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1.  Executive Summary

This report provides a summary of the 
methods and findings of the Revaluation 
of the Family Nurse Partnership (FNP) in 
Scotland. Through the stories of clients, 
service providers and other stakeholders, it 
focuses on identifying and understanding 
the perceived value of FNP in Scotland, 
providing a useful contribution to the 
broader evaluation of the impact of Family 
Nurse Partnership

The key points emerging from the Scottish 
Revaluation are:

•  Family Nurses and FNP clients see 
positive outcomes as deriving from the 
specially-designed structure of FNP 
which is based on the development 
of a close, trusting relationship 
between clients and Family Nurses, 
and a holistic, agenda-matched and 
strengths-based approach. Together, 
these features of the programme are 
seen as central to Family Nurses’ aim 
of fostering meaningful, long-lasting 
improvements in young women’s lives, 
and in the lives of their children.

•  FNP clients, Family Nurses and other 
stakeholders see FNP as valuable for 
the way in which Family Nurses are 
able to help clients reflect on aspects 
of their lives that may be negatively 
affecting them, supporting them to 
make decisions and take actions that 
will improve their situations. This 
includes, but is not limited to: client’s 
mental and physical health; safety; 
self-efficacy and confidence; social and 
intimate relationships; and housing, 
education and employment.

•  FNP clients, Family Nurses and other 
stakeholders see FNP as valuable for 
the role they see it playing in helping 
to ensure that potentially vulnerable 
babies are not exposed to harmful 
situations, and encouraging positive 

child development through well-
informed, sensitive and positive care 
giving.

•  Client enrolment in FNP is seen 
as valuable by a range of other 
professionals who work with young 
mothers. Family Nurses are viewed 
as important facilitators and enablers 
of positive relationships between 
clients and other services, and as 
having a role in reducing stress in 
these relationships. Family Nurses are 
also credited by some professionals 
with reducing the workloads of other 
services.

•  An effort was made to link perceived 
value of FNP with hypothetical cost 
savings through beliefs about the 
costs saved as a result of the FNP 
programme averting greater service-
use among clients. FNP is perceived to 
reduce costs, but it is not possible to 
establish or monetise savings from this 
data. 

•  The exploratory work conducted on 
profiling client vulnerabilities by Family 
Nurses has provided an illustration of 
the complex and at times extensive 
vulnerabilities that are experienced 
by clients entering FNP. It is intended 
that this will be used to inform the 
development of a validated tool to be 
used uniformly across FNP in Scotland 
which will provide high-quality, 
accurate data on client vulnerabilities 
and potentially resilience factors.  

•  Revaluation enables us to better 
understand whether an action or policy 
is acceptable, feasible and valued by 
those affected. Whilst it cannot prove 
a causal relationship between FNP and 
outcomes, the value attributed to FNP 
is consistent with the learning, action 
and programme outcomes identified in 
the FNP logic model.
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This report concludes that those involved 
consider FNP to add value through:

•  The supportive nature of the Family-
Nurse and client relationship

•  A holistic approach to breaking inter-
generational cycles of poor care-
giving, reducing the risk of abuse and 
bringing intra-generational equity to 
this segment of the population

•  Supporting maternal outcomes 
including mental health, confidence 
and self-efficacy and education and 
employment. 

•  Supporting children’s development 
and positive parenting approaches

•  Improving inter-agency working and 
reducing the workloads of other 
services. 
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2.  Introduction

2.1   The Family Nurse Partnership 
Programme

The Family Nurse Partnership programme 
(FNP) is a licensed, intensive, preventative 
home-visiting programme, developed 
over 40 years ago in the United States of 
America (USA) by Professor David Olds 
and the University of Colorado (UCD). 
Known as the ‘Nurse Family Partnership’ 
(NFP) programme in the USA, the FNP 
programme aims to improve outcomes 
for young, first time, mothers and their 
children. It has been developed specifically 
for these mothers and their children due 
to their increased risk of disadvantage and 
associated poor outcomes across a range 
of domains.

FNP focuses on helping first-time mothers 
to engage in preventative health practices, 
supporting parents to provide responsive, 
sensitive, and positive parenting, and 
helping them to develop self-efficacy 
to both identify and achieve their future 
goals. 

A structured programme of tailored visits 
is delivered by specially trained Family 
Nurses. This begins early in pregnancy and 
continues until the child’s second birthday. 
The three key goals of FNP are: 

•  to improve pregnancy and birth 
outcomes, through improved prenatal 
health behaviours;

•  to improve child health and 
development, through positive, 
responsive caregiving; and

•  to improve the economic self-
sufficiency of the family, through 
developing a vision and plans for the 
future.
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FNP currently has a Level 4+ evidence 
rating from the Early Intervention 
Foundation (EIF). This is the highest rating 
given to programmes with evidence of 
a long-term positive impact established 
through multiple rigorous evaluations.1 
Outcomes highlighted include; supporting 
children’s mental health and wellbeing, 
preventing child maltreatment, enhancing 
school achievement and employment, 
preventing crime, violence and antisocial 
behaviour, preventing substance abuse, 
preventing obesity and promoting healthy 
physical development.

Three theories underpin the FNP model 
(Olds 2006) and form a central element 
of Family Nurses’ training and their 
application of the programme. These 
theories are: 

1. Ecological Theory 
According to Bronfenbrenner (1979, 
1995) the social context in which we live 
influences our health and development. 
Children’s development is influenced 
by how their parents care for them, 
and in turn, this is influenced by the 
‘characteristics of their families, social 
networks, neighbourhoods, communities, 
and the interrelations among them’ (Olds, 
2003). Family Nurses help young mothers 
to create environments that enhance their 
children’s development by linking families 
to additional services that they need in the 
local community and by involving other 
family members and partners in home 
visits, where appropriate. 

1 https://guidebook.eif.org.uk/

2. Attachment Theory
Originally developed by John Bowlby 
(Bowlby, 1969), attachment describes 
the nature of the bond that a child 
forms with their parent(s) or primary 
care-giver(s). A secure attachment style 
is associated with positive outcomes 
including self-esteem, self-confidence, 
emotional regulation, resilience and more 
harmonious relationships in childhood 
and early adulthood (Sroufe 2006; Prior 
and Glaser, 2006). The development of a 
secure attachment style is thought to be 
connected to sensitive, responsive care-
giving. The FNP programme promotes 
and models sensitive, responsive care-
giving, with Family Nurses aiming to 
parallel the mother-infant relationship in 
the relationships that they build with their 
clients. They also provide opportunities for 
activities that maximise contact between 
mothers and babies and help mothers 
become more responsive to their newborn 
babies’ cues (Ormston, McConville and 
Gordon (2012).

3. Self-efficacy Theory
Self-efficacy theory (Bandura, 1977) 
provides a framework for Family Nurses to 
understand how women make decisions 
for themselves and their children. 
According to self-efficacy theory, we 
choose behaviours that we believe will 
result in a particular outcome and that 
we can successfully carry out (Bandura, 
1977; Olds, 2003). By using techniques like 
motivational interviewing (Houston Miller, 
2010; Miller and Rollnick, 2013) Family 
Nurses aim to improve participants’ sense 
of self-efficacy and their feelings of control 
over their lives and relationships. Resulting 
in increased confidence to make changes 
for the better for themselves and their 
children.

Family Nurses are experienced, qualified 
nurses and midwives who undergo 
extensive, additional training to take on 
the role of a Family Nurse. Understanding 
of the underpinning theories and their 
application within the program is a key 

https://guidebook.eif.org.uk/
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element of their training. In addition to 
training on the theoretical underpinnings, 
Family Nurses and their supervisors are 
provided with education, training and on-
going support to use a range of clinical 
methods including: solution-focused 
approaches; strength-based approaches; 
client-centred principles; behaviour 
change strategies; agenda matching; and 
motivational interviewing. They carry a 
maximum caseload of 25. 

The FNP programme sets out a potential 
schedule of structured visits with guidance 
on content. Family Nurses are encouraged 
to match their schedule of visits and the 
content of these to individual clients’ 
specific needs and goals. Family Nurses 
are provided with an extensive suite of 
materials to support client engagement 
and the development of knowledge, 
skills and confidence. During each visit 
the Family Nurse considers six domains; 
Personal Health; Maternal Role; Life 
Course Development; Family/friends; 
Environmental health and Health and 
Human Services with an aim to build on 
previous learning. 

The development of a trusting, therapeutic 
relationship between the Family Nurses 
and their clients is regarded as a key 
mechanism for achieving positive client 
engagement and improved client 
outcomes which ultimately results in 
better outcomes for children. Family 
Nurses role model positive and consistent 
behaviours that many clients may not have 
experienced previously.

2.2 FNP in Scotland 

2.2.1 Policy
The Family Nurse Partnership (FNP) was 
introduced to Scotland in 2009. Focused 
on addressing the individual, social and 
economic challenges faced by young, first 
time mothers and providing a licensed, 
evaluated programme, and monitored 
for quality and fidelity, FNP was viewed 
as an ideal, long-term investment from 
Scottish Government. FNP aligned with 
the aims of three overarching strategic 
policy frameworks that had recently been 
published by The Scottish Government. 
These aimed to tackle poverty (Achieving 
our Potential, 2008), health inequalities 
(Equally Well, 2008) and to provide an 
optimal start in life for Scotland’s Children 
(Early Years Framework, 2009). 

Alongside these three frameworks 
was a revised national approach to the 
culture, systems and practice for services 
provided to children and families. This is 
known as the ‘Getting it right for every 
child approach’ (GIRFEC) (The Scottish 
Government, 2008), which is inclusive of 
the United Nations Convention of the 
Rights of the Child (UNCRC) (United 
Nations, 1989). National ambitions for 
giving every child ‘the best start in life’ 
were also clearly set out in the previous 
and current National Performance 
Frameworks (NPF) (Scottish Government, 
2018).

2.2.2 Implementation
During 2009 preparations were made for 
delivery of FNP in Scotland, significant 
effort was put into ‘site readiness’ for 
the first test site in Edinburgh city (NHS 
Lothian), which included recruitment and 
training of the nurses, local infrastructure 
requirements – FNP base, data forms 
and data system. In January 2010 the 
first clients were recruited to the FNP 
programme in Scotland. 
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Following successful early implementation (Ormston, McConville & Gordon, 2014) the 
programme was gradually rolled out across mainland Scotland and is currently being 
delivered in 11 NHS Board areas (see Table 1 below): 

Table 1: Implementation of FNP across Scottish Health Boards

Board Date recruitment began
1 NHS Lothian Jan 2010
2 NHS Tayside July 2011
3 NHS Fife August 2012
4 NHS GGC October 2012
5 NHS Ayrshire and Arran Feb 2013
6 Highland Feb 2013
7 NHS Lanarkshire July 2013
8 NHS Forth Valley March 2014
9 NHS Grampian May 2015
10 NHS Borders August 2015
11 NHS Dumfries and Galloway Oct 2018

Implementation of FNP in Scotland 
focused on developing and testing a 
model that aligned with outcomes of the 
greatest importance to Scotland, including 
short, medium and long term child 
development. It focused particularly on the 
strengths and risks of individual clients and 
on integrating with local services. In the 
past nine years, over 6,000 young women 
have benefited from the programme with 
over 2,800 graduations to date. 

To ensure faithful replication and fidelity 
to the FNP model, the programme has 
a strong governance element. Scottish 
Ministers’ hold the license for Scotland and 
are responsible for national implementation 
and governance. Sub-licenses are held 
by NHS Boards/Local Authorities to 
oversee local implementation. There are 
standardised programme materials, visiting 
schedules, staff qualifications, training and 
supervision and data collection. Scottish 
Government has overall responsibility 
for ensuring the overall quality of 
the programme, monitoring fidelity, 
commissioning research, programme 
funding, setting strategic direction and 
providing an annual report to the University 
of Colorado, Denver.

