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Executive summary

In the middle of 2013, NHS Ayrshire and Arran transformed their health visiting
service with more focus on pre-birth to 5 years. Also introduced was a universal
assessment timeline that ensures that children and families receive at least ten
home visits.

These service changes are set within the wider context of the recommendations of
NHS Scotland Chief Executive Letter (CEL) 13 (2013), which aims to refocus health
visiting and school nursing roles, to improve care delivery within the community and
tackle health inequalities.

The primary aim of this evaluation was to understand how the enhanced health
visiting service (including the universal assessment timeline) in NHS Ayrshire and
Arran works for both parents and health visitors, with a view to inform the
implementation and evaluation of CEL 13 (2013) and a structured, increased home
visiting service in Scotland.

A realist evaluation design was considered to be the best approach to answer the
research aim and objectives. Realist evaluation seeks to understand how a
programme works rather than providing a verdict of whether the programme works
or not. It has three distinct phases: phase 1 defines the programme theory; phase 2
tests the programme theory; and phase 3 provides an explanation and refinement
of the programme theory. In phase 1, eight managerial staff who were involved in
developing and implementing the programme provided data, which were used to
construct a logic model (programme theory). In phase 2, the theories were tested
using qualitative data from 25 health visitors who delivered the service and 22
parents who received the service. In phase 3, all the data were brought together
and explanation of how the programme works was provided.

The evaluation identified the following key findings:
What worked well?

Parents’ increasingly viewed health visitors as their first point of contact on
wellbeing and developmental-related issues. This was primarily due to more
trusting relationships they have developed with health visitors through the
enhanced programme. They also felt comfortable contacting health visitors by
phone. Although this was possible in the previous service, however, health visitors
reported that the frequency of contacts had increased.

Both parents and health visitors reported that the service changes have improved
early identification of concerns (about both parents and children) leading to early
engagement with wider services, including nursery services, in ways that were not
previously possible.



Health visitors felt that the changes have made their role much clearer and well
defined. They perceived that this has enhanced their professional partnership
working.

What may need further consideration?

Both parents and health visitors found the gaps between some assessment visits in
the timeline too wide apart.

Some health visitors, were concerned about referral pathways. They felt they were
cumbersome and presented significant challenges to the enhanced service.

Health visitors universally acknowledged that increased home visiting has been
challenging and reported that they struggled to fulfil the entire timeline. This
prompted some areas to involve staff nurses and skill mix to fulfil the timeline.

Some parents and health visitors missed the drop-in clinics, which were largely
stopped when the enhanced service was introduced. For parents, the key reason
why they still wanted the clinics was the opportunity to build social support
networks.

The enhanced health visiting service in NHS Ayrshire and Arran is currently being
delivered with limited resources, yet this evaluation demonstrates a number of
positive findings in terms of the value it has added to health visiting practice and
indicates promising improvements in outcomes for children and families. There are
some findings which the nation-wide roll-out may wish to consider to ensure
favourable outcomes, but overall this evaluation should be reassuring for the
impending implementation of the programme across Scotland, which promises to
offer more resources than are currently available in NHS Ayrshire and Arran.



1 Introduction

Background

1.1 The early years of life is an important time for children and families. It has been
argued that the provision of universal access to healthcare in early years has the
greatest potential to promote health and wellbeing and reduce health inequalities in
later life (Marmot et al., 2008; Roberts, 2012). In the UK, one such provision is the
universal child health programme, often but not solely provided by the Public Health
Nursing Services. Recently, the Public Health Nursing Services — Future Focus
(CEL 13: (2013) recommended a refocusing of the Public Health Nursing (PHN)
roles, responsibilities and titles. Briefly, it specified that the existing Public Health
Nursing role as defined in Nursing for Health 2001, should be refocused and the
titles of health visitor and school nursing reintroduced. Further, it suggested that the
role of the health visitor should focus on pre-birth to 5 years. This refocusing of the
PHN role is intended to support the delivery of targeted interventions, delivered by
a specialist workforce, who will be better equipped to address the specific needs of
children and families.

1.2 The Scottish Government is currently supporting NHS boards to implement the
recommendations of CEL 13. In line with this, and in recognition that families were
receiving variable service experiences, the Nurse Director at NHS Ayrshire and
Arran commissioned a nursing review to provide intelligence to support the
development of the Community Nursing Service that allows the workforce to
develop and puts children and families at the centre. The goal was to improve care
delivery by improving access to services closer to home. As a result, significant
organisational changes were introduced to the health visiting service in NHS
Ayrshire and Arran from mid-2013. The key changes include an introduction of a
universal assessment timeline that increases assessment contacts with children
and families. Core families (families who do not usually require additional
monitoring and support) now receive eleven visits from their health visitors,
beginning from when children are 11-14 days old until the preschool handover
assessment contact. Moreover, throughout the period, additional programmes of
care can be offered to children and families if required. Moreover, health visitors are
no longer required to immunise children or be involved in drop-in clinics. How these
changes impact on health visiting practice and whether or not they make a
difference in terms of outcomes for children and families need to be examined in
order to inform the impending roll-out of the enhanced health visiting service across
Scotland.



Aim and objectives

Aim:

1.3 To understand how the enhanced health visiting service in NHS Ayrshire and
Arran works since its introduction in 2013, with a view to informing the
implementation and evaluation of a structured, increased home visiting service in
Scotland.

Objectives are to:

1. Describe the model of enhanced health visiting implemented; expected
outcomes and how the service would achieve these (using a logic model)

2. Assess whether the service was delivered as expected and whether
outcomes were achieved

3. Explore parent and nurse experiences of the service
4. ldentify barriers/enablers to implementing the service

5. Assess the implications for wider adoption of an increased health visitor
service

6. ldentify the implications for future national evaluative activity of the roll-out of
the health visiting model

Structure of the report

1.4 The first chapter outlines the background, aim and objectives of the evaluation.
Chapter two provides an overview of the realist design adopted by this evaluation
and also describes the methods used to generate data. In line with the stages of
realist evaluation, the findings are presented in three chapters. Chapter three
outlines the logic model of the enhanced visiting service (Phase 1). Health visitors
and parents’ findings are reported separately in chapter four and five (Phase 2).
Chapter six provides further explanation and refinement of the findings (Phase 3).
Chapter seven summaries the key conclusions of the evaluation and provides
recommendations both for NHS Ayrshire and Arran and in the context of
implications for national implementation and evaluation of the enhanced health
visiting service.



