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Foreword 
Never has there been so much interest and national conversation about the importance of the health visiting service. At 

the time of writing the UK is just coming out of an international pandemic which has affected families across the country 

and there is concern about the long term impact on our youngest children, especially those babies born during this 

period. 

 

In Blackpool, health visiting has always been identified as an important service and even more so as the Blackpool Better 

Start Partnership committed to investing in services for children from conception to four, focussing on those critical 

years from 0-2. At the beginning of the Blackpool Better Start journey the Health Visiting service was identified as the 

key universal service, along with Midwifery that would make the behaviour change necessary in parents to change the 

long term outcomes for children. 

 

I have been asked many times if we undertook this review because Health Visiting in Blackpool was not up to standard 

and my response has always been the same. We did it because we knew we had a good Health Visiting service with 

practitioners who were not only highly regarded professionals but who were committed to providing the best service 

possible for Blackpool families and mature and confident enough in their practice to delve deep into every aspect of it 

and consider what they could do differently or to enhance what was already being done. This review is a thank you to all 

those commited professionals and their managers who, despite an all-consuming day job, committed their time and 

energy to reviewing their practice and being open to training in a new range of assessments and interventions as well as 

different ways of engaging. Blackpool has always had good reason to be proud of its Health Visiting service and even 

more so now. I would also like to thank Blackpool Teaching Hospitals NHS Foundation Trust and the Local Authority 

Public Health team, the provider and commissioner of the service for their support and flexibility over the four and a 

half years of the review. A special mention has to be given to Blackpool Teaching Hospitals NHS Foundation Trust who, 

at the beginning of the pandemic, made the decision not to redeploy any Health Visitors but to ensure that families still 

received as much of the Health Visiting experience as possible during this challenging time and in fact over the period 

contacts increased and outstripped the national average pre-pandemic. Thanks also has to be given to the Institute of 

Health Visiting for their support throughout. This report is dedicated to all of the Health Visiting team for their openness 

and willingness to undertake this review but especially to Mary Cornall who, as one of the Team Leaders, supported, 

cajoled and encouraged everyone throughout the process to get it right but sadly died before the full implementation 

was embedded. 

 

At a time when the role of Health Visiting has been scrutinised and there is a greater focus on the early years it is hoped 

this report will provide a greater understanding of the role of the Health Visitors in the lives of families and their 

importance in supporting those families as the country recovers from what has been a traumatic experience. 

 

Merle 

Merle Davies 

Director, Centre for Early Child Development                  June 2021  
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Background 
In April 2015 the Blackpool Better Start (BBS) Partnership1 was awarded £45 million after a successful 3 year bidding 

process to the Big Lottery, ‘Fulfilling Lives - a Better Start’ funding. A Better Start (ABS) is a 10 year, £215 million 

programme designed to promote positive early development for children aged 0-3 years, specifically around three 

domains, social and emotional development, speech and language, and diet and nutrition, through a ‘test and learn’ 

approach at 5 sites across England: Blackpool, Bradford, Lambeth, Nottingham and Southend2. 

 

One of the cornerstones of the BBS approach was to promote behaviour change at a population level  in order to 

improve outcomes for children. It was recognised that it would require a universal service that worked with the majority 

of new and expecting parents to make the changes required. The Health Visiting (HV) service/team, made up of Health 

Visitors (HVs), Staff nurses and  Nursery nurses, met this criteria as it was universally available and acceptable by 

families. Also, Blackpool was fortunate to have a forward thinking and well regarded HV service, delivered through 

Blackpool Teaching Hospital NHS Foundation Trust (BTH), a key BBS partner. 

 

In 2015 the announcement was made by the Government that the commissioning responsibiites for HV would be 

transferred from National Health Service England to Public Health England (PHE). Therefore, local commissioning 

arrangements for HV would sit with Public Health (PH) in the Local Authority (LA) with the proviso that no changes to 

the commission could be made until April 2018. 

 

In late 2015 PH budgets across the country were cut ‘in year’ by central government, requiring immediate cuts to local 

service budgets. In Blackpool this would mean a five hundred thousand pound ‘in year’ cut to the HV budget, which 

could only be met by enforced redundancies. Due to the importance of this service in meeting the BBS long term 

development aims, combined with the impact it would have on families, this was a major blow. The BBS partnership 

approached the Big Lottery with the proposal that if three hundred and seventy thousand pounds of BBS funding could 

be used, along with an input of one hundred and thirty thousand pounds from the LA to make up the deficit and 

therefore retain staff, a full commissioning review would be undertaken to determine what was required of a Blackpool 

HV service and identify any gaps or duplication in provision. This review would involve service users and HVs and be 

overseen by the BBS Partnership Executive Board, who requested that the review not be curtailed by the funding 

available but to identify a model that would provide the support required for families in the town. The Executive Board 

was clear that if the review identified a service that cost more than the HV budget they would work towards finding the 

additional funding, if not straight away, then with a plan to fully fund the enhanced service over a period of time. 

 

A decision was made by the BBS Executive Board to offer a one-off payment of £500,000 to cover the deficit with the 

condition that a comprehensive commissioning review would take place led by the Centre for Early Child Development 

(CECD). 

 

  

                                                           
1
 The Partnership is made up of the LA, Clinical Commissioning Group (CCG), BTH, Lancashire Constabulary, the Community, and National Society 

for the Prevention of Cruelty of Children (NSPCC) as the lead organisation. 
2
 The National Lottery Community Fund (TNLCF) (2020). ‘A Better Start’. 

https://www.tnlcommunityfund.org.uk/funding/strategic-investments/a-better-start#section-3 

https://www.tnlcommunityfund.org.uk/funding/strategic-investments/a-better-start%23section-3
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Governance 
The governance of the review sat with the BBS Executive Board with day to day oversight provided by the Director of 

the CECD. Reporting into this Board was the Chair of the BBS Workforce Development Group who was responsible, with 

the members of this group, for embedding workforce changes across the BBS partnership. A Mobilisation group was set 

up to identify ways of embedding the new approaches and any barriers to this, finding ways to resolve them as well as 

identifying strategic blocks they encountered. Any concerns or blocks that could not be resolved were escalated to the 

Workforce Development Group along with progress reports. Regular monthly meeting were also held with the Director 

of CECD to report on progress. 

 

BBS Executive Board 

Chaired by Chief Executive Officer of NSPCC 
Includes Chief Executives and Directors of strategic organisations 

(oversight of the processes and to sign off of decisions) 
 

  

 

Workforce Development Group 

Chaired by the LA Head of Resources on behalf of the LA and BTH 
Includes Directors and Human Resources Leads within BTH, LA and CECD 

(embedding workforce changes) 
 

  

 

Mobilisation Group 

Chaired by the LA PH Commissioner 
Includes Development Support Officers, Team Leaders from HV, FNP, Midwifery, NSPCC and CECD 

(embedding the new approaches and identifying & resolving barriers & blocks to implementation) 
 

 

Underpinning these were monthly progress meetings with the Director CECD and; 

 Development Support Officers (DSOs) 

 DSOs and HV Team Leader 

 DSOs and PH Commissioner 
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The Health Visiting Model 
In England the HV service model offers four levels of support; Community, Universal, Universal Plus (UP) and Universal 

Partnership Plus (UPP). Blackpool HVs were delivering all levels of support, with  some families on UPP received up to 30 

additional visits on top of the 8 that were part of the Enhanced Health Visiting Services (EHVS) offer and some families 

had another 33 additional safeguarding visits. In addition, the Family Nurse Partnership (FNP) team offered additional 

UP/UPP provision to first-time mothers and partners who were aged 19 years old or under, including those who had 

previously had a neonatal death or child removed at birth, with voluntary enrolment up until late pregnancy. Those 

under 16 and those currently or previously within the care system were given priority. 

 

Caseload weighting tools were used to determine caseload sizes, which were smaller than the national average due to 

the level of need amongst some families, which resulted in the higher than average number of additional contacts. A 

condition of the central government funding was that five health reviews were nationally mandated, “PHE 4,5,6 Model” 

(Appendix 1), Blackpool delivered these as well as the additional UP and UPP visits. Although coverage data of mandated 

visits was collected, no data was collected on how many visits were being undertaken outside these five visits. 

 

The Review Process 

The HV review drove a transformational redesign of the Service to meet the specific needs of Blackpool families. It was 

important for commissioners to understand the differing levels of the HV offer, including how families moved between 

levels, to ensure they received the most appropriate service based on need. There was also a need to understand 

current provision as well as to map future requirements. 

 

Due to the high levels of multiple vulnerabilities, safeguarding was a crucial aspect of HV work. This new approach 

aimed to identify children with additional needs earlier and to ensure that universal services had the skills and training 

to enable support to be offered at the earliest opportunity to prevent escalation to specialist support services. 

