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[bookmark: _Toc81209814]Introduction
Family Nurse Partnership (FNP) has recently celebrated 10 years of service delivery in Scotland. Since inception there has been a national program of expansion to build towards FNP becoming a universally offered service for all eligible clients in Scotland. During this time there has been an emphasis on the importance of scaling up with quality to ensure fidelity to the model and the achievement of long term positive outcomes for clients and their children. 

The Scottish Government considers supervision to be an essential part of support for nurses[footnoteRef:1] and the Nursing and Midwifery Council states that nurses are required to “contribute to supervision and team reflection activities to promote improvements in practice and services”[footnoteRef:2]. Supervision has been an integral component of FNP from the beginning in Scotland, having been first introduced by Professor Olds following feedback from nurses in the first Randomised Control Trial (RCT) in Elmira, USA. More recently a series of meetings and annual reviews facilitated by International Consultants highlighted that there was a wide range of supervision approaches, models and practices being used. Therefore, a full review of the 1-1 and accompanied home visit aspects of reflective supervision was completed in 2019 and led to the development of international guidance for supervision within FNP. [1:  https://www.gov.scot/publications/nursing-2030-vision-9781788511001/]  [2:  https://www.nmc.org.uk/standards/standards-for-nurses/standards-of-proficiency-for-registered-nurses/] 


In Scotland the processes, procedures and model of supervision used in was adapted from that used by the FNP National Unit in England and although positively discussed in a number of published studies[footnoteRef:3] [footnoteRef:4]; there has not been a collective evaluation of how this functions in Scotland. Therefore, an analysis of the supervision processes and procedures for Scotland was also undertaken. The supervision in FNP Scotland is multifaceted therefore the approach reflected this and has taken 2 years to complete; ensuring all aspects were explored. [3:  https://www.gov.scot/publications/evaluation-family-nurse-partnership-programme-nhs-lothian-scotland/]  [4:  https://www.gov.scot/publications/revaluation-family-nurse-partnership-scotland/] 


Some of the work was paused due to the impact of the global COVID 19 pandemic however, these awful events have highlighted the importance of the relational based supervision model that supports all areas of service provision holistically and works to supports the Scottish Governments vision of being a trauma informed nation[footnoteRef:5].  [5:  Adverse Childhood Experiences (ACEs) and Trauma - gov.scot (www.gov.scot)] 


Each part of the full review will be discussed separately. The review process documentation can be accessed on request from Scottish Government Family_Nurse_Partnership@gov.scot
[bookmark: _Toc81209815]Part one: Core Model Element #12 (CME#12)
The University of Colorado (UCD) undertook and published a review of the International Core Model Elements (CME) in 2017 and updated again in 2019 (Appendix 1.1). The document reinforced the need for reflective supervision as a central activity of FNP. 

Core Model Element #12 states: “Each NFP (Nurse Family Partnership) team has an assigned NFP Supervisor who leads and manages the team and provides nurses with regular reflective supervision.” 

Following the publication of the international Core Model Elements document each implementing country was invited to consider permissible benchmarking and variations that were required in order to fit with their local context. 

In Scotland CME#12 was discussed in many forums including: 
· Supervisor Quality Assurance Group
· Supervisors Learning Forum
· FNP Leads meeting
· FNP Leadership Group
· Meeting with international consultant, Clinical Lead and Principal Educators
· CME review group
 
From this the CME#12 for Scotland was agreed and forms part of the Scottish Core Models Elements (Appendix 1.2).
[bookmark: _Toc81209816]Part two: Reflective 1-1 Supervision and Accompanied Home Visits
This was a significant collaborative piece of work lead by the international consultants, with input from colleagues from each country including Scotland, with a goal:

“To develop a guidance document and Reflective Supervision Framework/model for Nurse Family Partnership (NFP) that: outlines the purpose, core standards, principles, and expectations; identifies recommended practice approaches; and provides resources to support successful implementation and evaluation”.

This project included: 

      The NFP international consultants conducted individual interviews with each county’s designated Clinical Lead(s) and any other requested key informants.
       Following a thematic analysis, each country provided a written summary response to two questionnaires developed for the project for NFP nurses and Supervisors.                            
       Clinical Leads provided professional and policy documents/web links which address the use of reflective and clinical supervision within their country

The review resulted in a number of recommendations one of which included the completion of the Reflective Supervision Guidance Document (Appendix 2.1). 

FNP in Scotland has agreed to adopt the findings from this with a few adaptations in order to fit with a local context.

      The NFP Strength and Risk (STAR) Framework is a tool developed to support Family Nurses and Supervisors to consider a families strengths and risks with a view to informing clinical decision making. For professionals working within the early years agenda in Scotland national policy promotes the use of the National Practice Model[footnoteRef:6] and National Risk Assessment Framework[footnoteRef:7] to enable practitioners to support families using a consistent and balanced approach whilst taking into account the inevitability of changing circumstances. [6:  https://www.gov.scot/publications/girfec-national-practice-model/]  [7:  https://www.gov.scot/publications/national-risk-framework-support-assessment-children-young-people/pages/2/] 

      Consistency of approach was highlighted as a key component to excellence in supervision practice by all those involved in the review process. The Seven Eyed Model of Supervision[footnoteRef:8] and the KOLB[footnoteRef:9] cycle of reflection are to be used as the foundation for all supervision processes in Scotland. [8:  Hawkins P, Shohet R. (2012). Supervision in the Helping Professions (4th edition). Berkshire, England: Open University Press. ]  [9:  Akella D. Learning together: Kolb's experiential theory and its application. J Manag Organ. 2010;16(1):100-11] 

      During the review process Family Nurses and Supervisors stated that supervision is highly valued. As FNP is a community based service and almost all Family Nurse contact is in the client’s home the job can at times feel isolating. In multi supervisor sites there should be a system to cover for absence (i.e. annual leave or sickness) of 3 weeks or more; another site Supervisor should offer supervision.

[bookmark: _Toc81209817]Supervision via digital platforms
Digital technology is being increasingly utilised as a method to provide health care and has also been used to support the supervision process in NFP internationally where Family Nurses are working in remote and rural areas. During the COVID pandemic digital technologies were adopted very quickly to ensure continued supervisory relationships and ongoing connections. It is recognised that for every aspect of supervision face to face contact is the preferred mechanism. However, when a decision is made to use digital methods in line with the criteria in CME#12 the guidance in Appendix 2.3 should be considered.
[bookmark: _Toc81209818]Part three:  Case Conferences, Team Meetings and Education/learning activities 
These specific areas of supervision were not separated out as part of the review process; feedback from FNP sites was gathered as part of the discussions in relation to the other aspects of the supervision review processes. The approach within FNP Scotland clearly aligns with the model discussed in the Core Model Elements document (Appendix 1.1) with some adaptations in order to fit with a local context.

      Case conferences will be referred to as Case Presentation Team Meetings to avoid confusion with child or adult protection case conferences. These Case Presentation Team Meetings will be 2.5 hours long. As the same in 1-1 supervision sessions the model of choice for Scotland is the Seven Eyed model in conjunction with the other tools used i.e. KOLB reflective cycle, The National Practice Model and The National Risk Assessment Framework. This should take the form of a facilitated group discussion lead by the Supervisor. To aid learning there should be a rotation of which family nurses present a case to ensure each person is offered the opportunity on a regular basis.
      Team Meeting will be referred to as Operational Team Meetings. In order to support the organisational implementation of FNP the team Data Manager should also be supported to attend this meeting on a monthly basis and will be 2.5 hours long.
· In the event of the Supervisor being absent, such as annual leave or sickness, these meetings should continue to take place and be facilitated by either a nominated Family Nurse who deputises or another Supervisor from the NHS Board area.
       Multi team sites have stated that Education/Learning activities are a valuable way to update learning and emotionally refuel. Therefore, in Scotland sites will conduct quarterly full day site wide shared learning events.
[bookmark: _Toc81209819]Part four:  Child protection supervision
Child protection supervision in FNP is not a separate activity but is integral to the comprehensive model of supervision. It is recommended that Family Nurses have supervision specifically related to child protection from a child protection advisor (CPA)/ senior nurse in child protection alongside their FNP Supervisor. The advantage of this approach emerged from international learning from adverse and significant events that highlighted the benefit of exploring a different perspective for more challenging cases to support safe decision making and effective practice. The tri-partite approach allows for in depth discussion where the CPA can offer an objective point of view and the sharing of current policy and research knowledge. 

As FNP expanded across Scotland it became increasing apparent that the tripartite supervision model had been adapted in a number of sites to take account of local structures and staffing pressures; these adaptations over time were adopted as the norm. This led to a number of differing practices and variation across the country. 

Although there has been a significant reduction in the number births to teenage mothers[footnoteRef:10] the evidence is growing that the level of vulnerabilities and complexities in families has increased. The range of professional backgrounds and experience of FNP practitioners is extensive and while this brings opportunity for multi-disciplinary shared learning it also results in different  learning and development needs among practitioners. These factors may have an impact on clinical practice and therefore  influenced the decision to review the child protection supervision in FNP to ensure robust arrangements are in place.  [10:  https://www.isdscotland.org/health-topics/maternity-and-births/teenage-pregnancy/] 


The review of the tripartite model of supervision was completed by an FNP Principal Educator from NHS Education for Scotland (NES) and the FNP National Clinical Advisor from the Scottish Government. The goal was to establish a nationally agreed tripartite model with the understanding that individual NHS Board areas hold the governance regarding child protection. Therefore, integration into local areas and any adaptations would require agreement through their FNP Advisory Board and the Scottish Government. 

The review was multi-faceted and extensive including:

       A literature review relating to tripartite models of child protection supervision. Although there are tripartite or triadic models of supervision none were of a similar format to that in FNP. All other instances found were of one Supervisor and two clinicians/students forming the triad. Studies did find that having child protection supervision is considered to be best practice[footnoteRef:11] however it is essential that individuals facilitating the supervision are appropriately trained[footnoteRef:12]. [11:  Botham, J. 2013, "What constitutes safeguarding children supervision for health visitors and school nurses?", Community Practitioner, vol. 86, no. 3, pp. 28-34]  [12:  Wallbank, S. & Wonnacott, J. 2015, "The integrated model of restorative supervision for use within safeguarding", Community Practitioner, vol. 88, no. 5, pp. 41-45] 

      All Supervisors in Scotland completed a semi structured interview with either the FNP Principal Educator from NHS Education for Scotland (NES) or the FNP National Clinical Advisor from the Scottish Government via telephone.            
       A random sample of family Nurses were invited to complete an anonymous Questback questionnaire.  
       A group discussion with FNP Child Protection Advisors from across Scotland was facilitated by a Principal Educator from NES using semi structured questions during an annual forum and networking event. 

An analysis of the information gathered from these activities was completed and key themes emerged:

      Tripartite supervision was generally valued due to offering a fresh objective perspective and the giving of additional information relating to local and national policy. 
      Most Family Nurses felt that tripartite supervision was relevant to practice. However, a few nurses felt that tripartite supervision did not bring anything further than FNP reflective supervision. It was noted that relevance to practice and learning appeared to be dependent on the CPA having a robust understanding of FNP. 
      Having a 3 monthly in-depth reflective discussion of 1 or 2 clients maximum, that are involved in child protection proceedings or are a cause for concern, helped FN’s understand the complexity of a family and achieve a plan for going forward. 
       The importance of an agreed policy and supervision agreement which gives clarity of roles, responsibilities, accountabilities and expectations. 
       Consistency in all aspects of the process was highlighted as an essential ingredient to success i.e. approaches, model, confidential safe space and planning. Notably consistency of relationships was significant in enabling a trusting and safe space to support reflection, challenge practice and guide learning.
      There was consensus that attending case presentation team meetings supported a shared understanding and learning.
      CPA or child protection lead attendance at FNP Advisory Boards is valuable in supporting quality assurance and quality improvement and understanding of local and national policy context. 
       It was agreed that there are differing learning needs of individuals that may require additional learning or support; having a CPA available for ad hoc discussions when required was highlighted as very helpful. 

Benchmarking for Tripartite supervision in Scotland based on the findings from this review are:

      Governance is to be set out locally with the development of a Standard Operating Procedure agreed at the FNP Advisory Board.
      There should be a supervision agreement which is negotiated and reviewed, at a minimum, annually with all parties involved.
      The FNP Supervisor retains supervisory responsibility, facilitating the sessions and following the model as per the Supervision Guidance Document and the benchmarking for 1-1 supervision. The CPA encourages reflection by the family Nurse and aids learning by adding knowledge of local and national policy.  
      For consistency there should be a named CPA for each team who:

1. Attends Case Presentation Team meetings every 3 months  
2. Offers tripartite supervision every 3 months to each FN 
3. Is available for ad hoc support for the Family Nurses and/or Supervisor if required
4. May be invited to facilitate learning at team learning days
5. Offers each Supervisor a minimum of 3 monthly child protection case supervision for her own clients in line with that of the nurses
6. Attends the annual networking/learning event at NES to update knowledge regarding FNP theories, practice and ethos. 

· It is recommended that a representative from the child protection team attends the FNP Advisory Board. 
· In addition, each group of Supervisors at a site should have support from the Adult and Child Protection senior nurse or lead for the NHS Board on a monthly basis. 
[bookmark: _Toc81209820]Part five: Psychology consultation
Psychological support was felt to be important at the outset of FNP in Scotland. Psychology input involves consideration of individual, team and case dynamics, and draws upon a broad range of relevant psychological theories and the specialist skills needed to put these into supervisory and consultative practice.

The young families that are eligible for FNP are a unique group to work with in terms of brain development in both infants and adolescents and the complex nature of vulnerabilities and resilience. Psychology based education during FNP training helps build practitioners knowledge relating to the underpinning theories of FNP, self-efficacy, human ecology and attachment and supports learning around some of the practical aspects of working with this client group.

Building upon the FNP core training, Psychology Consultation has been an integral part of the knowledge development aspect of the supervision process. FNP nurses and Supervisors work intensely with clients with high levels of complex needs, often with significant levels of trauma and adversity. Mental health challenges feature highly in this client group. Understanding how this can impact on the wellbeing of parents and children and how to respond to these challenges is of significant importance in achieving the desired outcomes in FNP. 

FNP nurses recognise that while their role is fulfilling it also has a significant emotional toil. FNP is a physically and emotionally demanding job. Developing a strong therapeutic relationship with clients facilitates change and can bring high levels of job satisfaction however it can also be very intensive and stressful for nurses. Vicarious trauma, compassion fatigue and burnout are common issues when working in highly emotionally intensive roles[footnoteRef:13]. It is imperative that NHS staff are supported to maintain good mental health, wellbeing and resilience (individual, team and organisational) FNP supervision plays a significant part in this. Psychology Consultation was implemented to strengthen this support mechanism. [13:   https://tavistockandportman.nhs.uk/documents/936/NWSDU-enhancing-management-psychological-distress-staff-promoting-systemic-res_gNe32Yl.pdf] 


Similar to the other aspects of FNP supervision there has been no formal review of the Psychology Consultation input or outcomes for a Scottish context however, there was anecdotal evidence of differing processes throughout the country.

The review process was completed by the National Clinical Advisor from Scottish Government supported by the Programme Director and Principal Educator in psychology from NES and took the format of:

      Completion of a mapping exercise to understand the level of Psychology Consultation in FNP sites across the country.
      A link to a Psychology Consultancy evaluation questionnaire on quest back was sent to all FNP Supervisors for completion. The Supervisors were also asked to forward on to all FNP nurses. The responses were anonymised. 
       A link to a Psychology Consultancy evaluation questionnaire on quest back was sent to all Psychology Consultants working in FNP sites across Scotland. The responses were anonymised.

Analysis of the evaluations was completed by the National Clinical Advisor from Scottish Government supported by the Principal Research Officer for FNP in Scottish Government:

      Mapping the activity across the country demonstrated that there were many shared aspects of practice such as attendance at monthly case presentation team meetings, 1-1 between the Psychologist and Supervisor and the use of time to consider self-care or mindfulness. However, there were a number of differing practices such as the length of time in attendance, some sites had two teams together and some had group supervisor meetings. Most teams had a structure to their meetings but the models used varied across the country. The extent and nature of the psychologists expertise varied as did the recruitment process for the post with some having to formally apply for a post and others being approached and offered the opportunity. 
      There were 82 questionnaires completed 60 nurses, 20 Supervisors and 2 that did not answer FN or SV. The findings were predominantly positive stating that there was a safe and respectful space to learn and reflect, the Psychology Consultation contributed to the quality assurance of the programme and aided programme delivery, small well-structured and consistent meetings aided learning. To improve the consultation it was suggested that there is increased time for teaching sessions, emotional refuelling/mindfulness, to have a standardised approach across teams and for psychologists to have training sessions in FNP including an induction period and national links.
      There were 13 respondents to the psychologists questionnaire. The findings were positive also stating that a safe space where open honest conversations can take place is crucial to learning. It was important to offer a different perspective and respectfully challenge which contributes to quality assurance and improvement in programme delivery. Many of the psychologists stated that FNP was a good fit for them as the ethos and values matched theirs. However, it was clear that the psychologists wished to contribute more to facilitation of learning and would also like more formal learning regarding FNP to increase their own understanding but there was no protected time for this.

Benchmarking for Psychology Consultation in Scotland based on the findings from this review is:

      Governance is to be set out locally with the development of a Standard Operating Procedure agreed at the FNP Advisory Board.
· Fundamental to quality assurance and improvement an annual evaluation of the Psychology Consultation should take place as set out in the document in Appendix 3.1.
      The FNP Supervisor retains supervisory responsibility, facilitating the sessions and following the model as per the Supervision Guidance Document and the benchmarking as per 1-1 supervision. The Psychologist encourages reflection by the family nurse and aids learning by adding knowledge of psychological theories and practice.  
      The use of a nationally agreed person specification may be useful to assist with the appointment of the Psychology Consultant for FNP (Appendix 3.2) to help support the achievement of consistency of expertise across the country. To support those new into the role a period of induction (additional 2.5hr per month for the first 3 months) would be appropriate and should include:

1. Informal introduction to team
2. Introduction to local FNP lead
3. Linking up with other local psychologists working within FNP
4. Linking with wider psychology network 
5. Contact with lead psychologist for FNP (NES) for overview of national picture and their role

      For consistency there should be a named psychologist for each team who

1. attends a case presentation team meeting monthly. These meetings provide opportunities for reflecting on case work, making sense of both the client's circumstances and the Family Nurses' understanding of these. This involves consideration of individual, team and case dynamics, and draws upon a broad range of psychological theories and models, which can be discussed in group meetings.  The emotional impact of the work on Family Nurses is kept very much in mind, with consideration given and space to reflect on what supports are needed in order to do the work, both as a team and individually. To achieve a safe and nurturing environment where nurses feel free to share the meetings should be single team meetings.
2. will provide each supervisor individual 1-1 monthly supervision which may include (but not exclusive of) consideration of team dynamics, Family Nurse cases or Supervisor’s own cases and workload, the supervisors reflection on demands of the supervisor role.