2 Methods

Evaluation design

2.1 The evaluation was informed by realist framework. Briefly, realist evaluation is
a theory-driven approach to evaluation of social and healthcare programmes, such
as the refocussing of the health visiting service in NHS Ayrshire and Arran. It
focuses on building, testing and refining programme theories (or logic model) by
exploring the complex and dynamic interaction of the context (settings or conditions
in which the programme was implemented), mechanisms (behaviours and
decisions of practitioners delivering the programme) and outcomes (intended and
unintended effects) (Pawson and Tilley, 1997; Pawson, 2006, Wand et al, 2010;
Byng, 2011). Following the realist framework, this evaluation comprised three
phases (Figure 1).

Developing the programme theory/logic model (linking

activities and outcomes)

Data collected from:

- e Focus group with senior programme
developers/implementers (key stakeholders)

e Programme implementation documents

| eseyd

Testing the programme theory (does the programme work
as anticipated?)
Data collected from:
o Interviews with health visitors who delivered the
service
¢ Interviews with parents who received the service

Z oseyd

v
Refining the programme theory (explaining how the
programme works in practice)
¢ Analysis and interpretation of the data collected in
phases 1 and 2
e Published data (aided interpretation)

¢ oseyd
|

Figure 1. The realist evaluation process



Setting

2.2 NHS Ayrshire & Arran is in the mid-south west of Scotland and covers an area
of 750,464 square hectares. It comprises a mix of rural and urban development. It
has three local authority areas — North, South and East Ayrshire. In mid-2013, the
estimated population was 372,210 (National Records of Scotland, 2015) and the
total births in 2013 was 3,640 (ISD Scotland, 2014). NHS Ayrshire and Arran has
about 80 health visitors and new health visitors are currently being trained.

Sample and recruitment for phases 1 and 2

2.3 Participants of this evaluation were recruited from all three local authority
areas. The detail of the steps taken for sample and recruitment are provided in
Appendix 1.

Phase 1. Identifying the programme theory/logic model

2.4 Eight key stakeholders (managerial staff) involved in either developing or
implementing the structured, increased home visiting service in NHS Ayrshire and
Arran participated in a focus group.

Phase 2. Testing the programme theory

2.5 Overall, 25 health visitors participated in Phase 2 of the evaluation. Of this,
nine were from South Ayrshire, whilst eight were from North Ayrshire and East
Ayrshire had six. The other two were based in Ayrshire central hospital and covered
all three areas. All health visitors except six, had experience of delivering both
previous and current service.

2.6 Twenty-two parents participated in the evaluation. North and East Ayrshire had
eight participants each, whilst the remaining six were from South Ayrshire. All
parents except five, had used both current and the previous service.

Data collection for phases 1 and 2

2.7 Details of how data were collected in phases 1 and 2 and all topic guides used
are provided in appendices 2-5.

Analysis of phases 1, 2, and 3

2.8 In phase 1, the transcribed focus group data were synthesised together with
programme implementation documents to develop a logic model (see figure 2) of
the enhanced health visiting service in NHS Ayrshire and Arran. In phase 2,
qualitative data were transcribed and then thematically analysed based on the logic
model. Transcripts were coded, analysed by themes and presented in a narrative
fashion. The analysis was facilitated by the software package QSR NVivo 10. In
phase 3, the findings from phase 2, and the logic model from phase 1 were
10



disassembled, enabling the analysis to focus on explaining ways in which the
programme mechanisms unfolded or did not unfold in practice. This analysis was
presented as context, mechanism and outcome components, which further aided
understanding of the enhanced health visiting programme.

2.9 Where necessary, published data were obtained to support the interpretation of
the qualitative data. Published data covered before and after implementation of the
programme and provided an indication of the impact of the programme on certain
outcomes, even though cause and effect relationship cannot be assumed.

Ethics approval

2.10 Ethics approval for the evaluation was granted by the University of Edinburgh
Centre for Population Health Sciences ethics committee and complied with
research governance procedures in NHS Ayrshire and Arran.
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3 How is it expected to work?

Phase 1 Logic model

3.1 This chapter outlines the logic model (Figure 2) of the enhanced visiting service
using data from the focus group with eight key stakeholders and programme
implementation documents.

Resources and activities

Universal pathway with more focus on early years

(0-5 years)

Short term outcomes

9

Provision of standardised
universal pathway home

Early identification,
management and referral of
concerns e.g. Speech and

Intermediate outcomes

Tailored, additional
support for those with

Screening and
developmental

Greater awareness of need
and additional support

Continuity of care

Parents build trusting
relationship with HV

V.

Parents feel more involved,
better supported and more
informed

Conducive home
environment for children’s
development

Systems and Workforce development

Provision of leaflet to
inform parents about HV
service

Parent feel supported e.g.
breastfeeding

Increased confidence and
skills in parenting e.g.
attachment

Integrated multiagency
electronic record
systems

Families show better

Standard operational
guidance and

nrocediires

understanding of the role
of the HV

More focused and better
management of caseloads

Streamlining and
redefining the HV
profession

Development and
maintenance of skilled,
motivated and confident

Recruitment and
capacity building e.g.

Well defined HV role

Improved breastfeeding
rates at 6-8 weeks

Reduction in complaint about
disparity in HV service

Better Integration of health
and social care services

Facilitates auditing of
standard of care

Improved job satisfaction

Improved career structure
and HVs equipped to deliver
more quality interventions

Figure 2 Logic model of the enhanced health visiting service
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4 What did health visitors say?

4.1 This chapter presents the findings of how the programme works in practice
from health visitors’ perspective (phase 2), by examining the assumptions outlined
in the logic model. Using the logic model, eight themes were identified.

