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FACT SHEET
DETERMINING OPTIMUM CASELOAD SIZES
The Unite/CPHVA recently undertaken two reviews of current caseload sizes.  Questionnaires were sent to CPHVA branches and local accredited reps to gain some insight into average caseload sizes across the UK with and without skill mix and acknowledging some caseloads are now corporate.  Those responding were asked for the average number of families and range of caseload sizes where they worked, also the presence or absence of corporate working and skill mix.  They were not asked about public health and other commitments due to the general nature of the sample.  Responses were received from Wales, Scotland and England.  The second review was part of our annual telephone survey of 1000 members.  The results from both surveys were similar.
The results demonstrated the following: 

Table 1:  Percentages of health visitors working to different average caseload sizes

	Case-load (families)
	<200
	200-299
	300-399
	400-499
	500-599
	600-699
	700-799
	800-899
	900-999
	1000-1499
	1500+

	%
	8
	46
	20
	4
	8
	2
	6
	0
	3
	2
	1




There were 90 respondents representing Trusts and individuals. Due to the nature of the sample the results will be subject to bias and are not absolute figures but suggest a trend.  Large caseloads are not uncommon but smaller caseload sizes are the norm with the majority of caseloads being under 300 families.  
RESULT:

· Over 50% of reported full time health visitor caseloads were 2-300 families or less, and 66% 400 families or less.
· 22% of health visitors were responsible for over 500 families and 26% for over 400 families.  

· Interestingly skill mix support was available to some small as well as some large caseload holders.

· Those holding very small full-time caseloads (under 200 families) tended to be working in rural areas of Wales and Scotland, some also had skill mix support.

· Larger caseloads did not necessarily equate to corporate working or the presence of skill mix.

DISCUSSION:

· A majority of health visitors are working with realistic caseload sizes but a significant percentage are working with unrealistically large caseloads.  It may be that those with smaller caseloads do more general public health work.
· There may have been less responses from those working in large caseloads due to pressure on their time so the percentage with large caseloads could be higher.

· However much skill mix is provided, the caseload holder must make the assessment of need to be able to allocate work appropriately.  It is the CPHVA view that this is almost impossible in caseloads of over 350 families creating significant risk both to the families and the caseload holder.  In order to deliver effective therapeutic interventions such as counselling for postnatal depression or behaviour management the caseload must be a realistic size.
RECOMMENDATIONS:
1. The CPHVA believes it is virtually impossible to suggest an appropriate caseload size which is generalisable, there are so many variables including family, environmental and resource factors.   This review of existing caseload sizes suggests that the majority of caseloads are currently between 2-400 families with most being under 300 families per full time equivalent health visitor, regardless of the presence of corporate working or skill mix.  We believe the actual figure should vary with the number of vulnerable families the health visitor is responsible for, the logistics of her working conditions (e.g. mileage, travel time) and the support available through skill mix, especially clerical support.
2. We strongly discourage health care organisations from expecting health visitors to be responsible for more than 350 families however much additional support is available to them.  We believe beyond this number of families it is very difficult to assess need appropriately and hence to provide effective interventions. In areas of high need or when access is difficult caseloads should be under 300 families. Successful health visitor interventions in vulnerable situations rely on the health visitor having had the opportunity to build a trusting relationship with her clients.  This becomes almost impossible with large caseloads.
3. If health visitors feel that their caseload numbers are inappropriately large, creating risk to themselves and their clients they must report this in writing to their manager, giving clear reasons for their concerns in line with their NMC Code of Professional Conduct (1).  If appropriate action isn’t taken by immediate management, concerns should be forwarded to the Chief Executive and Clinical Governance department requesting a meeting to discuss the issues further.
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