 

Intially there was concern regarding the review by the provider organisation BTH.  Stakeholders spoke favourably about 

the existing HV service but there was no objective evidence about effectiveness or child outcomes. Data collection 

systems recorded only the Key Performance Indicators (KPIs) within the national model and the percentage of eligible 

children seen at the five mandated visits. No qualitative data about ‘in-visit’ activity was available as the recording 

system had not been designed to collect it. Neither commissioner, nor provider fully understood if the service was 

succeeding in improving outcomes for children by delivery of the Healthy Child Programme (HCP). 

 

There was also limited knowledge of the key components or activities specific to HV practice that could improve or 

contribute to child and family outcomes. Advice was sought from other PH departments and professional bodies, such 

as the Insitute of Health Visitors (iHV) however, there appeared to be a limited understanding of what impacted on 

outcomes nationally. 

 

Due to this lack of information nationally, no formal model available and the reluctance of BTH to provide either 

practitioner numbers or skill mix to inform the review, it was difficult to estimate the level of work taking place and to 

assess what was required beyond the universal service. To help inform this, the finance lead in PH worked with the iHV 

on a formula, using the number of contacts recorded by practitioners as being undertaken on the BTH information 

system, to enable costing of the new contract. 

 

Transformation Process 

The process of transformation began in 2016 with a stakeholder analysis to ascertain the views of parents, staff and 

partner agencies. Key factors were identified that affected children and families in Blackpool including school readiness, 

speech and language issues, social and emotional development and diet and nutrition. The CECD research team 

consulted parents who reported they felt HVs’ visits had become like a ‘tick-list’  based on the practitioner’s agenda not 
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the parents. It was suggested that the number of visits, reflected in the existing KPIs of visit coverage, took priority over 

the quality of the visit.  All parties identified a need to return to providing support for parents and influencing behaviour 

change to improve child outcomes as the underlying focus for the visit. 

 

Research was undertaken into a variety of universal HV service models before narrowing the choice down to three, 

these included the “PHE 4,5,6 Model” (Appendix 1), a bespoke 8 visit model and an 8+ visit model, based on the Scottish 

system.  Central to the review was reaching agreement on expected “Outcomes and Outputs” (Appendix 2) with 

stakeholders, a challenging task as this involved taking account of the requirements of the BBS Executive Board, the HV 

team and service users. A number of stakeholder workshops were held to consider the three options, taking into 

account not only the requirements of each individual contact but also how the eight contacts together contributed to 

the service as a whole. 

 

Consensus was reached to adopt an 8 contact Universal model, “The Blackpool Enhanced Health Visiting Model” 

(Appendix 3). Reducing the gaps between the nationally mandated visits provided the opportunity to address local 

issues by intervening earlier, building stronger therapeutic relationships with families and allowing for individual 

behaviour change in parents. 

 

Once the new model was agreed by the BBS Executive Board in April 2017, the CECD seconded two HVs from BTH as 

DSOs to work with the HV team on the implementation process. The CECD also commissioned ‘ReNew’, two nationally 

recognised PH consultants with extensive experience of HV and FNP, to lead a twelve month transformational service 

redesign. 

 

Extensive research and consultation was undertaken across the UK by Blackpool HV team leaders and PH commissioners 

to consider every aspect of HV practice, particularly around increased contact models, such as those delivered in 

Scotland, Wales and Northern Ireland. Advice was sought and evidence collected from many national bodies concerned 

with HV service delivery and the HCP including PHE, the iHV, the Local Government Association and the Early 

Intervention Foundation. Local PH data was also examined to gain further understanding of the particular needs of 

Blackpool families. The resulting programme incorporated local and national knowledge and the latest evidence-based 

interventions and screening. 

 

To avoid the perception of bias by the commissioners, PH and CECD, ReNew led the practitioner workshops. The 

opinions of the HV team were sought on all elements of the redesign and consideration as to which aspects of the 

existing service to include in the new commission. The use of the external consultants in leading these workshops was 

aimed at reducing anxiety within the workforce and ensuring that the HVs understood this was a genuine attempt to 

build on their good practice to achieve a bespoke service for Blackpool parents, as initially the HVs had been reluctant to 

take part. Later on in the process it became apparent that some of these concerns were based on their anxiety that all 

or part of their role would be replaced by other workforces when the new contract came into place. 

 

Parenting and ante-natal programmes 

Activities at the ‘Community’ level of HV were particularly controversial, namely parenting and ante-natal group 

sessions. In response to need,  practitioners had developed a parenting programme that was popular with families and 

which they were proud of. However, it had no evidence base and was an amalgamation of different parts of a variety of 

programmes. Knowing it was controversial the CECD commissioned an academic in the field to evaluate the content and 

evidence base of the in-house programme. The feedback was that not only did the mix of different programmes not 

support each other but that they were probably in breach of copyright, therefore the programme had to be 

discontinued which was not a popular decision. 

 

CECD had been piloting the NSPCC targeted programme, Baby Steps, as the universal ante-natal programme in the ABS 

wards, which had shown a take up of people accessing the programme. Prior to this ante-natal sessions had been 
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undertaken by a handful of HVs on a relatively small scale, resulting in difficulty covering sessions and an unequal 

service offered to parents. After discussions with BTH a decision was made to scale Baby Steps up across the town, 

which would include HVs, Midwives and NSPCC Family Support Workers in team delivery of this 10 week course. This 

required a great deal of negotiation around staffing models, delivery and supervision as well as a process to ensure 

fidelity to the model. It would also require midwives to recruit the parents. For sustainability an in-house training model 

had to be identified. 

 

As some HVs had not recently facilitated ante-natal or other group sessions, anxiety levels amongst them were high 

with regard to the expectations being placed on them to deliver the new programme. Initially some HVs felt their role 

was being eroded, as discussions had taken place around some parenting support being undertaken by volunteers and 

peer - supporters to enable the HVs to do more of the work that they were uniquely trained to do. To overcome their 

anxiety, joint training sessions and workshops were undertaken alongside the Familiy Engagement Workers (FEW) to 

help forge relationships. 

 

As part of the new HV commission Baby Steps was included, along with its own set of KPIs relating to delivery. Child 

Health Clinics and Baby Steps were the only programmes included in the revised Community offer, representing 

considerable HV workload and staffing requirements. Cascade in-house training in Baby Steps was developed by the 

implementation team to ensure new-starters received timely training, enabling delivery targets to be maintained.  

NSPCC experts in the Baby Steps programme and FEWs joined with HV volunteers to facilitate whole service training. 

 

Universal Contacts  

Of the eight Universal contacts in the enhanced Blackpool HV model, each was expected to be an intervention in its own 

right whilst also being part of a complementary suite of interventions that would cover the period from 0-3 years. It 

became clear that rather than simply adding new contacts  each contact would need to be revised to assess its efficacy. 

It was also recognised that the nationally mandated 5 visit HCP already had a framework for assessing and promoting 

child health, development and early intervention which were intended to accumulate with the growth of the child and 

the parent-practitioner relationship. Therefore the task was to bring the whole programme together to achieve this aim. 

 

The engagement of the HV team and their involvement in the co-production was important in every aspect of the 

review to enable them to take ownership of the model. Every effort was made to allow all members of the team to 

attend training and workshops and commissioners and HV team leaders worked together to relax commissioning targets 

and reduce pressures on the service. The expertise of practitioners was invaluable as they held vast knowledge and 

insight into the problems and difficulties facing families and communities.  It was also recognised that some children 

would need greater levels of support and therefore the model was based on ‘progressive universalism’. 

 

The HV team coined the phrase, “To enable parents/caregivers to positively promote their child’s health and 

development so that they are happy, healthy and ready to learn when they transfer to school” to underpin the 

transformation journey. 

 

Logic Models 

Logic Models were compiled to distil down an understanding of the service and its purpose to the basic elements, 

including inputs such as time and resources, and outputs such as assessments and referrals. These activities took place 

over several weeks and involved whole service workshops supported by the CECD Research and Evaluation team to 

provide guidance on defining mechanisms of change and methods for measuring service outputs and child outcomes. 

 

A whole service logic model was developed to illustrate the relationship between each component of practice. 

Individual Logic models, followed for each of the eight universal visits, an example of which can be found at Appendix 4, 

showing the cumulative effects of  activity over time and the contribution to outcomes for the child and family. HVs 
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stated that using the logic model process for the first time felt revolutionary, providing them with the means to fully 

understand and articulate the unique components and vision of their own service.  