2.3 Evaluation of FNP in the UK

As part of the licensing conditions, each 
implementing country should consider 
commissioning a Randomised Controlled 
Trial (RCT). England commissioned an RCT, 
carried out by Cardiff University, known as 
Building Blocks, this was published in 2015 
(Robling et al, 2015). The study findings for 
the selected short-term primary outcomes 
raised some questions about the ‘added 
value’ of delivering the FNP programme, 
over and above universal service provision, 
in England. However, the study also 
identified areas where the programme 
showed some positive effects, largely 
related to early child development. This 
aligned closely to the reasons that this 
programme was implemented in Scotland, 
where FNP is considered to provide an 
important contribution to the Scottish 
Government commitment to improve early 
years outcomes and reduce inequality. 
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2.4 Evaluation of FNP in Scotland

Early evaluation of FNP in Scotland 
focused on the process of implementation 
and understanding how the programme 
worked in the test site of NHS Lothian. 
This concluded that it was feasible to 
implement the FNP programme and meet 
the programme’s fidelity requirements in 
the Scottish context (Ormston, McConville 
& Gordon, 2014). This evaluation was 
not an impact evaluation, but provided 
evidence that the programme could 
plausibly achieve its intended long-term 
outcomes in alignment with its theory of 
Change (See Figure 1 for the FNP Logic 
Model).

2.4.1 Current FNP Evaluation 
In 2015, an independent assessment of 
impact evaluation options for the FNP 
programme in Scotland was undertaken 

on behalf of the Scottish Government 
(Wimbush et al, 2015). This recommended 
options for evaluation including the use 
of a natural experiment method using 
routinely collected data on pregnancy, 
birth and child health to compare young 
mothers participating in FNP with a control 
group of young first-time mothers. This 
is currently being undertaken by Cardiff 
University (Cannings-John et al., 2018).

To complement this impact evaluation, and 
to qualitatively explore the perceived value 
of FNP from the perspective of clients, 
Family Nurses and other stakeholders 
in Scotland, the Scottish Government 
commissioned the Revaluation which is 
the focus of this report. This report does 
not provide a comprehensive analysis 
of primary data, but summarises the key 
findings of the Revaluation from materials 
provided by the Revaluation team. 
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3  Methodology

This section provides an overview of the 
Revaluation method. 

3.1 Revaluation Approach

Revaluation is a structured participative 
methodology that generates data 
qualitatively through capturing the stories 
told by clients and service providers at 
multiple levels within a complex system. 

Similar to applied social research methods 
such as participatory evaluation (Cousins 
and Earl 1992), participatory action 
research (Walter 2012; Bergold and 
Thomas 2012), stakeholder evaluation 
(Hengtsberger-Sims and McMillan 1991) 
and realist evaluation (Pawson and 
Tilley 1997; 2004), Revaluation views 
interventions such as FNP as active, 
changing, context-dependent and multi-
layered. Revaluation starts from the 
understanding that complex systems and 
their value cannot be understood fully from 
any one place but require observation and 
analysis of the views and opinions of actors 
at multiple levels within the system.

The Revaluation approach to 
understanding value in a complex 
system was pioneered in 2015 by 
learning studio and AD Research and 
Analysis, working in partnership with 
NHS Improvement, Horizons’ team. The 
Centre for the Evaluation of Complexity 
Across the Nexus (CECAN)2 supported 
an academic fellowship and Revaluation 
has been described in their series of 
Policy & Practice Notes3. Since 2015, 
Revaluation has been used in over 25 
settings, aiming to help system leaders 
and activists understand the value of the 
transformations they are bringing about. 
A community of practice – the Revaluation 
Collective – began to exchange 
experiences about how to measure and 
understand value in complex systems in 
2018.

This method has previously been used 
to explore the value of the Family Nurse 
Partnership across a national system 
through work commissioned by the Public 
Health Agency (PHA) in Northern Ireland 
(2017-18). 

3.2 Revaluation of FNP in Scotland

Given the relevance of the PHA 
Revaluation study to the Scottish context, 
the Scottish Government felt that it would 
be useful to undertake a similar study to 
explore and understand the value of FNP 
to clients, providers and other stakeholders 
in Scotland. 

2 https://www.cecan.ac.uk/ 
3  https://www.cecan.ac.uk/sites/default/

files/2018-01/07%20-%20Revaluation%20%28on-
line%29.pdf

https://www.cecan.ac.uk/
https://www.cecan.ac.uk/sites/default/files/2018-01/07%20-%20Revaluation%20%28online%29.pdf
https://www.cecan.ac.uk/sites/default/files/2018-01/07%20-%20Revaluation%20%28online%29.pdf
https://www.cecan.ac.uk/sites/default/files/2018-01/07%20-%20Revaluation%20%28online%29.pdf
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The main aims of the Revaluation were to:

•  Provide a detailed multi-level account 
of the structure, development, 
processes, networks and relationships 
that make up the Scottish FNP system 
and the complexities within it; 

•  Understand and highlight the 
perceived value of FNP from the 
perspectives of those operating within 
the system, through stories generated 
by Family Nurses and other actors;

•  Allow FNP nurses to reflect on 
their views of value of their work 
and develop a stronger, shared 
understanding of this value; and

•  Identify key areas where learning from 
FNP has been shared and how this can 
be enhanced in the future.

3.3 Revaluation Process

Revaluation relies on storytelling to 
explore the experiences of those providing 
and receiving the FNP programme. To 
capture the different perspectives of actors 
at different levels, the Revaluation team 
subdivided the whole FNP system into five 
levels: nano; micro; meso; exo; and macro 
(see Table 1 for levels and methods of data 
collection), each describing a different 
level of focus. 

Nano stories were collected from 164 
clients, of these 29 were deepened. At 
a Micro level, there were 108 Family 
Nurse Stories and at a Meso level 20 
team stories. The nano and micro levels 
provide the most stories, as most people 
in the FNP system are within these levels 
(see Appendix 1 for example nano story 
collection template).

Table 1: Levels within the FNP System and Methods of Data Collection
Level Who? Focus of stories Collected through
Nano Client/mother, 

baby, client’s 
partner /baby’s 
father, and nurse, 
family members 
and other key 
stakeholders.

The value of FNP for 
FNP clients and their 
children.

•   Client Interviews (by 
Family Nurse)

•   Case Note Review (by 
Family Nurse)

•   Written Narratives (by 
Revaluation Team)

•   Iteration of Narratives 
between Family Nurses 
and Revaluation Team

•   Discussions with/
Written Submissions 
from other case 
workers, other health 
care professionals, 
social care colleagues, 
friends and family 
members.

Micro Family Nurses, 
Supervisors in 
their team and 
Data Managers 

Focused on the value of 
FNP for them. 

•   Focus group 
discussions with teams 
(by the revaluation 
team) 

•   Written submissions by 
FN’s 

•   Written Narratives 
(Individual)
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Level Who? Focus of stories Collected through
Meso The Supervisors, 

and other Staff in 
the 20 FNP teams, 
and their Family 
Advisory Boards

Focused on their view of 
the value of FNP within 
the local governance 
system.

•   Facilitated Team 
Discussion

•   Iteration of Narratives 
(reflection on and 
clarification of 
emerging narratives 
to inform overall team 
narrative) 

•   Written Narratives 
(Team level)

Exo Regional Leads Focused on programme 
governance and 
measuring success.

•   Focus Group and 
Interviews with 
Regional Leads

Macro Scottish 
Government

Exploring what matters 
in FNP, programme 
governance and how 
FNP is monitored.

•   Focus group and 
Interviews with key 
stakeholders.

3.3.1 Storying
Revaluation relies on storytelling to explore 
the experiences of those providing and 
receiving the FNP programme. Participants 
were asked to share their stories of 
the positive value of FNP from their 
perspectives. The process of capturing 
these stories was facilitated and supported 
by the Revaluation team. Stories were 
elicited by different means dependent on 
the level within the system (see Table 1) 
but primarily focus group and interviews 
were used to create written narratives. This 
was subsequently shared with participants 
and amended based on their feedback. 
These processes were described by the 
evaluation team as iteration and cascading. 

Deepening
Once the stories were collected, the 
Revaluation team facilitated each local 
FNP team to choose a small selection of 
stories to translate from narrative form 
into a six-box grid format (see below). This 
grid was used to structure and explore the 
different kinds of value contained within 
the stories. The Revaluation team used this 
information to create deepened stories 
(see Section 4.9 ) for examples.
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The six-box grid is split into three rows:

•  Calculate involves presenting 
quantifiable outputs and outcomes 
gleaned from the stories generated, 
and assigning indicative monetary 
value to these, outcomes (for example, 
in terms of potential savings made or 
costs incurred).

•  Calibrate involves qualitative 
judgements about the relative merits 
of different actions and outcomes.

•  Capacitate involves measuring the 
characteristics and capacity of the 
system, and the potential of FNP to 
increase its capacity in future.

The grid is also split into two columns:

•  Visible refers to known data that is 
already observed and collected (and 
often measured) within the system.

•  Invisible refers to knowable data that 
could be collected and measured if 
desired. For example, invisible data 
may include information known by 
frontline staff but not systematically 
collected.  

An effort was made to link the emerging 
perceived value of FNP with theoretical 
cost savings using the top right-hand 
box in the grid (calculate-invisible). For 
example, the costs saved as a result of the 
FNP programme averting greater service-
use among clients. Whilst this indicated 
that FNP is perceived to reduce costs, it 
is not possible to establish or monetise 
savings from this data with any degree of 
certainty.

3.3.2 FNP Client Vulnerability 
In the Northern Ireland Revaluation 
study, a list of 43 vulnerability factors was 
constructed by the Revaluation team. This 
was based on vulnerabilities that emerged 
from FNP client stories and informed by 
relevant national frameworks. This list 
of potential vulnerabilities was used by 
family nurses in Northern Ireland to profile 
their current caseloads. Nurses rated their 
clients against these vulnerabilities based 
on their clinical knowledge of whether 
the client had currently or previously 
experienced this vulnerability at the time 
of enrolment onto FNP. 

In order to better understand the 
characteristics of the FNP caseload in 
Scotland, a similar exercise was undertaken 
in the Scottish Revaluation. This recorded 
data indicative of the characteristics 
of, and particular challenges faced by, 
the whole population of FNP clients in 
Scotland.

Data was collected by Family Nurses for 
all 2,083 FNP clients who were enrolled 
on the programme at the time of data 
collection. They were provided with 
a “vulnerabilities profiling tool” (see 
Appendix 2), which comprised of a 
checklist of 43 vulnerabilities for clients 
similar to those from Northern Ireland 
but adjusted for cultural relevance to 
Scotland. Family Nurses were asked to 
retrospectively complete this for each 
client, indicating all vulnerabilities that they 
perceived the client to have experienced 
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at the time of enrolment onto FNP. Family 
Nurses responses were based on their 
clinical knowledge and consultation of 
case notes if required. The anonymised 
information was then processed by local 
data managers entered into an excel 
spreadsheet, the data was then collated 
centrally and analysed.

3.4 Methodological Limitations

3.4.1 Storying
Qualitative data such as that obtained 
in the storytelling component of this 
Revaluation enables us to understand 
whether an intervention such as FNP is 
acceptable and valued by those affected 
rather than prove a causal relationship 
between an intervention and outcomes. 
While individual accounts cannot be taken 
as representative of the experience of 
everyone involved, by identifying recurring 
themes across individual participants we 
can gain important insights into the issues 
that are relevant to a group as a whole 
and consider how these relate to the 
underlying theoretical basis of FNP  
(see Section 4).

The pre-existing interpersonal relationship 
existing between the Family Nurse, their 
clients and other stakeholders increases 
the likelihood of open and honest 
conversations and richer narratives around 
value. However, stories will also reflect 
individual beliefs and potential biases. For 
example, it is important to acknowledge 
that the explicit focus of the current 
Revaluation on value is likely to have 
increased the focus for those taking part 
on the benefits of FNP. Consequently, they 
are less likely to have considered or raised 
issues and challenges associated with the 
delivery of the programme. 