Prevention and early identification

4.2 Almost all the health visitors acknowledged that they have found the structured,
increased home visiting hugely beneficial. They particularly appreciated the focus it
offers in terms of prevention and early identification of concerns.

| think it's made me far more aware of my families. | would have missed lots of
things, and | would end up having lots of families in crisis. And it would be crisis
intervention, rather than prevention, and that's not how to do it. A child should
never get to the stage where their family is so chaotic that they have to be
removed. So, for me, | wouldn't have been in the houses as often as | am now
(H23).

4.3 The majority of health visitors were keen to add that with the previous service,
concerns were often identified at advanced stages. They stressed that this was the
case particularly for some core families as described by one health visitor below.

There are real benefits — | don't know whether it helps to say, previously we had
examples of children — and not necessarily children who would come through on
that vulnerable pathway, so not families that previously might have been
monitored more closely by health visiting before the introduction of the timeline.
Those kind of more affluent, professional families where you look at the family
and think, oh mum knows what she's doing, everything's fine, but it happens with
the second sibling, but actually when they've then come into their pre-school or
ante-preschool setting, it's been a child that people have gone to see, Oh my
Goodness, nobody has picked up that there is a significant issue with this child,
because actually mum and dad haven't taken them anywhere, haven't engaged
because there wasn't that routine visits (H15).

4.4 Some health visitors added that the changes have placed them at a better
position to build a good understanding of children and families’ concerns from the
very beginning, and take action if necessary, or possibly observe over time whether
those concerns would be confirmed or allayed.

And it gives you the chance to build up a better picture | suppose, because if
you’re seeing them right at the beginning then you can see if there’s any
deterioration, or any differences that would maybe raise concerns. Or it would
reassure you that the family are doing okay, because there have not been any
changes over the past maybe four or five months. So it just lets you see
how...instead of them coming to a clinic, because when they’re coming to a clinic

13



that can be completely different. When they’re in their home environment you
get to see exactly what they’re like (H20).

Home visiting versus drop-in clinics

4.5 Health visitors felt that the benefits of the home visiting were far greater than
the previous drop-in clinics. A number of them acknowledged that the home visiting
put much more focus on families than the drop-in clinics.

Home visiting has given us much more control over, sort of, prioritising what
we’re doing for families, you know, whereas before when we, sort of, you were,
kind of, it’s clinic time and you had to work around that, you know, and it was
more around fitting people in around that rather than, sort of, being led by the
needs of families you were working with (H16).

4.6 They believed that the home visiting provides clear opportunities to identify
more concerns. They explained that it was impossible to observe and identify such
concerns in the previous service.

Well, | think | had a family that | visited quite frequently at home, and the pattern
became that this child was probably left alone quite a lot in the mornings. The
parents weren't very good at getting out of their beds. And I think that became
more apparent because | was visiting at home, because when you go at home,
you hear the child crying, and the parents aren't responding. They took a long
time to answer the door, and when you go in, the home environment is not great,
the child is maybe running about with a really wet nappy on. Whereas, | think if it
was a clinic setting, they might not come on time, however, the child will probably
be well presented, because they know they're coming (H18).

4.7 Some health visitors also felt that the home visits were hugely beneficial in
terms of providing targeted support to children and their families.

One family | can think of off the top of my head, I've known that there’s been
issues going on, but the fact that I've been going in more proactively, I've been
able to get different services in and even getting those services in within two
weeks. I've seen huge differences to that child. So whereas maybe previously,
all that might not have been as timeously (H22).

4.8 Interestingly, even those who initially thought that the structured, increased
home visiting was unnecessary and would not be beneficial to parents as it was too
intrusive, acknowledged how valuable they have found it.

| used to think that we should still have kept our clinic going, but actually, see
now, I'm happier doing the home visits. | don't mind doing the home visits, | think
it gives you a better picture, because as | say, they could come to a clinic and be
all completely nicely dressed, but you don't know what's going on in the
background. So | do like the fact that all our visits are done at home (H12).

14



4.9 However, some very few health visitors still believe that the drop-in clinics were
more useful than the home visiting. They even suggested that some parent
preferred them more than the home visits.

I've got mums who would probably prefer to go into the clinic but that’s not an
option for them now so probably you're taking choice away. | personally don'’t
think there’s a benefit (H3).

Health visitor-parent relationship

4.10 Professional and client relationship is integral to effective health visiting
practice (McKee and Queen, 2004). Ongoing positive relationship between clients
and health visitors can maximise outcomes for children and families (Cowley et al.
2013). In this study health visitors were asked to reflect on how the enhanced,
structured home visiting service had influenced their relationships with children and
families.

4.11 The majority of health visitors were positive that the increased home visiting
offered a good opportunity to build trusting relationships with children and families.

| think, the biggest difference that | feel is that we've been able to establish really
strong relationships with families because of the intensive visiting (H16).

4.12 However, only two health visitors felt that the changes have not had any
influence on their relationships with families. For instance, one of them felt that
drop-in clinics were equally useful in terms of establishing trusting relationship with
families.

| think I've always had a good relationship with the families and | feel my
relationships through clinics and immunisations as well enhanced that
relationship. | wouldn’t say just the home visits strengthen the relationship (H25).

4.13 Nevertheless, those who felt that the universal timeline had improved their
relationships with children and families, also articulated some additional benefits.
For instance, they felt that the enhanced service helped develop relationships and
enhanced trust. This ensured that families were more open and confident to
discuss sensitive issues with them. Families then saw them as first point of contact.

Another mother asked me to go and see her and | saw her this morning. And the
pretext was she wanted the baby weighed. But, really and truly, what she
wanted to talk about was her eight year old child who has a bowel problem. So, |
was able to discuss that, his diet, the importance of developing a bowel habit.

So, the mother knows you well enough, trusts you enough, doesn’t think it’s
important enough to go to the GP, so it saves an expensive doctor appointment if
she feels she can contact me and | can manage the situation (H17).

15



4.14 Some health visitors also added that, due to the trusting relationships they
have developed with parents, parents now feel more confident to contact them by
phone.

| think we get to build up a better relationship with the parents. | think that's quite
important, that we do sort of, at the beginning, we do six weekly visits, which |
think is really helpful to build up that relationship. And you find mums do phone
quite frequently now, and | think they've got a sort of a bit of a trust in you (H18).