 

The development process clarified the concept of the service as a business requiring a fixed model, several of the HV 

team struggled with this they thought this might erode their  professional autonomy and ability to respond to individual 

family needs. The idea of fitting their work into a structured model required all team members participating in 

discussions and exploring the concept further. By the end of the process most HVs acknowledged the usefulness and 

imperative of using the logic model language and framework to enable the service to articulate the service to others, 

particularly commissioners and parents. Staff identified themselves as leaders and ran task and finish groups creating a 

logic model for each contact. Other staff volunteered to support the task and finish groups around subject areas, such as 

breastfeeding and mental health. 
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Implementation  

Leadership to Drive Implementation  

The review and implementation of the EHVS was overseen by the Director of the CECD who jointly line managed the PH 

commissioner, seconded into the CECD to undertake the review, with the Director of PH who had statutory reponsiblity 

for the service. Throughout the development phase in 2017 and implementation phase from 2018 onwards, major 

changes were introduced to a service that continued to deliver at full capacity. A Transformation Team (TT) was formed, 

made up of HV managers and the two HVs seconded to the CECD as DSOs, who maintained regular contact with the HVs 

and the commissioners, i.e. CECD and PH, and were part of the Mobilisation Group (MG). In addition, a member of the 

TT attended every HV Hub meeting to listen to and incorporate practitioner views into the review as well as talk about 

the next stages of the transformation.   

 

Each member of the TT had responsibility for leading change in different areas of the work and these were reported 

back to the MG where progress was monitored and risks discussed. In addition, the Director of the CECD held regular 

progress meetings with all parties to ensure the implementation was on track. 

 

In the original project plan, practice changes were intended to take place consecutively but in reality this was not 

practical. For some elements of the model progress was far from linear, with development and implementation 

happening simultaneously. During January and February 2018 small scale testing took place of all HV contacts, to assess 

acceptability and areas for adaptation. At the same time BTH had a remit to implement Neighbourhood Working, which 

necessitated moving HVs into the new teams and bases. The change was delayed in response to a request from the TT 

who explained that the workforce were already under pressure. 

 

Initially it was intended that the enhanced model would go ‘live’ on 1st April 2018, at the start of the new PH contract. 

However, the scale of the transformation was far greater than had originally been expected and it became clear that it 

would take another two to three years to phase in all components of the new model. The HVs were keen to begin 

delivery of the new 8 contacts model that had been agreed, and this still went ‘live’ on the 1st April 2018 as originally 

planned. Children born after that date would be the first to benefit from the enhanced model, with those older children, 

already on the HVs’ caseload, receiving additional contacts according to their age. The scale of change was 

unprecedented and placed stress on the workforce as almost every aspect of their practice was reviewed and revised. In 

anticipating the effects of implementation and the significant alterations in data reporting on the Service’s ability to 

meet their KPIs, a decision was made by the CECD and PH  to revise the KPIs during the transition phase. 

 

Between May and June 2018 the delayed reconfiguration into Neighbourhood working by BTH took place, causing an 

additional layer of anxiety within the HV service. A HV Team Leader, who had been key in successfully driving the 

transformation, was moved into another role. The post was backfilled competently however, some ground and 

momentum was lost as a result. 

 

An official launch was held in June 2018 at the Blackpool Winter Gardens with practitioners from across the town 

invited. The majority of the HV team were in attendance along with local and national speakers, including the  iHV. HVs 

provided information about the enhanced service and discussed the changes with attendees. 

 

Implementation Process 

As a first step in the logic model the HV team considered the correct ‘inputs’ and resources needed. Staff numbers and 

skill mix were considered by the TT to ensure that revised visit content was matched appropriately with HV skills, 

competencies and training. Previously history and custom had dictated which visits and activities were undertaken by 

which team members, often with different criteria used across localities, and even by practitioner. Meetings were held 

enabling all parties to reach agreement about the competencies required for every aspect of the service, including the 

Universal home visit schedule, Baby Steps and Child Health Clinics. 



Date of report: June 2021 Page 11 of 35 
 

 
 

 

A web-based search and social media call for evidence via professional networks revealed very few existing competency 

frameworks, with most HV services relying on the HCP materials produced by PHE. Information contained in Scottish 

and Welsh HV models and in the Community Practitioner and Health Visiting Association (CPHVA) documents was 

helpful but could not be used directly due to fundamental differences between the models. After much research, 

service competency framework documents were written to add to a suite of governance documents including the HV 

Practice Handbook and the new-staff induction pack. 

 

Once fully operational the introduction of improved content and practice caused the provider, BTH,  concern due to the 

substantial increase in time for the workforce to undertake and deliver cascade training, skills practice, accreditation 

and supervision. It posed a potential risk to HVs being able to achieve their KPI targets. The supervision element alone 

was challenging as fidelity to the Baby Steps programme, Behavioural Activation (BA) and the HV model each required 

their own supervision process. Improving the quality of the service via supervision and training was welcome however, 

the time required for the different elements was a factor that needed to be considered. Impact assessment papers were 

written and consideration given to the changes required before agreement was reached. 

 

In addition to additional visits, it had been suggested the HV model should include a desk-top review of the Child’s 

records at 6-7 months of age. This was in line with the HCP aim of promoting early intervention and to ensure any 

remedial action be taken before development was impaired. The HVs agreed with the principle of reviewing individual 

records to determine the child’s progess along with following up agreed actions and considering if any additional 

support was required. However, the HVs questioned whether 6-7 months was the optimum time for this review as it 

was close to the five family visits which were delivered in quick succession (ante-natal, 10-14 days, 3-5 weeks, 6-8 weeks 

and 3-4 months). A paper was submitted to the BBS Executive Board offering an alternative review at 18 months with 

the rationale that there was more potential for early intervention due to major developmental milestones, e.g. speech 

and language, gross motor movement, naturally emerging around that time. The Board agreed with the change and 

following further work, including exploring and developing content and considering the data recording system used by 

the HVs, new templates were written to enable the HVs to capture this contact. 

 

Preparation to begin the new child developmental assessments involved whole workforce training and an inventory of 

existing resources, such as toys and books. To ensure the HVs has the resources they required to deliver the new service 

BBS funded new WellComm3 packs for speech language and communication, which were distributed to every 

practitioner prior to the roll-out of the assessment as well as new resources to facilitate other assessments. In addition a 

new ‘Practice Handbook’ was designed along with agenda-matching tools to aid discussions with parents.  Using a local 

artist, these new agenda-matching tools were professionally designed and were sized to fit as a ‘keepsake’ in the child’s 

‘Red Book’.  Examples of these can be found at Appendix 5. 

 

Due to the increased number of visits, the volume of data to be inputted and HVs working remotely a request had been 

made to provide the HV team with laptops. At the time HVs had to drive back to their office base and wait until an office 

computer became available to write up their notes at the end of each day. Funding was not available through BTH or 

the CCG in time for the new service being implemented in April 2018. However, in 2019 the CCG introduced phased 

funding for commmunty services but HVs were not classed as a priority in the early phases. A business case was 

submitted to the BBS Partnership to match fund, with BTH, £50,000 in order to expediate the provision of equipment. 

The use of laptops enabled efficiencies of time and  travel, as well as providing a method to share online resources with 

parents in the family home. The decision to invest in laptops paid dividends during the enforced lockdown of the Covid 

pandemic as they became vital for business continuity. 
 

Tracy, HV - “I’ve found the 3 intensive visits, which we call the Early infancy visits to be invaluable in getting to know the 

family, including giving you the opportunity to complete the newborn behavioural observation. Parents always welcome 

these visits too.” 

                                                           
3
 https://www.gl-assessment.co.uk/assessments/products/wellcomm 
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Reviewing the evidence base of all clinical assessments 

The LA Early Years teams were asked to review the assessments to ensure they were appropriate for the age groups 

they were being used for, in the knowledge that some assessments and screening tools were a mandated element of 

the HCP. The CECD Research and Evaluation team undertook an evidence review of all existing and potential 

assessments pertaining to the HCP, presenting options papers and leading HV team discussions about best evidence. 

The most controversial assessment was the Speech and Language Ages and Stages Questionnaire (ASQ) as across 

services there was dissatisfaction with the measure and it was believed that other assessement tools would identify 

concerns earlier. The CECD did further research and it was decided to introduce the WellComm assessment as it showed 

better outcomes in identifying developmental delay earlier. However, as the ASQ was a mandated assessment it meant 

that  HVs would need to undertake both assessments, which some HVs thought would not be viable. A few HVs agreed 

to take part in a pilot, using both assessments which showed that the WellComm assessement was a more robust tool 

for early identification and that it would be possible to do both together. The adoption of the WellComm assessment in 

conjunction with the use of improved pathways into support, methods and assessment tools with clearer guidance on 

referral, prevented the requirement for follow up visits from HVs, thus increasing capacity in the service. Practitioners 

themselves reported the improvements in an interim staff survey of programme implementation held in January 2019. 

