiagency working projects.

· Requests and outcomes from group work, one-to-one contact with clients
·  Have system in place for monitoring trends in own caseload/corporate team.

· Evaluation of the LDPs against the PSA targets for PSA Target 1 mortality rates from suicide and undetermined injury and PSA Target 5. Reduction in the number of adults and children killed or seriously injured in road accidents.

	Stimulating an awareness of health needs
	·  Promoting use of all public information literature, advertising campaigns, posters, leaflets in all possible venues.
·  Using media sources; examples from TV programmes as a basis for discussion with target groups re keeping safe, substance use, road safety, car seats safety.
·  Partnership working with a wide range of neighbourhood groups, outreach teams to incorporate raising awareness re safety issues with local people on neighbourhood agenda meetings.
·  Discussion in local child health clinics, surgeries: either one-to-one or group work re specific issues or follow up. Contributes to PSA Targets 1, 2 and 5.
·  Discussion at all home visiting assessments to contain partnership working with families re raising safety issues either to prevent accidents or to follow up after an event. Supports PSA Target 1, 2 and 5.
·  Working closely in skill mix teams re early identification of potential home safety issues from home visiting. PSA Targets 1, 2 and 5.
·  Providing commissioners with evidence of how the health visiting service is contributing to LDPs and the meeting of PSA targets.

	Influencing policies affecting health
	·  Lobbying local councils re meeting aims of Every Child Matters in providing safe play areas for all age groups. Supporting PSA Targets 1, 2 and 5.
·  Contributing to and support professional body campaigns re accident and safety initiatives. Contributing to PSA Targets 1, 2 and 5.
·  Supporting local initiatives/groups re specific accident issues, road crossings, play areas and misuse of play areas. PSA Target 5.
·  Using the liaison health visitor as an expert to represent health perspective at multiagency meetings providing specialist knowledge of accidents and injuries in local area.

	Facilitating health enhancing activities
	·  At every encounter with clients the team member/s provide(s) or signpost(s) current information and support to promote all aspects of safety for children and families.  
·  Careful planning is taken to match appropriate health promotion events/ stalls to the target public group, working with wider agencies and out reach groups as practical.
·  Enabling increase in access to use of materials by provision of translated materials, use of interpreters, community support workers, signposting to English classes, disability access.

· Provision and demonstration of correct use of equipment, examples of safety products on clinical sites or in home.
· Providing information re local services that may have loan or donations schemes for safety equipment.
· Partnership working with other agencies i.e. Fire Service re providing a home visiting service to vulnerable clients.


Produced by Anna East in collaboration with; Bernadette Osbourne, community staff nurse, Theresa Taylor, senior nursery nurse
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The Promotion and Support of Special Needs Children by Health Visitors Using the Principles of Health Visiting

	Principle


	Action



	Search for health needs
	· Antenatal visit to encourage the family to set their own agenda e.g. negotiate package of care.  To include understanding of the health visitor role as a resource for the whole family. To mobilise early support services.

· Postnatal home visit to explore with parent birth, impact of birth on parental relationship, parent-infant interaction, parental feelings, housing and financial needs. This holistic assessment by skilled practitioners helps to identify both expressed and unexpressed needs and contributes to meeting the PSA Targets 1, 2, 3 and 5.

· Make active use of relevant local and national information to promote family health and wellbeing. .e.g. breastfeeding, smoking cessation. This supports PSA Targets 2 to increase breastfeeding particularly amongst women from disadvantaged groups and PSA Target 3 to reduce adult smoking rates.
· Exploration of family’s social support networks.

· Using specific information to improve the experience of parenting a child with additional needs.

· Discussing availability of resources e.g. Children’s Information Services and of interagency and collaboratively working, for example using the Framework for the Assessment of Children in Need  and their Families (2000) and differentiating between  children in need of support and/or safeguarding. This supports PSA Targets 1, 2 and 3 to reduce mortality rates and health inequalities and tackle the underlying determinants of ill health and inequalities.
· Planning and ongoing monitoring and reviewing holistically re-evaluate the child and family wellbeing, e.g. change in health status of any family member; compliance with medication, therapy and vulnerability.

· Monitoring of PSA targets against the LDP and the safeguarding agenda to audit services and identify areas for improvement.

	Stimulating an awareness of health needs
	· Bringing to the attention of relevant agencies and disciplines the needs of the child and family and involving a multiagency approach.

· Involving voluntary, private sectors and parent support groups using all available media.

· Involving parents as central to the care and management of their child.

· Responding to child and family needs, focusing on quality and timely interventions e.g. issues of ‘loss of the well/healthy child’, impact of disability on the family, respite sleep, genetic counselling.

· Utilising knowledge to inform strategic direction of service development and need for interagency planning and collaboration to address gaps in services e.g.; psychology and Infant Mental Health Services.
· Providing commissioners with evidence of how the health visiting service is contributing to the LDPs and the meeting of the PSA targets.

	Influencing policies affecting health
	· Being familiar with the recommendations from NSF Standard 8. concerning children and young people who are disabled or have complex health needs
· Engaging in local partnerships and communities.

· Accessing key professionals to support the child and family e.g. highlighting unmet need to influence the development of appropriate services e.g. respite, housing, and bereavement services.

· Availability of resources in the locality.

· Raising profile of client group to strengthen family’s functioning and to maximize the support available to them. Reflecting the multicultural needs of the community and ensuring that services are actively inclusive of both fathers and others involved with the parenting role.

· Establishing local integrated care pathways and protocols with the involvement of families and carers.