Engaging families with wider services

4.15 There is evidence that health visiting is instrumental to an uptake of services,
especially for families who find services difficult to access (Cowley et al., 2013). It
was clear in this evaluation that health visitors are now making more referrals to
wider services. Nursery placements was a service that was particularly mentioned.

If you're visiting people on a more reqular basis, you identify problems and you
can anticipate difficulties, therefore, you can make appropriate referrals, perhaps,
sooner than you might have done and that can only be a good thing. For
example, | made six referrals this month to access an early nursery placement
(H17).

4.16 Health visitors however, expressed the opinion that referring families for
additional support has often been challenging. They felt that a more efficient system
was required.

| think, there’s still a lot of work needed around referral pathways (H16).

4.17 Role clarity and clear responsibilities enable staff to manage challenges
around interagency or inter-professional team working (McKee and Queen, 2014).
Families also benefit from professionals working together in an effective way
(Barlow et al., 2008). As such, we asked health visitors to report on their
experiences of professional partnership working. They felt that the enhanced
service has improved their professional partnership working. They perceived that
other practitioners and services are much clearer of their role.

So, if you are at say, for example, a child protection meeting and the team are
drawing up a care plan, | think, we’re much clearer about what our role is within
that whereas before we were probably getting, sort of, a lot of blurring of roles
between the agencies and, kind of, getting fitted into the care plan whereas, |
suppose, how we're a bit clearer about what our role is (H16).

Health visitors’ perceptions of how families understand their role

4.18 Health visitors felt that increased, structured home visiting offers the
opportunity for families to know and understand their role much better. They
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assumed that previously most people were unclear of their role. However, they
believed that the changes have helped to clarify this.

| think, because they see more of you so they’re much clearer about who their
named health visitor is, how to contact you and what our role is (H16).

4.19 More so, health visitors felt that families are now more knowledgeable of the
services they offer.

And, | think, families are much more aware now of what to expect from the
timeline so often they’ll phone us up and say, oh, my baby’s coming up for six
months and, you know, they know that that’s what they’re entitled to now so, no,
it’'s good (H16).

At the early stages, they know what you’re doing. They know when you’re
available, and | think it’s a better understanding. Although before you would say
when you would be visiting and whatever, | think because of the closeness at the
beginning of the visits there’s maybe less anxieties with families, sort of, thinking,
right, well, when is the next time the health visitor’s coming out? And they don’t
need to worry as much. They know they can maybe leave things until you come
out (H20).

Assessment and recording systems

4.20 In NHS Ayrshire and Arran, there is currently a total of eleven visits in the
universal assessment timeline for core families. The first visit starts from 11-14
days, then weekly until the fifth week. The next visit in the timeline is the 6-8 weeks,
which is followed by visits at 12, 16 and 24 weeks. The next two visits occur at 12
months and 27-30 months. The last visit is the preschool handover assessment
contact. However, some health visitors were concerned that some of the gaps
between assessment visits in the timeline were too wide apart and that seems
uncomfortable for parents.

But a lot of the parents find from a year to 27 months is too long not to be seeing
anybody. And | think that is quite a gap as well (H12).

4.21 Although, the health visitors are no longer involved in drop-in clinics, they felt
that it would be useful to get access to children’s immunisation records in order to
conduct a more complete assessment of children and their families.

In some ways, because that (immunisation) was always part of our role to check
that, you know, part of your holistic assessment would be to check
immunisations are up to date, but now they’re not even going on FACE, our
electronic system. So they’re not really going in the notes. So it’s been sort of,
sort of taken away from us and put more on the GPs, which is fine, but then we
don’t know people who failed to attend (H5).
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4.22 Almost all health visitors raised concerns about their current electronic
recording system. They felt that a much more efficient and less laborious system
will be helpful to compliment the timeline.

| am constantly aware of the numbers of visits you’ve got in one day and it’s not
just that, the electronic records take up quite a lot of time and, of course, it’s very
important. You have not completed your intervention with a client until you’ve got
your electronic record complete. You've got to have contemporaneous records
(H17).

Differences in service delivery across the three areas

4.23 There were small differences in service provision across areas of Ayrshire
and Arran. It appeared that some very few areas were still offering women the
opportunity to attend drop-in clinics (supporting quotes withheld).

4.24 There were also some indication that some health visitors were engaging the
services of skill mix and staff nurses to fulfil some of the timeline.

At the moment, we're using, sort of, skill mix to do some of the visits, some of the
staff nurses are carrying out a couple of visits in the timeline (H18).

4.25 However, others pointed out that involving skill mix in the timeline does not
promote continuity and consistency across the service.

| think it (timeline) has brought continuity | think, like, and within Ayrshire and
Arran, you know, | think...I would hope that it would. It brings a more consistent
approach to all families. However, talking to colleagues in other areas, | think
some people have pulled back a bit more and have put in more skill mix and, you
know, the waters are getting muddied again (H13).

4.26 This assertion was also supported by another health visitor who felt that there
was a need for clearer guidelines regarding how the timeline should be
operationalised.

There needs to be clear guidelines as to who does the visits. Because it's not
the same, it's not the same throughout. | think it needs to be endorsed in such a
way that, you know, who should be doing the visits. Because it's all over the
place (H23).

Perceived impact of workload on timeline

4.27 It was clear that outcomes of the enhanced, structured home visiting service
cannot be looked at in isolation without considering how the health visitors who
deliver the service are coping with the demands and challenges of their current
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role. This also presented an opportunity to examine their belief and enthusiasm
towards the programme.

4.28 A common theme amongst all health visitors was that their current caseloads
limited their ability to fully fulfil the demands of their role.

I mean as | say, | do like the timeline and | do think it would work. | think you
need smaller caseloads to be able to do it properly and do all the other things as
well (H12).

4.29 They added that even though they are now identifying more concerns, their
caseloads have made it nearly impossible to support families the way they would
have expected. This appeared to have compelled some health visitors to refer more
clients to wider services as explained by one participant below.