 

Early Help Assessment 

The Early Help Assessment (EHA) is a nationally recognised assessment and planning tool to facilitate coordinated multi-

agency support for children. It enables professionals to identify the emerging needs of children and young people at risk 

of poor outcomes to enable a joined up approach across professionals to prevent the need for escalation to higher end 

services. The advantages of the HVs using the EHA as the universal assessment tool were as follows: 

 The most current assessment of the child was always available on the HV data recording sytem EMIS 

 As a universal service, HVs were be able to add information into the assessment over a number of contacts leading to 

a full picture of the child and family 

 The assessment was consistent with partner agencies - all using the same document 

 If required, the assessment was easily printed or electronically sent to another agency to make a referral enabling 

HVs to request extra services for the child without additional paperwork, as  

 The action plan within showed what action the service had taken to support the family to date. 

 

Contacts with families had previously been recorded on the HV universal family assessment however, as part of the 

review it was proposed that the EHA would replace this when the new commission started in April 2018. The rationale 

being that the HVs was the best placed person to hold and lead a multi agency plan for pre school age children as they 

had contact with all children and in most cases would be the key professional involved with the child. The EHA 

document would be attached to the HV record and at each subsequent contact would be edited to reflect what 

occurred and saved as a new version attached to the EMIS system. This new method of record-keeping was trialled for 

one month during which time staff reported several concerns, including: 

 As the EMIS system was not a shared data record, a record existed for each individual client (rather than the whole 

family). In practice, this meant an individual assessment document was required for each parent and child seen at 

the visit, an example was given where one HVs during a visit had seen and assessed five children under 5 years old in 

the same family; 

 Completing the documents substantially impacted on time-management, resulting in fewer visits being undertaken, 

leading potentially to the service failing to meet commissioner’s KPIs for visit coverage; and 

 If multiple assessments were attached, a continuous document was not displayed, raising concerns around: 

 Safeguarding and health chronology being correct; and 

 Accountability, attributing notes to correct practitioner, time, date, identity. 

 

Concerns were also raised that the changes could potentially be implicated in a Serious Case Review.  For example, 

records examined in court would show multiple versions which may have contradicted each other, leading to inaccurate 
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records, for which HVs hold personal responsibility and could be at risk of litigation. The HVs believed the practice was 

not compliant with the record-keeping standards of their governing body the Nursing and Midwifery Council (NMC). 

There was also concern this would breach the record-keeping policies of their employer, BTH with regard to viewing 

records in chronological order4.   

 

Further considerations were: 

 Assessments were already undertaken of children on levels 3 and 4 of the Lancashire Safeguarding Board Continuum 

of Need (LSBCN) which would  supersede the HV assessment; 

 The categories on the EHA were not necessarily relevant or consistent with record-keeping of HV interventions; 

 The entire HV record would not be relevant should the need for referral arise, such as information about the mode 

of delivery. Thus the record would require editing to create a new version, contrary to the original intention; 

 Writing court or conference reports would require opening multiple versions of the document with the possibility 

that vital information could be missed; and 

 Liaison with other agencies using EMIS, such as GPs, Speech therapy, Safeguarding Nurses, would be compromised, 

as they would have to search multiple documents for information, rather than receiving a single record. 

 

The TT presented their findings from the pilot for consultation with the CECD and PH and the decision was made to 

discontinue using the EHA as the universal assessment tool at every contact.  There was agreement that an EHA would 

be completed when the family needs reached Level 2 on the LSBCN and would include an Action Plan to be sent to the 

appropriate agency for discussion regarding joint working. 

 

Engagement with Parents  

Parents had reported that they felt HVs’ visits had evolved into a ‘tick-list’ of topics the practitioner had to discuss with 

them, with little consideration for families needs. By changing the way the HVs engaged with parents, to being more 

‘parent led’, it was envisaged this would help support parents to better understand the importance of developing 

healthy relationships with each other and their children, nurturing and responsive care-giving practices, understanding 

the parameters of normal development (so as not to normalise lower levels of achievement) and consider the next 

developmental steps for their child. The aim was for practitioners to have a consistent approach to service delivery, 

promoting positive, sensitive and child focused parenting and to build a collaborative professional relationship with 

both children and families as well as with other agencies. 

 

Development of the enhanced service required research into not only the current but also future methods and 

approaches used to work with parents. Most of the HV team were practised in methods such as Motivational 

Interviewing and The Solihull Approach. Good communication skills were considered vital, as was knowledge of health 

promotional activity. A strengths-based communication style was adopted which focused on building confidence, 

knowledge and skills in the community, but also recognised differences and diversity so that service delivery could be 

adjusted to optimise outcomes according to need. 

 

During consultation with parents, who reported that they wanted visits to be more collaborative, the HVs recognised 

the unique knowledge and understanding parents have about their child. Many HVs had been trained in a traditional, 

‘medical model’ therefore, the concept of collaborative working was challenging for some staff however, the team were 

accustomed to working closely alongside the Family Nurses who had experience of using the collaborative styles 

inherent in the FNP programme and who shared their expertise  with HVs throughout the development phase. 

 

With support from the consultants at ReNew, the HV team were encouraged to develop whole service tools for use 

during specific visits or to prompt specific conversations. Several tools produced were ‘Agenda Matching’ (Appendix 5) 

                                                           
4
 https://www.nmc.org.uk/standards/code/ 
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tools, designed to stimulate collaborative working between the HV and parent by allowing each party the opportunity to 

identify and discuss their own topics of importance during the visit. 

 

As part of the BBS approach to early child development the use of specially created and researched metaphors were 

used to explain early brain development and to promote positive interactions between caregivers with babies and 

toddlers as well as to create a common language and understanding around early child development for professionals 

and community members. This was useful as HVs were introduced to the  concept of parents as ‘Baby’s First Teacher’, a 

model used when discussing anticipatory guidance about child development. 

 

HVs also recognised that many children were not ‘ready for school’ and wanted to support parents to understand their 

role in ensuring their child was ‘school ready’. To support this tools to facilitate these conversations were developed. 

 

The final suite of tools aimed to help parents ‘goal-setting’ and create behaviour change using change cycles. The 

interim review of the implementation plan in January 2019 identified some negative feedback on the use of some of the 

tools from both practitioners and parents. The tools used in pregnancy and early infancy were more positively received 

than those in later visits, suggesting that both staff and families found the change more difficult where patterns of 

behaviour and expectations had already been established. Overall, the majority of practitioners were positive about the 

model and the ‘agenda matching and planning’ tools were viewed as a springboard for more in-depth conversations. 

The HV team also reported a sense that many parents felt more ownership of the sessions they had with the HVs using 

these tools. 

 

The new HV service was described as promoting trusting relationships between HVs and families, encouraging them to 

become more open and confident when discussing issues or problems. This enabled the HVs to identify concerns at an 

earlier stage and to access additional support, making referrals to wider services more effective and improving 

partnership working. 

 

More collaborative working with parents reflected the ethos of BBS,  which aimed to change the dynamic of working 

with parents and the community by giving them more say over the services they received and the way in which they 

were delivered. 

 

By December 2017 most of the theoretical framework for the revised HCP had been written in draft. Both CECD and 

practitioners felt it was important to compile a manual of the Blackpool specific programme, similar to that which 

underpinned the Scottish model. The Practice Handbook contained all theories and elements of practice, enabling 

existing team members to carry out visits to fidelity, and as a reference guide for new-starters. 

 

Using the national HCP as a framework, HVs made good progress reviewing every contact and agreeing existing and new 

material to form the content of the Handbook. A process began of researching the latest evidence-base of every aspect 

of every visit in the pathway, for example the work included finding the most current guidance on enquiry into Domestic 

Abuse or consulting the Safeguarding Board about identification of victims of Female Genital Mutilation. 

 

Guidance was included on the use of collaborative working tools for those team members not involved in their creation. 

The logic models were added to the document with a step-by-step plan of every visit along the 8 contact pathway. 

 

The Practice Handbook was completed in March 2018 ready for the implementation phase to ‘go live’ on 1st April 2018.  

To launch the new service every member of the HV team was provided with their own copy for reference. 
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Pathways into Support 

The Service had established pathways and referral routes for most of the six ‘high-impact areas’ of greatest need, i.e. 

infant feeding, developmental delay and perinatal mental health. Referral pathways into services were usually followed, 

were responsive to change and considered to operate well. However, the introduction of new visit content and 

assessments required new referral pathways to be developed, both to and from the HV service and internally. 