To enable time for preparation and write up of record this equates to 5 hours per month per team.

Protected time will be required to allow for Psychology Consultant:

      representation on the interview panel for new Supervisors as evidence from the review suggested that this was a valuable contribution.
    to support the facilitation of education sessions at team learning days. This ensures that multi team sites have consistency of learning regarding psychological theories and practice. 
· contribute to and attendance at FNP annual reviews.
· attendance at biannual networking/learning events at NES to update knowledge regarding FNP theories, practice and ethos (Appendix 3.3).
[bookmark: _Toc81209821]Part six:  FNP Supervisor education and partnership arrangements
The role of FNP Supervisor is complex and challenging, and incorporates a diverse range of responsibilities. Health Boards and Supervisors themselves make considerable investment in the development of Supervisor understanding and skills. Effective and proficient Supervision is an essential mechanism through which the quality of FNP programme delivery is assured. 
The education of Supervisors is highlighted in CME#9 in addition to this is the ongoing support offered to SV’s in Scotland via the Supervisors Learning Forums and the Supervisors Quality Assurance Groups. These are run every 3 months; SV’s are expected to attend at least one of each of these sessions per year. Supervisors are also required to attend at least one NES run FNP Continuing Professional Develop (CPD) day per 3 years and one NES run CPD day for Supervisors.

To support ongoing good practice by Supervisors in relation to their clinical work with clients and their supervisory work with family nurses, they are partnered with a  Supervisor colleague. Supervisor partner arrangements provide an opportunity for a peer Supervisor to observe supervisory and clinical practice and provide reflective appreciative feedback, evaluation and affirmation of strengths. They also facilitate the identification of areas of clinical and supervisory practice for enhancement and growth.
This aspect of the supervisory process in Scotland was challenging to maintain during the scale up of the service and anecdotal accounts reported that this has not been utilised in several sites. However, several Supervisors expressed a wish to re-establish the Supervisor Partnership arrangements. Therefore, a consultation process was completed by an FNP Principal Educator from NHS Education for Scotland (NES) and the FNP National Clinical Advisor from the Scottish Government via a Questback questionnaire and discussion at the Supervisor Quality Assurance meetings.

From analysis Supervisors shared that the partnership arrangements:

· provided an opportunity for rich learning, sharing innovation 
· provided support for both new and experienced Supervisors particularly when partnered with teams out with their own site 
· provided a space for reflection and appreciative feedback enhanced skills and knowledge base 
· gave an opportunity to consider quality assurance and offered the scope to contemplate quality improvement projects
· should be as close as possible geographically to avoid excessive travel
· should include a minimum number of days with the ability to be flexible

Coordination arrangements will be the remit of the Scottish Government. Following the completion of the FNP Supervisor learning and mentorship programme a partner Supervisor will be allocated. 
Partners will be:- 

· pairs, although there may be the occasional need for a group of three 
· as close as possible geographically 
· someone outside the Supervisor’s employing site 
· changed periodically to accommodate new Supervisors 

Sessions should be a minimum of two full days per year with the flexibility to increase this frequency depending on identified need. This could be used flexibly and may include: 
· informal peer support 
· accompanied FNP home visits, with constructive reflection and feedback on the Supervisor’s clinical practice and completion of the required data 
· observation of supervision provided to FNs, and appreciative feedback and reflection on Supervisory practice 
· mutual support with learning and development within the role
· shared team learning days 

In order for the arrangements to be effective it is essential that Supervisors are supported in their efforts to undertake the role as a partner by FNP Lead/consultant/manager and the FNP Advisory Board. Evaluation of the arrangements will be through the FNP Supervisor Quality Assurance meetings,  FNP Scotland Leadership Group, Data Collection and the Annual Review process. Record keeping is discussed in part seven of this document.
It is essential to acknowledge any areas of practice that may present a concern; the SV should act accordingly and in line with the NMC code. Serious consideration should also be given to seeking support or advice from the FNP Lead/consultant/manager for the site and/or the Scottish Government National Clinical Advisor.

[bookmark: _Toc81209822]Partnership arrangements via digital methods  
These arrangements offer an aspect of quality assurance and reflective learning via appreciative feedback mechanisms. Face to face meetings are the preferred method however, in rare circumstances such as the global COVID 19 pandemic some of the partnership sessions could be completed via video conferencing i.e. observation of supervision (Appendix 4.1 for guidance).
[bookmark: _Toc81209823]Part seven: Data form and record keeping
[bookmark: _Toc81209824]Supervision data form
Collection of data is an integral part of the FNP programme and allows for the monitoring, evaluation, and further refinement of the implementation of programme delivery. It is fundamental to successful outcomes for FNP clients and their children. Historically in FNP Scotland data capture has predominately been in relation to work with clients, however, the development of the TURAS FNP system has provided a platform for the development of a new suite of data forms including one for Supervision alongside this is a guidance document relating to completion of it (Appendix 5.1).  This form is to be completed if any form of FNP supervision has taken place

[bookmark: _Toc81209825]Supervision agreement template
The Reflective Supervision Guidance document (Appendix 2.1) recommends the development of a supervision agreement template (Appendix 2.2). It is expected that this will be adapted for use in local areas and to meet the needs of individuals. This should be completed at the start of any new supervisory relationship (FNP Supervisor, CPA, Psychologist or FNP Lead) and reviewed as a minimum annually. Storage of documents will be dependent on local NHS board area governance standards. 

[bookmark: _Toc81209826]Supervision recording keeping	
The Nursing and Midwifery Council (NMC)[footnoteRef:14] highlights the importance of keeping clear and accurate records relevant to your practice. “This includes but is not limited to patient records. It includes all records that are relevant to your scope of practice”.  [14:  https://www.nmc.org.uk/standards/code/] 


Supervision records should be completed and maintained to: 
· provide a structure that supports reflection and learning 
· keep a record of client case supervision, decisions taken, plans made and timescales for review 
· support the analysis of client situations, search for alternative explanations and the drawing up of hypotheses 
· evidence the process of decision making and support accountability for it 
· support the systematic review of all FNP clients within supervision 
· integrate protection of children and vulnerable adults into all aspects of supervision 
· support FNs to re-examine and reflect on challenging situations 
· support recognition of the FN’s strengths and achievements 
· enable sharing and exploration of challenging clinical situations, both with the Supervisor and within the team 
· support the consideration of local programme progress against fidelity goals and outcomes

Following the international review of reflective supervision a working group was set up to consider the documentation used as part of the supervision process. A principles guide to the development of reflective supervision documentation was agreed.  A Principal Educator from NES completed a small scale test of the recommended paper work which was then adapted to fit a Scottish context from the feedback received.  

[bookmark: _Toc81209827]Reflective supervision record - client and child 
This document (Appendix 2.4) should be completed at least once in every phase of the programme for each client and child. It is essential that the family nurse has completed an assessment and analysis of the client and child using a recognised tool such as The National Practice Model and the National Risk Assessment Framework to support completion of sections 1-3  prior to bringing to the supervision session.  The final stages in the document are completed as part of the supervision process. Any agreed adjustments in visiting schedule and rationale should be documented in this record. In line with General Data Protection Recommendations[footnoteRef:15] a separate document should be used for client and child. Once complete it should be stored in line with locally agreed record keeping policies. [15:  https://ico.org.uk/for-organisations/guide-to-data-protection/guide-to-the-general-data-protection-regulation-gdpr/] 


[bookmark: _Toc81209828]Reflective supervision record – family nurse
This document (Appendix 2.4) should be agreed and completed at every 1-1 supervision session. Any agreed changes to schedule or method of supervision rationale should be documented in this record. Once complete it should be stored in line with locally agreed record keeping policies.

[bookmark: _Toc81209829]Reflective supervision record – Accompanied home visits
The guidance for conducting an accompanied visit and completing records can be found in Appendix 2.5. This will help support consistency of approach across teams and sites therefore enhancing the ability of SV’s and FN’s to learn and develop through a structured approach. Once complete it should be stored in line with locally agreed record keeping policies.

[bookmark: _Toc81209830]Supervisor partnership arrangements – Record keeping  
During the review process Supervisors and FNP Leads requested a template to record the reflections of strengths, areas for improvement and plans noted during any observation session. The documents in Appendix 4.2  are to be completed jointly with the Supervisors involved. Once complete it should be stored in line with locally agreed record keeping policies.
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Executive Summary

The Nurse-Family Partnership (NFP) program has developed over many years to become the highly-
respected evidence-based program that is now being offered to disadvantaged families in nine different
countries. As the program has developed and expanded, its various components have needed to be
described and delineated, so that the many thousands of NFP nurses, supervisors and implementing
bodies who have become involved, are able to faithfully reproduce the program model that has been
rigorously tested. The key features of the program (both the clinical model and the organisational
supporting arrangements) that need to be reproduced have been identified as Core Model Elements
(CMEs) and each country or organization provided with a license for NFP agrees to adhere to these as
they implement the program within their own context. Applying the CMEs in practice provides a high
level of confidence that the outcomes achieved by families who enrol in the NFP program will be
comparable to those achieved by families in the initial three randomized controlled trials and outcomes
from ongoing research on the program.

Fidelity is the extent to which there is adherence to the CMEs alongside application of new research
findings, and carefully developed innovations. Fidelity helps protect the integrity, quality, and
effectiveness of the NFP program while being respectful and sensitive to local context. License holders
are responsible for ensuring that implementing agencies/sites, NFP nurses, and nurse supervisors
implement the program with fidelity to the NFP model. For a number of CMEs, benchmarks have been
created that enable teams, NFP leads and license holders to assess the extent to which the program is
being implemented with fidelity. It is expected that progress against these benchmarks is reviewed
regularly to inform priorities for quality improvement measures. In addition, progress in relation to
these benchmarks and for indicative outcome measures are reported to UCD in the annual report.

It has been over 30 years since the first publication of the Elmira trial results. Since that time there has
been a commitment to continuous refinement of the NFP program through ongoing research
internationally and the development of innovations such as DANCE, Mental Health, Intimate Partner
Violence, and the STAR Framework.
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A thorough and highly collaborative review of the original 18 CMEs was conducted during 2016-2017,
with expert advice from the NFP International community. A number of revisions were made to: 1)
incorporate new research evidence; 2) seek expert advice from the NFP international community,
reflecting on lessons learned over time; 3) address the various contextual issues of the different
countries implementing the program; 4) ensure that the expectations for each CME are clear, including
benchmarks; 5) and provide clear and consistent guidance for requesting variances.

Some adaptations or adjustments to program implementation as well as NFP practice are expected for
the changing context and demographics of NFP clientele, as well as cultural and policy contexts.
Country-specific variations for a CME based on local context may be requested and granted by Dr Olds
or his designee, if there is compelling rationale to justify doing so. It is expected that these variations will
be evaluated for impact as part of this process.

It is also possible for countries to request use of authorized additional model elements where it is felt
that their context would benefit from the addition of new, as yet untested, program components (such
as the use of associate NFP team members such as Family Partnership workers or community
mediators).

This document sets out the 14 International Core Model Elements with detailed descriptions of the
rationale and evidence that underpin them, as well as guidance to support their practical application.
The expectation is that each country delivers the NFP program with fidelity to each CME unless a
variation has been granted.
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Introduction

The Nurse-Family Partnership® (NFP) program has developed over many years to become the highly
respected evidence-based program that is now being offered to disadvantaged families in nine different
countries. As the program has developed and expanded, its various components have needed to be
described and delineated, so that the many thousands of NFP nurses, supervisors and implementing
bodies who have become involved, are able to faithfully reproduce the program model that has been
rigorously tested. The key features of the program that need to be reproduced have been identified as
Core Model Elements (CMEs) and each country or organization provided with a license for NFP agrees to
adhere to these as they implement the program within their own context.

During the initial planning for the first NFP randomized-controlled trial (RCT) in Elmira, each of the
program components was designed to work in an integrated, complimentary way to promote the health
and well-being of mothers and children from socially disadvantaged families, to prevent maltreatment
and to achieve the three program goals.

1. Improve pregnancy outcomes

2. Improve child health and development

3. Improve parents’ economic self-sufficiency

Detailed record-keeping systems and regular case reviews were used to ensure that the home-visited
protocol was followed by each NFP nurse (Olds, 1985). At that time, there were no visit-to-visit
guidelines, only a broad outline of discussion topics and weekly staff meetings at which Olds and the
nurses discussed specifics of the visits and applicable theory. These early reflections suggested and
informed many of the NFP’s current components, including the six program content domains.* Through
this process, Olds understood that he and the nurses shared the “ownership” of the program’s clinical
model (Dawley et al., 2007).

The Memphis and Denver trials provided additional theoretical, observational and empirical data to
further inform the original set of 18 CMEs. These CMEs were defined to articulate the essential
components of the model, thereby protecting the integrity and quality of the program. This is necessary
because of the risk that programs with good scientific evidence, are ‘watered down’ in the process of
being scaled up unless measures are put in place to preserve the integrity of the program (Olds, 2006).
The original 18 Core Model Elements of NFP were designed to delineate and articulate the essential
program elements in two distinct areas:

1. Key components of program implementation (e.g. client recruitment, program duration)

2. Key supporting aspects that ensure high quality delivery of the program (e.g. supervision

arrangements, community support)

1 The six NFP content domains (Environmental Health, Family & Friends, Health and Human Services, Life Course
Development, Maternal Role, and Personal Health), provide a system and structure designed to ensure that each
nurse is comprehensive in her approach with every client. The domains are also useful in observing the changing
emphasis in content areas during the pregnancy, infancy, and toddler phases of the intervention.
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Guidance Document — Revised NFP Core Model Elements

In addition to the CMEs, a series of ongoing fidelity measures were introduced, variously known as
stretch goals, benchmarks and objectives. These measures were, and continue to be, used as part of a
quality assurance program designed to provide data demonstrating the extent to which the program is
implemented with fidelity and achieving positive client outcomes.

It has been over 30 years since the first publication of the Elmira trial results. Since that time there has
been a commitment to continuous refinement of the NFP program through ongoing research
internationally and the development of innovations such as DANCE, Mental Health, Intimate Partner
Violence, and the STAR Framework. Through our international work, we discovered anomalies in the
wording and application of the CMEs between countries.

Consequently, a thorough and highly collaborative review of the original 18 CMEs was conducted during
2016-2017. A number of revisions were made to: 1) incorporate new research evidence; 2) seek expert
advice from the NFP international community, reflecting on lessons learned over time; 3) address the
various contextual issues of the different countries implementing the program; 4) ensure that the
expectations for each CME are clear, including benchmarks; 5) and provide clear and consistent
guidance for requesting variances.

This document sets out the International Core Model Elements developed through that project.

Responsibilities for use of the Core Model Elements

License holders are responsible for ensuring that implementing agencies/sites, NFP nurses, and nurse
supervisors implement the program with fidelity to the NFP model. Fidelity is the extent to which there
is adherence to the CMEs alongside agency/nurse uptake, application of new research findings, and
carefully developed innovations. Some adaptations or adjustments to program implementation as well
as NFP practice are expected for the changing context and demographics of NFP clientele, as well as
differing international cultural and policy contexts. Applying the CMEs in practice provides a high level of
confidence that the outcomes achieved by families who enrol in the NFP program will be comparable to
those achieved by families in the initial three randomized controlled trials and outcomes from ongoing
research on the program. In a complex intervention such as NFP, effectiveness is not likely to be linked
to individual aspects of the program such as the therapeutic relationships the nurses establish with
mothers. Rather the effectiveness of the NFP is likely due to the synthesis of all the components of the
program (Landy et al, 2012).

Benchmarks

The term ‘benchmark’ is used in this document to identify expected levels of indicative achievements in

relation to particular Core Model Elements. These enable countries to assess their progress in relation to
fidelity with the program model and also enables the agreement of a consistent minimum standard and

the comparison of fidelity internationally. A summary of all the benchmarks is included in Appendix A.
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It is expected that countries will set their own benchmarks in relation to some areas (these are indicated
in the text) and also for the achievement of indicative outcome measures.

Language use
This guidance document has been created, as far as possible, to accommodate differing international

use of language and descriptions for common issues, services and organisational structures. There are,
however, some commonly used terms that need to be understood and accommodated. These are as
follows:

e Participants in the NFP program are generally referred to as ‘clients’, a term that seems to be
generally acceptable, but may need adjusting in some contexts. Clients are always referred to as
female, an issue that is expanded within the text of CME 2: Client is a first-time mother.

e While we use the term “she” to refer to nurses in the document, this should be taken to also
include male NFP nurse/supervisors

e While we usually refer to “fathers” of the baby in this document, some clients may be in a same-
sex relationship with both partners in a parenting/caregiving role
» NFP strives to be an inclusive program, therefore the Visit-to-Visit Guidelines and other

program materials are expected to be adapted to become gender neutral when needed.

What components of the guidance for individual CMEs may countries change?

The table below indicates which components of the CME can be changed, enhanced, or adapted by

countries:
CME No changes permitted
Definition Changes require approved variance
Rationale Countries may add in additional relevant
evidence
Supporting Evidence/Literature Countries may add in additional relevant
evidence

Practices That Support Implementation of This Countries may add in additional relevant

Core Model Element guidance

Variations and Challenges Across Countries No changes permitted

Permissible Variations No changes permitted

How Core Model Element Measured and Countries may adapt as needed

Analysed

Benchmark(s) Countries will set their own benchmarks for CME

#3, 6, 14, 5 (client retention and attrition
component), and 14
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Request for a Variance

Country-specific variations for a CME based on local context may be requested, if there is compelling
rationale to justify doing so. This will help protect the integrity, quality, and effectiveness of the NFP
program while being respectful and sensitive to local context. If a country feels that they have a strong
need with compelling justification, they would complete the Request for Variance to Core Model
Elements form (refer to Appendix C). The wording of the specific CMEs will not be changed, but
countries may request changes to the definition/implementation. This form should be submitted to
their designated NFP International Consultant who will then review and discuss this request with the
Clinical Lead and license holder. The full International Team, including David Olds, will then review the
request and make a final determination if it will be approved. The signed Variance to Core Model
Elements form will be returned to the license holder with the decision of the International Team and a
date identified for reassessment of the request.

Authorised Additional Model Elements
It is also possible for countries to request use of authorized additional model elements where it is felt

that their context would benefit from the addition of new, as yet untested, program components (such
as the use of associate NFP team members such as Family Partnership workers or community
mediators).