I mean, to be honest, we've not got a huge deal of time for targeted intervention
work. We would tend to ask a support worker, or maybe another service, to do
that, like Barnardo's, if there was maybe housing issues. It's like an ongoing
assessment, so you're able to pick it up quicker, really. And that's what we're
looking for with prevention, and early intervention. But actual pieces of work,
probably | would need to refer to somebody else, because we can't do the
timeline, and do specific pieces of work, within the size of the caseload (H21).

4.30 Considering plans to increase the number of health visitors in NHS Ayrshire
and Arran by 50, health visitors were asked to comment on what they would be
able to provide that they are currently unable to, due to workload constraints. They
all agreed that the proposed increase in the number of health visitors will ensure
that more opportunities will be available to support families.

| think we'll be able to fulfil the whole timeline, we'll be able to do all the visits.
And | think our vulnerable families will have a much better service, because we'll
have less of an overall caseload (H18).
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5 What did parents say?

5.1 This chapter presents the findings of how the programme works in practice
from parents’ perspective (phase 2), based on the assumptions outlined in the logic
model. Overall, five key themes were identified.

Support provided by health visitors

5.2 Parents highly appreciated the support provided by health visitors. They felt
that the increased, structured home visiting made it possible for them to receive
more support both for themselves and their children.

| think it’s definitely improved since I've had my current child. This past year, I've
had a lot of support because | went through postnatal depression with her and
they (health visitors) were there supporting me as much as they could, type
thing. In 2005 when | had my first one, | was just left. | mean, | had no support
whatsoever (P16).

5.3 The enhanced, structured home visiting programme ensured that families who
required additional support also received them. The few families that have required
the service affirmed this.

I’'m getting more visits just now for, like, medical reasons... (P21).

5.4 Parents found the option of contacting health visitors by phone in the absence
of drop-in clinics quite positive and reassuring.

...they always say, well if you get any other problems, just give us a call. So it’s
quite nice (P16).

5.5 Thus, if parents needed further support the opportunity to gain access to health
visitors by phone seemed important.

Home visiting versus drop-in clinics

5.6 Almost all the parents acknowledged that the home visiting was hugely
beneficial. They felt that health visitors gave them more attention, which was
important in terms of discussing issues in depth.

They don't just rush in, like, let’s get the baby weighed. They don’t do that
anymore, because they did that when | had my first one. It was, kind of like, in to
do what they need to do and then go. Whereas now, it’s kind of, how are you
doing? (P16).
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5.7 This was even evident among parents who had previously experienced the
drop-in clinics.

It's quite personal | suppose but if they come into your house you can open up a
bit more whereas if you come to the clinic and there's a big queue of people
behind you waiting, you always think right I'm just gonna go in and get them
weighed and go, but actually you want to discuss other things with them (P12).

5.8 However, a third of the parents who had previously experienced the drop-in
clinics also stated that they missed attending them.

He's had the amount of visits like he's meant to have with this new thing, but as |
say, | do prefer if | could go down to the clinic (P13).

5.9 Amongst those who said they missed the drop-in clinics, aspects of the drop-in
clinics which engendered such sentiments included opportunity of weighing the
baby on a more regular basis, and meeting and receiving advice from other
parents.

I loved it (drop-in clinics). See when my oldest son — he’s 11 — when he was
born it was great because you met other mums. | was young when | had him so
I didn’t really know anybody so it was great to try and get advice off other mums,
and then with my youngest, when they were saying they were closing it | was
kind of...because it was good to meet other folks when you were there (P4).

Health visitor-parent relationship

5.10 Continuity of care where care is provided by the same person for all or most,
planned episodes of care has the potential to build trust between a practitioner and
a client. With the enhanced, structured home visiting programme, a health visitor is
expected to fulfil the entire timeline with a family. In this study, very few parents
mentioned that they had visits from a single health visitor. Yet, they felt that this did
not influence their relationships with the health visitors. A common reason given as
to why they have had different health visitors was because the substantive health
visitor was on annual leave.

5.11 All the parents, with the exception of two, felt that the timeline promotes
continuity of care and yields better relationships with health visitors.

| would say the relationship has been probably better for my current child
because it's been continuously the same person whereas with first child it was
just whoever did the clinic that morning (P14).

5.12 Of the two who had not had a good relationship with health visitors, one had
two different health visitors and was unable to establish a rapport with either of
them. The other, although, has had the same health visitor, felt that the relationship
had been poor after the health visitor failed to consider her views during
assessment.
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5.13 However, those parents who established trusting relationships with health
visitors, also added that the health visitor will be their first point of contact if they
were concerned about any developmental or weight related issues as described
below.

If it was concerns about development or weight or things, | would phone them
first (P14).

Reflections on the universal timeline

5.14 Many parents expressed a greater awareness of the service they now receive
from health visitors. They commented that the timeline was a great deal better than
the previous service. They were almost universally positive about the increased
home visiting. For instance, comments akin to the one below were not unusual.

It’s been great! I'd say more so, that they’ve been more involved with my third
baby I've felt than with the last two. | felt that they were more wanting to come
out and see you more than just going to the drop-in clinic (P4).

5.15 It also appeared that additional number of visits were offered to parents who
required them.

He was two months early, so he was in the hospital for a month basically. When
he first got home, we had quite a lot of visits (P22).

5.16 However, a few parents felt that gaps in between visits could be improved.
One such case was a first time mother who felt that a six months gap between her
previous visit and the coming one was a bit too wide.

Like I said, from six months to 12 months there seems to be a big gap there,
because | think that although I've got an appointment with the doctor which is
quite good | suppose, but it’s not the health visitor service (P2).

5.17 As well as the six to 12 months gap, there is also another wide gap between
the 12 to 27-30 months’ assessment visits. It appeared that first time mothers were
particularly concerned about these gaps.

Assessment and engaging with wider services

5.18 Generally, parents reported that their views were considered as part of their
children’s assessment. However, only one parent felt that a health visitor
disregarded her opinion when assessing her child and this was repeated later when
she had her own assessment.
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5.19 Almost all the parents felt that the timeline has facilitated the process of
engaging early with wider services. They indicated that health visitors were very
helpful in terms of assisting them to access services both for themselves and their
children.