Consultations with the HV team and partner agencies resulted in written referral pathways into ‘Baby Steps’ as well as 

pathways into a new speech and language service, where the need for additional support had been need identified by 

the new WellComm assessment. 

 

Every referral action was examined and revised as required. An example of this was the identification of Domestic 

Abuse, with many discussions taking place with members of the Local Safeguarding Board regarding best practice 

guidance and reference to local and national policy documents and organisations. This led to practice and pathway 

development being undertaken by the HV team to help identify abuse earlier and therefore access support earlier. 

 

Development of new data templates gave the team the opportunity to try and capture service level data,  whether the 

visit was at Universal, UP or UPP level. Basic Safeguarding data had been a commissioning requirement for some time, 

however data on these service levels had never been captured as they were held within individual HVs’ caseloads and 

practice records. 

 

The TT added these data fields in an attempt to better understand the effectiveness of HVs in early identification of 

problems and escalation of family need. Additional UP and UPP templates were designed and uploaded onto EMIS to 

demonstrate: 

 how many contacts were occurring outside the Universal programme: and 

 to try to reveal the reason for the visit using broad categories. 

 

Despite accessing social media and going through professional networks, no information could be found about other HV 

services collecting similar data and as it had never been collected, there were no baseline measures. 

 

HVs were asked to record both the HV service level pre and post visit and the family level of need according to the 

LSBCN. Problems arose regarding the HVs understanding of the HV service levels and how it related to family need and 

workshops, information sessions and written guidance were used to help individuals clarify the service levels leading to 

improved recording. 

 

Once the new collection templates were in operation, quarterly data showed a surprisingly small number of UP and UPP 

templates were recorded, contrary to HV reports that work at those levels took up a significant amount of HVs’ time. 

Further work was undertaken attending team meetings and teaching sessions to increase practitioner knowledge about 

recording their work on the correct templates. The HV team were aware of the impact of incorrect data recording on 

KPIs and were receptive and willing to collaborate in finding a solution and ensuring the data was as ‘clean’ as possible 

to accurately relect their work. 

 

Although no baseline was available for comparison, the number of correctly completed UP and UPP templates increased 

substantially. Improved recording increased knowledge about workforce capacity. Unfortunately, due to the reporting 

mode, service level data designed to demonstrate the impact of HV intervention in families moving between service 

levels was unable to be used. 

 

The team found evidence of the effectiveness of HV intervention at UPP level particularly hard to demonstrate because 

that level of need denoted a multi-agency response, therefore impact was unable to be attributed to one service or 

practitioner. Safeguarding work, such as contributing to Child Protection Plans and attending meetings, was recorded as 

a UPP activity, however recordings were not specific enough to reveal the finer details of the involvement. 
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Data showing common reasons for referrals indicated that although pathways were being followed there were still too 

many visits uncategorised. As a result a succession of changes were made to the templates, each requiring a proposal to 

be submitted to a BTH EMIS panel explaining the rationale. Following several revisions of the templates over 2018 and 

2019, it became apparent that the HV team were becoming confused, anxious and fatigued about multiple changes to 

the system and a decision was made to make no more changes for a period. 

 

Changes to EMIS and data reporting 

The EMIS data system was originally used by Blackpool HVs as an electronic child record with additional capacity for 

some inputs to be coded to collect activity data. The EMIS system was shared with GPs and other health professionals. 

Essentially an individual child record, its primary function was to give an ongoing account of child development, 

information gathered both by selection or by free-text boxes. 

 

Improving  record-keeping in the service would support continuity of care due to less chance of vital information being 

missed or unavailable to team members. Prior to the new commission and transformation, the provider did not collect 

data beyond the KPIs of visit coverage. 

 

PH and CECD commissioners required performance data, such as how many child development assessments had been 

undertaken to understand the impact of the HV service as well as an improved understanding of the additional support 

being provided through UP and UPP contacts. Good data was also required as part of quality assurance and to ensure 

fidelity to the model. Work was also taking place through the Data Steering group to join up data to better understand a 

family’s journey and the interventions and services they received and to better understand the needs in the town and 

the type of services required. 

 

Quarterly performance data, including child development indicators, were to be included in the ‘Data Warehouse’ which 

was held by BTH on behalf of the CECD and designed to link administrative health data sets from Midwifery and Health 

Visiting with other BBS services, enabling aggregate groups of individuals to be compared in relation to routinely 

collected data. 

 

The Data Warehouse included all the new measures as well as the data collected in the HCP which provided the 

opportunity for the impact of the enhanced offer to be monitored operationally and provided evidence on the benefits 

for children of an enhanced service. The CECD aimed to analyse and disseminate the information, exploring trends and 

making comparisons of Blackpool children both nationally and internationally and to take the appropriate action to help 

close gaps in care, initiating earlier intervention. This was a challenging task as so many variables had to be considered 

in the proposal. Through consultation with stakeholders the best local data which could provide the best insight into the 

health and well-being of families and the impact of the service were identified. 

 

There followed a period of producing revised data templates as well as a reporting framework between BTH, PH and the 

wider BBS partnership. Many drafts of the templates were produced in an attempt to accurately reflect practice and to 

mirror each visit in a coherent way. Adherence to NMC and local record-keeping policies were also a consideration. 

Throughout this period, the two DSOs leading this work were unable to access the EMIS system under Information 

Governance rules, making the task lengthy and difficult. 

 

Once the new templates were operational, the whole HV team required training to ensure correct recording, this was 

done  through the TT visiting every HV base to support individual data input queries and to supply HVs with manualised 

information. 

 

The templates were ready for ‘live’ implementation on 1st April 2018, however capacity in the Informatics team to 

upload them was limited and had to happen incrementally leading to confusion for the HV team attempting to use 
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them. The process of making the templates fit for purpose took place over 2018 and 2019 as constant revision and 

updating onto the EMIS system was necessary. 

 

Changing the EMIS templates ultimately led to enhanced reporting for contract monitoring purposes, demonstrating the 

true value of the service against national KPIs, PH and BBS outcomes. Much of the HV activity and performance data was 

unique to Blackpool. 

 

Training pre and post implementation 

The HV team had already benefitted from training in a variety of practice areas and techniques, such as, the Solihull 

Approach and Motivational Interviewing. Mandatory training was kept up-to-date and Continuing Professional 

Development was supported through appraisal and group Clincal Supervision. Via presentations by the Directorate Head 

of Service at BTH alongside the Frameworks5 training, most HVs understood and supported the BBS approach to early 

intervention in children aged 0-3, although not all agreed with their individual or service involvement in the strategy. 

 

Once new visit content was added to the programme, additional training needs were identified. Change had to happen 

quickly with new models and initiatives commencing in quick succession and a level of ‘change fatigue’ was detected 

within the service. A scoping exercise and Training Needs Analysis was completed to facilitate delivery of the new model 

to enable every member of the workforce to feel confident in practice. Commissoners anticipated the impact of training 

on service capacity, monitoring the situation closely via a risk register. Transitional coverage targets were agreed for all 

contacts, but especially for those recently introduced. 

 

Implementation of some initiatives, such as the WellComm assessment required every practitioner to be trained in its 

use. The LA Speech and Language service colleagues had been supportive in the development of pathways into services 

and offered to deliver training to a tight schedule. 

 

The introduction of more collaborative methods of family support was supported by Communication Skills training, 

delivered in-house by the FNP team. For those in the HV team familiar with communication techniques used to bring 

about behaviour change the training facilitated revision, whilst for others it was a completely new aspect of their work 

to consider. 

 

Transformation leads worked alongside existing service ‘champions’ to deliver a rolling programme of training, as 

identified in the training needs analysis. Practice skills sessions were held to allow individuals to try out their new 

communication and collaborative-working methods and use of the conversation-starter tools with colleagues. Providing 

an emotionally safe learning environment was important as anxiety was high about introducing the new methods. 

 

Sustainability was considered throughout. A Baby Steps cascade training model was negotiated with the NSPCC to be 

used once all the existing HVs had been trained, several of whom volunteered to train their colleagues and any new-

starters. Supervision training in the new Restorative model was also designed to be cascaded in-house. 

 

After examining visit content, the HV team agreed that undertaking the Newborn Behavioural Observation with parents 

would be helpful in promoting parental responsiveness to their babies and that it should be included in early infancy 

visits. A significant number of HVs had received training but to ensure consistency of approach BBS funded the training 

of the remainder of the HVs in the Newborn Behaviour Observation as well as training 5 HVs in the  Newborn 

Behavioural Assessment Scale, Brazleton’s more targeted intervention.  