3.4.2 Vulnerabilities
When interpreting the findings of the 
vulnerability analysis, it is important to bear in 
mind several limitations. First, due to the time 
difference between clients enrolment and 
Family Nurses completion of the tool, Family 
Nurses may not have been able to recall each 
client’s vulnerabilities precisely. In some cases 
Family Nurses were recalling clients who 
were enrolled almost three years previously. 
Additionally, it is likely that some clients 
would have experienced vulnerabilities 
that the Family Nurses were not aware of 
at their point of entry to the programme. 
Indeed, given the emphasis in FNP on 
building strong, trusting relationships during 
the course of the programme, it would be 
anticipated that more vulnerabilities will be 
disclosed as this relationship develops. And 
finally, many of the vulnerability categories 
were relatively loosely defined, and may 
have been interpreted differently by different 
Family Nurses. 

That said however, the findings from the 
vulnerabilities analysis are consistent with 
recent Scottish figures highlighting a 
strong correlation between deprivation and 
teenage pregnancy (Information Services 
Division, 2018). Deprivation, in turn is 
associated with increased exposure to risks 
and poorer health outcomes (NHS Health 
Scotland, 2018). While rates of teenage 
pregnancy have decreased in the past 
decade across all levels of deprivation, 
pregnancy rates among those living in 
the areas of highest deprivation remain 
five times higher than those in the least 
deprived areas (58.9 compared to 11.8 per 
1,000). Those under 20 years old in the most 
deprived area are also much more likely 
to deliver their baby than terminate their 
pregnancy, with a rate 12 times that in the 
least deprived areas  
(40.2 compared to 3.3 per 1,000) 

This exercise piloted the Vulnerabilities tool 
and improvements and alterations will be 
considered before measuring vulnerabilities 
in the future. It is also recognised that 
factors that can make people more 
resilient were not measured, these will be 
considered going forward (see section 4.8). 
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4.  Findings

4.1 FNP Value 
A main aim of the revaluation study was 
to understand the perceived value of FNP 
from the perspectives of those operating 
within the system, through stories 
generated by clients, their families, Family 
Nurses and other professionals and wider 
stakeholders. 

In this section, themes that emerged from 
the collected stories around the value 
of FNP are presented and discussed 
with illustrative quotes. The themes are 
grouped under the following overarching 
topics – The FNP approach, Value for FNP 
clients, Value for FNP babies and finally, 
Value for other professionals and services. 

Specifically, these themes highlight that 
FNP is perceived to add value through:

•  the nature of the Family Nurse and 
client relationship,

•  a holistic approach to breaking inter-
generational cycles of poor parenting, 

• maternal mental health, 
• maternal confidence and self-efficacy, 
• maternal education and employment, 
•  minimisation of risk of abuse, 
• positive parenting,
•  mitigating risks to children - supporting 

child development, 
• interagency working, 
•  helping to ease the workloads of other 

services
•  helping clients and professionals to 

engage with each other effectively. 

4.2 The FNP Approach

4.2.1  The Nature of the Family Nurse-
Client Relationship

FNP aims to help young mothers to make 
wide-ranging changes to improve the 
trajectory of their lives, and to give their 
children the best possible start in life.

FNP is designed in such a way that Family 
Nurses are able to build strong, trusting 
relationships with their clients which 
allow them greater access to their clients’ 
thoughts, feelings, circumstances and 
environments than other professionals 
would traditionally have been able to gain.  

From the first engagement with the client 
enrollment onwards, the Family Nurse 
works gradually to build up a relationship 
in which clients feel comfortable and 
safe opening up to her about their lives. 
This is a gradual process, in which Family 
Nurses see themselves as “breaking down 
barriers [with the client] a little bit at a 
time” (Family Nurse). They take a non-
prescriptive, non-judgmental approach, 
whereby they do not tell clients what they 
think that they should do. Rather, they help 
each client and her partner to reflect (if the 
partner also chooses to engage with FNP) 
on their own lives and the environment in 
which they live, and to begin to see how 
they can make changes to their lives and 
environment for the better. As one FNP 
Lead describes it:

The Nurse never tells the client 
what to do. The client is the 
expert in her own life. (FNP Lead)
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The notion that “the client is the expert 
in her own life” is central to the approach 
of FNP. Once a trusting relationship has 
been established and the client begins to 
reflect on how she could make decisions 
to improve her life course and the 
environment in which she will raise her 
child, Family Nurses seek to instil clients 
with the confidence and self-efficacy to 
make positive decisions and take action 
for themselves. Family Nurses achieve this 
by taking a strengths-based approach, in 
which they focus on providing affirmation 
of clients’ own qualities and inner-strength 
in order to give them the confidence to 
take control of deciding what is best for 
them and their babies.

One client summed up the importance of 
the trusting, non-judgemental relationship 
for developing her self-confidence:

I have more confidence because 
I got to know you and trust you… 
it’s better [than other services] 
’cos it’s just one person you 
[clients] see and you don’t  
judge me” (Client).

Building up this relationship is supported 
by a range of materials such as FNP’s 
specially designed resources including 
“facilitators”, along with Partnership in 
Parenting Education (PIPE) and unique to 
FNP, the Dyadic and Naturalistic Caregiver 
Experiences (DANCE) resources.

Facilitators are sets of exercises and 
discussion topics covering all aspects of 
the programme which Family Nurses use 
to facilitate discussions on specific topics 
in a structured way.

PIPE is an evidence-based interactive 
educational tool which helps parents to 
understand their child’s emotional needs, 
to support attachment and relationship-
building, and to encourage play as a way 
for children to develop and learn.

And DANCE is a validated observation 
tool that allows the Family Nurse to code 
and analyse the interaction between the 
child and his or her caregiver. From this 
the Family Nurse is able to draw out and 
build on the strengths demonstrated in the 
parent-child interactions, and recognise 
areas for development.

These resources are “agenda matched” 
to each individual client, based on the 
Family Nurse’s knowledge of what the 
client’s needs are, and what a client is able 
to manage. The importance of adapting 
to what each individual client is able to 
manage was summed up by the father of 
one client, who explained that:

You [the Family Nurse] understand 
[my daughter] and show her care. 
Other services ask too much of 
her. It stresses her out. I think it’s 
really valuable as having a baby at 
a young age is very hard and trying 
to manage money and dealing with 
agencies is hard. Having FNP helps 
with that. 
(Client’s Father).

4.2.2  A Holistic Approach to Breaking 
Intergenerational Cycles of Poor 
Parenting

Most other services take a topic-
based approach to intervention.  
E.g. they’re for obesity, or smoking, 
or sexual health. But it doesn’t work 
like that. None of these single-issue 
interventions works. Our holistic 
approach changes the mother and 
the child…and then the single 
outcomes appear. The biggest 
change is to the trajectory of the 
mother and child’s lives‘  
(FNP Lead)
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As this FNP Lead summarises, FNP takes 
a holistic approach to improving the life 
course of both clients and babies and 
breaking intergenerational cycles of poor 
parenting. Although Family Nurses will 
focus on single-issues such as healthy 
diet, reducing smoking, intimate partner 
violence, sexual health or breastfeeding, 
each Family Nurse seeks to encourage a 
far broader change in the life trajectories 
of each client and her baby. By and large, 
these changes are seen by Family Nurses 
as being immeasurable, as they amount to 
unquantifiable shifts in the way that clients 
see themselves and their place in their 
world, and their behaviours across a wide 
range of domains. As another FNP lead 
explains:

We’re not as interested in smoking 
or breastfeeding as we are in 
transforming lives. [When trying to 
quantify FNP] we end up measuring 
what’s easy to measure, not what’s 
most important.
(FNP Lead)

This is not to say that FNP is not interested 
in reducing smoking or increasing 
breastfeeding among their clients per 
se. Rather, what this FNP Lead seeks to 
highlight is the idea that much larger 
changes are needed to make it possible 
for her to care for all aspects of her child’s 
development. For Family Nurses, then, it 
is more important to focus on providing 
a role model for forging a positive 
relationship, which clients can seek to 
replicate in their relationship with their own 
child, with the intention that this will help 
drive behaviour changes.

For many Family Nurses, the greatest value 
of FNP lies in their perceived ability to use 
this holistic approach, along with the deep, 
trusting relationships that they build with 
clients, to break intergenerational cycles of 

poor parenting and other poor outcomes. 
Family Nurses report that a some clients 
appear to have been poorly parented 
themselves, often with their own parents 
having not developed strong attachments 
with them, or having failed to protect 
them from physical, emotional and sexual 
violence or neglect. One Family Nurse, 
for example, saw the value of FNP for one 
client in the fact that the client was able to 
keep her child out of care despite several 
generations of her family having been in 
the care system as children:

In one case every child in 
generations of the family had 
been taken into care and the FNP 
client’s child was the first not to 
have been. (Family Nurse)

This view is supported by a social worker, 
who suggested that the structure of the 
FNP visits to a client who herself had been 
subject to poor parenting as a child was 
central to helping this client to recognise 
the difference between poor and positive 
parenting:

The early intervention of the 
FNP Programme has been very 
valuable and [the client] trusts 
her Family Nurse. It is evident 
that [the client] is confident 
communicating with her Family 
Nurse and the consistency, and 
the frequency of visits has played 
a part in this. [The client] is now 
able to recognise what is right 
and what is not right and this is 
fundamental in breaking cycles 
[of poor parenting]. 
(Social Worker)
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Family Nurses felt that this was made 
possible by the emphasis of FNP on 
helping clients to reflect on their own 
environments and childhoods, and thinking 
about the positives and negatives of how 
their own parents had raised them. As one 
Family Nurse explained:

A number of my clients had 
faced significant vulnerabilities, 
adversities and trauma in their 
lives. Most of my clients wanted 
their child to have a different 
childhood than what they had 
experienced themselves. I found 
my clients to be extremely 
reflective and understood the 
actions and/or situations their 
parents had found themselves 
in had an impact on their ability 
as parents. Most of my clients 
wanted their child to do well 
in their lives and were able to 
identify why school did not work 
out for them and what they 
could do to change this for their 
children. (Family Nurse)

Clients, too, spoke of the value of FNP for 
breaking cycles of poor parenting. One 
client explained, for example, how her 
mother failed to care for her adequately 
when she was using alcohol and drugs. 
However, she felt that as a result of 
working with her Family Nurse, she has 
learned to ensure that if she is struggling, 
she does not let her mood affect her child:

When my mum was having a 
good day she was good but 
she was often out of her face 
with drink and drugs… I am very 
different to that. If I am having 
a bad day I really try to not let it 
affect my child. (FNP Client)

Clients, Family Nurses, and other 
professionals, then, see the specially-
designed approach that FNP takes 
to working with young mothers as 
extremely valuable. The close, trusting 
relationships that form between Family 
Nurses and the clients allow clients to 
open up in a comfortable, respecting, 
and non-judgmental environment. It 
gives Family Nurses the kind of access 
to clients’ lives which is rarely possible 
for other professionals due to the limited 
opportunities that other professionals have 
to develop deep, trusting relationships. 
Coupled with the holistic, agenda-matched 
approach of FNP – focusing on wide-
ranging interventions aimed at changing 
the entire life course of young mothers 
and their children – this is seen as allowing 
Family Nurses to foster meaningful, long-
lasting improvements to these young 
women’s lives.