The way that I've been feeling the past few month, you know, the way I've been
feeling down and everything as well. You know, she’s helped and got me that
appointment at the doctor and everything and I've started feeling a lot better now
(P20).
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6 Bringing them all together

Context, mechanism and outcome configuration

6.1 This chapter forms phase 3 of the realist design. It uses the findings of phase 2
(health visitors and parents) to revise the initial assumptions of the programme
outlined in the logic model (phase 1). The initial logic model has been disassembled
into context, mechanism and outcome (CMO) configurations/components in order
to understand how the programme works in practice. For instance, contexts entail
the established conditions or opportunities offered by the programme but are not
necessarily worded as in the logic model. For example, “immunisation and drop-in
clinics no longer part of model of care” in figure 4, evolved from “streamlining and
redefining the HV role in the logic model”’. However, this has been made more
explicit here to reflect a clearer understanding of the programme. Discussions in
this chapter are based on overarching themes that emerged across health visitors
and parents’ findings.

Component 1: Families being supported

6.2 It was clear from both health visitors and parents that the increased, structured
home visiting improves early identification of concerns and assists in tailoring
support (see figure 3). Health visitors mentioned that they are increasingly providing
diverse kinds of supports to children and families, including feeding and attachment
support. Although most of the parents who participated in this study indicated that
they did not breastfeed their children, they were nevertheless appreciative of the
feeding support they received from health visitors. It is therefore not surprising that
breastfeeding rates in NHS Ayrshire and Arran had increased since the enhanced
service was implemented (ISD Scotland, 2014) (see appendix 6). However, the
data must be treated with caution as cause and effect cannot be assumed.

Context Mechanism Outcome
e Provision of e HVs e Increased
structured anticipated feeding and
universal and tailored attachment
timeline support to support
e More focus on families J Improveq
children aged e Early satisfaction
0-5 years identification of with service
concerns e More families
e Additional engaging with
support sought services
for families
where
necessary

Figure 3 Refined CMOs for Components 1: families being supported
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Component 2: Benefits of home visiting

6.3 Although parents liked the structured, increased home visiting, however a good
number of those who had previously experienced the drop-in clinics also indicated
that they missed attending them because of the social support opportunities they
provided. This confirms what some of the health visitors mentioned. It is likely that
because there are no more drop-in clinics, some health visitors and parents found
gaps in between some assessments visits a little too wide apart. This might have
resulted a higher demand for phone support.

6.4 Also, there were thoughts that since health visitors were no longer immunising
children, immunisation uptake rates might perhaps decrease. However, the current
figures show that they have either stayed the same or increased from 2013 to 2014
(ISD Scotland, 2015) (see appendix 7). Although definite conclusions cannot be
made about the rates, they still provide some reassurance that the changes have
not had negative impact on immunisation rates. Nevertheless, there was strong
sentiments from health visitors that getting access to immunisation records of
children would enhance holistic assessment of children and families (see figure 4).

Context Mechanism Outcome
e Structured, e Wider view of the e Increased
increased home home context monitoring,
visiting e Support available to prevention and
¢ Immunisation parents in the house identification of
and drop-in replaces that concerns
clinics no previously provided e Demand for drop-in
longer part of by drop-in clinics clinics decreased
model of care e Gap between some but some still
assessment visits preferred it
deemed as too wide e Increased demand
e HVs concerned on phone support
about children’s e Minimised
immunisation status opportunities for
holistic assessment
of children

Figure 4 Refined CMOs for Components 2: Benefits of home visiting

Components 3: Trusting relationships

6.5 It was clear from both health visitors and parents that the timeline has hugely
improved the rapport between them (see figure 5). Although most parents have had
two or more health visitors, they felt that home visiting provided adequate time to
establish new relationships. More so, it was reassuring to see more parents
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recognising health visitors as first point of contact on a range of issues which they
would have previously sought medical attention.

Context Mechanism Outcome
e Regular home e Parents e Increased
visits by a single established confidence in
HV or a small trusting HVs
team of HVs relationships with e HVs increasingly
HVs being recognised
e Parents more as first point of
likely to discuss contact
concerns with
HVs

Figure 5 Refined CMOs for Components 3: trusting relationships

Components 4: Health visitors’ role

6.6 There was evidence that the increased, structured home visiting service has
clearly defined the role of health visitors. Parents showed greater understanding of
what they feel the health visitors’ role is. Health visitors also felt that they are
receiving more recognition from other professionals regarding supporting the needs
of children and families. They feel that they now work more efficiently with other
agencies. This appeared to have raised health visitors’ confidence and enhanced
their morale (figure 6).

Context Mechanism Outcome
e Streamlining e HVsrole more e Parents more
and redefining clearer to both aware of what is
the HV parents and expected from
profession practitioners HV service
e More efficient
partnership
working
e HVs working
more confidently

Figure 6 Refined CMOs for Components 4: health visitors’ role
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Component 5: Systems and structures supporting implementation

6.7 The increased, structured enhanced service has hugely standardised health
visiting service in NHS Ayrshire and Arran. However, there appeared to be subtle
differences in the service delivery. There were also indications that some health
visitors were referring more children and families to wider services as they
struggled to accommodate the timeline and caseloads. Yet, most health visitors
found the referral pathways challenging and this contributed to the workload
pressure. The situation was not helped by the perceived laborious electronic
recording system. Some health visitors also felt frustrated by not being able to
access children’s immunisation records from the current electronic system (see

figure 7).

Context

Mechanism

Outcome

o Workforce
development

e Standardised
operational
guidance and
procedure

HV assumed
greater
responsibilities
Consistency
across the service
but small
differences still
exist

Perceived over
referrals to other
services due to
restricted
workforce capacity
Engaging skill mix
and staff nurses to
fulfil part of
timeline

e FElectronic

recording system

Limiting
collaborative
working

More laborious with
timeline

HVs felt a bit
alienated and
excluded from
some aspects of
children’s care
Difficulties with
entering and
accessing
information

Figure 7 Refined CMOs for Components 5: systems and workforce

development
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Limitations of this evaluation

6.8 This study did not use experimental design and mainly used qualitative
methods to collect data. As such, outcomes cannot be robustly linked to the
activities offered by the programme.