Summary

This guidance document sets out the International 14 Core Model Elements with detailed descriptions of
the rationale and evidence that underpin them, as well as guidance to support their practical
application. The expectation is that each country delivers the NFP program with fidelity to each CME
unless a variation has been granted. This will help protect the integrity, quality, and effectiveness of the
NFP program while being respectful and sensitive to local context.

» The individual CMEs begin on the next page
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Element 1: Client participates voluntarily in the Nurse-Family Partnership (NFP) program.

DEFINITION

Nurse-Family Partnership (NFP) clients participate voluntarily in the program. In all situations, clients
must be enabled to understand that they are participating in the program voluntarily and that they may
withdraw from the program at any time. Written materials, including pamphlets setting out the
voluntary nature of the program and/or signed consent should be used to support this.

RATIONALE

The NFP program is designed to be strength-based, building self-efficacy through collaborative goal-
setting and supporting behaviour change. Voluntary participation is a key component of the
development of a trusting relationship between NFP nurse and client that is supportive, empowering
and long lasting. Choosing to participate empowers the client, while involuntary / coercive participation
is inconsistent with building self-efficacy. On occasion, implementing sites may receive referrals or
notifications about potential clients from the legal system, child welfare, health care providers, and
other service providers where client participation is an implicit or implied expectation. Even when
participation is discussed as being voluntary by the NFP nurse during the initial home visit, the client
may perceive participation as non-voluntary, depending on how the referral source has introduced the
NFP program. The expectations in the plan of care developed by the referral source for the client may
lead the client to believe her involvement in the NFP is involuntary. It is essential that the decision to
participate be between the client and her NFP nurse without any pressure to enrol. It is also important
to discern between the clients feeling coerced versus those ambivalent regarding participation.
Whenever clients are asked and agree to participate in NFP related research, countries will follow the
guidelines of their local/national research ethics boards to ensure informed consent is obtained.

SUPPORTING EVIDENCE/LITERATURE

e All women participating in the 3 US randomized controlled trials were required to sign an informed
consent and participation was voluntary as it would be unethical to study involuntary participation
(Olds et al., 1999).

e Voluntary participation is a home visiting best practice identified by Healthy Families America (2001)

e In most countries, participation in home visitation programs is voluntary (American Academy of
Pediatrics, 1998).

e (Clients have the right to decide whether they need to or want to engage in services. The families
who may benefit most from home visiting are also the ones who may be hardest to reach, enroll,
and retain (Staudt, 2007).

e Evidence from home visiting and other service sectors suggests that participation alone is a poor
predictor of client outcomes. Rather it is the client’s engagement in the program, which starts with
willing participation (Staudt, 2007).

o The effectiveness of non-voluntary participation in NFP has not been studied.
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PRACTICES THAT SUPPORT IMPLEMENTATION OF THIS CORE MODEL ELEMENT

As part of the enrolment process the client is informed about the program benefits and
responsibilities, the client understands what to expect, including the frequency of visits and length
of time in the program, and agrees to participate.

Lessons from the field indicate that attrition and retention are impacted negatively when the NFP
nurse is associated too early as a partner with service providers wielding power. For instance,
prenatal case conferences with Child Protection workers, if introduced too early in the development
of the new NFP nurse-client relationship, often has a negative impact because of the perceived
power imbalance.

Sometimes the referring/notifying individual/agency puts pressure on the client to participate. Some
sites have found it works very well when the NFP nurse informs the client about the program and
then gives the client several days to make a final decision regarding her participation. This “space”
creates the potential for the client to realize that indeed she does have choice about participating in
the program.

When clients are ambivalent about participating (“a normal human process on the path to change”)
(Miller & Rollnick, 2013, pg. 166), the NFP nurse (when involved in the recruitment process) will use
her motivational interviewing skills and techniques to explore how the program might support the
client. It is essential that referral partners become knowledgeable about the important benefits of
voluntary participation in the NFP.

Sites can use a variety of strategies to promote the program, including marketing, community
outreach, and promotion/advocacy though Community Advisory Boards etc.

Some countries have added community workers to NFP teams in order to promote and facilitate
enrolment of families within specific communities. In these instances, it is important that these
workers are also able to ensure that client participation is voluntary.

As always with NFP, the nurse would adapt the recruitment and enrolment process as needed for
clients without losing the intent. For example, the nurse would carefully read all the information on
the consent for low-literacy or visually-impaired clients.

VARIATIONS AND CHALLENGES ACROSS COUNTRIES

When sites identify situations in which a court, child welfare agency etc., has required or ordered a

pregnant woman to participate in the NFP program, the NFP nurse (or NFP supervisor, program

manager/director etc.) should follow-up with the judge, probation officer, or social services staff

member. She will thank them for the referral, then explain that the program is voluntary and that we

have no evidence that NFP is effective in situations where the client is ordered to participate. Most of

the time, given this information, the requirement is dropped, and replaced with a recommendation to

participate. There may be some populations/countries where obtaining written consent is not culturally

appropriate or in contradiction to health care norms. In these instances, there would be a clear process

developed and communicated to all NFP team members regarding how informed consent to participate
would be obtained.
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PERMISSIBLE VARIATIONS

There are no permissible variations to this element.

HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

In countries where signed consent is expected, a copy of the signed consent is kept in the client’s
record/chart. It may be possible for this information to also be recorded in a NFP national
database/information system, to enable confirmation of this CME. Information is by self-report (signed
informed consent /nurse confirmation of voluntary participation and continued client engagement are
indicators of this element).

BENCHMARK(S)

It is expected that all clients (100%) will participate in the program voluntarily. Voluntary participation
relates directly to the NFP program theory of self-efficacy. Where countries expect written consent, this
CME can be measured through chart reviews to ensure all clients have a signed a consent to participate
in the program.
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Element 2: Client is a first-time mother

DEFINITION

First-time mother is either a nulliparous woman (i.e., has experienced no previous live births) or has
never parented a child before. Women who have experienced a neonatal death, have had a child
removed from their care immediately after birth, or had their first baby adopted immediately after birth
would therefore be eligible for inclusion in the program.?

RATIONALE

e The revised criteria for this CME was expanded to include woman who had delivered a live infant
but never parented. These women would tend to have a large number of risk factors; therefore, we
should expect them to have a high benefit from the program.

o NFP seeks to prevent a number of child health problems that emerge early in the life cycle and that
might be prevented with improvements in prenatal health habits, care of the child, and the
psychosocial context of the family. The NFP conceptual model illustrates how the program aims to
prevent child maltreatment and promote parents’ competence in providing care that is sensitive
and responsive in order to foster optimal children’s development (Donelan-McCall, Eckenrode, &
Olds, 2009).

o  While the NFP does focus specifically on improving child health and development as one of the
three program goals, the mother (not the child) is the identified client. The NFP nurse develops and
maintain a therapeutic relationship with each client, and uses the NFP program methods to enable
necessary behaviour change, ensuring the mother as the identified client is able to nurture, develop
and protect her child from harm (guidance document - International Nurse-Family Partnership Core
Competencies - 2015).

e Mothers are the clients of the program, rather than fathers or other family members. This is on the
basis that the program model produces improved outcomes for the child by impacting on the
caregiver. If parental relationships break down, it is the mother who is most likely to remain the
primary caregiver for the child and as the client will provide continuity of program visits. However, it
is expected that fathers and other family members will be actively included in visits whenever
possible and appropriate. If others in the family become the primary caregiver on a permanent
basis, it is possible for that family member to become the NFP client.

e Rubin (1976) identified 4 tasks of pregnancy: 1) seeking safe passage for the woman herself and her
child through pregnancy, labour, and delivery; 2) ensuring the acceptance of the child by significant
persons in her family; 3) binding-in to her unknown child; and 4) learning to give of herself. All four
tasks are worked on concurrently and equally. An impasse in any one task area can impact
negatively on the pregnancy. Nurse visits within the pregnancy phase support women to manage all
these aspects of the transition to parenthood.

2 Additional information regarding client demographical inclusion criteria can be found in CME #3
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e Becoming a mother for the first time is a time of great change in a woman’s life, when she is more
vulnerable and so tends to be more willing to accept support and help. A woman with no prior
experience with parenting, is more open to advice and guidance, and may be more receptive to
intervention and change. The skills and sense of her identity as a mother should carry over to
subsequent pregnancies and births.

e Limiting enrolment to first-time mothers therefore maximizes the opportunity to improve outcomes
for families.

SUPPORTING EVIDENCE/LITERATURE

e NFP targets first time mothers on the theory that such a major change as the first experience with

motherhood makes them receptive to receiving education and support from visiting nurses (Dawley
et al., 2007; Olds & Kitzman, 1993).

e All three of the US trials focused on women who had no previous live births because it was
hypothesized that: 1) such women would be more receptive to home-visitation services concerning
pregnancy and child rearing than would women who had already given birth; 2) As the client/family
learn parenting and other skills through the program, they should be better able to care for
subsequent children; 3) by helping parents plan subsequent births, it will be easier for them to finish
their education and find work (Olds et al., 2003; Olds, 2006).

e Women bearing first children are particularly receptive to this service, and to the extent that they
improve their prenatal health, care of their firstborns, and life-course they are likely to apply those
skills to subsequent children they choose to have (Olds, 2002; Olds, 2006).

e All three of the trials focused on women who had no previous live births because it was
hypothesized that such women would be more receptive to home-visitation services concerning
pregnancy and child rearing than would women who had already given birth. (Olds, 2006). The
outcomes of providing NFP to multiparous women are currently untested and therefore unknown

e An RCT conducted in Canada involving an intensive 2-year program of home visitation by nurses
with many of the same features as NFP was delivered to families where confirmed child abuse had
occurred. The intervention was not more effective than standard services in preventing recurrence
of abuse. The high rates of recurrence in this study suggest that substantive efforts must be
invested in prevention of child abuse or neglect before a pattern is established [i.e. working with
first time mothers] (MacMillan et al., 2005).

PRACTICES THAT SUPPORT IMPLEMENTATION OF THIS CORE MODEL ELEMENT

o Working with external agencies to inform them of the program’s eligibility requirements, along with
the reasons for this, is essential to secure information regarding eligible women for the program. It
is also important to be aware of other programs and resources available to mothers who are not
eligible for NFP, so that NFP nurses can redirect women who are not first-time mothers to other
programs.

e All client recruiting materials and information about the program should contain information that
explains that the program is for first-time mothers.
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e Although the mother is the designated client, the NFP is also orientated toward the inclusion of the
father of the baby, friends and other family members. Regardless of the exact living arrangements,
these “significant others” are encouraged to sit in on the home visits if the mother so desires.
Special emphasis is placed on involving the father (Olds, 1980). Where the father takes sole
responsibility for care of the child it is possible for him to be recognised as the client for the
remainder of the program.

VARIATIONS AND CHALLENGES ACROSS COUNTRIES

As NFP is expanded internationally to countries where there are unique cultural contexts, this CME will
need to be carefully considered. Some countries are now evaluating providing the program to
multiparous women. Where variations to this CME are sought, consideration should be given to the
impact that this will have on clarity of the NFP offer, as well as the need for research to determine
impact and effectiveness (see below).

PERMISSIBLE VARIATIONS

The effectiveness of delivering NFP to multiparous women has not been rigorously tested using a
randomized controlled trial. The Tribal Nations in the US have conducted formative assessment of
delivering NFP to multiparous women. This variation is in alignment with the specific cultural norm for
this community of offering and providing the same services to all. There are unique challenges for the
nurse when delivering NFP to multiparous women including addressing childhood issues of various aged
children, changes in family dynamics related to the possibility of multiple adult caregivers, and the
potential for increased visit length along with increased time necessary for preparation and follow-up.
There are many benefits to the client including the opportunity to learn and make changes in her
approach to pregnancy and child growth and development with the new pregnancy and additional child.
Australia was granted a variation to deliver NFP to multiparous women given their unique cultural
context of providing NFP solely within an indigenous culture where the exclusion of these women would
be deemed inappropriate. At this time, as this variation is of unproven impact, countries wishing to
deliver NFP to multiparous women in any way must negotiate this with their international consultant,
providing clear rationale for doing so and a viable plan to evaluate this.

HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

This CME should be monitored and assessed through each country’s program referral /notification data
form or similar documentation. It is expected that NFP nurses will take care to enquire about the
outcome of previous pregnancies with all potential clients before enrolling them onto the program.
However, it is possible for countries to include confirmation of this by the nurse within their information
system or clinical records if desired.

BENCHMARK(S)

It is expected that all clients (100%) will meet the NFP definition of “first time mother”.
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Element 3: Client meets socioeconomic disadvantage criteria at intake

DEFINITION

Each country will set its own socioeconomic threshold/criteria using existing national definitions,
ensuring this criterion can be easily and consistently applied. In addition, using population-health
statistics and relevant research data, countries may establish additional rigorously defined psycho-social
disadvantage eligibility criteria, including an upper age cutoff where applicable.

RATIONALE

The Elmira trial was open to women of all socioeconomic backgrounds. The mothers with higher
incomes had more resources available to them outside of the program, so they did not get as much
benefit from the program compared with mothers with lower incomes. The most pronounced effects of
the NFP program were found among the low-income, unmarried participants including: improved
maternal life course; the provision of more sensitive and competent care; reductions in both
substantiated child abuse and neglect reports; and reductions in emergency health care visits during the
first year of life (Olds et al., 1986). In the Elmira trial, most married women and those from higher
socioeconomic households managed the care of their children without serious problems and were able
to avoid lives of welfare dependence, substance abuse, and crime without the assistance of the NFP
nurse. This pattern of results challenges the position that these intensive programs should be made
available on a universal basis. Doing so is likely to be wasteful from an economic standpoint and may
lead to a dilution of services for those families who need them most because of insufficient resources to
serve everyone well (Olds et al., 1999; Donelan-McCall et al., 2009; Olds, 2012).

Overall, the US trials identified that program benefits (such as mothers’ use of cash-assistance
welfare, timing of subsequent pregnancies, verified reports of child maltreatment, injuries and
ingestions, and language and cognitive development), were most pronounced in: 1) families living in
concentrated disadvantage; and 2) children born to mothers who had few psychological resources
(which is defined as a constellation factors which includes limited intellectual functioning + mental
health + some sense of control over their life circumstances) to cope with adversity (Olds, 2002; Olds
et al., 2002; Olds et al., 2004). The Dutch trial demonstrated reductions in child maltreatment,
children’s internalizing behavioural problems, and intimate partner violence. These outcomes might
be attributed, at least partly, to its serving mothers who are highly vulnerable, irrespective of their
age (Mejdoubi et al., 2013; Mejdoubi et al., 2014; Mejdoubi et al., 2015).

The Rand Corporation has conducted an economic evaluation of NFP that extrapolates the results of
the 15-year follow-up study to estimate cost savings generated by the program (Kilburn & Karoly,
2008). While there were no net savings to government or society for serving families in which
mothers were married and of higher social class, the savings to government and society for serving
families in which the mother had a low-income and was unmarried at registration exceeded the cost
of the program by a factor of four (4) over the life of the child (Olds, 2006). Therefore, the intent is to
target the NFP to those women and families who will most benefit from this intervention.
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SUPPORTING EVIDENCE/LITERATURE

Women who had fewer coping resources (limited psychological resources, limited intellectual
functioning, high levels of mental health symptoms, limited control beliefs) received more home
visits in the Elmira and Memphis trials than clients with greater resources (O’Brien, 2005).

The environments of families experiencing multigenerational disadvantage are often characterized
by high levels of psychosocial and physical stressors and little to no “buffering” resources (Cheng et
al. 2016).

Infants born to mothers experiencing socioeconomic disadvantage are at increased health risk for
low birth weight (Aizer & Currie, 2014).

There is a consensus that children with lower SES have poorer health outcomes. (Phips, 2003).
Living in low income for a longer period of time is more strongly associated with worse child
outcomes (McEwen & Stewart, 2014).

Family income appears to be more strongly related to children's ability and achievement than to
their emotional outcomes. Children who live in extreme poverty or who live below the poverty line
for multiple years appear, all other things being equal, to suffer the worst outcomes (Brooks-Gunn &
Duncan, 1997).

Women with a low-income having first births will include large portions of unmarried and
adolescent mothers. These populations have higher rates of the problems NFP was designed
originally to address (e.g., poor birth outcomes, child abuse and neglect, and diminished parental
economic self-sufficiency) (Elster & McAnarney, 1980; Overpeck et al.,1998).

In the Elmira trial, the presence of domestic violence limited the effectiveness of interventions to
reduce incidence of child abuse and neglect (Eckenrode et al., 2000).

The more successful home visiting programs contain the following: (1) a focus on families at greater
need for the service, (2) the use of nurses who begin visiting during pregnancy and follow the family
at least through the second year of the child's life, (3) the promotion of positive health-related
behaviors and qualities of infant care giving, AND (4) provisions to reduce family stress by improving
the social and physical environments in which families live (Olds, 1992).

Sir Michael Marmot proposes using a model of “proportionate universalism” to ensure that
disadvantaged children and families receive support that is appropriate for their needs, with the
most vulnerable families receiving more intensive interventions such as NFP (Marmot et al., 2010).

PRACTICES THAT SUPPORT IMPLEMENTATION OF THIS CORE MODEL ELEMENT

Countries will utilize their own national population health statistics to monitor characteristics and

outcomes of their NFP clients compared with the general population and relevant subsets. Data

regarding income and other sociodemographic risk factors will be obtained through the Client

Intake/Client Intake update forms (or equivalents). Once the socioeconomic disadvantage eligibility

criteria is established, it is imperative that the client referral form, intake form, NFP program

promotional material, and related processes facilitate the application and understanding of this
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criterion. NFP nurses and supervisors (along with those in a community mediator? role [or similar
position]) may need guidance and training regarding ways to sensitively explore these issues, in
particular income. Establishing clear criteria will only be successful if countries also have a process in
place that establishes effective and efficient referral pathways so that eligible women are referred to
NFP and non-eligible women are referred to other services. In every caseload, it is important to balance
out those clients that have more challenges and therefore require increased support with those families
that accept help more easily and readily access the program (Olds & Korfmacher, 1998). The focus of
this CME is on ensuring that each country has robust, clear, and easily applied eligibility criteria that will
ensure the program is offered to those women and families who will most benefit from the intervention.