The following sections of this report focus 
on drawing out the perceived value of 
this FNP approach – from the point of 
view of clients, clients’ family members, 
other professionals, and Family Nurses 
– in four different areas. First, it will 
examine the perceived value of FNP for 
the mothers and children who are the 
focus of FNP’s work, then it will go on to 
examine the perceived value of FNP in 
terms of supporting other services and 
professionals, and the value of FNP to 
Family Nurses themselves in both their 
personal and professional lives.
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4.3 Value for FNP Clients

I am 21 with a 4-year-old son. 
I came from being 17 and 
pregnant to a confident, goal 
driven mum and woman. I am 
currently finishing studying my 
degree […] with a future goal of 
working for FNP and giving back 
the support and reassurance I 
desperately needed. (Client)

A central aim of FNP is to improve the life 
course of FNP clients, in order that they 
are both set on a path towards a better 
future for themselves, and that they are 
able to understand what it takes to provide 
the best possible care for their children. 
Family Nurses report that a significant 
proportion of clients enrol onto FNP with 
multiple vulnerabilities, many of which 
can make the prospect of motherhood 
feel daunting and overwhelming. Family 
Nurses seek to strengthen their trusting 
relationships with their clients to help 
clients to recognise any aspects of their 
lives which might reduce their ability to set 
and achieve personal goals. Family Nurses 
are also able to harness clients’ desires 
to be good mothers to encourage them 
to better manage certain aspects of their 
lives, such as their mental and physical 
health, by helping them to think through 
how challenges in these areas might 
impact on their child.

While Family Nurses support clients 
to achieve a wide range of outcomes, 
this section focuses on four specific 
outcomes: maternal mental health; self-
efficacy; education and employment; and 
minimisation of the risk of abuse.

4.3.1 Maternal Mental Health
FNP is seen by many clients, as well as 
Family Nurses and other professionals, 
as having a positive impact on clients’ 
mental health. Family Nurses report high 
levels of mental health issues among FNP 
clients, especially anxiety and depression. 
They therefore work to identify any mental 
health issues and to help clients better 
understand and manage their mental 
health.

Family Nurses see themselves as 
particularly well-placed to help clients 
whose mental health issues would be 
unlikely to come to the attention of other 
service providers. Many FNP clients face 
difficulties engaging with other services 
– indeed, some clients struggle to even 
leave the house – and because of the 
stigma associated with mental health, they 
are often unlikely to be willing to speak 
about their mental health or seek mental 
health support from a GP. However, given 
the gradual building of a close, trusting 
relationship between Family Nurses and 
their clients, Family Nurses report clients 
reaching a point where they feel that they 
can open up about their mental health 
without feeling judged or stigmatised. 
Once Family Nurses are able to open up 
conversations about mental health with 
their clients, they will then work with the 
client to help provide them with coping 
strategies and, if necessary, support them 
to access professional or specialist help. 

Many clients felt that working with their 
Family Nurses had helped them to come 
to realise for the first time that they were 
struggling with their mental health. One 
client noted that she had been living with 
depression without realising, and claimed 
that it was only through working with her 
Family Nurse that she came to learn that 
“depression isn’t normal like I thought it 
was”. Similarly, another client explained 
that her Family Nurse “helped me to see 
that I needed to go to the doctors” about 
her mental health, and felt that she would 
have continued to struggle with her mental 
health without the input of her Family 
Nurse. 
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Expressing a similar sentiment, another 
client explained that:

When I was really down a few 
weeks after [my child’s] birth 
– I felt utter despair and had 
thoughts of self-harm – my nurse 
had a visit. I still don’t know what 
happened but I was in tears. I 
got a hug and I talked about my 
feelings. After she left I decided 
not to self-harm. [I] went to the 
GPs and haven’t looked back 
since. [Without FNP] I think I 
would have had poorer mental 
health for longer. (Client)

In this example, the client demonstrates 
that it was through talking with her Family 
Nurse, being listened to and empathised 
with, that she was eventually able to find 
the strength to seek help from her GP to 
improve her mental health.

Supporting these testimonies, one staff 
member suggested that a particular client’s 
mental health would have deteriorated 
without the influence of the Family Nurse, 
and that this would have affected the 
client’s child as well:

[Without FNP involvement] I think 
[the client’s] mental health would 
have started to deteriorate and 
this would have impacted on [her 
baby]. [Her baby] would definitely 
not be such a content and settled 
baby. [The client] would not have 
gained the confidence to provide 
[her baby] with social interaction, 
including weekly book bug 
groups, swimming classes and 
baby groups in the community. 
(Staff Member)

4.3.2  Maternal confidence and self-
efficacy

As the mention of self-confidence above 
alludes to, regarding clients’ psychological 
resources, FNP is not only seen as valuable 
for more than just the influence that Family 
Nurses can have on mental illness. More 
broadly, Family Nurses aim to instil young 
mothers with a sense of self-efficacy which 
enables them to have the confidence to 
make their own positive life choices, and 
gives them the belief that they can set and 
achieve their goals and aspirations. Family 
Nurses report that the majority of clients 
enrol onto FNP feeling that they have no 
or very little control over their own lives. 
They describe that they have had little 
opportunity to make decisions that would 
affect their lives, and have little experience 
of being asked their opinions, being given 
choices, or feeling listened to. 

Family Nurses focus on actively listening 
to their clients, to find out what the client 
would like to achieve, and what strengths 
they have that the Family Nurse can help 
them to build on. Rather than telling 
clients what to do, they help clients to 
think through their options and make their 
own decisions. 

They also focus on providing clients with 
affirmation. This means actively pointing 
out to clients not only their achievements, 
however small or large, but, importantly, 
the strengths that the client brought to 
a situation. As one FNP Supervisor put 
it, they seek to point out “what is the 
strength within the client that has helped 
them to achieve what they achieved”. This 
kind of affirmation is something which 
Family Nurses perceive that many of their 
clients have lacked throughout their lives. 
As a result, they find that clients often 
appear frightened of making decisions or 
setting goals, as they have rarely received 
affirmation that they have the necessary 
strengths and qualities to do so.
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The mother of one client summed up 
how the affirmative approach of FNP has 
worked for her daughter: 

I think it [FNP] is a good 
scheme. [My daughter] has really 
benefited from it. I think the 
approach is good. [The Family 
Nurse] doesn’t dictate to [the 
client] what she should do and 
always asks her what she thinks 
and feels about everything. She 
doesn’t treat her like she is a 
daft wee lassie. It is empowering 
and has helped build both [my 
daughter] and [my daughter’s 
partner’s] confidence. It made 
[my daughter] feel she could do it 
and do it well. (Client’s mother)

As this client’s mother highlights, by 
listening carefully and encouraging clients 
without telling them what to do, Family 
Nurses are seen as an empowering 
presence in clients’ lives, giving them the 
confidence to feel that they are capable of 
achieving things that they had previously 
seen as beyond their abilities. This 
confidence is something that many clients 
also allude to when speaking about the 
value of FNP. As one client explained, she 
felt that FNP gave her the confidence to 
be a good mother:

I was 15 years old, in my 4th year 
at secondary school, pregnant 
with no self-confidence. I was shy, 
kept myself to myself, rarely went 
out when I was pregnant. Now I 
am a mum. I have got a college 
interview this week. I am going to 
groups with [my child]. I can take 
[my child] swimming by myself. I 
am more confident. I am going to 
keep being a good mum.  
(Client)

4.3.3  Maternal Education and 
Employment

Education and employment is another 
area in which Family Nurses’ efforts to 
instil their clients with confidence are 
seen as valuable. Family Nurses report 
that often when clients enrol on FNP, their 
lack of self-esteem is such that they see 
things such as educational achievement as 
beyond their abilities, and not for “people 
like them”. Family Nurses will therefore 
often work with clients to improve their 
self-esteem in this area, in order to help 
them onto the path towards sustainable 
and rewarding employment. 

One client explained how she went from 
being “muddled” and “in a mess” at the 
beginning of her time on FNP to having 
gained more qualifications, stayed in 
college, and having greater aspirations for 
her future career:

At time of recruitment to FNP I 
was muddled, in a mess, coming 
to terms with pregnancy, unsure 
where to go, also in the middle of 
a college course. Now […] I now 
have my own tenancy, my own 
car, I have more qualifications, 
and I am still attending college. 
For the future I hope to get a 
bigger house, better car, and 
get on the property ladder with 
a good career. [My child] will 
continue to be my beautiful, 
intelligent ray of sunshine. 
(Client)
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Family Nurses can also engender the 
confidence to pursue educational 
opportunities in their clients by endorsing 
their clients in concrete, practical ways 
such as providing references. As another 
client explained:

I went for my interview at college. 
I had no one else who could give 
a reference, but they called you 
[the Family Nurse] for a reference 
I was so happy but a little bit 
scared when they emailed to give 
me a place. (Client)

Finally, as one FNP Lead pointed out, 
setting clients on the path towards 
employment can also potentially have 
a beneficial longer-term effect for local 
health and social care services. Family 
Nurses report that some clients become 
inspired to move into the health and social 
care profession themselves. And, with FNP 
now having been operating in Scotland for 
ten years, some staff have begun to see 
this motivation bear fruit as former clients 
enter the sector:

We help clients build pathways 
to employment. And it’s notable 
how many ex-clients become 
employees in the Health and 
Social Care system.  
(FNP Lead)

4.3.4 Minimisation of the Risk of Abuse
Family Nurses report that a significant 
number of their clients are in, or have 
been in, abusive relationships at the time 
of their enrolment. This poses a significant 
challenge to a client’s ability to keep 
herself and her baby safe, and to keep her 
baby off the Child Protection Register or 
from going into care.

Numerous Family Nurses, clients, family 
members and other professionals spoke 
of the central role that Family Nurses 
often play in helping clients to recognise 
when they are in an abusive relationship, 
and to support them in any action they 
may choose to remove themselves from 
such a situation. Through the trust built 

up gradually over time in the relationship 
between Family Nurse and client, and 
the non-judgemental way in which they 
approach clients’ lives, Family Nurses are 
often able to begin conversations about 
abuse which clients would not be willing to 
have with any other professional.

With regard to violent or abusive 
relationships, Family Nurses support the 
client to open up about, and reflect on, 
their intimate relationships. This, alongside 
discussions and exercises which explore 
what constitutes a healthy relationship, 
allows them to help clients to see for 
themselves whether the relationship that 
they are in is unhealthy, or even potentially 
dangerous. Some Family Nurses reported 
that, having grown up in a context in which 
violence or abuse are normalised, some 
clients have been in abusive relationships 
without realising that this is the case. 

As with self-efficacy, Family Nurses 
therefore work to help build a sense of 
self-worth in their clients, helping them 
to understand their own self-worth, which 
in turn helps them to recognise when 
they are not being treated as worthy 
by their partners. And, as in other areas 
of clients’ lives, Family Nurses take a 
non-judgemental, non-prescriptive 
approach to their clients’ relationships, 
avoiding blaming the client for being in a 
problematic relationship or telling them 
they must leave a relationship. Instead, 
they focus on helping them to come to 
see their situation for themselves, giving 
them the confidence to make their own 
decisions, and assisting them in making 
safety plans and knowing where to seek 
help when it is needed.

Speaking to my family nurse 
and then hearing it back led 
me to making my own decision 
about my partner and I never 
felt judged. I wouldn’t have 
been able to follow through with 
ending my relationship without 
my FN – I would have gone back 
to him [her ex-partner]. (Client)
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Speaking about her experience of FNP, 
one client summed up the effect of the 
Family Nurse’s non-judgemental, non-
prescriptive, and supportive approach 
on her ability to remove herself from an 
unhealthy relationship:
In this example, the Family Nurse was 
able to open up conversations with the 
client about unhealthy relationships, and 
help the client to examine for herself the 
situation that she was in, without feeling 
judged, and explore the options for 
changing her circumstances.