6.9 It was practically challenging to obtain data to fully interrogate all the items
identified in the initial logic model. For instance, there was no routine data available
on reduction in complaint about disparity in service across areas, and it was also
not feasible to ascertain this outcome qualitatively.

6.10 Nearing the later stages of the evaluation, recruitment stalled and a member
of staff at the study site contacted potential participants directly and informed them
about the study. It is likely that this approach led to selection bias, in that individuals
with particular characteristics may be more likely to agree to participate.
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7 Conclusions

What worked well?

7.1 This evaluation yielded insights into how the enhanced health visiting practice
is influencing outcomes for children and families. It also illuminated the difference it
is making to health visiting practice in NHS Ayrshire and Arran. Overall, health
visitors were almost universally positive about the universal assessment timeline
and acknowledged the value it has added to their practice. Parents recognised the
change in service and were extremely positive about the current support they
received from health visitors.

7.2 Parents reported that the universal timeline improves rapport and enhances
trusting relationships with health visitors. A very good number of them indicated that
they have contacted their health visitors for support by phone because of the good
relationship they have developed with them. Although this does not appear to be
different from what was available to parents in the previous service, but what is
peculiar was the perceived frequency of phone contacts with the current service.

7.3 Parents reported that their health visitors have been instrumental in terms of
assisting them to access wider services both for themselves and their children.
Health visitors also reported the changes have improved early engagement with
services for families. Engaging children and families with nursery services were
particularly highlighted by both parents and health visitors.

7.4 Parents also reported that aside from the support health visitors provided to
their children, the current service ensured that their own health and wellbeing also
received more attention. Support to deal with postnatal depression was particularly
mentioned.

7.5 Health visitors reported that their roles are now much more defined. They
believed this has enhanced their professional partnership working and they
emphasised that other agencies are much clearer about their role and the services
they offer.

7.6 Health visitors reported that an increasing number of families recognised them
as first point of contact in various aspects of their health, wellbeing and
development. There were some evidence from parents to affirm this assertion.

7.7 Health visitors reported that the universal assessment timeline has empowered
them in terms of early identification of concerns, even amongst some families who
would previously been considered as core families.
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What may need further consideration?

7.8 Both parents and health visitors indicated that gaps between some assessment
visits in the timeline were too wide apart.

7.9 Health visitors however, were concerned about referral pathways. They felt
they were cumbersome. More so, as they currently identify more concerns, they
viewed this as a significant challenge of the enhanced service.

7.10 Almost all parents have had more than one health visitor. However, many
reported that this had little or no bearing on the support they received.

7.11 Health visitors universally acknowledged that increased home visiting has
been challenging and reported that they struggled to fulfil the entire timeline. It
appeared that some areas involved staff nurses and skill mix to fulfil the timeline.
Other areas also operated drop-in clinics albeit in a limited fashion.

7.12 Although parents liked the home visiting, a number of them also missed the
drop-in clinics. This was also the case for health visitors. Parents valued the peer
support that that the drop-in clinics used to provide and emphasised the importance
of social support from other parents.

Recommendations

For NHS Ayrshire and Arran

1. Provision of clear and less cumbersome guidance on referral pathways
would be beneficial to health visitors.

2. Health visitors would benefit from clear guidance as to who does the visits at
each stage in the universal timeline.

3. A robust electronic recording system, which is less time consuming but is
accessible from the field, would be useful for health visitors.

4. It would be useful for health visitors to have access to children’s
immunisation records to enable a more holistic service to be provided to
children and families.

5. It would be beneficial for the timeline to consider integrating weighing of
babies on a more regular basis.

For the nationwide implementation

1. The number of health visitors should be adequate to ensure appropriate
caseloads for a more effective delivery of the enhanced service across
Scotland.

2. Clear referral pathways should be developed as health visitors are likely to
identify more children or parents with additional support needs.
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3. The availability of additional support services should be monitored in case
more are required to deal with an increase in referrals.

4. Adequate and timely phone support should be built into the service provision.
The demand for this might increase, especially as parents were concerned
about wider gaps between assessment visits and were also unable to access
drop-in clinics.

5. Training and refresher programmes should be made available to health
visitors, possibly before the nationwide roll-out of the enhanced service, in
subjects such as neurodevelopment, attachment and strength-based skills.

For nationwide evaluation

1. Collection of robust, standardised data is essential to any evaluation. A
robust electronic recording system, which captures a range of outcome data
and which is accessible from the field should be considered.

2. Collection of data on the following processes and outcomes should be
considered:

a.
b.

> @

parents’ and health visitors’ experiences of the service;
relationships and degree of trust between the parents and health
visitors;

additional breastfeeding rates at 4 or 6 months at the health board
level;

. how the enhanced service impacts on other services (e.g. nurseries,

primary care, social work, speech and language services);

number of parents and children with additional support needs
identified;

demographics of parents and children ( to see whether the programme
is addressing health inequalities);

number of interactions (e.g. phone calls) outside the home visits;

. self-management of common problems and conditions.

Final concluding statement

7.13 NHS Ayrshire and Arran’s model of the enhanced health visiting service is
currently being delivered with limited resources, yet this evaluation demonstrates a
number of positive findings in terms of the value it has added to health visiting
practice and indicates promising improvements in outcomes for children and
families. There are some findings which the nation-wide roll-out may wish to
consider to ensure favourable outcomes, but overall this evaluation should be
reassuring for the impending implementation of the programme across Scotland,
which promises to offer more resources than are currently available in NHS
Ayrshire and Arran.
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Appendices

Appendix 1. Sample and recruitment

Phase 1. Identifying the programme theory/logic model (linking
activities and outcomes)

All eight key stakeholders were given information about the study. A
member of the research team contacted them to arrange date and time for
focus group. Signed consent form was obtained from each participant
before the start of focus group.

Phase 2. Testing the programme theory (does the programme works
as anticipated?)

Potential participants (health visitors and parents) were recruited via an
administrator at Ayrshire central hospital who has no direct job
responsibilities to either health visitors or parents. Participants were sent
information pack containing an invitation letter, participant information
sheet, expression of interest form and a stamped self-addressed envelope.
Interested participants were asked to complete and return an expression of
interest form to a member of the research team. All individuals who
expressed interest to take part in the evaluation met the inclusion criteria
and were contacted directly to arrange a convenient date, time and venue
for interview, where a consent form was obtained before interview. Parents
were also given an option to participate in a telephone interview. Verbal
consent were obtained from those who took part in telephone interviews.
Interviews were audio recorded. All parents received £15 high street store
vouchers.