· Undertaking clinical audit of service provision for this client group e.g. children with special needs, siblings, postnatal depression, respite provision, sleep service, recreation facilities.

· Collating profile data relating to this client group for management purposes.

	Facilitating health enhancing activities
	· Early identification and management of changing situations and circumstances e.g. sick child entering hospital; increasing or accessing respite, tertiary services.

· Collaborating with other established groups or services both locally and nationally to support this client group. 

· Ensuring parenting support is available at universal and specialist level e.g. access to specific parent education programmes Early Bird (National Autistic Society), Hanen Programme to facilitate children’s language development, Maternal and infant mental health services, behavioural support services.

· Ensuring all practice and provision is evidence based.

· Ensuring practitioners are trained and supported and meet the National Occupational Standards for work with Parents and The Common Core of Skills and Knowledge for the Children’s Workforce.
· Taking a lead role in the development of staff at all levels to ensure the necessary skills and knowledge and competencies to best support this client group, whilst remaining alert to the limits of one’s own professional practice.


Completed jointly by Breda Bradbeer, specialist health visitor/children with special needs and Rosie Robertson, specialist nurse for pre school children with complex special needs. Input from Maggie Fisher Professional Officer Unite/CPHVA
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The Promotion and Support of Positive Parenting by Health Visitors

	Principle


	Action

	Search for health needs
	· Antenatal home visit exploring parents’ perceptions of pregnancy, baby and likely postnatal support, particularly from own parents and partner, housing and financial needs. Assessment of need and risk should be comprehensive and continuous, both at individual and population level. This holistic assessment by skilled practitioners helps to identify both expressed and unexpressed needs and contributes to meeting the PSA Targets 1, 2, 3 and 5.
· Postnatal home visit to explore with parent the birth experience, impact of birth on parental relationship, parent-infant interaction, exploration of parental feelings, housing and financial needs.
· Possible discussion of parents’ experiences of being parented.
· Requests from parents for advice regarding behavioural difficulties 

· Length of Child Adolescent Mental Health Service waiting lists of children referred for conduct disorder/behavioural difficulties.
· Numbers of children on safeguarding children register.
· Numbers of children attending Accident & Emergency as a result of suicide attempts, and alcohol poisoning. Supports PSA Target 1 re suicide and undetermined injury and reduction of mortality rates. PSA Target 2 reducing health inequalities and infant mortality and life expectancy.
· Anti Social Behavioural Orders and juvenile offenders in the community.
· Monitoring of PSA targets against the LDP to audit services and identify areas for improvement.

	Stimulating an awareness of health needs
	· Bringing to the attention of the community and commissioners of services the impact of the above.
· Informing parents regarding babies’ and children’s emotional development and impact of different parenting styles.
· Involving parents in meetings to discuss ways in which they might like their parenting to be supported within the community.
· Involving early years education and the voluntary sector in discussions around the need to support parents and appropriate referral pathways.
· Working through local and national professional organisations and forums to raise issues around parenting and the need for parental support.
· Providing commissioners with evidence of how the health visiting service is contributing to LDPs and the meeting of PSA targets.

	Influencing policies affecting health
	· Attending local parenting forum meetings.
· Attending interagency meetings to ensure parenting support is on the agenda for statutory and voluntary organisations.
· Involvement in the formation of local authority parenting strategies and being involved in multiagency steering groups that are responsible for setting the strategic agenda for parenting support locally.

· Being familiar with the Local Children and Young People’s Plan, the local area agreements and LDPs to ensure all the services are working together to meet the five outcomes from Every Child Matters.
· Identifying and liaising with the local authority parenting commissioners and the strategic leads for children and families. Updating them regularly on the local work being done and sending them annual reports with evaluations and outcomes and progress against the LDPs and PSA agreements.
· Working nationally through professional and national organisations to ensure quality of services.

· Conducting regular audits of the service provided and ensuring they comply with the benchmarking for the National Service Framework for Children, Young People and Maternity Services, particularly Standard 2 concerning providing information services and support which equip parents to ensure children have optimum life chances.
· Ensuring that the services provided by the health visiting service meet the recommendations in Every Parent Matters.

	Facilitating health enhancing activities
	· In collaboration with others, facilitating parenting programmes across the age range starting with transition to parenthood antenatally.
· Ensuring that training is available to staff to facilitate evidence based parenting groups and offer one-to-one support to parents.
· Ensuring parenting support is available at a universal level (tier 1).
· Ensuring parenting support is available at specialist level (tier 2).
· Ensuring that the parenting provision provided is evidence based and complies with the National Institute for Health and Clinical Excellence guidance on the parent education programmes in the management of children with conduct disorder.

· Ensuring that practitioners working with parents are adequately trained and supervised and meet the National Occupational Standards for Working with Parents.

· In one-to-one and group work, promoting parent-infant interaction and attachment.
· Early identification and management of postnatal distress. This supports PSA Target 1 and PSA Target 2 to reduce health inequalities and infant mortality rates and life expectancy.
· Promoting and providing support for breastfeeding families. This contributes to PSA Target 2 and Target 3 to reduce childhood obesity and supports the LDP sign off criteria to increase breastfeeding initiation rates particularly in women from disadvantaged groups.
· Providing services that are actively inclusive of fathers and encourage their participation.
· Promoting multiagency and multidisciplinary work with families and ensuring that clear referral pathways are in place.


Compiled by Christine Bidmead, Maggie Fisher and Sarah Darton, members of the Unite/CPHVA Interest Group for Parenting and Family Support
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