 

In accordance with the BBS strategy to facilitate organisations across the town to be trauma informed, HVs were 

expected to routinely enquire about Adverse Childhood Experiences (ACEs). The aim was to ensure that a culture was 

                                                           
5
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created whereby the topic of early adversity and trauma was no longer taboo. Through encouraging discussion about 

ACEs, the HV Service was able to affirm, validate and listen to parents’ experiences of being parented themselves during 

this critical period of transitioning into parenthood. 

 

The practice of enquiring about ACEs aimed to stimulate reflection in parents of their effect on their own lives but also 

encourage them to utilise this knowledge in relation to their own child and thereby minimise, where possible, the 

number of ACEs  experienced by their children. 

 

Due to the universality of the HV service along with their training it was agreed that the HVs were best placed to 

undertake this ACE routine enquiry. Increased contact with parents during eight Universal contacts was expected to 

help develop relationships further as they were grounded in encouraging parents to share their experiences, understand 

their meaning and learn about the importance of resilience. 

 

Using research information supplied by the CECD, HVs debated the introduction and timing of the ACE routine enquiry, 

a subject of much controversy. The idea was that by introducing it at the ante-natal visit parents were made aware at 

the earliest opportunity about ACEs, alternatively there were valid concerns that the HVs may not have had the 

opportunity to build a relationship with parents before the routine enquiry. However, it was recognised that HVs 

already facilitated the Baby Steps programme which contained elements of routine enquiry regarding parenting and 

past history. After much debate and consideration it was agreed that the ante-natal visit would be the most appropriate 

time to introduce the ACE routine enquiry. 

 

Dr Warren Larkin, who had led research into ACE routine enquiry in Lancashire, was commissioned by the CECD to 

advise and assess the organisational readiness of the service to implement routine enquiry into practice. With the 

acknowledgement that many of the HV team would have their own ACEs, it was important to provide adequate support 

and supervision. The HV group supervision structure was not considered rigorous enough to support this and needed to 

be changed to one-to-one supervision, roll out of the training was delayed until this was in place. 

 

In anticipation of future trauma-informed discussions, some of the HV ‘Conversation Starter’ tools and EMIS templates 

contained the category, ‘How Has Life Has Been For Me/Us’. These revised data recording templates enabled the 

recording of the number but not the type, of ACEs reported. This would contribute to a growing body of national and 

international knowledge around the prevalence of ACEs and the evidence of its affect on individual physical and mental 

health in later life. 

 

The implementation of ACE routine enquiry was complex and in 2019 data revealed that use of the tool by HVs was 

poor. The DSOs tried to identify barriers to its use, some HVs identified increased workload as a concern, even though 

research indicated this not to be the case. Another issue was HVs confidence in their own ability to handle the possible 

emotional responses of parents, some HVs believed that extra support would be required for the parent as a result of 

undertaking the enquiry and that it would be the HVs their role to ‘fix’ the individual. Due to their experience of 

managing difficult conversations,the FNP nurses were asked to deliver training to the HV team. Consideration was also 

given to the probability that some HVs may have their own ACEs which might make it difficult for them, even though 

adequate support was offered. 

 

The DSOs held workshops to translate the theory of ACE routine enquiry into HV practice. Certain HVs embraced the 

practice and were keen to share learning with others who were less sure of its value. Although implementation 

remained slow, progress was made with a third round of update sessions planned in early 2020 which unfortunately had 

to be cancelled due to the Covid pandemic. 

 

During 2020, the numbers of parents receiving the ACE routine enquiry reduced as the antenatal contact was being 

delivered virtually and it was considered that the virtual model may not  be an emotionally safe space for parents to 



Date of report: June 2021 Page 19 of 35 
 

 
 

discuss ACEs. Also, a high proportion of antenatal parents who were shielding were discussing their anxiety and mental 

health in relation to the pandemic with the result that contacts were taking much longer. There were also concerns 

about confidentiality due to variations in family access to technology, e.g. video-calls, telephone contacts. With practice 

still affected by the pandemic in early 2021, a new approach was introduced. One of the DSOs had been promoted to a 

new role within BTH, and the CECD funding for that post was used to release three HVs part time to take on a training 

and support role with their colleagues in the new ways of working, including becoming ACE champions within their 

teams and recommencing training using virtual platforms. 

 

The CECD had also undertaken research into the local routine enquiry and although the report had been available since 

late 2019, the opportunity to share it widely with HVs had not been available due to the pandemic. Reintroduction of 

training in 2021 enabled the findings of the report to be disseminated.  Telephone interviews with parents revealed the 

majority found the questions raised in the routine enquiry were expected and acceptable. Gaining feedback directly 

from parents led to renewed confidence within the team to continue with the practice. 

 

The last evidence-based intervention to be introduced into the HV service was BA, an effective treatment for depression 

that had been subject to a number of large scale studies over the last few decades and did not require clinical specialists 

to deliver it. BA focuses predominantly on activity scheduling with the aims to encourage clients to focus on activities 

which they may be avoiding and supporting them to engage less in ‘rumination’ and focus on increasing positive social 

activities. 

 

The CECD considered several services as delivery options for BA however, during the changes to the HV service, HVs 

expressed an interest in delivering the intervention as part of their delivery model. CECD agreed this was the most 

effective delivery model as HVs: 

 were already visiting women in the postnatal period in the home; and 

 if women were identified through mandatory screening and subsequent assessment (with PHQ-9 mental health 

questionnaire) there may be an issue with low mood and the HV could offer BA. 

 

The CECD had been working with Professor Heather O’Mahen (Exeter University) to develop the use of BA for post natal 

depression and in 2020 six HVs were trained to deliver the intervention. The training also included the required 

attendance at clinical supervision sessions in order to ensure continued support of practitioners and ensure fidelity to 

the  model. The Specialist Health Visitor for Perinatal and Infant Mental Health (SpHV PIMH) was one of the 6 HVs 

trained in BA. 

 

The pilot of BA started in December 2020 and at the time of writing was still underway. The hope is that this will help to 

explore the different entry points for the programme, whether it forms part of an existing HV case load or through an 

existing internal referral pathway. BA practice has further developed the therapeutic skills the SpHV PIMH can offer to 

families along with training in Newborn Behaviour Observation, Newborn Behavioural Assessment Scale and Video 

Interaction Guidance (VIG). 
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Quality Assurance 

Restorative Supervision  

As caseload-holders, HVs received individual Safeguarding supervision and all members of the HV team had the option 

to attend a clinical supervision group. As stated earlier, the introduction of ACE routine enquiry prompted a revision of 

the supervision model to be not only more restorative but to provide a one-to-one model of support whilst still 

facilitating safeguarding discussions. 

 

HVs were delivering the Baby Steps programme with its own supervision structure, designed to maintain fidelity. BA was 

in the planning stages but would also require its own supervision structure once implemented.  All these elements were 

important but raised concerns with BTH and the Commissioners about the possible negative effect on the achievement 

of KPIs due to increased supervision requirements. 

 

The DSOs were asked to undertake a mapping exercise of all the supervision requirements contained in the various 

elements of the enhanced service and the options were presented in a scoping paper for consideration. In October 2017 

the scoping paper was presented to the MG for discussion with the Commissioners. It was decided to investigate the 

possibility of combining restorative and safeguarding supervision into one peer to peer led session per month, per staff 

member. Amalgamating two types of supervision was contested by some of the HV team who were accustomed to 

talking about every safeguarding case individually within a directive style of supervision. 

 

A period of research into supervision models followed in an attempt to learn from other HV services,  but none met the 

specific requirements. The FNP supervision model was considered as it was robust however, due to the difference in 

case loads and capacity it was not an option. The FNP National Unit were contacted and asked for advice and after 

further consultation were commissioned to train the team in a bespoke supervision model containing the combined 

elements of restorative and safeguarding. 

 

Training began in 2018 and involved all HVs as each would have a dual role of  both supervisor and supervisee. HVs were 

involved in the design of the supervision documentation to ensure it was fit for purpose and, for sustainability, a small 

cohort of HVs volunteered to act as ‘train the trainers’ with their peers. Supervision training continued throughout 2018 

and 2019 for all the HV team. 

 

In 2020 a record-keeping audit of supervision conducted through the HV records found recording anomalies which 

became the subject of an improvement plan. In early 2021, qualitative aspects of supervision were scrutinised via a staff 

satisfaction survey. The response was poor due to the increased HV workload arising from the Covid Pandemic. 

However the majority of respondants  believed that the model was working well, while a minority expressed that they 

wanted to return to the previous model of supervision. The survey also highlighted a request for further training and 

updates. 

 

Introduction of the Integrated Review 

The 3-3½ year integrated review was the eighth contact in the enhanced model and the final one to be completed. The 

contact was to not only ensure that the child was meeting their developmental milestones but also to address concerns 

raised by stakeholders regarding the number of children believed to be starting school who were not ‘ready to learn’. 