VARIATIONS AND CHALLENGES ACROSS COUNTRIES

There may be some specific population groups (such as Aboriginal, Tribal, and First Nations populations)
where setting socioeconomic disadvantage criteria to determine eligibility would be culturally
inappropriate. In these situations, the overall level of disadvantage may be pronounced and a more
population-specific eligibility may be preferred. Agencies/sites are encouraged to consider the research
findings from the trials that demonstrated greater results for clients who had less resources and lower
income and understand the process for the development of eligibility criteria within their country. If a
country feels a population approach is required versus socioeconomic disadvantage criteria, this would
require an approved variance

If an implementing agency/site is considering enrolling a client that does not meet the established
criteria for socioeconomic disadvantage agreed for their country, it is suggested that they consider what
other resources and programs might be available to the client in making their decision and if they should
review the issue with their NFP Supervisor, Program Manager, NFP Nurse Consultant (or equivalent) or
Clinical Lead. As part of the annual review process, the International Consultant will review the low-
income criteria that each country is using and explore the challenges and successes with applying it.

PERMISSIBLE VARIATIONS

Definitions of low-income and poverty thresholds in particular will vary amongst NFP countries. There
will also be variations amongst counties related to which additional psycho —social disadvantage risk
factors are predominant and likely to impact on client and child outcomes in the context of usual
services in the country.

HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

Information regarding countries related socioeconomic status is collected by the NFP nurse using the
Client Intake/Client Intake Update forms and entered into the NFP information system. Regular review
and analysis of collated data reports for client demographics should be undertaken at local and national

3 The role of a community mediator in NFP is explained in CME # 5: Each client is assigned an identified NFP nurse
who establishes a therapeutic relationship through individual NFP home visits.
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levels to review consistency with the agreed eligibility criteria and undertake quality improvement
measures where necessary.

BENCHMARK(S)
It is expected that 100% of NFP clients will meet the country’s established socioeconomic disadvantage

criteria.
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Element 4: Client is enrolled in the program early in her pregnancy and receives her first home visit no
later than the 28t week of pregnancy.

DEFINITION

A client is considered to be enrolled when they receive their first NFP visit and any necessary consent
forms have been signed. Prior to this, NFP nurses may undertake pre-enrollment visits to assess a
woman’s eligibility, explain the program to the prospective client and invite them to participate. The 28"
week of pregnancy is defined as no more than 28 weeks and 6 days of gestation.

RATIONALE

Early enrolment allows time both for the client and NFP nurse to establish a relationship before the birth
of the child and to address important prenatal health behaviors that affect the child’s
neurodevelopment and birth outcomes. It also enables the program to be offered early with
anticipatory guidance, before women are experiencing any challenges in their parenting and allows
other issues that may impact on the client’s ability to benefit from the program (e.g. IPV, mental health
problems) to receive early attention.

If clients are enrolled after week 28 of pregnancy, it is unlikely that there will be sufficient time to
achieve the first program goal, which is to “improve outcomes of pregnancy by helping women improve
prenatal health” and the impact of the program may be reduced. Additionally, program dissemination
data show that earlier entry into the program is related to better engagement during the infancy phase,
increasing a client’s exposure to the program and offering more opportunity for behaviour changes.

SUPPORTING EVIDENCE/LITERATURE

e There is growing evidence that pregnancy is associated with a variety of alterations in neural
plasticity, including adult neurogenesis, functional and structural synaptic plasticity in women.
Changes begin during early stages of pregnancy, with numerous adaptations that occur towards the
end of pregnancy and into the period of lactation. Some of these brain regions most impacted are
crucial for the onset, maintenance, and regulation of maternal behavior such as nurturing and
protection of the young); others control memory and learning and therefore impact on maternal
motivation. During the peripartum period mothers also show a significant decrease in working
memory, verbal memory, word recall, visual memory, spatial memory, explicit and implicit memory,
and attentional processes (Stevens et al., 2013; Hillerer et al., 2014). The greatest physiological brain
changes occur with a mother's first child (Stevens et al., 2013).

e  “We begin the program during pregnancy and continue it into infancy because these are considered
highly labile phases in the life cycle of families during which the potential for helping (as well as
harming) the child and family is unusually strong. From the standpoint of helping, it is our clinical
judgment as well as the judgment of other investigators (Siegel et al, 1980) that beginning the
program during pregnancy is important in terms of developing an effective caring relationship with
parents. We reason that mothers are more likely to accept support when they are going through the
profound and sensitive biological, psychological, and social changes produced by pregnancy. Parents
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are less likely to be defensive, we believe, if help is offered during pregnancy when all first- time
parents, regardless of their income or personal situation, have questions and special needs.” (Olds,
1982, page 272).

In working with the parents in the Elmira trial, David Olds and his research team believed that it was
essential to build the program on a foundation of respect for them, an appreciation for differences
in their life-styles, and their strengths. Because they wanted to avoid giving parents the message
that they were incompetent or incapable of caring for their children, it was important to begin the
program during pregnancy. They theorized that offering to help once the baby was born might have
been interpreted as an indication that they thought parents had made mistakes or were incapable
of caring for their children. The program also needed to start in pregnancy because some of the NFP
(at that time called the Prenatal and Early Infancy Project) program goals (prevention of low birth
weight and prematurity) had to be accomplished by the time of the baby’s birth. In general, they
reasoned that women would be more likely to accept support when they were going through the
profound biological, psychological, and social changes in pregnancy (Olds, 1985).

Before conducting the Denver trial, David Olds and his research team conducted a thorough
literature review to determine the ideal time to begin NFP. Beginning visits early in pregnancy is
based on 2 complementary strategies — timing and ecology. Gordon (1971) as reported in Olds
(1980) provided evidence that the earlier work is begun with parents, the more effective it is. There
is ample evidence to suggest that events taking place during pregnancy have enduring effects on the
development of the fetus. It was the experience of the research team clinicians that offering
assistance once the baby is born (possibly after a problem has emerged) is often interpreted by
parents as a message that they have cared for their child poorly. If assistance is offered before the
birth of the first child, when all families have questions and special needs, parents are less
defensive. Based on this, the research team “insisted” on early enrolment (before the 24t week of
pregnancy) to allow sufficient time for the intervention (NFP program) to affect the health of the
mother (Olds, 1980).

Nurse home visits are important early in pregnancy so that the women receive regular prenatal care,
follow healthy diets, avoid smoking, drinking alcohol, and abusing drugs which can be harmful to
normal fetal development (Olds et al, 1986).

Enrollment of at-risk women during pregnancy fosters supportive relationships with their nurses
before postpartum stresses begin and to encourage healthful behaviors that improve fetal
outcomes (Dawley et al., 2007).

Emphasis on beginning the intervention in pregnancy affords an opportunity to help women avoid
unhealthy behaviours (cigarette smoking, alcohol consumption, and use of illegal drugs) that have
the potential to result in neurodevelopmental impairment of the developing fetus, a significant
factor in childhood behavioural problems and the later emergence of antisocial and criminal
behaviour (Olds et al., 1998).

Nurses work with the mothers early to form good parenting habits before dysfunctional ones are
developed and link families with health and social services as needed (Olds, 1982; Olds et al., 2003).
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PRACTICES THAT SUPPORT IMPLEMENTATION OF THIS CORE MODEL ELEMENT

It is important that each country establishes positive processes for identifying potential NFP clients
within their target population as early in pregnancy as possible. In countries that have existing universal
health care systems for women in pregnancy, this is often achieved more easily than in countries
without this provision. However, the challenges of data sharing and consent issues in many countries
can take time to identify and negotiate when the program is initially being implemented and for this
reason it is important to take time to establish positive and productive information sharing pathways.

Some countries may utilize an exploratory recruitment visit(s) to identify program eligibility (see section
on Permissible Variations below), or incorporate the use of a community mediator (or similar role) to
ensure that specific communities are encouraged to access the program. In these instances, it is
important that this is managed positively and productively to cause minimum delay to NFP enrolment
and to enable women to access other services in a timely way. Whilst it is important that women are
given the chance to understand and positively choose to participate in the program, pre-enrolment visits
should be kept to the minimum possible so that women are able to benefit from the maximum number
of program visits.

If women are enrolled very early in pregnancy (8-12 weeks), NFP nurses may experience difficulty
engaging the client because the pregnancy may not yet be real to them. Some nurses have approached
this situation by meeting with the new client, providing them some information on nutrition and good
prenatal practices, and then setting an appointment to meet at a later time when the pregnancy is
further along (as appropriate). It is expected that implementing agencies/sites that enroll clients before
12 weeks may see higher rates of attrition due to fetal loss. NFP does not have criteria for a minimum
gestation to be registered in the program — sites/countries will determine this.

VARIATIONS AND CHALLENGES ACROSS COUNTRIES

Establishing routes and mechanisms for sharing information regarding potentially eligible women early
in pregnancy is a challenge in many countries, especially when the program is first introduced into a
health and care system and community. Where specific, and especially minority, communities are being
served, it is especially important to take the time to prepare the community for the program, to work
collaboratively with others to establish local Advisory Boards or similar structures so that a sense of local
ownership can be engendered. This helps to establish trust in the program amongst local people and
professionals who will share information about the program with pregnant women.

Some sites/countries have experienced pressure from internal staff and/or community partners to enrol
clients later in pregnancy than 28 weeks. This may particularly be the case where clients have multiple
challenges or have concealed their pregnancy. In these situations, it is important to help staff and
stakeholders to understand the importance of the NFP nurse’s work in pregnancy for the outcomes for
the child and of the program. Where limitations on provision of the program exist, as is usually the case,
it is very important to consider a client’s capacity to benefit from the program. This will be reduced
where clients are unable to receive sufficient visits to achieve the pregnancy goals.
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PERMISSIBLE VARIATIONS

It is to be expected that in a small number of cases, a client may be enrolled later than was first thought
(and so later than 28 weeks of pregnancy) because the initial due date was incorrect. Some
implementing agencies/sites have found that enrolment rates go up if they do an initial home visit with
some/all women referred, to determine eligibility to the program (refer to CME #3: Client meets
socioeconomic disadvantage criteria at intake). If the sole purpose of the visit was to determine
eligibility but the client was not ready to sign the program consent or agree to participate in the
program, it would not be considered a NFP home visit as the client has not yet enrolled in the program.
This practice is permissible as long as the first visit with signed consent and/or when client is enrolled
occurs no later than the 28th week of pregnancy. This approach should be developed in such a way that
it does not unduly undermine efforts to enrol women early in pregnancy.

HOW THE CORE MODEL ELEMENT IS MEASURED AND ANALYSED

As the client’s expected date of delivery (EDD) is not a recordable field on the client intake form, each
implementing country should establish a mechanism for measuring this information, using their national
NFP Information System. The system needs to be sufficiently flexible to adjust for changes in the EDD
where the client’s self-report is found to be inaccurate.

National leaders should monitor trends and variations in weeks of pregnancy at enrolment and take a
quality improvement approach to issues as they arise. Rates of conformity with this element are

reported annually to UCD via the annual report.

BENCHMARK(S)

This CME has three benchmarks:

1) 100% of NFP clients receive their first home visit no later than the 28th week of pregnancy.

2) 75% of eligible referrals who are intended to be recruited to NFP are enrolled in the program.
This benchmark was set using the percentages of referrals that converted to participants from each
of the trials and from the early dissemination of the program, which averaged about 75%. The
purpose for having a benchmark is to minimize the possibility that agencies become selective and
not enroll clients that are higher risk. It should be measured using the denominator of referrals of
women who meet the eligibility criteria of the country and where the NFP team has capacity, and
the intention, to recruit the woman to the program.

3) 60% of pregnant women are enrolled by 16 weeks gestation or earlier
This benchmark was established to ensure that implementing agencies/sites focus on enrolling
clients early in their pregnancy, not just by the 28-week cut-off point. Licensing bodies in each
country may adjust this benchmark so that it is in line with good practice expectations for early
enrolment within their context and recruitment processes.

These benchmarks are designed to focus efforts on the importance of enrolling and providing the
program to eligible women starting early in pregnancy. Achievement of the benchmarks should be
measured and monitored regularly to enhance opportunities for quality improvements in this area.
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Element 5: Each client is assigned an identified NFP nurse who establishes a therapeutic relationship
through individual NFP home visits.

DEFINITION

The process of developing and maintaining relationships is central to nursing professional practice. A
specific type of relationship, the therapeutic relationship, is developed between the assigned NFP
nurse and the client through the one-to-one home visits that occur over the duration of the program.
The overarching core competency for a NFP nurse is: The ability to support and maintain a
therapeutic relationship with each client and use NFP program methods to enable necessary
changes in understanding, capabilities, and behaviours; ensuring the mother is able to nurture,
develop and protect her child and herself from harm.

The mother may choose to have other supporting family members and/or significant other(s) in
attendance during scheduled home visits. In particular, fathers and/or partners are encouraged to be
part of visits when possible and appropriate. In collaboration with her client, the NFP nurse engages
other relevant and appropriate individuals in the client’s family and social networks, promoting
healthy relationships and nurturance of the child (Flory, 2007). Although the therapeutic relationship
is essential, it is not sufficient by itself to support the achievement of the three program goals. For
this reason, NFP nurses must be supported to learn specific information sharing, anticipatory
guidance and behavior change techniques and be able to apply them within the context of their
relationships with clients.

RATIONALE

e The success of the NFP has been attributed to the nurses’ development of therapeutic relationships
with their clients (Kitzman et al., 1997).

e Nurses seek to develop an empathic and trusting relationship with the mother and other family
members because experience in such a relationship is expected to help women eventually trust
others and to promote more sensitive, empathic care of their children (Olds, 2006).

e Mothers who have a history of troubled relationships are likely to have difficulty establishing
relationships and have difficulty trusting and being open, or even can attribute malicious intent to
those who want to help them. The one-to-one relationship allows a relationship to be established
that can become a model for attachment. This is a foundation for developing capacity for healthy
attachment between the client and her baby.

e Healthy, supportive, fathers are encouraged to participate actively in child rearing because when
they do mothersand children function better. Generally, fathers have a strong protective influence
over theirchildren. However, it is recognized that not all fathers should participate due to safety
concerns. (Cole et al., 1998).

SUPPORTING EVIDENCE/LITERATURE

e The length of time that mothers are enrolled in the program (over two years) allows for a gradually
increasing level of trust and comfort. Many mothers will not be able to focus on their child and
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accept direct guidance on caregiving. In NFP, information exchange between the mother and nurse
occurs in the context of an empathic, trusting, and caring relationship, and is therefore more likely
to honour the client’s expertise and autonomy (Miller and Rollnick, 2013). Besides providing the
means for structured guidance, the home-visiting relationship by itself is expected to affect the
parent-child relationship by offering a model to mothers of care and support, challenging views she
may have of herself as undeserving of care or cynicism about relationships. The nurse’s presence
supports the mother, providing a safe context in which to learn skills regarding how to enhance
emotional availability to her baby, thus supporting the development of the infant’s self-regulation
(Robinson et al., 1997).

e C(Client engagement reflects the quality of client attitudes toward, emotional investment in, and
behaviours related to their services and service providers (Staudt, 2007).

e Mothers feel vulnerable and frequently powerless when they allow service providers into their
home. Mothers with children at-risk engage with public health nurses through a basic social
process of limiting family vulnerability, which has three phases: (1) overcoming fear; (2) building
trust; and (3) seeking mutuality. The personal characteristics, values, experiences and actions of
the public health nurse/ family visitor and mother influence the speed at which each phase is
successfully negotiated and the ability to develop a connected relationship (Jack et al., 2005).

e Alongside this anticipatory information and guidance, nurses facilitate the development of
clients’ belief in their ability to change and enable them to acquire new skills needed to make
changes in a range of areas (Rowe, 2016).

e Family engagement can be affected by home visitor and supervisor characteristics, staff turnover,
and the quality of relationships (Barak et al., 2010).

e The NFP is orientated toward the inclusion of friends, the father of the baby, and other family
members. Regardless of the exact living arrangements, these “significant others” are encouraged
to sit in on the home visits if the mother so desires. Special emphasis is placed on involving the
father (Olds, 1980).

PRACTICES THAT SUPPORT IMPLEMENTATION OF THIS CORE MODEL ELEMENT

It takes reflection, insight, and adaptability for nurses to maintain a positive and professional
therapeutic relationship with complex clients in crisis. It is critical that nurses be provided with: 1)
information about, and opportunities to develop skills, related to establishing and maintaining
therapeutic relationships as part of their core NFP education; and 2) ongoing support through the use
of reflective supervision with their NFP supervisors.

Whenever possible, NFP nurses should involve other family members in the program, to the extent
that theyare supportive of the mother. When this support is available, it helps to reinforce what the
mother is learning and enables other caregivers to the child to develop their understanding and
capabilities alongside the client. However, including the father/partner in the program may create an
inherent conflict for the nurse. Does she focus on establishing the therapeutic relationship with the
client or introduce greater complexity to the intervention? This is especially the case when the
mother does not want the father to be involved. In this instance, it may be beneficial for the NFP
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nurse to educate the mother about the benefits to her and her child of maintaining father
involvement and by exploring immediate risks (i.e., violence, criminal behavior, substance abuse)that
justify limiting the inclusion of the father until such a time that he remedies these risks. The mother
then can make a logical, not simply a passion-driven, decision about including the father inprogram
participation. Actively referring fathers to additional providers in the community to mitigate obstacles
to program involvement and direct involvement with care of the child areimportant support services
for the nurse to conduct.

NFP clients establish very strong attachment to their nurses, so much so that participants whose
nurses leave NFP before the end of the child’s first birthday are much more likely to drop out of the
program (O’Brien et al. 2012). Although the focus is on developing the relationship, it is very
important that clients engage in the program, not just the therapeutic relationship with their nurse.
Teams have found it helpful to introduce another nurse (once the trusting relationship has been
established) to the client who will be the backup for vacations, unexpected leaves etc. Other teams
have done things such as developing a calendar with pictures of the entire NFP team, giving each
client a copy of the calendar. This tells the client that their primary nurse is also supported by a team,
who are also available to the client when needed. When it is known that a NFP nurse will be leaving,
a transition plan should be established as soon as possible so that the client has time to adjust to the
change before it is permanent.

Evidence from the USA is that higher-risk participants (especially unmarried teens) are more likely to
drop out of the program and have fewer completed visits during pregnancy and infancy. Nurses from
sites with lower attrition reported adapting the program to the needs and aspirations of the families
they visited. This collaborative, flexible style of interacting with participants may be especially
appreciated by higher-risk participants, who are likely to experience uncertainty about where they
will be living next week, and other stressors in their lives that can interfere with their having
consistent household routines (O’Brian et al., 2012). Use of STAR can enable nurses to systematically
identify the strengths and risks of individual clients and families, so increasing the likelihood of
matching with their needs, aspirations and stage of change.

VARIATIONS AND CHALLENGES ACROSS COUNTRIES

Even though NFP uses a one-to-one visiting model, there are times when it is appropriate for the
nurse to be accompanied by a community mediator (or individual in a similar role), another nurse (for
a peer, consultation, transfer, planned coverage, or shadow visit), a supervisor (for a joint visit), or
another professional/service provider (e.g. a social worker). The client should understand the
purpose of these visits in advance of their happening.