In another example, a client pointed out 
how important it was that her Family Nurse 
gave her the confidence to question why 
she was being treated badly, and helped 
her to reflect on her situation:

[Without the Family Nurse]  
I wouldn’t have felt so certain 
about things. Getting a chance 
to reflect on decision making 
helps when you need to make 
a decision. I have attended 
for a short-term psychology 
intervention [and] gained 
confidence to question why I was 
allowing myself to be treated in a 
bad way. (Client)

Explaining where she felt that the value 
of FNP lies, the mother of another client 
credited this approach not only with 
helping her daughter move away from a 
violent relationship, but with keeping her 
daughter alive:

I believe if you [the Family 
Nurse] had not reached out to 
[my daughter] the way you did, 
not judging her, just listening 
and supporting her and giving 
her invaluable advice, then [my 
daughter] would have been 
killed by her ex-partner. But you 
reached out and I reached in and 
between the two of us we caught 
her and she didn’t fall through 
the net. Because of your help and 
support, [my daughter and her 
baby] are thriving and very happy 
to be safe. I could not have done 
it alone as you are part of the 
system and caught her from the 
other side I cannot reach. You 
are an example why the service 
is invaluable to young girls 
and women like [my daughter]. 
Without you and people like you 
there would be more domestic 
violence related deaths. But 
luckily [my daughter] is safe 
because she had the privilege 
of meeting you and having the 
support when she needed it the 
most. [My daughter] felt totally 
judged by social work and not 
listened to or supported in any 
way. (Client’s mother)
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Again, like the other client quoted above, 
this mother highlights the importance 
of the Family Nurse’s non-judgemental 
approach, and her ability to listen and 
support this client. This is contrasted with 
professionals from other services, by whom 
the client felt judged and therefore unable 
to open up in order to receive the support 
that she needed. 

As the evidence presented in this section 
suggests, clients, clients’ family members 
and Family Nurses see the value of FNP 
as lying in Family Nurse’s ability to help 
clients reflect on aspects of their lives that 
might be negatively affecting them, and 
supporting them to take action to improve 
their situations. This is important not only 
for improving the quality of clients’ lives, 
but also for helping clients to care for 
their children to the best of their abilities. 
The next section will look in more detail 
at how people involved in FNP see the 
programme as beneficial to these children.

4.4 Value for FNP Babies

4.4.1 Positive Parenting

A central aim of the Family Nurse 
Partnership is to attempt to break 
intergenerational cycles of poor parenting, 
child abuse and neglect, setting clients on 
a path towards more positive parenting. 
Family Nurses tend to report some clients 
have suffered from some form of neglect, 
abuse, or other poor parenting in their own 
childhoods. 

In each individual case, Family Nurses 
take a gradual, multi-layered approach to 
understanding what challenges a client 
might face in caring for her baby, and 
helping her to understand any potential 
risks to the child and how to mitigate 
these. This begins early in pregnancy, 
when Family Nurses will gradually try to 
encourage clients and their partners to 
think about their own norms, values, and 
cultures, and the environments in which 
they live. They are also asked to reflect on 
how they were brought up themselves, and 
to think about any positive and negative 
experiences from their own upbringings. 
Reflecting on all these aspects of their own 
environments, they are encouraged to 
consider how the circumstances in which 
they live might impact on their child. This 
enables clients to think about whether 
changes might need to be made and what 
other resources they could draw on to 
make their environment more suitable for 
raising a child. Clients are then supported 
by Family Nurses to set achievable goals, 
develop plans and make changes in their 
lives in line with their aspirations. 

This work is seen by Family Nurses, clients 
and other stakeholders as playing an 
important role in both ensuring that babies 
are not subject to potentially harmful 
situations, and promoting positive child 
development among babies on the FNP 
caseload.

We [client and her partner] want 
[our child] to feel loved and the 
centre of attention. We don’t 
want her to ever feel that we 
are getting bored of her. We 
don’t want her to feel that she is 
having to bring herself up. We 
both want to feel a strong bond 
and connection with her that we 
didn’t experience from our own 
parents. 
(FNP Client).
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4.4.2 Mitigating Risks to Children 
When asked where they saw the value 
in FNP, a number of Family Nurses, 
clients, clients’ family members and other 
professionals highlighted the important 
role that Family Nurses play in helping 
parents to recognise when their children 
might be at risk of harm, and when they 
need to act to remove their children from 
potentially harmful circumstances. 

With many FNP clients having experienced 
physical, sexual or emotional violence, 
Family Nurses place great value on the 
potential for clients and Family Nurses 
to intervene and protect children from 
witnessing or being a victim of violence 
themselves. This view is supported by 
clients and other professionals. For 
example, one client felt that as a result of 
FNP: 

I have left an abusive relationship. 
I have removed my daughter 
from witnessing domestic abuse.’ 
(Client)

As a Social Worker, I can feel 
confident that the child’s 
development is being looked at 
rigorously [by the Family Nurse]. 
The Nurse plays a nurturing role 
for the mum, helping her to 
become a confident mum. The 
Nurse has a clearer focus on the 
mum, the dad, and the child’s 
needs. The educational material 
is good. The Family Nurse 
reduced risk and got the child 
off the CPR [Child Protection 
Register] faster. (Social Worker)

Similarly, a social worker highlighted 
the role that the Family Nurse played in 
protecting one particular baby:
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The story of one particular client 
demonstrates how Family Nurses see 
themselves as able to influence the 
reduction of risks posed to babies on FNP:

Thus in the first months of the baby’s 
life, this client has been able to take 
important steps in breaking the cycle of 
poor parenting and abuse that negatively 
impacted on her own childhood. She was 
able to reflect on the poor parenting that 
led to her own abuse during childhood, 
and, along with her partner, to see how 
their behaviour might have a similar effect 
on their own child.

As well as helping young mothers to 
ensure that their children are not exposed 
to potentially harmful situations, Family 
Nurses are also seen to play an important 
role in helping clients to recognise a wide 
range of other potential risks to their 
children’s health and safety. For example, 
one client who, during the first few months 
after her baby was born lived with a 
relative in a house which was unsuitable 
for a baby, credited her Family Nurse with 
helping her realise that her child needed 
more appropriate accommodation:

This client had been sexually 
abused by a relative as a child. 
She was subsequently placed into 
foster care, and had self-harmed 
and attempted suicide on a 
number of occasions. Her unborn 
baby was placed on the Child 
Protection Register and her Family 
Nurse noticed that she expressed 
resentment and frustration about 
her own childhood and the way that 
her parents had treated her. 

One of the biggest challenges 
to this client’s ability to raise her 
child was that some controlling 
behaviour was demonstrated in the 
relationship between her and her 
partner. The Family Nurse therefore 
worked with the couple to help 
them think about the importance 
of equal relationships and what it 
would be like for a baby to grow 
up in a controlling environment. In 
particular, the Family Nurse worked 
with the client and her partner 
to explore ideas around brain 
development, and the effect that 
negative relationships and stress 
could have on their baby’s brain. 
The Family Nurse reported that 
the couple were responsive to this 
work, and worked well to try and 
support each other and recognise 
each other’s strengths. The client’s 
partner commented that: “I feel 
I have a better understanding of 
relationships and the impact of 
stress on my baby” as a result of this 
work with the Family Nurse.

Since birth, the baby has thrived. 
She is a settled baby who meets all 
her developmental milestones and 
benefits from the good routines 
that the client and her partner have 
put in place. It is clear to the Family 
Nurse that a strong attachment 
bond has developed between 
the baby and her mother. Most 
significantly, while she was on the 
FNP programme the baby was 
removed from the Child Protection 
Register, with their social worker 
noting that it is clear that the client 
now knows “what is right and what 
is not right” in relation to looking 
after her baby and keeping her safe. 
(Clients Mother)

I realised one day when my 
nurse was talking about the baby 
crawling about on the floor, that 
the house I was living in was not 
good for him to be in and that 
spurred me on to get my own 
place. (Client).
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While social workers had been concerned 
about the poor condition of the house 
that this client was initially living in with 
her baby, the client had been reluctant 
to engage with social work. However, 
as a result of the long-term, trusting 
relationship her Family Nurse had built up 
with her, she began to recognise the risks 
to her child, and subsequently sought a 
new tenancy.

Other clients highlighted important work 
that their Family Nurses had done to help 
them raise their children in more healthy 
environments. For example, one client 
noted that she had managed to make her 
home completely smoke-free as a result of 
the intervention of her Family Nurse: 

I have made my family home 
smoke-free – both my parents 
smoke and they used to do so in 
the house – they now only smoke 
outside and my mum is now 
thinking about stopping and has 
asked my nurse for advice.  
(FNP Client)

As this example demonstrates, the Family 
Nurse’s influence can extend beyond the 
client herself, to help the client’s family 
members also adjust their behaviour 
in order to ensure a safe, healthy 
environment for the child.

These examples give a sense of the  
wide-ranging nature of the interventions 
that Family Nurses provide – from 
protecting children from violence, to 
helping them out of inadequate housing, 
to reducing the risk of poor physical 
health – demonstrating the importance of 
FNP’s holistic, agenda-matched approach 
which ensure that each client receives 
the support that they and their children 
need, depending on their own unique 
circumstances.

4.4.3 Supporting Child Development
More than just helping parents to ensure 
that their children are not exposed to 
situations in which they might be at risk of 
harm, Family Nurses see the contribution 
that they make to actively promoting 
positive child development as equally 
valuable. Family Nurses encourage 
their clients to support their children’s 
development in all areas, including 
physical, cognitive, emotional and social 
development, and positive child health. 

For Family Nurses, this can be particularly 
rewarding as they see close-hand how, 
with the right support and encouragement, 
parents who might otherwise have 
struggled to support their children, 
develop into sensitive mothers who can 
read their babies’ cues and encourage 
all aspects of their development. As one 
Family Nurse highlighted: 

Watching my clients develop 
happy secure attachments to 
their children is amazing to 
watch. The most impressive thing 
I have observed is how well these 
children develop both cognitively 
and physically. I believe the 
Family Nurse with the support 
of the programme materials 
contributes to this.  
(Family Nurse)
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This Family Nurse suggests that the 
strength of FNP lies in the quality of 
the programme materials, such as PIPE, 
DANCE, and the specially-designed 
facilitators, and a structured programme 
of visits, that forms the foundation of the 
programme. These are seen as crucial in 
helping guide clients in their relationships 
with their babies, and to teach them how 
to recognise and support their children’s 
development. Similarly, another Family 
Nurse draws attention to the importance 
of the intensive nature of FNP visits that 
allow Family Nurses the time to explore 
ideas around child development in-depth:

As a comparison I would imagine 
that if some of my clients didn’t 
have the intensive visiting 
programme [of FNP], I would see 
them as a Health Visitor at the 
27-30 month child development 
stage and I would be referring 
the child to speech therapy. 
I have been amazed at the 
development and potential of my 
graduating 2 year olds. 
(Family Nurse)

For this Family Nurse, the value of FNP 
lies in the fact that it offers an intensive 
period of education for the client which 
helps them not only to prevent harm to 
their children, but to support their children 
to meet their developmental milestones, 
giving them best possible chance of 
positive outcomes over the course of the 
rest of their lives. Family Nurses see this 
as something that is less likely via other 
channels, suggesting that without FNP 
more children might fail to get the early 
support that they need, and their needs 
might only be picked up later in childhood.

Clients, too, see the value of the work 
that Family Nurses put into helping them 
learn how to support and encourage their 
childrens’ development. As two clients 
explained some of what they have learned:

I’ve learned lots about baby brain 
development and baby cues. This 
helped me to look after [child] 
and think about what he needed 
or was trying to tell me’. (Client)

I have learned to trust my 
instincts. Nothing is ever as 
bad as it seems, and it is good 
to “talk it out”. I have learned 
a lot about feeding my baby 
healthy foods. I have also learned 
that babies are resilient. They 
need their mum, but they are 
also smart and independent. 
I have also learned where my 
priorities lie. [My child] is my most 
important relationship.  
(Client)

Family Nurses and their clients, then, see 
great value in the job that Family Nurses 
do in terms of both preventing harm and 
supporting child development. Family 
Nurses see themselves, and are seen by 
others, as uniquely positioned to help 
young mothers ensure that their babies 
are not exposed to potentially harmful 
situations. And they also see themselves 
as having the time and resources to help 
client’s give their children the best possible 
start in life in terms of their physical, 
emotional and cognitive development. 
This is attributed to the intensive nature 
of the programme, which allows nurses 
the time and resources to set parents on 
the right path for encouraging their child’s 
wellbeing from pregnancy onwards.
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4.5  Value for Other Professionals and 
Services

4.5.1 Inter-agency working

Everything now requires 
partnership working. Take the 
ante-natal care pathway. Health 
Visitors and Family Nurses 
want the same thing. It is a 
partnership; it’s really important 
you work closely with others. 
(FNP Lead).