Before the introduction of this additional contact, in common with services across England, Blackpool HVs rarely had 

contact with families after their 2-2½ year visit, leaving a long gap with no support before the child started school. No 

HV service in England had implemented a 3 year contact for many years. 

 

Preparation began in 2017 with the LA Early Years team, who had experience of working closely with childcare settings, 

to consider the appropriate indicators of school readiness. Data provided showed 98% of Blackpool 3-4 year old children 

had a place in a childcare setting, however concerns were raised that for some children attendance was sporadic, 
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hindering the achievement of developmental milestones. Such views were echoed in anecdotal reports from Blackpool 

schools and childcare providers who were concerned that children were not toilet-trained, had poor social, speech and 

language skills, and were not ready to learn on school entry. 

 

The integrated review, a three-way contact within a childcare setting with the HV, keyworker and parent all present, 

provided an opportunity to gain a holistic view of the child’s development. Partners at the contact could identify actions 

for additional support if required. Designing the contact to be fully integrated was innovative, ambitious and required a 

high degree of coordination by all parties. 

 

The CECD supported the process by producing option papers on evidence-based assessments and measures. A literature 

search was undertaken encompassing ‘school readiness’ from both a developmental and educational perspective, as 

earlier stakeholder consultations had raised differences between the two. The review involved constant consultation 

and revision, ensuring it was consistent with other elements of the 8 visit pathway and met local standards. The ASQ-3 

was chosen as the developmental assessment to enable comparisons of progression to be made with assessments 

undertaken at 9-12 months to those at 2-2½ years. Two domains of the Brief Early Skills and Support Index (BESSI) 

assessment were introduced to assess and promote understanding of the importance of socialisation, independence 

and play with peers in a setting.  Nursery Nurses within the HV team were key participants in this work due to their 

experience in supporting children over 2 years old. 

 

By April 2018 the 3-3½ year review was ready to pilot. Childcare settings had been contacted to inform them of the start 

date but communication with providers was problematic and inconsistent at times due to their number, variety of 

provision and working patterns. The HV team were prepared with protocols and guidance pertaining to workload 

allocation and how to liaise effectively with childcare settings and parents. The first quarter data showed very few 3-3½ 

year contacts occurring, investigation indicated that the HV team still felt too overwhelmed at the pace of change and 

further liaison and development work was required. 

 

A more gradual approach to implementation was adopted to allow more workshops between the HVs and settings to 

discuss barriers and enablers. There were many diverse childcare settings in the town, from Childminders caring for 

single children to large nurseries. Changing the location of the assessment to the childcare setting meant visiting a 

Childminder’s home, where other children could not be excluded from the consultation, or a nursery, without adequate 

staffing numbers or rooms to facilitate. Parents were often working and could not be present as originally intended. 

Parents and childcare staff reported that some children were left upset if their parent left after the review as their 

presence had indicated to the child it was ‘home time’. All these factors added extra complexity to conducting the 

integrated review as planned. 

 

It was agreed to recommence the reviews from September 2018 to allow the HV team to become more familiar with the 

process. Also, childcare settings had become more accustomed to working collaboratively with the HV team. Childcare 

partners reported the benefits of discussing individual children and believed their staff learned from participating in the 

reviews. Throughout 2018 to early 2020 quarterly data showed increases in coverage of the 3-3½ year contact, although 

when asked, many parents said they preferred a home visit followed by HV liaison with the childcare setting. 

 

Interim Review   

A six-month implementation review of the EHVS, by ReNew, had been intended to commence in September 2018 but 

was delayed until the December as the 3-3½ year contact had begun later than anticipated. The assurance of 

confidentiality and impartiality that the ReNew consultants brought to the review was important for the HV team as 

some HVs had been instrumental in designing the service whilst others had not been actively involved and some 

practitioners were taking longer than others to adapt to the changes. 
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The HV team and parents took part in focus groups to provide feedback on specific aspects of the programme. However 

recruiting parents was challenging as those who had experience of the new programme were busy with their newborn 

infants, parents of older children had work or other commitments, and many parents had no experience of the old 

programme so were unable to make comparisons. Unfortunately, less than 10 parents attended the focus groups. Also, 

the available data was too unreliable to inform the review as the modifications introduced to facilitate collection and 

reporting on the EMIS system were incomplete. 

 

An interim implementation report from ReNew in February 2019 showed good progress had been made but further 

work was required. It recommended: 

 further support and training for the HV team to enable them to embed the changes as well as continuing to monitor 

fidelity to the programme using available data; and 

 that the transformation team develop a quality assurance framework by which to assess team performance and 

instill a culture of excellence and continuous improvement.  

 

Leadership and whole-team engagement had been successful in the development phase and it was important to 

continue motivating the team to ensure planned initiatives went ahead. Parents had been consulted before and during 

development of the HV programme however, it was thought the service would benefit from finding more sustainable 

methods of gathering parent opinions. 

 

Quality Assurance Framework 

In 2019 Max Stanford was seconded part time from the Office of the Children’s Commissioner to the CECD. Part of his 

role was to support the production of a Quality Assurance Framework (QAF) to measure fidelity to the 8 contact 

pathway contained in the new model and promote continuous service improvement using a variety of indicators. 

Monitoring service delivery against the logic models was vital to ensure the expected child outcomes would be achieved 

in the short and long term. 

 

Over a six month period Max consulted with the TT, CECD and PH to ensure the QAF included analysis of quantative 

data, such as how many contacts had been undertaken, with qualitative measures including parent satisfaction and 

audits. It was recognised that qualitative measures posed some challenges and as the programme changed over time 

measurements would require adjustment, however a culture of change and innovation and mechanisms to facilitate 

them were being embedded. 

 

Accurate data was a key part of the QAF and a Service Level Agreement worth £15,000 per annum was put in place with 

the Informatics Team at BTH to support system development and data reporting. The funding covered the cost of 

reporting data at aggregate level, required amendments to EMIS and feeding the data into the Data Warehouse. 

 

After implementation began in 2018 the TT spent several months becoming familiar with the new data and liaising with 

the HV workforce at every team meeting to help them understand its relevance. Within the first year 2018-19 data 

demonstrated good coverage of all the 8 contacts, however there was a requirement to ensure that unnecessary 

variation in practice and application of pathways was minimised, that standards for delivery were clear to all 

practitioners and managers and that effective service delivery was maximised. 

 

As stated previously, in the initial commissioning review UP and UPP activity had to be estimated as data about these 

visits was not available. Despite a number of workshops being held with HVs regarding the recording of these contacts 

on the appropriate templates, the number of recorded UP and UPP recordings did not reflect HVs’ reported activity. 

Extra EMIS teaching sessions were introduced and a data input guidance manual was produced to aid those who were 

struggling. This led to better recordings which allowed better insight into the proportion of time these activities 

contributed to the HV workload. 
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In the revised model HVs had to balance working collaboratively and flexibly with parents, responding to their individual 

needs and at the same time undertake all the assessments and public health content of the local EHVS and the national 

HCP. During 2020 a great deal of work took place with the HV team to improve their understanding of referral processes 

and UP and UPP recording. There were indications that referral pathways were being followed consistently but it 

remained difficult to accurately reflect the complexity of UP and UPP HV delivery. 

 

The increase in data collection and reporting allowed team leaders to monitor compliance with service components, 

however other fidelity measures were still relevant such as supervision, practice skills sessions and peer-to-peer visits. 

 

Peer to Peer Visits 

From the inception of the EHVS it was recognised that the QAF should contain a mixture of methods to assess fidelity to 

the model and promote a culture of continuous development within the HV service. As peer reviews were already part 

of the FNP programme the use of this approach with HVs was considered a good way to ensure quality of the provision 

in the enhanced service. Research into the use of peer to peer visits by HVs could not be found, although it was 

understood that similar family support services used them. 

 

The Family Nurses shared their FNP model and supported members of the HV team in writing the protocols and tools to 

be used for these visits. A small pilot of the peer review process was undertaken with HVs in 2019 using the 9-12 month 

contact. It was recognised that having a colleague observe practice could provoke anxiety and had the potential to 

decrease confidence and diminish quality, rather than increase it. Members of the working group conducted reviews to 

test the process. The HVs, chosen at random to take part in the review, expressed anxieties about their practice being 

scrutinised and opportunities were provided to discuss these both before and after the visit. Initially ten reviews were 

undertaken, however the number was considered insufficient to test the tool properly so plans were made to extend 

the pilot to more of the workforce. In the interim a small survey of those in receipt of a peer review was conducted 

online with positive feedback. 