In order to be able to deliver NFP to women from other cultures and/or whose predominant spoken
language is not the primary national language, it may be necessary to use an interpreter. Barnes et la
(2011) conducted focus groups in England to examine if the Family-Nurse Partnership program can
be delivered with a language interpreter present and to explore the impact of interpreters on nurse-
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client therapeutic relationships. They found that there was no difference in length of the visit but
that not surprisingly, significantly less planned content was covered, with less client involvement.
The clients and nurse felt that the interpreter did not hinder their relationship building, however,
many would rather that the interpreter was not required.

PERMISSIBLE VARIATIONS

The addition of groups and activities to enhance the NFP program are allowed, but cannot be counted or
substituted as home visits and should not take nurses away from their primary role as home visitors.
Some countries have introduced unique community mediator (or similar) positions whose role focuses
on building a “cultural bridge” (cultural awareness, sensitivity, and competence). This role supports the
nurse to: ensure the program is being delivered in a culturally appropriate way; facilitate acceptance of
the NFP with the community; ensure the program materials are culturally relevant etc. The individuals
in these positions may also visit in the home either jointly with the NFP nurse and/or individually. The
introduction of this role requires a formal request for a variation to this CME. It is expected that specific
guidance will be developed by clinical leads within these countries to support the successful
introduction of this role in such a way that balances the spirit, values, and intent of NFP with those of
the local culture.

HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

Information about who participates in the home visit is collected by the NFP nurse using the home
visit/alternate visit encounter form.

BENCHMARK(S)

It is expected that 100% of clients will be assigned a single NFP nurse at any given time. Clinical Leads in
each country should ensure that appropriate benchmarks are created to ensure that expectations of
nurse caseload sizes are in accordance with the achievement of expected visit schedules, geography and
consequent travel times, usual working hours, expectations regarding clinical record keeping and
additional professional expectations such as inter-agency child protection obligations.

Benchmarks for client attrition can also enable a focus on the levels of client engagement in the
program, thus providing an indication of the quality of the therapeutic relationships established.
Countries can set appropriate benchmarks for their own context. Information regarding NFP client
attrition in other countries can be provided to support this decision-making in countries implementing
NFP in phase 1-2 of international Implementation of NFP (refer to guidance document - Four Phases of
International Research and Implementation of NFP — 2015). 4

4 Phase One: Adaption; Examine the adaptations needed to deliver the NFP program in local contexts while
ensuring fidelity to the NFP model.

Phase Two: Feasibility and Acceptability through Pilot Testing and Evaluation; Conduct a pilot test of the adapted
NFP program to inform what additional adaptations may be needed to ensure the feasibility and acceptability of
the adapted NFP program.
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Element 6: Client is visited face-to-face in the home, or occasionally in another setting (mutually
determined by the NFP nurse and client), when this is not possible.

DEFINITION

The program is delivered in the client’s home, which is defined as the place where she is currently
residing and/or to which she feels an emotional connection. Her home can be a shelter, refuge, mother
& baby home or a situation in which she is temporarily living with family or friends for the majority of
the time. Meeting with the client in this kind of living arrangement should be considered as meeting
with her in her home.

RATIONALE

Seeing a client in her home environment is an essential part of the program. When a client is visited in
her home, the NFP nurse or supervisor, will have a better opportunity to observe, assess, understand,
and monitor the client’s context and challenges. Those areas include but are not limited to safety, social
dynamics, ability to provide basic needs, and the mother/child interaction. Assessing the client’s current
status with respect to the critical domains of maternal role, environment, family and friends can be
accomplished better in the home. As a visitor within the client’s home, the NFP nurse needs to show
respect for the client’s norms and values, and as such the power balance between them is more equal
than is the case in a clinic or other health care setting. Working in the client’s home allows the NFP
nurse, or other team member, to provide more informed and personalised care.

SUPPORTING EVIDENCE/LITERATURE

e Home- based assessments are done by the NFP nurse with the client related to maternal, child, and
family functioning and specific interventions are recommended to address issues identified. After
delivery, the NFP nurses helped mothers and other caregivers improve the physical and emotional
care of their children (Olds et al., 1999).

e A greater portion of families with high risks are more likely to receive a service offered in the home
versus one they must make the effort to attend. Pregnant mothers at greatest risk for pregnancy
complications and for problems coping with their children use traditional health and human services
the least (Olds, 1980).

e The NFP nurse can acquire a more accurate and complete understanding of all the factors in the
home that interfere with the parent’s efforts to create optimal conditions for pregnancy and early
childrearing. By assessing the home environment, the NFP nurse can provide more sensitive,
informed service themselves and can help other service providers do the same.

e Because parents who are socially disadvantaged with high-risks may not always articulate their
needs clearly and completely, it helps to have a sensitive NFP nurse spend time getting to know the
parents, and simultaneously assess the home and family, so that appropriate services can be
offered. In this way the potential of the home visiting model can be realized (Olds & Henderson,
1989).

e Home visiting is effective in observing and promoting positive parent-child and family interactions in
their own environment, which have the greatest success in promoting healthy long-term outcomes
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in children and families. Home visiting is a safe starting place for families to gain comfort in

accessing health and social services and later to participate in groups or programs and they provide

a wonderful opportunity to reach out to all families (Nzen’man’ Child and Family Development

Centre home visiting programs).

e It has been proposed that home visiting can: 1) reach out to those who do not seek services; 2)
enhance clients’ comfort and ability to reveal their conditions; 3) provide opportunities for providers
to tailor their support and guidance to clients’ real-life situations; and 4) result in satisfying
provider—client relationships (Kitzman, 2007).

e Home visitation has a number of characteristics that makes it particularly well-suited for the
prevention of child maltreatment:

o It provides a means of reaching out to parents who lack self-confidence and trust in formal
service providers.

o If properly carried out, home visitation can eventually increase parents’ confidence and help
them feel more comfortable expressing themselves among other parents and with other service
providers (Olds & Henderson, 1989).

e By being in the family home rather than a social service agency office, NFP nurses can: observe
parent/caregiver interactions with children in a normal setting; better assess a family’s needs and
strengths; assess the home environment; and provide guidance tailored to their situation.

e Visits in the home overcome transportation and child care barriers that often plague social service
delivery (Family Strengthening Policy Center, 2007).

e  Most of the mothers in the Hamilton (Canada) NFP Feasibility and Acceptability study did not have
access to cars, nor could they afford regular use of taxis. Use of public transportation became more
difficult once their infants were born. The mothers felt that the home visits made it much easier for
them to engage with their NFP nurses on a regular basis (Landy et al., 2012).

PRACTICES THAT SUPPORT IMPLEMENTATION OF THIS CORE MODEL ELEMENT

National implementing bodies should ensure that implementing agency/site policies are established to
support nurses with adequate time and support, reimbursement for mileage, caseloads that are
geographically clustered whenever possible, and so forth. They should also consider the nurse’s safety
and employ practices to ensure that this can be protected within specific communities or homes.

For NFP nurses, and other home visitors such as community mediators (or similar role), especially those
new to home visiting, it is essential that supervision includes discussions about the process of being
invited into their client’s home. Inthe NFP nurse’s work with a family, four central elements should be
made explicit in initial contact with a family: 1) expectations, 2) agenda, 3) roles, and 4) setting. The
setting of home visitor’s work in the parents’ personal space raises issues different from work that
occurs in offices, clinics, or classrooms (Klass, 1997, page 3). As guests in parents’ homes, effective
home visitors take cues from parents, for example, asking the parents’ permission before touching or
picking up their baby. Similarly, they never enter rooms in the home unless invited to do so (Klass, 1997,
page 6). If the NFP nurses are not highly skilled and provided with on-going reflective supervision, they
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may inadvertently undermine rather than enhance family functioning (Olds, 1983; Olds & Henderson,
1989).

It is important for NFP nurses to establish a therapeutic nurse-client relationship and maintain
professional boundaries. It is also important for the implementing agency/site to have policies and
procedures in place to provide direction and clarity regarding the boundaries of the nurse-client
relationship. For example, attending a public event such as a client’s graduation can celebrate the
client’s achievement of the program’s self-efficacy goal, however attending such private events may
create confusion about the relationship being professional versus a friendship. Policies related to similar
conflicts such as accepting gifts, giving money, making loans, babysitting for client, transporting client,
etc. are also helpful.

VARIATIONS AND CHALLENGES ACROSS COUNTRIES

Some clients are very mobile and many countries report that there may be safety issues, trust issues,
embarrassment, crowding/lack of privacy, clients may be busy with work, or school, resulting in client’s
preference for visit location to be outside their physical home. In addition, some countries manage
teams across wide geographical areas, making home visits sometimes very challenging. Where there are
also community mediators (or similar positions) within NFP teams, these staff may also visit clients in
their homes and support access to community services by initially accompanying families to these
services.

PERMISSIBLE VARIATIONS

It is permissible, though not optimal, to visit the client and her child in locations other than the client’s
home, especially in situations that will keep the client in the program. Data from the retention study
showed improved retention when clients were offered visits in alternate locations when they were
needed (Olds et. al., 2015). Clients are supported and encouraged to return to school and work, and as
such, may be home less often, and not as available for visits. The NFP nurse can arrange to visit clients
at school or at their place of work, if necessary. In the work environment, time may be an issue, as
clients might only have % hour for a lunch break. These varied visit locations should be exceptions, and
not the rule. At times, the client may be visited using telehealth options in lieu of an in-person visit. The
guidance document - Use of Telehealth in Nurse-Family Partnership - 2017 outlines the criteria and
process for using telehealth.

At times, there may be safety issues that do not allow a client to be seen in her home. NFP nurses may
use their own discretion to arrange alternate meeting settings, such as phone calls, clinic visits, or
alternate meeting locations. When visiting in these less private locations; special care has to be taken to
uphold the principles of confidentially and privacy. However, visits should not be moved to the
implementing agency/site office for the convenience of the NFP nurse.

It is important for the NFP nurse and the Supervisor to review these situations to identify strategies to
encourage visits in the home. If it becomes apparent that the majority of visits are taking place in
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locations other than the client’s home, the Supervisor should explore this with the NFP nurse and
consult with national clinical leads as required to address any emergent challenges. At this time, the
best ratio of telephone visits to in-person visits is unknown. As the pilot on use of telehealth unfolds
and outcomes are analysed, the use of telehealth may be expanded

HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

Location of each visit is collected by all team members and recorded in the country’s data system.
Teams, sites and national leads should review the patterns of visit locations at least annually to identify
emerging trends and issues and address challenges to the establishment and maintenance of visits
within the home setting.

BENCHMARK(S)

It is expected that NFP nurses will predominately meet with mothers/families in their home in-person
visits. Each country will set their own benchmark.

© Copyright 2019. The Regents of the University of Colorado, a body corporate. All rights reserved. Page 30 of 84





Guidance Document — Revised NFP Core Model Elements

Element 7: Client is visited throughout her pregnancy and the first two years of her child’s life in
accordance with the current standard NFP visit schedule or an alternative visit schedule agreed upon
between the client and nurse.

DEFINITION

The client (and boyfriend, partner, and/or family when appropriate) is visited throughout her
pregnancy and the first two years of her child’s life. A schedule of visits with proposed content has
been developed for the program to: match the expected stage of program delivery and public health
issues; schedule assessments for maternal, or child health and development; build the therapeutic
relationship; and support achievement of three program goals.

The standard schedule of visits is established as:
e Four weekly visits upon initial enrollment prenatally, then every other week until delivery
o Six weekly visits after infant birth, followed by visits every other week until the baby is 21
months of age
e Monthly visits from 21 through 24 months of age.

An Alternate Visit Schedule is defined as any planned visit schedule other than noted in the standard
schedule. The mothers and children enrolled in NFP deserve the support that can be provided
throughout the full length of the program. It is also often the case that a client’s circumstances and
needs will alter over the course of the program, becoming more, as well as less, acute over time.
Therefore, it is expected that the program will continue until the child’s second birthday for all clients
regardless of visit schedule. The schedule of visits is adjusted in collaboration with the client using the
STAR Framework (or equivalent tool) as guidance in combination with the NFP nurse’s judgment.

Studies led by the Prevention Research Center show improved client retention when NFP nurses
adapt, increase, or reduce visit frequency to meet client needs, rather than automatically adhering to
the recommended schedule. The process of purposefully adapting the visit schedule to meet specific
client and child needs over the course of the program is now supported by the STAR framework.

RATIONALE

The three goals of the program are to:
1. Improve outcomes of pregnancy by helping women improve prenatal health
2. Improve children’s health and development by helping parents provide sensitive & competent
care giving
3. Improve parental life-course by helping parents develop vision for the future & plan subsequent
pregnancies, complete education and find work.

e Itisimportant to start visiting clients early in pregnancy for many reasons. During pregnancy, the
NFP nurse has the opportunity to impact maternal behavior, which impacts fetal development.
Some of the major influences on fetal development include substance use, smoking, and nutrition.
By addressing these issues with the client, risks for adverse outcomes for mother and baby can be

© Copyright 2019. The Regents of the University of Colorado, a body corporate. All rights reserved. Page 31 of 84





Guidance Document — Revised NFP Core Model Elements

reduced (refer to CME # 4: Client is enrolled in the program early in her pregnancy and receives her
first home visit no later than the 28th week of pregnancy).

e Itisalsoimportant to continue to visit clients during their child’s infancy. An infant’s early
experiences can program their reactions to their environment and later life experiences. During the
infancy phase NFP nurses help parents learn to understand this process and develop competent
parenting/caregiving skills. The goal is to reduce the potential for child abuse and neglect, help the
child develop trusting relationships and maximize their physical, cognitive, social and emotional
development.

e Visiting clients during their child’s second year is important because during this time period children
have a vast growing capacity in terms of language development and motor skills. Children also
begin to become more independent at this age. It is important for parents to recognize these
aspects of their child’s development and be supportive as their child grows.

e The STAR framework is used to guide the NFP nurse to consider the specific strengths and risks
within each family and review and discuss this within reflective supervision. This enables a
thoughtful discussion with the client regarding her needs and can be used to negotiate and agree on
an alternate schedule of visits when appropriate.

SUPPORTING EVIDENCE/LITERATURE

e Understanding just how much contact is necessary for a program to be successful is an issue that
takes on increased relevance as the program model becomes more widely disseminated. Although
most women received a lower number of visits than expected, there are reasons to be cautious
about recommending a reduced home-visiting schedule. For one thing, the visitation schedule
(roughly every other week for over two years) implies a commitment to the mothers that they may
never have felt before from a service agency. An expectation that a home visitor is available for
regular contact with the family over a long period of time, even if families do not use the home
visitor to the maximum level recommended, can be a powerful tool for change. The effort that
nurses made to connect with families may ultimately have been appreciated by families as a sign
that the nurse cared enough about them to go out of her way to stay in contact with them. This is
reflected in the high scores that mothers gave their nurses when rating them on their empathy and
helpfulness (Olds & Korfmacher, 1998).

e Alarge analysis of data from the Healthy Families America (HFA) and the Hawaii Healthy Start (HHS)
programs in the US indicate that if families only receive half of the intended content of visit, it
makes it less likely that they will change behaviour (Gomby, 2007). We do not know equivocally the
implications of delivering reduced content in NFP — this is an area that requires further evaluation.

o The evidence concerning the exact quantity of service intensity and timing is not entirely clear.
Programs must have enough contact with families for the NFP nurse and family members to
establish a trusting relationship and for the nurse to understand the families’ needs. The program
must provide enough visits with the family, so that the NFP nurse can help the family change
behaviour and/or living conditions that interfere with parent and child health (Olds and Kitzman,
1993).
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e C(Clients who had lower risks, and higher functioning in the Memphis trial had good outcomes despite
a reduced visit schedule (Holland et.al., 2014).

e NFP nurses completed substantially more visits with women who had few coping resources:

o Elmira - limited belief in their control over their life circumstances
o Memphis — limited psychological resources, limited intellectual functioning, high levels of
mental health symptoms, and limited control beliefs (Olds & Korfmacher, 1998)

e Attachment theory and results from the Memphis trial suggest that regular home visits during and
after pregnancy allow nurses to explore the childrearing histories and beliefs of the mother (Olds et
al., 1997).

e By discussing the beliefs about parenting with the NFP nurse, the mothers develop understanding
about the motivations and communication methods of infants. This overall improves their level of
responsive caregiving (Olds et al., 1997).

e Although NFP nurses have a set of structured Visit-to-Visit guidelines, they adapt them as needed to
address the individual needs of families (O’Brien, 2005).>

e The emphasis on beginning the intervention in pregnancy affords an opportunity to help women
avoid unhealthy behaviors (cigarette smoking, alcohol consumption, and use of illegal drugs) that
have the potential to result in neurodevelopmental impairment of the developing fetus, a significant
factor in childhood behavioral problems and the later emergence of antisocial and criminal
behaviour (Olds et al., 1998).

PRACTICES THAT SUPPORT IMPLEMENTATION OF THIS CORE MODEL ELEMENT

Alternate visit schedules are provided as one strategy in improving client retention in the NFP
program as they enable clients to feel in control of their use of the program. Use of alternate
schedules also enables nurses to exercise thoughtful caseload management as they prioritize clients
with greater risks and difficulties when under pressure:
e This schedule applies when the NFP nurse and client have had a formal discussion at an
earlier time point in which they have intentionally agreed to a modified visit schedule.
e Alternate visit schedules may include routine visits on a less frequent basis, or more frequent
basis and should be based on the client’s needs. The STAR Framework will guide this process
(refer to guidance document - Adapting the Visit Schedule to Meet Client Needs — 2017)
e Decisions regarding alternate visit schedules for clients should be made in consultation with
the NFP supervisor.
e Minor deviations from the routine visit schedule such as missed visits due to nurse or client
related issues are to be expected and do not constitute an alternate visit schedule.

Close monitoring of client caseloads and the number of completed visits provided to each client is an
important strategy to minimize client attrition. Supervisors should assess and guide program

5 Refer to CME #10 (NFP nurses, using professional knowledge, judgment and skill, utilize the Visit-to-Visit
Guidelines; individualizing them to the strengths & risks of each family, and apportioning time appropriately across
the six program domains) for details regarding the use of the Visit-to-Visit guidelines.
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implementation through documentation of the NFP services received by clients. If there are patterns
for clients who are disengaging, NFP nurses can discuss the potential for disengagement with the
Supervisor or the team in case conference. This involves the team when the nurse is reflecting on the
situation.