Family Nurses, FNP Supervisors, and FNP 
Leads stress the importance of working 
positively in partnership with a wide 
range of different statutory services and 
organisations to give each client the best 
support possible based on their individual 
needs and circumstances. Given the nature 
of many FNP clients’ situations, clients 
often require support from a number of 
professionals, including GPs, midwives, 
mental health professionals, social workers, 
housing support workers, and others.

The contributions from other agencies 
suggest that many professionals 
acknowledge that working closely with 
Family Nurses helps other services to 
support young mothers in a way that 
both identifies and meets their needs 
in a person-centred way. In particular, 
professionals outside of FNP drew 
attention to the ease with which they are 
able to work with Family Nurses, and the 
vital role that Family Nurses can play in 
providing early intervention which has the 
potential to reduce the need for more 
serious interventions later on. As one social 
worker, speaking about a particular case, 
describes:

4.5.2  Helping ease workloads of other 
services

Interviews with other professionals also 
revealed a sense among staff in other 
agencies that the existence of a Family 
Nurse in a client’s life is beneficial for their 
whole organisation because interventions 
by the Family Nurse can help to ease their 
workloads. FNP is seen to both reduce the 
need for interventions from other services, 
and to relieve the workloads of other 
professionals as Family Nurses are able 
to do the groundwork that allows a client 
to engage constructively and effectively 
when they do need to seek support from 
services.

[The] FN was able to make plans at 
an earlier stage for the family and 
ask for social work intervention or 
other professional interventions at 
an early stage which is way more 
beneficial and reflects in better 
outcomes for the family. Having 
clear and defined roles within 
the multi-agency (GIRFEC) plan 
also made for a good working 
relationship and made it easier and 
clearer for the parent when looking 
for support and which people can 
support with which issue. Early 
intervention and consistent  
multi-agency work makes for better 
outcomes for the child. I have 
always found the role working with 
FNP positive, especially when they 
take the lead (as in this very case) as 
often this makes the situation and 
support for the family less stressful 
and often we can be involved for 
as little or as much as deemed 
necessary to reduce the risks for the 
child.  
(Social worker)



33

For example, the work that Family Nurses 
do with clients who are struggling with 
mental health issues, such as providing 
them with coping strategies, was credited 
by one manager of a community mental 
health service with decreasing the need for 
their services among FNP clients:

[The] FNP Programme is 
invaluable. The work Family 
Nurses do with clients prior 
to accessing our service has 
noticeably reduced our workload 
as less [sic] interventions are 
required due to coping strategies 
already learned by clients as 
part of the FNP Programme. 
(Manager of a community mental 
health service)

Similarly, others expressed the view that 
Family Nurses’ work with clients enables 
other professionals to focus specifically 
on helping clients using their professional 
expertise. Furthermore, the Family Nurse 
is able to deal with wider issues faced 
by clients which may otherwise take up 
much of the time that could be dedicated 
to delivering specialist interventions. 
Consequently, agencies are able to spend 
the time that they have with each client 
focusing specifically on what their staff are 
most qualified to help the clients with. As 
one clinical psychologist explained:

The role of the FNP allowed me 
to focus specifically on the young 
person’s mental health needs 
and the continued assessment of 
this. In addition to allowing me to 
focus on the mental health needs 
and treatment plan, contact 
with the FNP and information 
obtained from them helped to 
inform treatment planning and 
risk management.  
(Clinical Psychologist)

As this quote suggests, it is also seen as 
beneficial to other services that Family 
Nurses are able to give service providers 
important background information, 
helping these services to ensure that each 
client receives the right care, at the right 
time, from the right person.

4.5.3  Helping clients and professionals to 
engage with each other effectively 

There were also suggestions both from 
other professionals and from clients that 
the Family Nurse’s involvement with the 
client reduces stress in relationships 
between clients and other professionals, 
enabling both parties to engage 
comfortably and constructively with 
one another. Because of the trusting 
relationship that a Family Nurse builds 
up with their clients, it appears that 
clients may be more likely to trust other 
professionals if they know that the Family 
Nurse is supportive and encouraging of 
their engagement with them. For instance, 
one client claimed that, thanks to the 
support of her Family Nurse: 

We now can feel more relaxed 
around social workers so that 
they see the best of us.  
(Client)
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Complimentary to this, the manager of 
a third sector agency suggested that 
their staff also feel more at ease when 
dealing with a service-user who has an 
FNP nurse. They suggested that the 
presence of the FNP nurse in the client’s 
life gives the agency workers confidence 
that they will be working alongside a 
dedicated professional who will work and 
communicate well with them:

[We have] excellent working 
relationships [with FNP], excellent 
communication, same ethos, 
no conflict of interest. We really 
work hand in hand. FNs are very 
professional. We know what 
we are going into and we have 
a named person to refer back 
to. It’s not phoning through 
call centres when time can be 
crucial such as in child protection 
concerns. Staff can breathe a bit 
easier when the clients have a 
Family Nurse. (Manager,  
Third Sector Organisation).

More than just easing relationships 
between clients and other agencies, in 
some cases Family Nurses have also been 
seen as having played a pivotal role in 
creating relationships between clients 
and other services where the client might 
otherwise not have been able or willing to 
engage. For example, encouraging clients 
to engage with services in circumstances in 
which relationships between a client and a 
particular service (or services) might have 
been challenging or have already broken 
down altogether, and in circumstances 
where a client is fearful of a particular 
service. In one case, for example, a Family 
Nurse reported being able to broker 
positive communication between a client, 
social work and criminal justice systems in 
a context in which the client had a history 
of criminal convictions and, by her own 
admission had been “oppositional” in her 
interactions with both of these services.

In another case, a client’s partner summed 
up how the trusting relationship that 
developed between him, the client and 
their Family Nurse allowed for this couple 
to engage positively with a social worker 
who had been assigned to them. Both 
the client and the partner had serious 
mental health issues, and they feared the 
child would be removed from their care 
if social work became involved in their 
lives. However, the Family Nurse helped 
him to understand why the social worker 
needed to be involved, and gave him the 
confidence to engage with social work:

Working with the Family Nurse 
was really good. She talked us 
through everything. In pregnancy 
we felt really out of our depth, 
we were very worried when 
social work got involved. When 
the Family Nurse told me they 
were coming I thought why do 
we need them? We thought they 
might take our baby from us. I 
wanted to lock myself away in 
the bedroom when social work 
came to the house. [But] I clicked 
with the Family Nurse, I had a 
huge trust in her [and] she helped 
me understand why we needed 
the meetings and social work 
involvement. (Client’s partner)

The importance that Family Nurses place 
on partnership working is thus often seen 
by other professionals, clients, and their 
families as a valuable aspect of the client’s 
relationship with the Family Nurse. It is 
seen as enabling relationships between 
clients and other professionals and 
reducing stress in these relationships, as 
well as potentially reducing workloads for 
other professionals and allowing them to 
offer focused and effective assistance to 
FNP clients. 
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4.6 Value for Family Nurses

As part of this exercise, Family Nurses were 
asked to reflect on their own careers to 
discuss what they personally valued about 
being a Family Nurse. Two main themes 
emerged from these discussions. First, that 
Family Nurses feel a tension between the 
rewarding nature of the job and immensely 
challenging nature of their work. And 
second, that Family Nurses tend to see the 
education, supervision and support that 
they receive as extremely valuable.

4.6.1  Family Nursing Rewarding as yet 
Challenging

Family Nurses tend to describe the 
experience of working as a Family Nurse 
as both intensely rewarding yet extremely 
challenging. As one Family Nurse summed 
up:

[Being a Family Nurse is] the best 
job I have ever had. [But it is also] 
the hardest job I have ever had, 
challenging me in so many ways, 
feels like a rollercoaster at times. 
So many happy, enjoyable times 
along with some very challenging 
situations which has tested 
my inner strength, resilience, 
organisational skills and time, and 
home-life/work balance. 
 (Family Nurse)

When discussing the rewarding 
aspects of the job, Family Nurses focus 
predominantly on the changes that they 
saw in their clients over the course of the 
programme, as well as the sense of feeling 
valued at all levels of the programme, from 
clients right up to the top of the Scottish 
Government. As one FNP Supervisor 
explained:

One thing that is important is that 
we as Family Nurses feel valued 
at all levels. We feel valued by 
our clients, Family Nurses feel 
valued by their supervisors, and 
we feel valued by the [Scottish] 
Government as well. That the FM 
[First Minister] is invested in FNP 
and supports it is important for 
Nurses’ morale. So Family Nurses 
feel valued from the clients right 
up to the FM’. 
(FNP Supervisor)

However, Family Nurses also noted finding 
the job challenging for a number of 
reasons, particularly relating to time and 
workloads, and the emotionally draining 
nature of the work. With a full caseload, a 
Family Nurse will have 25 clients. For each 
client, they must prepare and deliver as 
much of the FNP programme as possible 
with each visit tailored to the needs of 
the individual client, as well as delivering 
the full Universal Heath Visitor Pathway, 
attending training, weekly supervision 
and team meetings, writing up each visit, 
and conducting a large amount of data 
collection on client and child outcomes. 
One FNP Supervisor described how, given 
this workload, it is frequently difficult 
to fulfil all the fidelity requirements 
demanded by the programme every time, 
leading Family Nurses to feel frustrated 
that they are unable to deliver every 
aspect of the programme to every client. 
As a result, this supervisor explained that 
Family Nurses can either begin to burn out 
because they push themselves too hard to 
reach all their targets, or they lose morale 
because they feel that they are failing to 
reach their targets.
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For nurses working in both urban and 
rural settings, the challenges of this heavy 
workload can be compounded by the 
need to spend long periods of time driving 
either long distances in rural areas or 
through congested city traffic, between 
clients’ homes.

Family nurses also speak of finding their 
work emotionally draining. A full caseload 
comprises of 25 clients, most of whom 
have multiple, significant vulnerabilities, 
and many of whom are unwilling to engage 
with any other service. This means that the 
Family Nurse often feels a heavy weight 
of responsibility for her clients. Moreover, 
the need to develop the deep, trusting 
relationship between clients means that 
Family Nurses feel a strong obligation to 
be “fully switched on” for every visit.

As a result of the stressful, all-consuming 
nature of the job, some nurses highlighted 
the fact that while they do love working as 
Family Nurses, they believe that it is not 
sustainable long-term career for them, 
given the risk of burn-out and the toll it 
can take on their personal relationships 
outside of work. Others, however, spoke 
of trying to find ways to ensure that they 
were able to avoid burning out and to 
continue working as Family Nurses as long 
as possible.