Appendix 2. Data collection for phases 1 and 2

Phase 1

The focus group explored key stakeholders accounts of the purpose and
key aspects of the structured, increased home visiting programme, its
implementation, how it was expected to work and its anticipated outcomes
on families and health visiting practice (see appendix 3 for topic guide).
Eight key stakeholders agreed to take part in focus group to discuss the
activities involved in the enhanced programme and how they could be
expected to link with outcomes for children, parents and health visitors. One
member of the research team facilitated the focus group, whilst another
member recorded the discussions according to key activities implemented
and their outcomes expected on a whiteboard. This was done in addition to
audio recording. After the focus group, participants reviewed and revised
what was recorded on the whiteboard.
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Phase 2

Interviews with health visitors focused on perceived changes in practice and
their account of perceived outcomes of the programme for children and
families (see appendix 4 for topic guide). Parents were asked about their
perceptions and experiences of the service and how the changes have
influenced them (see appendix 5 for topic guide).
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Appendix 3. Topic guide - Stakeholders

1. What are the key changes that have been introduced to Health Visiting since
April 20137

2. What are the key contents that the service will provide over and above what
was previously offered?

3. What do you think was the rationale for implementing these new changes?
4. What additional resources were needed to implement these changes?
5. How was it envisaged that the changes would make things better for:
Health visiting practice?
Children and families?

6. How do you think delivery of the revised universal pathway home visits by
Health Visitors could improve outcomes for children and families?

7. How are the changes going to contribute in terms of keeping children safe
and also promote their wellbeing?

8. What specific plans/structures have been put in place to ensure that Health
Visitors improve their knowledge and awareness of community assets, care
and referral pathways?

9. What strategies or activities were put in place before the changes were
introduced?

(prompt to find out more about whether Health Visitors were trained and
details about the training programme)

10.Could you tell me how these changes were implemented?

11.Were there any partners involved in planning or implementing these
changes? If so, could you tell me how they were involved?

12.What do you think are the challenges to implementing and delivering this
enhanced service?

13.What organisational structures do you think might act as barrier to these
enhanced health visiting service?

14.How are you addressing them?

15.What do you think have been the key benefits of implementing these
changes to the health visiting service in NHS Ayrshire and Arran?

16.What were you expecting to achieve in the short, medium and long term?
17.1n your opinion, what would success looks like?
18.What other ways do you think the service can further be improved?
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Appendix 4. Topic guide - health visitor

Introduction: A brief description of health visiting changes and explanation of

information leaflet/consent process.

1. How is your service responding to the national drive for early intervention and
prevention, to ensure that all children have the best start in life?

2. |l understand that you are now delivering a structured, increased home visiting
service for all families, apart from workload issues what difference has this made
for:

a. Children

b. The families

c. Professional partnership working
d. You as the Health Visitor

3. What opportunities does a home visiting programme provide you with? Are there
specific interventions that you are able to deliver? (prompt: in terms of assessing
the child’s needs and risks?)
4. Neuro-development, child development and attachment are of key importance to
give children the best start in life.

a. How has your individual practice changed in response?

b. How has service delivery changed in response?

c. Do you have any other suggestions to enhance professional learning around

Neuro-development, child development and attachment?

5. Has the service you provide enabled you to link to wider services such as
nurseries and social work in ways that you had not previously done?
6. Can you give me some examples of interventions or supports that you have
been able to access earlier for children and families due to the more frequent
contacts?
7. Does the home visiting service and universal contacts allow you to:

a. Strengthen relationships with families?

b. Improve outcomes for children and families?

c. If so how?

8. Has the increased visit schedule affected other parts of your work? If so, in what
ways?
9. We know that the introduction of an enhanced home visiting programme in
Ayrshire has been challenging due to workload and high caseloads. However when
Ayrshire has the additional 50 Health Visitors what will you be able to provide that
you are currently unable to do, due to workload constraints?
10. What are the differences between assessing children in their home to a clinic
setting?
11. | understand that Ayrshire Health Visitors promote a less advisory approach
when working with families and moved to an individual asset and strength based
way of working.

a. How do you understand the term strengths based working?

b. How has this influenced your practice?

c. What is your experience of working with families in this way?
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Appendix 5. Topic guide - Parents

1.
2.

3.

8.

9.
10.

11.

What age is your child/children?

How do you feel about the number of visits you have received from your HV so
far?

Have these visits been carried out by the same Health Visitor? If not do you
know why?

. If you have other children, has your experience of having a Health Visitor

changed?
How do you feel about the quality of visits you have received? Do you feel
supported by your HV?
Can you tell me what support you received from your Health Visitor? (prompt: in
terms of supporting you with knowledge and skills of being a parent?) Did the
HV help you with issues/concerns that were important to you?
What support did you receive from your Health Visitor regarding feeding your
child?

a. Was this enough?

b. If not, what else would have helped?
Do you feel that your views are always considered as part of your child’s
assessment?
Are you able to contact your Health Visitor with any concerns?

Has your Health Visitor helped in terms of engaging your family with other
services or professionals? If so how?

What is the most important part of having a Health Visitor to you?

37



Appendix 6. Breastfeeding at the 6-8 Week in NHS Ayrshire and Arran
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Appendix 7. Annual Primary Immunisation Uptake Rates in NHS Ayrshire and
Arran

2008 2009 2010 2011 2012 2013 2014
Diphtheria 97.0 98.4 97.6
Tetanus 97.0 98.4 97.6
Pertussis 96.9 98.4 97.6
Polio 97.0 98.3 97.6

Hib 96.9 98.3 97.6 . . . .

DTP/Pol/Hib . . . 98.0 98.3 98.6 98.3

MenC 97.2 98.2 97.6 97.8 98.2 97.6 99.0

PCV 97.2 98.4 97.9 98.1 98.4 98.6 98.5
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