Additional strategies for retaining clients in the program:

e Ensure careful review of program expectations in the initial assessment/first home visit, to
make sure clients understand the time commitment (both frequency and length of
participation).

o Nurses are very diligent, and build excellent relationships. They are also persistent and
resilient in the face of client ambivalence or potential disengagement from the program

e Offer flexibility in the visit schedule, spacing out visits to meet the client’s needs/schedule,
i.e., taking a break and skipping a few visits and starting up again later.

e Flexibility in the time of the visit, after school, evenings, and weekends as possible.

e Flexibility in location for visit, parks, work, school (although focus should be on home visits
whenever possible)

e Use of videos/social media to increase interest and keep younger clients engaged

e Use of therapeutic texts and letters

e Group activities (to supplement the home visits) like picnics, preparing a meal together,
crafts

VARIATIONS AND CHALLENGES ACROSS COUNTRIES

Common challenges:

e Clients are very mobile, move from house to house, and are hard to find

e Clients sometimes initially don’t want to commit for 2 % years.

e If a NFP nurse leaves, then the client might leave the program because they do not want a
different nurse

e Once the baby is born, the client doesn’t see the need for the program.

e (Clients going back to work/school and it is hard to schedule time for visits.

e C(lients rely on text messaging which creates challenges for NFP nurses to communicate
effectively while complying with privacy legislation requirements

All countries need to support NFP supervisors and nurses as well as NFP community mediators (or
individuals in similar roles) to develop skills and strategies to address these issues. For example, in
the United Kingdom a process has been developed to enable the client to have time to meet and
negotiate her commitment to a new nurse, with the help of her existing nurse and program
materials, where the exiting nurse is planning to leave her position.

The emphasis given to parents’ perceived needs should not be interpreted to mean that parents who
are hard to reach should be excluded or dropped from the program because they will not be helped.
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Many highly stressed and reluctant parents are at first, wary of accepting NFP nurses into their
homes. These parents require persistent and sensitive efforts to establish a relationship so they can
be in a better position to know whether the offered service is one that can be of benefit to them.
Many public health home visiting programs have established policies that call for the termination of
efforts if parents are chronically not at home, break appointments, and so on. These parents are
often at greatest risk and, therefore, are in greatest need of the service. Within NFP, efforts should
be continued to connect with them until they have explicitly indicated that they do not want the
service (Olds and Kitzman, 1993).

PERMISSIBLE VARIATIONS

a) Flexibility

To meet the needs of the individual family, the NFP nurse is encouraged to adjust the frequency of visits
and visit in the evening or on weekends. Rather than simply reducing the number of visits or the length
of a program, recognizing that program elements, including frequency of visitation, can be modified to
the needs of individual families remains important. Research trials completed by the PRC demonstrated
increased client retention when clients were proactively introduced at enrolment to options in the visit
schedule and client needs regarding visit schedule was proactively revisited at specified intervals. In the
study, visit frequency was increased or decreased according to client needs. In the retention studies,
when the standard schedule and visit options were offered proactively, 7% of the clients chose reduced
frequency and 1% chose increased frequency. Reports from visitors and supervisors suggest that nurses
were flexible in their approach, and that they reached informal understandings with the mothers. If
visiting every other week was too difficult for families, then they would have in-person contacts at least
once per month, with telephone contacts as needed (Olds & Korfmacher, 1998, pgs 60-61).

A decreased schedule over the course of the program or a “vacation” from the program may be used to
meet the client’s needs and retain the client in the program when the nurse and client collaborate to
establish an “Alternate Visit Schedule” and is approved by the NFP supervisor. Decisions about
appropriate use of the “Alternate Visit Schedule” will be guided by an assessment of the client’s risks
and strengths as determined by the STAR Framework, nursing judgment and client requests. Higher
functioning clients with lower risk are better candidates for reduced frequency, particularly if they are
engaging in education and/or work. Clients that disengage despite very high risks may also be offered
reduced visit frequency if it will retain them in the program and keep them engaged.

b) Caseload Management

In the retention studies, clients on the “Alternate Visit Schedule” did not exceed 10% of individual nurse
caseloads (Holland et al., 2014). The nurse supervisor should be consulted on all decisions to move
clients to an Alternate Visit Schedule to ensure that they are designed to meet client (versus nurse)
needs. When clients are on reduced visit schedules, they may miss the window for certain routine
nursing assessments or data points required by NFP. Some of the assessments can be completed on the
phone while others require in-person assessment. Infrequent visits are even more important for
connecting with the client, honouring the client’s choices and responding to needs. Too much time
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devoted to “paperwork” may drive the client further away. When clients are “on vacation” oron a
reduced visit schedule, NFP nurses can add additional clients to maintain a full caseload.

HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

The Home Visit form (or Alternate Visit) provides information about every visit that a NFP client
receives including: the duration and location; participants’ engagement; program content covered;
whether the visit resulted in any referrals to government or community services, and plans for the
next visit. This form supports program documentation and reporting on fidelity requirements.
Additionally, this form records the content and length of each visit which will help determine
whether clients in the NFP program are receiving similar services to participants in the previous
randomized controlled trials.

BENCHMARK(S)

The previous version of this CME focused on benchmarks for number of visits i.e. “visit dosage” by
completed program phase. However, based on what we now know from the retention studies, Dr. Olds
is NOT supportive of using benchmarks related to number of completed visits given the importance of
adapting the program to the needs of individual clients (personal communication to NFP International
Team, 2017.02.15). However, it is important that during 1:1 and team reflective meetings, supervisors
and NFP nurses reflect critically on the patterns of visits to clients both at the individual and aggregate
level. They should also explore how the STAR Framework (or equivalent tool) is used to guide the
decision making regarding numbers of visits. The international NFP team are committed to work with
international partners to reflect on patterns and trends of visits and will do so as part of the annual
review process. As more knowledge and experience with using STAR (or equivalent tools) is gained
across countries, more specific guidance will be provided in this area.
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Element 8: NFP nurses and supervisors are registered nurses or midwives with a minimum of a

baccalaureate /bachelor’s degree.

DEFINITION

NFP requires that a registered nurse or registered midwife® deliver the program. Similarly, all NFP
supervisors must also be registered nurses/midwives. A registered nurse/midwife is someone
recognized as professionally licensed or regulated in either or both of these professional roles according
to the policies of the NFP host country. All NFP nurses (defined as a registered nurse or midwife for the
remainder of this document) should hold a minimum of a baccalaureate/bachelor’s degree in nursing
/midwifery. NFP nurses are usually hired by the implementing agency/site, which will have its own
recruitment rules and processes. It is expected that license holders/National Units in each country will
assure themselves that this process results in the employment of NFP nurses and supervisors with a
valid registered professional license (nurse or midwife), baccalaureate/bachelor’s degree, and the
desired skills, knowledge and abilities required to successful deliver the NFP program. In addition to
these academic qualifications, nurses must have personal qualities, values, and beliefs, that will ensure
that she is a good fit with the spirit of NFP.

RATIONALE

A fundamental tenet of NFP is that it is a nurse-led program and nurses provide direct clinical care to
women and children as part of their NFP nurse role. In most cultures, the public perceives registered
nurses as holding high standards of ethical practice and honesty. In addition, nursing is widely respected
as a caring profession that is knowledgeable and trustworthy, with strong academic preparation in the
social, life and caring sciences. This gives NFP nurses credibility with families and helps make them highly
acceptable as home visitors, welcomed into clients’ homes and in the community. Although other
professionals, such as social workers or psychologists, have some of the core competencies that are
required for NFP practice, they do not have the necessary clinical competence to support clients in
maternal and child health. In addition, research has not been undertaken to assess the impact of these
professionals within NFP.

Pregnant women have many questions and concerns about their own and the baby’s health, and value
the expertise that registered nurses/midwives bring during this critical life transition. The educational
background and sound judgment of registered nurses/midwives make them ideally prepared to conduct
strengths and risks focused assessments and to deliver individualized NFP interventions to families.

Working with disadvantaged families requires skill, professionalism and sensitivity that are characteristic
to nurses. The NFP nurse must integrate the program interventions and maintain their professional
standards of practice in order to develop/maintain therapeutic relationships with appropriate

6 Some countries have direct-entry midwives (i.e. midwives with no pre-existing qualification in nursing ; this
avenue to become a Midwife has now superseded the requirement to be a registered nurse prior to undertaking
Midwifery education and training in many countries ) please refer to section “Variations and challenges across
countries”
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boundaries and achieve program outcomes. NFP requires that nurses use their extensive clinical

knowledge and skills to deliver a comprehensive, holistic service to clients and their families. It has been

established that unqualified staff (e.g. paraprofessionals/lay home visitors) working within the program

are unable to achieve the same level of impact for families (Olds et al., 2002).

At a minimum, a baccalaureate or bachelor's degree is required because of the complexity of the role,

the level of critical thinking required, and the expected level of autonomy in practice and decision-

making in ambiguous situations. For NFP nurse supervisors, a Master’s degree is preferred, as this will

support the necessary analytical approach and leadership required in this role.

SUPPORTING EVIDENCE/LITERATURE

Nurses have formal training in women’s and children’s health and the ability to manage complex
clinical situations often presented by at risk families (Olds et al., 1999; Olds et al., 2003, Olds, 2006,
Olds 2007).

Nurses have increased credibility and are less threatening to clients compared to social workers
(Jack et al., 2012).

In the Denver trial, paraprofessionals received exactly the same education as the NFP nurses and in
addition received twice the amount of supervision. Compared to the nurses, the paraprofessionals
completed fewer visits and had a higher turnover rate. The paraprofessionals produced small effects
that rarely achieved statistical or clinical significance while NFP nurses produced significant effects
on a wide range of maternal and child outcomes (Olds et al., 2002).

Given the consistency of significant effects for nurse-visited women compared to counterparts in
the comparison groups across the trials, the NFP is disseminated only to sites that agree to employ
nurses (O’Brien 2005).

The ability of nurses to address issues of concerns during the antenatal and postnatal period,
including the infant’s health, often provide nurses with increased credibility and persuasive power in
the eyes of family members. By teaching mothers and family members to identify emerging health
problems and to use the health-care system, nurses enhance their clinical influence through the
early detection and treatment of disorders. (Olds et al., 2003; Olds, 2007).

Nurses are already educated in the basics of pregnancy, early childhood development, and
therapeutic communication, and mothers are likely to trust them (Dawley et al., 2007).

It is our clinical experience that mothers are particularly concerned about their physical health
during pregnancy and the physical health of their newborns. Consequently, they especially value
nurses as home visitors because of nurses’ abilities to address their concerns about health (Olds and
Kitzman, 1993).

The more successful home visiting programs contain the following: (1) a focus on families at greater
need for the service, (2) the use of nurses who begin during pregnancy and follow the family at least
through the second year of the child's life, (3) the promotion of positive health-related behaviours
and qualities of infant care giving, AND (4) provisions to reduce family stress by improving the social

and physical environments in which families live (Olds 1992).
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PRACTICES THAT SUPPORT IMPLEMENTATION OF THIS CORE MODEL ELEMENT

The careful selection and recruitment of NFP nurses is a very important element of high-quality
implementation of the program. Various countries have developed a number of innovative ways to
identify and select staff, including the involvement of NFP clients (or representatives from the
community being served where the program has yet to be established) and role-play of scenarios to
elicit the usual response of candidates to challenging situations.

It is recommended that the implementing agencies/sites of countries implementing NFP for the first
time find collaborative ways to work with the employing organizations to find and select NFP nurses,
building on the learning from other countries. This will enable the development and spread of ‘best
practices’ in this important area over time.

VARIATIONS AND CHALLENGES ACROSS COUNTRIES

Because the educational requirements and curricula for nursing and midwifery vary between countries,
it is important that Clinical Leaders in each country understand the requirements of the role and
consider the educational requirements of the CME carefully.

It is rarely the case that a NFP nurse begins in the program with all the required background knowledge
and skill required in relation to pregnancy and child development. Nevertheless, experience across
countries suggests that pre-existing proficiency within these fields will enhance the strength and speed
of the development of nurse competence in NFP. The NFP nurse’s background, pre-existing knowledge,
skills and attitude (to ensure overall optimal fit with the program) should always be assessed as part of
her recruitment and induction to the role. A tailored program of learning in relation to these background
areas should be established locally (see also CME #9: NFP nurses and supervisors develop the core NFP
competencies by completing the required NFP educational curricula and participating in on-going
learning activities). In some countries, nurse education is differentiated between physical and mental
health specialization at an early stage. Registered nurses who have never worked in the field of
maternal-child health may have difficulty successfully transitioning to the NFP nurse role and it is
recommended that they should not be considered for the program unless additional individualized
orientation can be provided that includes clinical content in this area.

If the country’s Clinical Lead and license holder are satisfied that the educational standards for direct-
entry midwives in their country are equivalent to nursing and the curriculum contains sufficient relevant
content in maternal public health and health promotion, they may take the decision to include
recruitment of such practitioners to the program. However, all staff undertaking NFP home visits should
be known as NFP nurses (or equivalent term used in that country) and Clinical Leads should ensure that
this expectation is allowed within national registration/ licensing requirements. In line with best practice
, all nurses delivering the programme should ensure that the client is aware of the nurses’ professional
background. The combination of a variety of professional backgrounds in a team, including Midwives, is
reported by a number of countries to enhance the delivery of care to families through the richness of
shared skills.
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PERMISSIBLE VARIATIONS

In countries where baccalaureate level nurse education is at a formative stage, it may be very difficult to
recruit nurses with this level of education. In this case, a temporary variance to the CME may be sought
and a transitional plan made, with the agreement of the International Nurse Consultant/David Olds, to
enable the program to be implemented using nurses with a lower level of education. In this instance,
the NFP education program would be enhanced/adapted to address any identified knowledge and skill
deficits the nurse may have. This would need to pay especial attention to child and public health, critical
thinking, research and evidence-based practice. Over time it is expected that these countries will work
with others in their national system to find ways to improve the educational level of NFP nurses.

Some countries have worked with Universities to create routes that enable NFP nurses to gain academic
credit for their NFP education and it may be possible to support nurses to transition to master’s level

educational qualifications in this way.

HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

Each country should develop a process for ensuring that this CME is understood and adhered to by
implementing agencies. License holders for each country are expected to confirm that the CME is being
adhered to as part of the annual review report to UCD.

BENCHMARK(S)

All (100%) of NFP nurses are registered nurses or registered midwives with a minimum of a
baccalaureate /bachelor’s degree.
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Element 9: NFP nurses and supervisors develop the core NFP competencies by completing the
required NFP educational curricula and participating in on-going learning activities

DEFINITION

NFP educational curricula (for NFP nurses and supervisors’) are devised by Clinical Leads in each
country, and agreed with their International NFP consultant, based on the International guidance.

NFP education curriculum should incorporate:

e Conceptual and intellectual knowledge regarding the program theories, research base,
conceptual model and use of Core Model Elements and quality improvement in replication.

e Sense-making i.e. reflection on the program model in relation to the learner’s own experience
and nursing practice foundations, consideration of the application of the model in practice and
development of a coherent clinical model of practice, integrating the various inter-related
elements [e.g. the program domains, use of dyadic assessment, PIPE, Motivational Interviewing
skills, and the Strengths and Risks Framework (STAR) etc.]

e Skills development. This is a significant part of the NFP education program and needs to be
intentional using multi-staged, multi-faceted and multi-modal methods. This learning is best
done face to face with opportunities for demonstration, practice and feedback.

International NFP nurse core competencies have been developed?® and each country’s NFP educational
curricula should reflect these. The NFP curricula should include content designed to prepare nurses and
supervisors for their roles, as well as activities developed to sustain and maintain competence over the
longer term. The NFP supervisor is responsible for ensuring that the NFP nurses on her team, achieve
and maintain competency in their role. The NFP supervisor should therefore develop mechanisms for
actively assessing competence over time, supported by processes put into place by the Clinical Lead for
the country. In addition, Clinical Leads should assure themselves that processes are in place for the
assessment of supervisor competence.

NFP supervisor and nurse education should be seen as a continuous process where team learning
activities, reflective supervision and reflection on Accompanied Home Visits all contribute to the
ongoing development and maintenance of competence in NFP roles. Clinical Leads should model these
approaches and support continuous learning by enquiring about clinical challenges nurses are
encountering, providing materials for team learning activities and highlighting and discussing challenges
with the international NFP community.

7 In countries where a variance has been granted to incorporate a ‘family partnership worker’, ‘community
mediator’ or similar role, an NFP specific educational curriculum will need to be developed by the country for this
role

8 See: guidance document Nurse-Family Partnership Core Competencies
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RATIONALE
NFP nurses need to apply the theoretical framework that underpins the program, emphasizing self-
efficacy, human ecology, and attachment theories through current clinical methods, focussing on the

achievement of the program goals. In order to do this with fidelity, they need specific NFP education
that enables them to understand the theoretical framework and apply the specific expected clinical
methods in a range of family contexts and circumstances. NFP supervisors need, in addition, a variety of
strategic competencies, including leadership and management as well as those for supporting reflective
supervision. The NFP educational curricula developed within each country are supplemented by the
program expectations of observation in practice (within accompanied home visits) regular reflective
supervision and team based learning (including peer coaching) to embed and sustain understanding and
skills over time (see also Core Model Element 11). In addition, it is expected that timely reports on
program implementation, generated from the data collected by nurses, are shared with NFP teams, and
individual nurses, and used as the foundation for continuous quality improvement.

NFP nurses are expected to manage and take responsibility for a wide range of nursing assessments and
interventions as part of their NFP role, and this requires a high level of flexibility, skill and autonomous
practice. For this reason, nurses need to be carefully selected and consideration given to the additional
tailored education/ learning program that they may require in order to be able to practice at this
advanced level (see also Core Model Element 8).

Education, training and coaching of practitioners are key to the successful implementation of evidence-
based programs (Webster-Stratton & Hammond, 1997; Fixsen et al., 2005) and education curricula
should be adapted and changed over time to accommodate evaluation from participants, findings of the
replication data reports and new innovations to the program.