4.7  Support for Family Nurses: 
The Education programme and 
Supervision

4.7.1  The Education Programme
All Family Nurses and FNP Supervisors 
receive 18 months of structured FNP 
training education and support provided 
by NHS Education for Scotland (NES), 
as well as additional training for FNP 
Supervisors. On top of this, NES provides 
Continuing Professional Development 
(CPD) for Family Nurses and FNP 
Supervisors, and within each heath board 
FNP teams carry out their own local 
training in conjunction with the training 
received from NES. Like FNP itself, the 
education programme provided to Family 
Nurses is adapted to suit the needs of 
new Family Nurses, depending on the 
backgrounds and experience they join 
the programme with. It seeks to foster 
the same nurturing, strengths-based, and 
affirmative values that FNP aims to foster 
among its clients. As one Family Nurse 
summarised: 

The training for FNP has been 
second-to-none: positive; 
evidence-based; and a safe, 
respectful environment.  
(Family Nurse)
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Family Nurses tended to express their 
appreciation for the level of training 
they receive when they joined FNP, and 
the continuous training they undertake 
once they have become Family Nurses. 
One Family Nurse spoke of feeling, 
before joining FNP, that she would never 
be capable of carrying out such a role 
because she did not feel that she would be 
able to develop the skills demonstrated by 
Family Nurses:

I never thought I’d get that FNP 
job, they’ve got so many skills. I 
thought I’d never get these skills 
– but the training I’ve had! And 
then continually developing your 
skills, you don’t get that  
as a health visitor!  
[Family Nurse]

However, Family Nurses spoke of the  
in-depth, rigorous training that they 
receive when they become Family Nurses, 
and which they continue to receive 
throughout their time working for FNP. 
One Family Nurse described the increased 
level of understanding she gained in how 
to deal with clients as compared with her 
previous health visiting role:

When I worked as a Health Visitor 
I would have said I tried to use a 
strengths-based approach with 
the families on my caseload. 
[But] I realised since becoming 
a Family Nurse I may have 
come across as the expert and 
provided lots of advice and 
information. 
(Family Nurse)

Family Nurses praised, not only the value 
of their content of their training in terms 
of learning the practicalities of how to 
deliver FNP, but also of the importance of 
learning the theoretical underpinnings of 
the programme, to understand why FNP 
is structured as it is, and how what they do 
works to change their clients’ lives.

4.7.2 Supervision model
On top of the rigorous training that Family 
Nurses receive, each Family Nurse also 
receives structured weekly one-hour 
individual supervision sessions from his 
or her FNP Supervisor, as well as regular 
observed visits to clients, and weekly team 
case discussion meetings led by the FNP 
Supervisor. This structure is seen as hugely 
valuable in helping Family Nurses to cope 
with complex, demanding caseloads 
and the emotionally draining nature of 
their work. Supervision is structured in 
such a way that the relationship between 
Supervisor and Family Nurse parallels 
that of Family Nurses and clients, with 
supervisors creating a nurturing, trusting 
and positive environment in which Family 
Nurses can feel valued and listened-to. 

Supervisors and Family Nurses see 
supervision as hugely important as a 
means of ensuring that Family Nurses 
are coping with their caseload, and 
that they have a space in which they 
feel comfortable raising any concerns, 
express any challenges that they are 
facing, and seek advice and support from 
their supervisors. As one FNP supervisor 
summed up the need for supervisions:

We all start out with a vision of 
FNP as a lovely soft service. But 
six months down the line, with 
a complex caseload, that view 
can sit uncomfortably. And that’s 
why we try to create an open, 
honest [and] transparent space to 
say ‘how does it feel?’ and ‘what 
would help? (FNP Supervisor)

Again, this was spoken of by Family Nurses 
as a valuable asset. As one Family Nurse 
explained: 

‘It’s the first time I’ve ever had 
structured supervision and have 
found this beneficial as there’s 
so much vulnerability on the 
caseload. (Family Nurse)
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4.8 Client Vulnerabilities

All clients within FNP Scotland (2,083)4 
were considered by Family Nurses in 
terms of the vulnerabilities that they 
presented with at the outset of the 
programme. They were provided with a 
checklist of 43 potential vulnerabilities 
for clients (Appendix 1). The list was not 
presented to the clients , vulnerabilities 
were rated by the Family Nurse based 
on their knowledge of the client and her 
partner. What follows is indicative of the 
vulnerabilities experienced by clients 
rather than a definitive figure.

4.8.1 Demographic Profile
At commencement in the programme, 
the majority of clients (89%) were aged 
16-19 years and 16% aged 16 or under. 
A small proportion of clients were aged 
20-24 years (10% - 139 clients) reflecting 
the recent adaptation to include clients 
aged 20-24 years. In 2016/17, 3.6% of all 
births in Scotland (1,917) were to mothers 
aged under 20 years old. The proportion of 
births to younger mothers in Scotland has 
continued a significant downward trend 
over the last 20 years.

4  All clients between March and April 2018 were 
included in the analysis.

Overall, almost a quarter of clients were 
in the pregnancy phase of FNP (23%), two 
in five were in the infancy stage (41%) and 
over a third were in toddlerhood (36%).5 
This profile of programme stage is very 
similar to that detailed in the 2017/18 
FNP Scotland Annual Report, with 24% of 
clients in pregnancy, 41% in infancy and 
36% in toddlerhood.

Recording of deprivation using the Scottish 
Index of multiple deprivation quintiles 
(SIMD) was requested, however SIMD 
data was missing for almost half of the 
current case load (43%). Where SIMD was 
recorded, 73% of clients were shown to live 
in the most deprived areas (SIMD 1 and 2). 

4.8.2 Vulnerability Profile
Overall, the average number of recorded 
vulnerability factors per client was nine, 
with Family Nurses rating very few clients 
as presenting with no vulnerabilities (36 
clients - 2%). The most prevalent perceived 
vulnerabilities for FNP clients at entry to 
FNP were; anxiety or other mental health 
issues (63%), experience of parental 
separation (63%), low income (60%) and 
not being in work, education or training 
(57%). 

5  All clients between March and April 2018 were 
included in the analysis.
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The following table (Table 2) shows the percentages of nurse-rated vulnerabilities in the 
FNP caseload:

Table 2: Percentage of Nurse-rated vulnerabilities in FNP caseload

Vulnerability Percentage of Clients

Anxiety or other mental health issue 63

Experience of self-harm 22

CAMHS (ever) 20

Experience of attempted suicide 10

High or low BMI 22

Any previous pregnancy 8

Substance misuse 8

Carer for dependent other 7

Alcohol misuse 7

Long-term health issues 7

Learning disability 5

Registered disabled 1

Involvement with social services 36

Family known to social services 31

Ever been a looked-after child 18

Ever been on Child Protection Register 16

Involvement with criminal justice system 6

Parental separation 63

Experience of poor parenting 33

Parental mental health issue 32

Experience of emotional abuse 25

Experience of bullying 22

Experience of emotional neglect 19

Experience of intimate partner violence 18

Client’s mother treated violently 17

Parental alcohol misuse 16

Experience of physical abuse 16

Parental substance misuse 14

Experience of physical neglect 14

Death of client’s mother/father/main attachment figure 10

Experience of sexual assault 9

Family member incarcerated 7

Experience of sexual abuse 6

Experience of childhood sexual exploitation 3

Low income 60
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Vulnerability Percentage of Clients

Not in work, education or training 57

Living in an area of deprivation 49

Social isolation/limited networks 36

Irregular/limited/no school attendance 31

Poor/unsuitable housing 28

Experience of homelessness 28

Low job stability 11

Entered FNP under age of 16 4

4.8.3 Socio-economic disadvantage 
Almost all clients (88%) were believed 
to have at least one socio-economic 
disadvantage upon entry to FNP. This 
disadvantage was evident across all age 
groups, including those over 20 years old 
on entry to the programme. Six in ten 
(60%) of all clients were rated as living on 
a low income and 11% were viewed as 
having low job stability such as zero hours 
or temporary contracts. 

The majority of clients (57%) were not in 
work, education or training at the time 
of enrollment. 16 and 17 year olds were 
the most likely of all groups to be not in 
education, work or training. This is the 
case for 67% of 16 and 17 year old clients, 
whereas 19 and 20 year olds are less likely 
to be not in education work or training at 
45%. 

A third of all clients had irregular, limited 
or no school attendance (31%). This 
varies substantially by age with over three 
quarters of 13-15 year olds having irregular, 
limited or no school attendance (76%) 
compared to a quarter of those aged 18-24 
years (22%). 

Over a quarter of clients (28%) were rated 
as having experienced homelessness 
and 28% were viewed as living in poor 
or unsuitable housing at the start of the 
programme. Of those that were living 
in poor or unsuitable housing almost 
half (47%) were also recorded as having 
experienced homelessness.

A slight majority of clients were parenting 
on their own (58%), while two in five were 
recorded as having had a partner at the 
start of the programme (42%). Over a third 
of clients (36%) were viewed as having 
limited social networks or as being social 
isolated. This was spread across the age 
ranges. However, for those that had 
ever been looked after or on the child 
protection register this was 56% and 53% 
respectively. 

4.8.4 Health Challenges
Family Nurses rated three quarters of 
clients as having health issues upon 
entry to the programme (75%) with 63% 
experiencing anxiety or other mental 
health issues. Physical health issues were 
reported at a much lower rate among this 
group compared to mental health issues. 

A small proportion of FNP clients were 
recorded as having had a long-term health 
issue (7%) or were registered disabled 
(1%). 5% of clients are thought to have a 
learning disability.

Within the FNP cohort, less than one in 
ten (8%) were rated as having substance 
misuse issues or alcohol misuse issues 
(7%) when they entered the programme in 
pregnancy. Clients rated as having a parent 
with substance misuse problems were 
more likely to use substances themselves 
(21%). 
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A significant proportion of clients 
were judged by their nurses (based 
on subjective judgement rather than a 
BMI measurement) to have been at an 
unhealthy weight (either over-weight/
obese or underweight) (22%). 

Within FNP, 63% of clients were thought to 
have anxiety or other mental health issues 
upon entry to the programme. Meanwhile, 
22% were thought to have self-harmed, 
10% to have attempted suicide, and 
20% had attended Child and Adolescent 
Mental Health Services (CAMHS). 

Almost one in ten (8%) of all clients have 
experienced a previous pregnancy, and 7% 
of clients were judged to have had caring 
responsibilities for dependent others.

4.8.5 Social Services
The proportion of FNP clients recorded 
as ever been looked after or on the child 
protection register is 22%. Similarly, a 
significant minority of FNP clients were 
rated as being from families with previous 
involvement with social services (36%) 
or from families that are known to social 
services (31%).

4.8.6 Criminal Justice
Overall, 6% of clients were rated as having 
been involved with the criminal justice 
system, this increased to 17% among those 
that have ever been looked after or on 
the child protection register. In terms of 
intergenerational effects, Family Nurses 
recorded that almost a quarter (22%) of 
clients who had experience of a family 
member being incarcerated had also 
had involvement with the criminal justice 
system themselves.

4.8.7 Adverse Childhood Experiences
Adverse Childhood experiences have 
been defined as intra–familial events 
or conditions causing chronic stress 
responses in the child’s immediate 
environment. These include notions of 
maltreatment and deviation from societal 
norms. Evidence shows that adversity and 
trauma in childhood can impact on a wide 
range of education, health, justice and 
social outcomes.6 

Of the top ten vulnerabilities identified 
by Family Nurses for clients at entry to 
FNP, only two are regarded as adverse 
childhood experiences. These are parental 
separation (63%) and parental mental 
health problems. 

6  https://www.scotphn.net/projects/adverse-child-
hood-experiences/introduction/

 

https://www.scotphn.net/projects/adverse-childhood-experiences/introduction/
https://www.scotphn.net/projects/adverse-childhood-experiences/introduction/
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Overall, 7% of FNP clients had experience 
of incarceration of a family member and 
10% were believed to have experienced 
the death of their mother, father or primary 
attachment figure. 

At least a fifth of clients are recorded as 
having experienced bullying, with clients 
aged 15 and 16 years old more likely to 
experience bullying (30%).