 

Plans to extend the pilot came to a halt with the start of the pandemic as there was limited face to face contact with 

families. The feasibility of conducting peer reviews by telephone or video-call was investigated but due to the changes 

taking place it was agreed to put the pilot on hold until the full service could be resumed. 

 

Julie, HV Practice Teacher - “It’s been an amazing experience as a health visitor, being involved in such an innovative 

approach in the Health visiting transformation, contributing within focus groups and presenting the new approach at a 

stall at the health visitor launch event.” 
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The Impact of Covid on implementation  
In March 2020 the Covid 19 pandemic changed the way HV services across the country were delivered. National 

directives were issued from mid March stating that all community health services, including HV were to cease face to 

face visiting except in exceptional circumstances. 

 

As a precautionary measure BTH asked all HVs to prepare for redeployment to Victoria Hospital. The two seconded 

DSOs returned to their substantive posts in the EHVS and implementation plans were put on hold. However, the senior 

management team at BTH recognised the importance of supporting new parents, especially during a pandemic, and no 

HVs were redeployed. During this period BTH made concerted efforts to ensure as many contacts with parents as 

possible took place. 

 

The HV service continued to deliver all 8 contacts using a mix of telephone, video call and home visits, a great 

achievement given the challenges. HVs were proud the service had continued, however there was concern about the 

impact of conducting child developmental assessments, such as the 9-12 month and 2-2½ year checks, virtually as direct 

observation was preferable. Childcare settings were closed which affected the ability to undertake integrated reviews at 

3-3½ years. 

 

Home visits were conducted wearing full Personal Protection Equipment. Prior to these visits a Covid risk assessment 

had to be completed and time restrictions were placed on the visit to minimise transmission of the virus. ‘Blended’ visits 

became common, part telephone and part home visit, to comply with regulations. Data recorded at the time showed 

fair coverage of all KPIs but qualitative data was affected because the revised system had not been designed to reflect 

new modes of visiting. 

 

Families found the pandemic difficult, with many HVs reporting that a greater amount of time was being spent 

discussing general concerns with anxious parents, particularly pregnant women who were shielding. Ante-natal and 

early infancy home visits remained a priority for the service but individual family’s interpretations and concerns 

surrounding shielding requirements meant many declined the home visits offered, preferring virtual contact. 

 

Staff sickness was an issue, particularly when all members of a local team had to self isolate because one member had 

contracted the virus. Many of the team themselves felt anxious about contracting Covid on visits and spreading it to 

other homes and to their own families. HVs also had to take on additional work covering for colleagues who were 

sheilding. 

 

The HV team had limited face to face contact with colleagues, working from their base one or two days a week as 

working from home became the norm. However, remote working meant that HVs enjoyed more flexibility in their 

working day. Mixed feelings were expressed regarding virtual contacts by telephone or video-call, in that they were 

discriminatory to some families without technology, and aspects of the programme such as ACE routine enquiry and 

mental health screening were best undertaken face-to-face. 

 

Analysis of data collected in 2020 was complex but practitioners reported improved coverage of telephone and video 

contacts as more families were at home either working, shielding, self-isolating or on the furlough scheme. In late 2020 

and early 2021 home visits were reintroduced gradually, in line with national guidance and the BTH Restoration Plan. 

HVs continued to visit families in greatest need throughout the pandemic, and the full home visit schedule resumed in 

May 2021 in line with the national plans to emerge from lockdown. Concern remains as to the impact the pandemic will 

have on the children born during this period. 
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Conclusion 
The commitment to deliver a bespoke and enhanced HV service for the town was driven by the BBS partnership who 

committed to investing in the crucial period of conception to two to break the intergenerational cycle of poor outcomes. 

The partnership recognised the challenges they would face in doing this and the impact it would have on every service 

that worked with families across the town. The HV Service was the underpinning universal service that would be 

instrumental in achieving the scale of change that was necessary. The CECD, as the backbone organisation of the 

partnership, led the review and ensured that all partners were engaged and that all key decisions were signed off by the 

partnership. PH, as the commissioner of the service, and BTH, as the provider, were both key members of the BBS 

partnership and both took a major leap of faith to engage in such a significant and time consuming process. The full 

commissioning review took place over a six month period between 2016-2017. The development started in early 2017 

with the intention that the EHVS would be fully implemented at the start of the new PH commission in April 2018. 

However, the ambition for the new model was greater than originally envisaged and compounded by an international 

pandemic, full implementation would not take place until April 2021 (see Appendix 6 for full timeline). 

 

The implementation began in April 2018 with a new set of resources, methodological approaches and routine 

assessments to facilitate positive engagement and parenting approaches, alongside improved understanding and 

support for behavioural adaptation and change. A cohesive model of practice supported a more consistent view of the 

service and its objectives, one that described how the different elements of practice work to maximise outcomes for 

children. The logic models demonstrably clarified how outcomes were related to content, methods, inputs and outputs 

and ownership of agreed outcomes, short and long term. 

 

Along with a revised supervision framework and training, the practice model successfully developed staff skills and 

knowledge to undertake visits and assessments with confidence and consistency. A positively engaged leadership and 

staff group took the new service forward, building on the foundations made. Development of leadership skills and 

change management approaches were transferable across other areas of service development and the wider universal 

children’s service. 

 

The revision of data collection and reporting, particularly qualitative aspects of practice, was revolutionary and provided 

greater insight into service operation for all HVs, Team Leaders and Commissioners. The data enabled HVs to be 

researchers in their own right and to use it to enhance their practice. 

 

The QAF provided the service with new ways to monitor consistency and quality of approach between individual team 

members and the service as a whole. In late 2020 three HVs were seconded 1 day a week to embed the QAF into 

practice, working with the HV teams to examine and use data findings as part of their continuous improvement. 

 

The EMIS client record system only facilitated outcomes for individual children to be monitored via manual audit, rather 

than the tracking of outcomes across cohorts of children, making early stages of evaluation difficult. Interim evaluation 

concentrated on fidelity to the programme, with plans in place for improved evaluation using the the BBS Data 

Warehouse, which would accumulate data from a number of systems to form analysis of the success of the HV 

transformation and ultimately, the BBS project. The hope was to show the cumulative effects of joint-working with 

multiple agencies in the early years to support children being ready to learn at school entry, to demonstrate “what 

works”.  This work is still in development but is beginning to provide some in-depth data to support practice. 

 

The implementation phase was almost complete with the team working hard to embed the model and was on target to 

introduce the final element - BA, when the country was affected by the Covid Pandemic in 2020. In the midst of 

transformation, Blackpool’s HVs showed even greater capacity to adapt to the changes brought about in response to the 

pandemic. With the new fully enhanced service starting from April 2021, three years on from the beginning of the 

implementation, and as the country came out a national fourteen month lockdown, PH agreed a service specification 

which concentrated on quality assurance and a greater understanding of the UP and UPP elements of the programme. 
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Overall, the HV team along with the CECD found the transformation an exhausting, yet exciting and innovative project 

and there was a sense of breaking new ground. Also, at a time when the role of the HV has been scrutinised and there is 

a greater focus on the early years it is hoped this report will provide a greater understanding of the role of the HV in the 

lives of families and their importance in supporting those families as the country recovers from what has been a 

traumatic experience. 
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Appendices 

Appendix 1 - PHE 4,5,6 Model 
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Appendix 2 - Outcomes for the Universal Health Visiting Service in Blackpool 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Short Term (6m) 
- The baby is safe from harm and neglect 
- The baby is cared for in a healthy environment 
- The baby’s experience enables a secure early attachment with his mother/primary care giver 
- The baby is sensitively nurtured by his/her parents and/or primary care-givers  
- The baby is well nourished 
- Any mental or emotional health needs of the mother (and father) are identified and addressed  
- The baby is showing optimal development 
 
Medium Term (2.5 yrs) 
- The child is showing on-track development across all domains 
- There is evident demonstration of positive caregiving practices by parents and key others 
- The child is fully immunised 
- The child has access to socialising opportunities in the family and community 
 
Long Term (Entering School: 5yrs) 
The child is meeting their developmental capabilities (physical, mental, emotional) and is able to take up the opportunties for learning and 
development in school, at home and in the community This includes: 
- Being physically active 
- Having a healthy weight 
- Having good dental health 
- Being a good communicator and listener 
- Has appropriate social, emotional, behavioural responses 
- Is able to appropriately undertake personal care activities 
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Appendix 3 - The Blackpool Enhanced Health Visiting Model 
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Appendix 4 - Example of Logic Model 
 

 



Date of report: June 2021 Page 31 of 35 
 

 
 

Appendix 5 - Agenda Matching 
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Appendix 6 - Timeline 
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