SUPPORTING EVIDENCE/LITERATURE

e The most successful programs tend to devote enormous efforts to initial training of staff and
maintenance of intervention fidelity over time (Webster-Stratton & Hammond, 1997).

e Key components of staff training for the implementation of evidence-based programs are;
knowledge of the program (history, theories, philosophies and rationale) and expected practices,
demonstrations of key skills, and behaviour rehearsal to practice, and gain feedback on, those skills.
(Fixsen et al., 2005)

e Inthe US, education of the NFP nurses & supervisors occurs over the course of a year and involves
face-to-face interactive sessions, as well as online modules and self-paced tutorials that nurses
complete at their worksite. Ongoing consultation with training staff on issues encountered in the
course of program implementation is available by telephone and through a list serve. Education of
program staff and the provision of home Visit-to-Visit guidelines maximize the likelihood that
program implementation will utilize clinical interventions with families comparable to those tested
in the trials (O’Brien, 2005)

e The NFP has adopted a competency-based approach in its training of program staff at replication
sites. The clear delineation of behavioral criteria for assessing the ongoing development of home
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visitors’ clinical competence in implementing the program model should facilitate quality
improvement activities with sites (O’Brien, 2005)

e This CME focuses of facilitating the NFP nurse’s learning and development in the practice of new
methods, skills and approaches to working enhances practice (Andrews and Oxley, 2016).

e NFP is innovative, and its effective implementation requires significant new learning for staff. The
development of a new role is an iterative process, requiring action and reflection (Andrews, 2016).

e Inthe Elmira trial the presence of domestic violence limited the effectiveness of NFP to reduce
incidence of child abuse and neglect (Eckenrode et al., 2000), emphasizing the importance of NHVs
to be able to address this issue skillfully.

e Home visitors are not always willing or able to identify and respond to maternal depression,
domestic violence, and substance abuse—the very risk factors that they must address to prevent
child abuse and neglect. Home visitors also often feel ill-prepared to address risk factors for child
maltreatment (Gomby, 2007).

e Inthe early US replication sites, it was found that NFP nurses were spending excessive visit time on
health-related domains of family functioning and not enough on maternal role and life course
development. NFP implementers realized that, nurses new to NFP often have a tendency to revert
to a focus on physical health as the domain of family functioning in which the nurse felt most
comfortable and experienced. This led to a greater focus during NFP core education on experiential
learning exercises to help new home visitors become confident using the intervention tools related
to parent—infant attachment and the maternal role (Hill & Olds, 2013).

e Experienced NFP nurses and supervisors benefit from refresher courses on fundamental aspects of
the intervention, incentives and recognition for particularly good work, reminders that the hardest-
to-serve families are generally those who benefit most in the long run, and time as a team to learn
together and continue growing. Program leaders may need to be reminded that investing in the
mental health and sustained performance of frontline staff may well be the most important
investment they can make in keeping their program producing the outcomes that their funders are
paying for (Hill & Olds, 2013).

e Data from the US retention studies suggest that how to adapt the NFP to families’ individual needs is
a critical aspect of intervention fidelity itself, which had until then been insufficiently addressed in
nurses’ learning the model. Core education now has a greater emphasis on motivational
interviewing (Ingoldsby et al., 2013).

e Motivational interviewing training is best when it incorporates a focus on the underlying philosophy
and principles of motivational interviewing rather than solely the technical aspects of asking
guestions and listening, adequate duration to allow embedding of skills, opportunities to practice
skills through simulation and role play rather than relying solely on self-study or written resources
and opportunities for ongoing feedback and supervision (The Health Foundation, 2011).

e Many NFP clients will have experienced a range of types of trauma across the lifespan. The
traumatic impacts of exposure to family violence (child maltreatment, intimate partner violence
[IPV] and children’s exposure to IPV), have long-term effects, whether the violence itself is ongoing
or in the past. When serving people who have experienced family violence, systems and providers
that lack understanding of its complex and lasting impacts risk causing further harm, therefore NFP

© Copyright 2019. The Regents of the University of Colorado, a body corporate. All rights reserved. Page 43 of 84





Guidance Document — Revised NFP Core Model Elements

nurses need to be highly skilled in this area (Varcoe et.al., 2016; Manitoba Trauma and Information
and Education Centre (2016).

PRACTICES THAT SUPPORT IMPLEMENTATION OF THIS CORE MODEL ELEMENT

The International Education project (2014) identified a number of elements that support the
development of high- quality educational curricula, including; a staged program of educational events,
use of a variety of learning approaches and methods, including reflection on cases, skills practice and
demonstrations of skills and use of skilled and authentic educators (including those drawn from NFP
practice). Regular observation of NFP nurses during home visits, providing reflective feedback, will
support the implementation of expected competencies in practice and use of data reports to guide
quality improvements. Countries may wish to enhance their NFP education by adding in additional
content such as the principles of Trauma & Violence Informed Care, Cultural Respect, etc.

VARIATIONS AND CHALLENGES ACROSS COUNTRIES

As pre-existing nurse and supervisor education within individual countries varies, it is expected that the
content of the educational curricula will vary also. Educational curricula and methods are expected to be
developed in accordance with educational evidence and adapted for context, including country
geography and stage of program replication.

Where “community mediators” (or similar roles) have been incorporated into a country’s NFP program,
care and attention should be given to the clear articulation of their role and expected competence. It is
likely, based on experience to date, that parts of the NFP nurse educational curriculum will also be
relevant to this role, but that additional education specific for the role will also need to be developed.

PERMISSIBLE VARIATIONS

It is expected that there will be variations in the educational programs needed within each country to
ensure that NFP nurses and supervisors achieve the expected level of competence for program delivery.

HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

The National Units (or equivalents) in all countries should monitor attendance at, and completion of, the
core NFP educational curricula. Reporting of the achievement of core NFP competencies by nurses and
supervisors is an important element of the International Annual Review process and therefore Clinical
Leads should have some assurance processes in place to ensure that they can confidently assess levels
of nurse competence within their country.

BENCHMARK(S)

All (100%) of NFP nurses and supervisors will complete the required NFP educational curricula and
participate in on-going learning activities. Each country will determine the specific content, teaching
methods used, and timing of the components. Counties will also set their own policies for required
updating and “retraining” when nurses/supervisors leave and then return to the NFP program.
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Element 10: NFP nurses, using professional knowledge, judgment and skill, utilize the Visit-to-Visit
Guidelines; individualizing them to the strengths & risks of each family, and apportioning time
appropriately across the six program domains.

DEFINITION

The purpose of the NFP Visit-to-Visit (V2V) Guidelines is; to maintain consistency in implementing the
NFP model, to ensure that comprehensive and essential information is introduced to clients and to
support reflection and goal setting with clients. They provide the flexibility needed to meet the
clients’ needs and desires as well as program goals. In addition, they provide a framework that helps
NFP nurses and clients avoid focusing solely on the day-to-day challenges the client may be facing
and instead focus on potential solutions and introduce other issues of relevance and importance
through an agenda matching process. The format of the V2V Guidelines offers NFP nurses a guide to
explore the content topics most relevant to clients. They also introduce content that supports clients
in developing the knowledge, skills and self-efficacy to achieve the three NFP program goals of:

1. Improved pregnancy outcomes through the practice of good health-related behaviours

2. Improved child health and development

3. Improved economic self-sufficiency

The Strengths and Risks Assessment (STAR) Framework (or equivalent) is the approach by which
nurse assessments in the Nurse-Family Partnership (NFP) program are used to guide program
delivery. The six NFP program domains provide a system and structure for delivering a
comprehensive nursing approach as NFP nurses complete the nursing process in their assessment,
planning, interventions, and evaluation of client care. The content of the International V2V
Guidelines are organized using the first five program domains (Health and Human Services is
imbedded in all the other domains):

1. Personal Health (Health Maintenance Practices; Nutrition and Exercise; Substance Use;
Mental Health)

Environmental Health (Home; Work; School and Neighborhood)

Life Course (Family Planning; Education and Livelihood

Maternal Role (Mothering Role; Physical Care; Behavioural and Emotional Care of Child)
Friends & Family (Personal Network Relationships; Assistance with Childcare)

o v A wWwN

Health and Human services (linking families with needed referrals and services)
(Dawley et al., 2007)

Attention is paid to aspects of each of the domains within all home visits, with the proportion of time
spent on each topic varying to enable focus on expected outcomes of each phase of the program.
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RATIONALE

NFP nurses carry out three major activities:

1. Promote improvements in women’s (and other family members) behaviours thought to affect
pregnancy outcomes, the health and development of the child, and parents’ life course

2. Help women build supportive relationships with family members and friends

3. Link women with their family members with other needed health and human services.

The NFP program must resonate with and meet the clients’ needs and aspirations. The V2V

Guidelines include tools to help NFP nurses guide clients to consider changes that could improve life

for themselves and their children. Menus, choice sheets, scaling questions, open-ended questions,

and a goal setting facilitators are some of the techniques/resources imbedded in the V2V

Guidelines.

The home visit structure built into NFP, builds trust and continuity over time, and strengthens the

therapeutic relationship between the nurse and her clients. NFP clients learn that visits with their

NFP nurse are predictable and client-centered. When the client knows what patterns and routines to

expect, she will feel safer in the relationship.

STAR provides a systematic framewaork for bringing together the outcomes of regular assessments

completed across the domains of the NFP program, with nurse professional judgement regarding

client and family risks, strengths and readiness to change. The strengths and risks identified through

STAR directly influence clients’ abilities to achieve the three NFP programs goals (e.g. substance use

during pregnancy, parental care of the child or maternal education). In some cases, these risks

create challenges for clients because of their indirect influence, such as homelessness or economic

adversity. The STAR Framework is designed to help NFP nurses synthesize these risks and

corresponding strengths, and set priorities for intervention.

The amount of time that should be spent on different content areas are dependent upon which

phase of the NFP program the client is in (pregnancy, infancy, toddler). Suggested content areas for

each visit enable the nurse to keep this in mind as they plan and individualize visit contents.

SUPPORTING EVIDENCE/LITERATURE

In an analysis of 5,433 NFP participants from the United States after the three trials indicated that
while the proportion of time spent on the different program domains generally met NFP objectives,
NFP nurses tended to underemphasize maternal role development during the infancy and toddler
phases of the program (O’Brien, 2005)

NFP nurses follow detailed visit-to-visit guidelines whose content reflects the challenges parents are
likely to confront during specific stages of pregnancy and the first two years of the child’s life.
Specific assessments are made of maternal, child, and family functioning that corresponds to these
developmental stages, and specific activities are recommended to address problems and strengths
identified through the assessments. PIPE (Partners in Parenting Education) was introduced during
the Denver trial as a way of helping parents gain an empathetic appreciation for their infants’ needs
and ways of engaging their infants in joyful, regulated play and interaction through simple
interactive games and observations of their babies. (Olds et al., 2003; Olds, 2007).
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Within each domain, NFP nurses focus on understanding the client’s circumstances, usual practices
and views whilst also exposing her to new information and a structure within which to explore
change. The assessment of the client’s personal and situational strengths and protective factors, as
well as her challenges and any risks faced by her or her child, is supported by a number of validated
tools and measures, combined with the nurse’s clinical judgement and experience (Rowe, 2016).
Central to the successful implementation of the NFP is the establishment of a trusting relationship
with the family, referred to as core ingredients of the relationship: caring; ongoing commitment;
active involvement. of the family, consideration of family’s culture and life situation; and harmony
or congruence among the family’s values, goals for change, and behaviours (O’Brien & Baca, 1997;
O’Brien, 2005).
NFP nurses utilize a strength-based approach directed toward optimizing the family’s sense of
efficacy. Four strategies intrinsic to this strength-based approach are: (a) listening to what families
want and starting there; (b) believing that families are the experts on their own lives and are
capable of making choices to attain desired goals; (c) expanding families’ visions of options; and (d)
helping families set small and reasonable goals that when attained contribute to their growing sense
of efficacy (O’Brien & Baca, 1997; O’Brien 2005).
One of the criticisms sometimes made by those outside the NFP program, who are not familiar with
its details, is that it is overly specific and prescriptive. However, what the critics fail to appreciate is
that within the structure provided by the visit-by-visit guidelines, NFP nurses exercise a high level of
discretion in what to do when with the families they serve. If, for example, a visit guideline calls for
discussing breast-feeding with the mother, and the NFP nurse sees that the mother is not ready for
that discussion, then the NFP Nurse does not force the issue, but looks for a more opportune time in
the near future to return to it. The structure helps the NFP Nurse remain focused, but it does not
dictate her actions. In essence, the detailed structure of the NFP is simply the way in which nurses
develop the expertise to respond effectively to the often complex and changing life circumstances of
young, low-income families (Olds et al., 2003).
The NFP nurses focus on six domains during their home visits: 1) personal health, 2) environmental
health, 3) friends and family, 4) maternal role, 5) use of health care and human services, and 6)
maternal life course development (which encompasses planning for future pregnancies, education,
and employment). (Dawley et al., 2007)
Encouraging NFP nurses to:
= Directly address parents’ ambivalence about participation in the program
= Offer flexible scheduling and content to match their needs
Shows promise as a means of reducing participant attrition and increasing completed home
visits (Ingoldsby et al., 2013)

PRACTICES THAT SUPPORT IMPLEMENTATION OF THIS CORE MODEL ELEMENT

NFP supervisors and nurses should review/reflect on the data related to time spent on content
domains on a regular basis, both in individual supervision, and as a team.

© Copyright 2019. The Regents of the University of Colorado, a body corporate. All rights reserved. Page 47 of 84





Guidance Document — Revised NFP Core Model Elements

Supporting NFP nurses to skilfully promote adaptation of program dosage and content to meet

families' needs improves participant retention and completed home visits (Ingoldsby et al., 2013;

Olds et al., 2015).

When evaluating effective home visiting models, the aspect of program implementation that

matters the most are:

=  The delivery of program content is aligned with program goals

=  The home visitor addresses the behaviours or risk factors associated with the outcome the
program seeks to change (Gomby, 2007).

It is important for nurses to have a good understanding of the culture of poverty and to

acknowledge and respect cultural differences and family traditions of the families they serve. This

kind of understanding supports the individualizing of the program to meet client’s needs.

Implementing agencies/sites have reported the importance of cultural and linguistic competence

among their staff. It is important to provide this kind of support and competency training as part of

staff orientation and ongoing professional development.

In order to make the content resonate with clients, more user-friendly domain names have been

introduced in the NFP International Visit-to-Visit (V2V) Guidelines:

Personal Health My Health
Maternal Role My Child *
Taking Care of My Child*
Environmental Health My Home
Family & Friends My Family & Friends
Life Course Development My Life

Health & Human Services

*These can be combined together as “My Child and Me” if desired

Completion of STAR facilitates a holistic review of client and child progress in relation to program
goals and enables NFP nurses to make appropriate judgements regarding the alignment of
program inputs with client needs and desires. This includes both visit dosage and specific
content, thereby increasing program efficiency and effectiveness.

Use of STAR enables NFP nurses to focus on the client’s stage of behavioural change and view
this as a strength that can be enhanced through their interaction with the nurse and the
program. Deep reflection, high quality analysis and decision-making is enhanced by reviewing
STAR within reflective supervision and during case conferences.

In order to agenda match, the NFP nurse has the flexibility to move topics included in the V2V
Guidelines from one visit to another especially for clients who enter the program later in
pregnancy (e.g. 26 weeks gestation). The NFP nurse may need to rearrange visit content in order
to cover the essentials for a given client prior to the birth.
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e  When planned in advance of the visit, reapportioning visit content or covering a topic at a time
other than when it appears in the V2V Guidelines because a client expresses interest in the topic
need not be viewed as not following the program plan.

e During many visits, the NFP nurse may not cover all the planned material.

e However, the NFP nurse may find that on some visits clients are so distracted by an immediate
crisis that much of the plans for the visit has to be set aside in order to help the client problem-
solve how to handle the crisis (e.g. utilities have been turned off due to lack of payment, or there
has been a recent incident of intimate partner violence and client is asking for help on how to
handle it).

e When this agenda matching within a visit occurs, the nurse will need to estimate the percentage
of time spent following the plans that had been established for the visit versus that spent dealing
with a crisis or unexpected need of the client.

The goal is that planned content does not take a back seat to crisis the majority of the time, since the
planned content is that which is expected to provide the long-term benefits of the program. It is
important to remember that some clients will frequently have crises and this may detract from
undertaking any of the program content. Part of the NFP program is to help clients regulate and
problem solve, so the NFP nurse will need to decide when to respond to regular crises, and when to
encourage the client with some of the established program which will help the client deal with crises
in the longer term. Reflection on patterns of time spent following planned visit content will help to
identify nurses who are falling into a pattern of ‘following’ the client’s agenda rather than actively
matching her professional assessment of client needs with the client’s requests, so that both
proactive and reactive elements are addressed within visits to achieve the program goals.

VARIATIONS AND CHALLENGES ACROSS COUNTRIES

There may be variations regarding time spent on content domains between individuals, amongst
teams, and amongst sites/implementing agencies, and/or countries. Some of the variations may
appropriately reflect local contextual issues. Other changes may reflect individual NFP nurse/team
practice styles, which should be explored during reflective supervision or team patterns, which
should be explored as part of the quality improvement approaches developed in each country.
Reviewing the apportioning of time among the content domains is an opportunity for the team to
consider the needs of their clients, their own skill and background, and their own professional needs
to grow and meet the needs of their clients. Review of data reports identifying the percentage of
planned content covered within visits enables exploration of the balance between use of staged V2V
guideline contents with responsiveness to the client’s current challenges with nurses and teams.
Reviewing this data with implementing agencies/sites is a great opportunity for them to learn more
about the content of their team’s practice, and should not be used to “grade” them.

PERMISSIBLE VARIATIONS

NFP nurse assessment skills are crucial in the application of the NFP model to individual
client circumstances. Home visit plans may be altered or revised as NFP nurses find necessary
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and appropriate, based on their professional knowledge, judgment and skill and the achievement of the
program goals. For example, when enrolling a client early the suggested content for the first visit as
outlined in the NFP Guidelines may be dispersed among several visits in order to fill the additional visits
with even amounts of program content. Additionally, time spent in the domains on a given visit may be
adjusted based on the client’s needs.

During the US trials, nurses were allowed to adapt the frequency of visitation to the needs of the family.
They could increase visitation during times of crisis, which women with lower mastery over their lives
were more likely to have experienced. It appears that nurses were able to make an extra effort to help
those mothers who needed external reinforcement or motivation in their attempts to make appropriate
decisions in crisis situations, while visiting those with fewer needs less frequently. The mothers in Elmira
with lower feelings of control did not appear to be proactive in seeking contact; they actually spent less
time on the phone in self-initiated calls to the nurse. It appears, instead, that the nurses perceived the
increased need for visitation by these mothers and responded with greater effort to see that the
protocol was met with this particular group. (Olds and Korfmacher, 1998, page 33)

HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

The Home Visit form (or Alternate Visit) provides information about every visit that a NFP client
receives including: the duration and location; participants’ engagement; program content covered;
whether the visit resulted in any referrals to government or community services, and plans for the
next visit. This form supports program documentation and reporting on fidelity requirements.
Additionally, this form records the content and length of each visit which will help determine
whether clients in the NFP program are receiving similar services to participants in the previous RCTs.

BENCHMARK(S)
An analysis of 5,433 NFP participants from the United States after the three trials indicated the average
percent of time spent during home visits on each domain by program phase (O’Brien 2005).