A quarter of FNP clients (25%) were 
recorded by Nurses as having experienced 
emotional abuse on entry to FNP. Exposure 
to emotional abuse in childhood decreases 
in prevalence among FNP clients with age 
on entry. Those entering the programme at 
a younger age (13-17 years) appear more 
likely (31%) than the older age groups 
(16%) to have experienced emotional 
abuse. This pattern is similar among clients 
who have experienced emotional neglect, 
with younger clients (23%) more likely to 
have experienced this than older clients 
(12%). Exposure to sexual abuse also 

decreases with age of entry with clients 
who entered the programme at a younger 
age being more likely to have experienced 
some form of sexual abuse (20% of 
those aged 13-17 years) than their older 
counterparts (12%). Finally, experience of 
physical abuse was recorded for 16% of 
clients. 

18% of clients were rated as having 
experienced intimate partner violence 
in their relationships. A similar figure 
was recorded (17%) for FNP clients 
experiencing their mother being treated 
violently. Family Nurses recorded higher 
levels of intimate partner violence in clients 
whose mothers were reported treated 
violently (33%). 

Whilst we need to bear in mind that these 
recorded vulnerability ratings are based 
on perceived vulnerabilities, the findings 
highlight the complexity of the challenges 
and substantial burden of challenge that 
young women entering FNP face.
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4.9 Deepened Client Story Examples 

To illustrate the deepened client stories two have been selected for sharing in this report. 
Whilst the families have consented to sharing their stories, care has been taken to protect 
identities by anonymising and changing specific details. 

Claire remained in education throughout 
her pregnancy and engaged well with the 
FNP programme. Part of the programme 
was delivered in school in partnership 
with her school. Her guidance teacher 
at school described Claire as “very hard 
working” “very polite” and “resilient”. 
Claire subsequently attended and 
completed college and by graduation 
from the FNP programme she was 
seeking work.

I also liked how my nurse was 
always on the phone to the 
school or nursery or even social 
work in the early days getting 
things sorted out for me. My 
nurse helped me to see what 
kind of support I had within my 
family, I love my family and they 
are important to me and my 
nurse respected how I felt about 
them and also helped me to seek 
support from other people.

The value of FNP for Claire and her baby
In the context of both prior social work 
involvement with Claire and her family 
and range of pre-existing vulnerabilities, 
the FNP programme is considered to 
have disrupted a cycle of neglectful, 
unsupportive caregiving. There was 
no requirement for social work child 
protection at any stage, and social work 
closed the case early. FNP is thought 
to have added value by supporting this 
young mother to develop her self-efficacy. 
Over the course of the programme, Claire 
completed school and college, applied 
for and managed her own housing 
tenancy. FNP is described as resulting in 
effective multi-agency working between 

She has flourished as an 
independent parent - is a 
“good mum” – with no ongoing 
requirement for social work 
support. 

4.9.1 Case study 1: Claire
Claire enrolled on FNP when she was 
aged 16 and still at school. She lived with 
her mum and her family had received 
intermittent social work input. Her mum 
had a long history of substance use and 
was on a harm reduction programme. 
Claire had experienced a number of 
Adverse Childhood Experiences. 

Claire was keen to engage with FNP 
and from the start she presented as 
resilient and determined to do her best 
despite her circumstances. She was not 
in a relationship with the baby’s father 
throughout the bulk of the programme 
but his family were very supportive of 
Claire throughout. She was loyal to her 
mother despite of her mother’s limited 
support for her. 

Throughout Claire’s childhood there 
had been concerns about her mother’s 
substance abuse and their poor housing 
conditions. Social work had highlighted 
the need for significant changes in 
Claire’s mother’s house for it to be fit for 
the her and her baby to live in. At social 
work meetings during the pregnancy 
phase of the programme her family 
expressed a very negative view of social 
work. Claire initially brought her child 
home to her mother’s house and some 
changes were made, but four months 
after her baby’s birth she sought and 
achieved her own tenancy to improve 
conditions for her child. Social work input 
ceased once Claire secured her own 
tenancy.
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She often phoned or texted her Family 
Nurse with any worries or anxieties 
regarding her or her baby’s health 
and wellbeing. Jodie re-engaged with 
education and completed her 4th year 
at school, securing a place at college to 
study childcare. 

The value of FNP for Jodie and her baby
In this case, the FNP programme can 
be seen as breaking intergenerational 
cycles of neglect and child maltreatment. 
Other family members, including Jodie’s 
mother, had experienced the removal 
of their children from their care. Social 
work had considered removing Jodie’s 
baby at birth due to concerns about her 
mental health. However, her baby was 
instead placed on the Child Protection 
Register and removed from this after 
a three month period. Jodie’s Social 
Worker spoke of the support from the 
Family Nurse as being crucial to the child 
protection plan: 

mother was very, very guarded 
when it comes to SW but works 
well with FN. 

Jodie’s CAMHS Nurse believed that 
by working with the Family Nurse to 
support her, they had enabled Jodie 
to consider a different parenting 
approach than her own experience and 
to provide a nurturing attachment. The 
nurse spoke positively of the family 
approach taken by the Family Nurse to 
promote bonding, parenting and their 
expectations of being a parent for Jodie. 
She described it as ‘..being on the same 
page’ and investing in the mother.

social work, her school, college and 
her child’s nursery. A very productive 
partnership between FNP and the 
school was highlighted, in particular 
the flexibility of school in enabling her 
to attend a part-time curriculum and 
her Family Nurse to deliver some of the 
programme in her school.

4.9.2 Case Study 2: Jodie
Jodie enrolled in the programme aged 
15, when she was 12 weeks pregnant. 
She had previously experienced a 
range of adverse experiences including 
physical abuse, sexual abuse, unstable 
housing and a period of homelessness. 
Jodie was attending Child and 
Adolescent Mental Health Services 
(CAMHS) to deal with  
self-harm and emotional difficulties. 

Jodie lived with her partner’s family 
and was thought to have made good 
preparations for her baby, helped by 
her partner’s mum. Her father provided 
financial support. 

Jodie engaged well during her 
pregnancy with FNP, CAMHS and her 
midwife forming a good therapeutic 
and trusting relationship with her Family 
Nurse. At birth, Jodie’s baby was placed 
on the Child Protection Register but was 
removed after three months because 
of the positive nature of relationship 
between Jodie and her baby. Social 
Work planned to remain involved on a 
voluntary basis. Although painful, Jodie 
broke off her relationship with her own 
mother because of her concerns of risks 
of harm from her mother’s alcoholism to 
her baby. 

Jodie is reported as having made 
good progress during her engagement 
with the programme. In particular by 
managing the stressors that affected her 
mood and by learning how to meet all of 
her baby’s physical and emotional needs. 
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5.  Conclusion

As this report highlights, Family Nurses, 
FNP clients, client family members and 
other professionals see value in the work of 
FNP in a range of domains.

The key points emerging from the Scottish 
Revaluation are:

•  Family Nurses and FNP clients see 
positive outcomes as deriving from the 
specially-designed structure of FNP 
which is based on the development 
of a close, trusting relationship 
between clients and Family Nurses, 
and a holistic, agenda-matched and 
strengths-based approach. Together, 
these features of the programme are 
seen as central to Family Nurses’ aim 
of fostering meaningful, long-lasting 
improvements in young women’s lives, 
and in the lives of their children.

•  FNP clients, Family Nurses and other 
stakeholders see FNP as valuable for 
the way in which Family Nurses are 
able to help clients reflect on aspects 
of their lives that may be negatively 
affecting them, supporting them to 
make decisions and take actions that 
will improve their situations. This 
includes, but is not limited to: client’s 
mental and physical health; safety; 
self-efficacy and confidence; social and 
intimate relationships; and housing, 
education and employment.

•  FNP clients, Family Nurses and other 
stakeholders see FNP as valuable for 
the role they see it playing in helping 
to ensure that potentially vulnerable 
babies are not exposed to harmful 
situations, and encouraging positive 
child development through  
well-informed, sensitive and positive 
care giving.

•  Client enrolment in FNP is seen 
as valuable by a range of other 
professionals who work with young 
mothers. Family Nurses are viewed 
as important facilitators and enablers 
of positive relationships between 
clients and other services, and as 
having a role in reducing stress in 
these relationships. Family Nurses are 
also credited by some professionals 
with reducing the workloads of other 
services.

•  An effort was made to link perceived 
value of FNP with hypothetical cost 
savings through beliefs about the 
costs saved as a result of the FNP 
programme averting greater  
service-use among clients. FNP is 
perceived to reduce costs, but it is 
not possible to establish or monetise 
savings from this data. 

•  The exploratory work conducted on 
profiling client vulnerabilities by Family 
Nurses has provided an illustration of 
the complex and at times extensive 
vulnerabilities that are experienced 
by clients entering FNP. It is intended 
that this will be used to inform the 
development of a validated tool to be 
used uniformly across FNP in Scotland 
which will provide high-quality, 
accurate data on client vulnerabilities 
and potentially resilience factors.

•  Revaluation enables us to better 
understand whether an action or policy 
is acceptable, feasible and valued by 
those affected. Whilst it cannot prove 
a causal relationship between FNP and 
outcomes, the value attributed to FNP 
is consistent with the learning, action 
and programme outcomes identified in 
the FNP logic model.
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7.1 Appendix 1 – Nano Story Collection Template

Nano The Client (Mother) Personal Trajectory (where you are at, where 
you’ve come from, are going); Experience of 
FNP; FNP vs comparable experiences; Best 
thing about your experience with FNP, and 
how it happened

Who is telling the 
story?

• Client – 
• Family Nurse

Who else is in the 
story? 

• Baby
• Partner
• Extended Maternal Family
• Extended Paternal Family

Background
Personal Trajectory 
(where you are at, 
where you’ve come 
from, are going)
Client’s voice

What is your 
experience of FNP?

How would you do 
things differently 
from how you were 
parented?

What are your hopes 
and dreams?
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FNP vs. other 
ways of working 
– compare and 
contrast from your 
perspective 

Achievements from 
FNP to date

Personal ‘best 
thing’ from FNP to 
date, and how it 
happened 

How would you 
describe the value of 
FNP from your point 
of view?

Ways Forward – 
what do you plan? 
Expect? Hope for? 

What lessons stand 
out for you so far?

Anything else? 
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7.2 Appendix 2 – Vulnerabilities Profiling Tool

FNP Scotland - Vulnerabilities profiling tool (Final v2 26/03/18) 

Postcode SIMD Area Age at enrolment Stage of Programme

Please use this checklist to profile your client, and their partner.
Tick as many boxes as apply, even if there is overlap between them.
Profile your client as they were at the time they enrolled on the programme i.e. at the 
point you started working together (it may be you need to draw on things you only found 
out once you had started working together, in order to provide this picture).
Where you don’t know, just leave blanks.
Did your client have a partner at the time they joined the programme: Yes  No  D/K  

Personal Health – Client; Partner Client Partner
Anxiety or other Mental Health issues

Registered disabled

Learning disability

Long term health issues (e.g. diabetes, crohn’s)

Alcohol misuse

Substance misuse

High or low BMI

Contact with Services – Client; Partner Client Partner

LAC (ever)

CAMHS (ever)

On Child Protection Register (ever)

Involvement with Social Services

Involvement with Criminal Justice System

Irregular/ limited/ no school attendance

Client’s Life Course Client -

Entered FNP under 16 years of age

Any previous pregnancy 

Experience of Childhood Sexual Exploitation

Experience of sexual assault

Experience of sexual abuse

Experience of physical abuse (other)

Experience of emotional abuse

Experience of physical neglect

Experience of emotional neglect

Experience of poor parenting (other, self reported, non 
specific)

Client ID:
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Experience of self harm

Experience of attempted suicide

Experience of Intimate Partner Violence

Experience of bullying

Carer for dependant other(s)

Social isolation / limited networks

Not in work, education or training
Low income

Low job stability (e.g. zero hours/temp contract)
Poor/ unsuitable housing
Experience of homelessness
Living in area of deprivation
Client’s parents’ circumstances Client -
Parental separation
Death of client’s mother/ father/ main attachment
Parental substance misuse
Parental alcohol misuse
Parental Mental Health issues
Client’s mother treated violently
Family member incarcerated
Family known to Social Services
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