Domains Pregnancy Infancy Toddler
Personal Health (My Health) 35-40% 14-20% 10-15%
Maternal Role (My Child and Me) 23-25% 45-50% 40-45%
Environmental Health (My Home) 5-7% 7-10% 7-10%

My Family & Friends (Family & Friends) 10-15% 10-15% 10-15%
Life Course Development (My Life) 10-15% 10-15% 18-20%
Health and Human Services * Included in the above domains

Total 100% 100% 100%

*Note: Health & Human Services is addressed within each of the other domains so does not have a

separate benchmark.
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The rationale for the variation in in time spent by program phase is as follows:

Domains Rationale for Variation in Time Spent on Each Domain by Program Phase
Personal Health o Thereis a larger focus on Personal Health during pregnancy as this
(My Health) phase of the program is specifically focused on achieving the program

goal “Improve pregnancy outcomes (particularly prematurity and low
birth weight)”
o The focus shifts to the infant in the other two program phases with
gradually less emphasis in the toddler phase
Maternal Role e There is a much larger focus on maternal role during infancy due to the
(My Child and Me) focus on developing effective parenting /caregiving skills.
e Maternal role also encompasses the parenting/caregiving role of fathers
where they are included in visits
e There is a small decrease in time spent on maternal role during the
toddler phase so that there is time to focus on self-efficacy for the mom
such as personal goal setting, completing school, seeking employment
etc.
e (Care of the child, including clinic visits and illness, is documented under
Maternal Role
Environmental Health The goal is to spend about 5-7% of time during pregnancy in the
(My Home) Environmental Health domain
e After the baby is born, there is more emphasis on Environmental Health
to encompass child safety issues
e There should be a consistent emphasis in both the infancy and toddler
phases
The time spent is consistent across all program phases

My Family & Friends
(Family & Friends)

Life Course o The emphasis on Life Course Development increases after the birth of
Development (My the baby and after the client has had time to build parenting skills
Life)

It is not expected that NFP nurses will work within these parameters at every visit, indeed it would be a
cause for concern if they were, as visit content needs to be adjusted according to current client needs
and the STAR framework (or equivalent tool) assessment. However, reviewing domain coverage over a
number of visits is a helpful guide and check back for NFP nurses to ensure that they are prioritizing the
important domain areas primarily impacting on outcome achievement during each program phase.
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Element 11: NFP nurses and supervisors apply the theoretical framework that underpins the program
(self-efficacy, human ecology, and attachment theories) to guide their clinical work and achievement
of the three NFP goals.

DEFINITION

The underlying theories are the basis for the NFP Program. The clinical methods that are presented in
the education sessions and promoted in the NFP Visit-to-Visit Guidelines are an expression of these
theories.

RATIONALE

Theories are a set of interrelated concepts that give a systematic view of a phenomenon (an observable
fact or event) that is explanatory & predictive in nature. Theories are composed of: concepts,
definitions, models, and propositions; and are based on assumptions. They are derived through two
principal methods: deductive and inductive reasoning (Current Nursing 2012).

There are three theories that provide a framework for practice in the NFP:
1) Human Ecology (Bronfenbrenner, 1994)
2) Attachment (Bowlby, 1969, 1977, 1992; Bretherton 1992)
3) Self-Efficacy (Bandura, 1977, 1998)

The three theories that serve as the foundation for NFP, complement one another and have been a part
of the model since the original trials. The theories provided a framework that guided the development
of the NFP Visit-to-Visit Guidelines, NFP Nurse and Supervisor Competencies, and NFP core education
content (Olds et al., 2003). They are a constant thread throughout the model and NFP clinical nursing
practice. Applying these theories to everyday practice helps NFP nurses and supervisors ensure they are
implementing the model successfully.

Human Ecology Theory

Bronfenbrenner’s theory of human ecology emphasizes the importance of social contexts as influences
on human development. Characteristics of families, social networks, neighborhoods, communities,
cultures and interrelations among these structures influence parents’ care of their infants. Human
ecology focuses the nurse’s attention on the social and material context in which mother and child are
living. What is the quality of the mother’s relationship with her husband or boyfriend, with her own
mother and other important people in her life? These social relationships are profound influences on
the client’s adjustment to her pregnancy and care of the child. Human ecology also focuses on the
importance of changes in roles — such as young women becoming parents.

Human ecology theory emphasizes that children’s development is influenced by how their parents care
for them, and that in turn is influenced by characteristics of their families, social networks,
neighbourhoods, communities, and the integration among them (Bronfenbrenner, 1979). Drawing for
this theory, NFP nurses attempt to enhance the material and social environment of the family by
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involving other family members, especially fathers, in the home visits, and by linking families with
needed health and human services (Olds, 2007). The implementation of this theory during pregnancy
and the first two years of the child’s life presents opportunities for significant positive changes in
behaviour.

Attachment Theory

Historically, NFP also owes much to John Bowlby's Theory of Attachment. This theory holds that human
beings have evolved a repertoire of behaviours that promote interaction between caregivers and their
infants, and that these behaviours tend to keep specific caregivers in proximity to defenseless
youngsters, thus promoting their survival, especially in emergencies (Olds et al., 1999). Attachment
theory also hypothesizes that infants are biologically predisposed to seek proximity to specific caregivers
in times of stress, illness, or fatigue in order to promote survival (Bowlby, 1969). Children’s trust in their
world and their later capacity for empathy and responsiveness to their own children once they become
parents is influenced by the degree to which they formed attachment with a caring, responsive, and
sensitive adult when they were growing up, which affects their internal representations of themselves
and their relations with others (Ainsworth & Bowlby, 1991). First attachments are usually formed by
seven months, attachments are formed to only a few persons; and virtually all infants become attached.
Children with secure attachments are the most resilient and have the lowest risk for poor social
emotional outcomes (Main, 1996).

Attachment theory focuses the nurse’s attention on the importance of a mother’s awareness and
attitudes towards her baby during pregnancy and the development of secure attachments between the
baby and the baby’s consistent caregivers. NFP explicitly promotes sensitive, responsive and engaged
caregiving in the early years of the child’s life through the use of dyadic assessments (NCAST Feeding
and Teaching Scales and more recently DANCE) and Partners in Parenting Education (PIPE) (Dolezol
Buckingham & Butterfield, 2002).° In addition, NFP nurses help mothers and other caregivers review
their own childrearing histories and make decisions about how they themselves were cared for as
children. The NFP nurses also seek to develop an empathetic and trusting relationship with the mother
and other family members because experience in such a relationship is expected to help the women
eventually trust others and to promote more sensitive and empathic care of their children. To the extent
that the NFP nurse’s relationship with parents (primarily the mother) is characterized by deep
appreciation for mothers’ needs and assistance in helping mothers gain control over a host of challenges
that are of concern to them, the NFP nurse will demonstrate the essence of an effective attachment
relationship. In theory, this will make it easier for parents to understand what the program is designed
to accomplish with respect to the care of their infants (Olds et al., 1997; Olds, 2007)

Self-Efficacy Theory
Self-Efficacy Theory, which is part of Social Cognitive Theory, provides a useful framework for promoting

° The guidance document - Use of Dyadic Assessments in NFP - 2016 provides guidance on the principles and
processes to guide non-English speaking countries who may not be able to utilize DANCE/NCAST, as they
determine the alternative measures that they will integrate into NFP within their context.
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women's health-related behaviour during pregnancy, care of their children, and personal development.
According to Bandura (1997), differences in motivation, behaviour, and persistence in efforts to change
a wide range of social behaviours are a function of individuals' beliefs about the connection between
their efforts and their desired results. According to this view, cognitive processes play a central role in
the acquisition and retention of new behaviour patterns. Individuals' perceptions of self-efficacy can
influence their choice of activities and settings, and can determine how much effort they will put forth in
the face of obstacles (Olds et al., 1999).

Self-efficacy theory provides a useful framework for understanding how women make decisions about
their health-related behaviours during pregnancy, the care of their children, and their own personal
development. This theory posits that individuals choose those behaviours that they believe will lead to a
given outcome and that they can carry out successfully (Bandura, 1977). The NFP curriculum is designed
to help women understand what is known about the influence of particular behaviours on their own
health and on the health & development of the babies. The program guidelines are updated periodically
to reflect the most recent evidence regarding family and child health. NFP nurses help parents establish
realistic goals and small achievable objectives that, once accomplished, increase parent’s reservoir of
successful experiences. These successes increase their confidence in taking on larger challenges (Olds,
2007)

The emphasis on forming a warm, caring relationship (therapeutic alliance) is a crucial component of the
program. “By making efforts to maintain a consistently supportive relationship, the home visitor shows
the parent that positive, caring relationships are possible. The parent begins to see herself as someone
who deserves support and attention, and by extension, sees her child as deserving the same. In this way,
the helping relationship becomes a ‘corrective’ experience for those mothers (and fathers) who had
experienced neglectful and abusive relationships in their own childhood and thus promotes positive
experiences with the child and healthy relationships with others” (Olds et al., 1997, pg. 20)

Nursing Theory
The International team are actively pursuing imbedding a nursing theory in NFP to give credence to the

NFP as a nurse-led intervention, in particular the focus on the caring relationship. Two theories being
considered are:
1) Theory of Human Caring/Caring Science (Watson, 2008;2009):
e Relational caring for self and others based on a moral/ethical/philosophical foundation of love
and values
e Transpersonal caring relationship (going beyond ego to higher “spiritual” caring created by
“caring moments”
2) Critical Caring Theory (Falk-Rafael, 2005; Falk-Rafael & Betker, 2012a. 2012b):
e This theory can be used by NFP nurses and supervisors to explain and advocate for nurses in this
program to work at their full scope of practice
e Used to highlight the importance and centrality of the relational work that is done between
nurses and clients.
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SUPPORTING EVIDENCE/LITERATURE

The conceptual framework guiding the design of the NFP program and its evaluation was based on
evidence that “suggests that parental behaviour is the most immediate, powerful, and potentially
alterable influence on child health during pregnancy and the early years of the child’s life” (Olds,
1992, p. 705).

Theoretical constructs should provide the principles that underpin practice and help to generate
further nursing knowledge. Theory is important because it helps us to decide what we know and
what we need to know (Parsons 1949 as reported in Colley 2003) and as such helps to distinguish
what should form the basis of practice.

The benefits of having a defined body of theory in nursing include better client care, enhanced
professional status for nurses, improved communication between nurses, and guidance for research
and education (Nolan 1996 as reported in Colley 2003).

The terms ‘model’ and ‘theory’ are often wrongly used interchangeably. In nursing, models are often
designed by theory authors to depict the beliefs in their theory (Lancaster & Lancaster 1981). They
provide an overview of the thinking behind the theory and may demonstrate how theory can be
introduced into practice, for example, through specific methods of assessment. Models are useful as
they allow the concepts in a theory to be successfully applied to practice (Lancaster & Lancaster
1981).

The NFP has been significantly influenced by attachment theory with a focus on promoting sensitive
parenting and promoting a sense of joy and regulation in the parent-child relationship. However,
when he first started his work in the 1970s, David Olds realized that attachment by itself would
provide an insufficient foundation for guiding the development of the interventions for low-income
families or for those whom parenting is complicated by stressors external to the parent-child dyad.
Single theories almost inevitably focus attention on just part of the set of influences that shape the
health and well-being of the developing child (Olds, 2007).

In the Elmira trial, nurses worked with clients to plan and take small, achievable steps which, when
reached, increased clients’ confidence and built evidence of success for further goal setting and
action. The most important outcomes in Elmira were observed in women who had a low sense of
control over their lives at the time they enrolled. For this reason, the Memphis and Denver trials
emphasized building self-efficacy to an even greater degree than the Elmira trial (Olds et al, 1997).
The research findings from the Memphis trial supports the importance of continuity in the nurse-
family relationship. Those women who had continuous relationships with their nurses made greater
advances in several aspects of parental functioning than did their counterparts who had broken
relationships. Given that there were no differences in the amount of contact between the two
groups, it appears that the severed relationship interfered with the families’ abilities to gain as much
in parental care giving as did their counterparts who had continuous relationships (Kitzman et al.,
1997).

While nurses in the first trial in Elmira, New York emphasized setting small, achievable objectives
and building on clients’ strengths as an essential component of the clinical methods, a specific
approach for doing this was not well articulated. In the next trial. In the Memphis trial, NFP nurses
utilized a problem-solving approach to promote client self-efficacy (O’Brien & Baca, 1997).
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e Intheir application of the NFP theoretical framework to the individual needs of pregnant women,
parents of young children, and their families, NFP nurses have found that the theoretical and
empirical foundations of the program often provide less specific guidance than they need in order to
guide their work with unequivocal success (Olds et al., 1997).

e Children with disorganized attachments are likely to exhibit more severe emotional, social and
academic problems; they are the most at risk for abuse and neglect (Zeanah, 2011).

e “Anursing theory is a set of concepts, definitions, relationships, and assumptions or propositions
derived from nursing models or from other disciplines and project a purposive, systematic view of
phenomena by designing specific inter-relationships among concepts for the purposes of describing,
explaining, predicting, and /or prescribing" (Current Nursing, 2012).

e None of the three NFP theories are grounded in the profession of nursing although NFP is a nurse-
visitation program: Bandura (psychology), Bowlby (psychology, psychiatry), Bronfenbrenner
(psychology)

e Purposes of nursing theories in practice
o Assist nurses to describe, explain, and predict everyday experiences.

o Serve to guide assessment, interventions, and evaluation of nursing care.

o Provide a rationale for collecting reliable and valid data about the health status of clients, which
are essential for effective decision making and implementation.
Help to describe criteria to measure the quality of nursing care.
Help build a common nursing terminology to use in communicating with other health
professionals.
Ideas are developed and words are defined.
Enhance autonomy (independence and self-governance) of nursing through defining its own
independent functions (Current Nursing 2012).

PRACTICES THAT SUPPORT IMPLEMENTATION OF THIS CORE MODEL ELEMENT

The three theories have been a core part of the model since the initial research (Olds, 2006) and
understanding of them and their application within the program should be a key element of the NFP
education curricula. NFP nurses and supervisors are provided with education, training and on-going
support to use clinical methods that include: solution-focused approach, strength-based approach,
client-centred principles, behaviour change strategies, agenda matching, and motivational interviewing.

VARIATIONS AND CHALLENGES ACROSS COUNTRIES

Nurses, as part of their professional responsibility, should seek out and integrate into their practice
other current/appropriate clinical methods and nursing theories that are consistent with the underlying
theories and principles of the NFP model.

PERMISSIBLE VARIATIONS

Individual NFP nurses/countries may wish to augment the three program theories with another relevant
theory that is clearly aligned with the NFP model in such a way that it enhances/supports their delivery
of intervention. In order to maintain the rigour of the theoretical framework of the NFP, at this time the
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addition of a theory will require formal consultation with the International Team and will be considered
as an approved variance. This request should be delineated with a clear rationale to ensure congruence
with the program model.

HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

This information is part of the individual client documentation, is reviewed in 1:1 supervision and case
conferences. It is also part of the information collected/observed during accompanied home visits.

BENCHMARK(S)

It is expected that NFP nurses and supervisors will apply the theories through current clinical
methods/delivery of the program. There is no specific benchmark for this CME.
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Element 12: Each NFP team has an assigned NFP Supervisor who leads and manages the team and

provides nurses with regular reflective supervision

DEFINITION

A full time NFP supervisor can lead a team of no more than eight NFP nurses (including community
mediators or similar positions where applicable) and a team administrator. The minimum team size is
four NFP nurses with a half time supervisor. It is important that NFP team members are supported by
NFP supervisors who understand the requirements and expectations of the role and the program model
and for this reason it is recommended that nurse supervisors have a very small caseload of NFP clients.
Arrangements should be made for supervisors to reflect on her role and NFP with a qualified person that
understands reflective practice and has an adequate understanding of the NFP model. The individual
providing reflective supervision to the NFP supervisor is ideally in a position at the same level or higher
to the organization/external agency - it cannot be provided by NFP nurses.

Reflective practice is the capacity of the individual to reflect on his/her action so as to engage in a
process of continuous learning (Schén, 1983). Reflective supervision is distinct from other types of
supervision as it utilizes a reflective cycle to explore the NFP nurse’s experiences, allowing her to
discover solutions, concepts and perceptions on her own without direction from the supervisor.
Individual reflective supervision should be provided weekly for a full-time NFP nurse (approximately one
hour in length) and on a pro-rated basis for part time nurses. Countries should use the NFP framework
as set out in the reflective supervision international guidance document to structure their local
expectations and guidance for this Core Model Element. In countries where associate NFP practitioners
(eg family Partnership workers, mediators) are also team members, the same model of 1:1 reflective
supervision should be used for these practitioners.

In addition to supporting 1:1 reflective supervision, the supervisor is also expected to facilitate:

1. Case Conferences are meetings with the team dedicated to joint review of cases, data reports
and team challenges using reflection to explore and critically analyze issues in order to develop
understanding and professional growth. Experts from other disciplines are invited to participate
when such input would be helpful. It is recommended that case conferences occur twice per
month alternating with team meetings.

2. Team Meetings are held for administrative purposes, to discuss program implementation issues,
and team building (Team Meetings and Case Conferences are expected to alternate weekly so
there is one meeting of the team every week). It is recommended that team meetings are held
twice a month alternating with case conferences.

3. Accompanied Home Visits. Every 4 months the supervisor makes an accompanied home visit
with each nurse to at least one client and additional visits on an as needed basis at the nurse or
supervisor’s request. Joint reflection on the visit can support a deeper understanding of
observed family dynamics and relationships as well as enable exploration of the nurse’s clinical
practice.

4. Education/learning activities — this can include: structured time for revisiting and extending
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learning undertaken as part of the NFP curriculum, team skills practice sessions, learning with
external experts to support responsiveness to particular client challenges, or facilitation of team
learning activities provided by the country’s national unit.

RATIONALE

When the NFP was first developed, and evaluated in the Elmira trial, formal reflection on one’s work
was not an established practice of nursing professionals. Like many other home visiting nurses, NFP
nurses work alone with clients in often difficult environments, in contrast to hospital nurses, who may
have the support of on-site peers and supervisors. The Elmira, NY nursing team identified a need for
structured support to sustain them in this work that was isolating and often emotionally draining
(Dawley et al., 2007). As a result, reflective practice and clinical supervision were built into the program
with Dr. Olds leading weekly case conferences. Following the three US RCTs, reflective supervision
became a central activity within the NFP program model.

NFP clinical work is emotionally demanding, carries many clinical challenges, and is carried out by
individual nurses who are largely unobserved within home visits. NFP nurses need to practice with high
levels of autonomous decision-making, often in situations of risk and uncertainty. The relational nature
of the work and the expectation of emotional availability to clients and families is draining of nurses’
emotional and physical energy. For all these reasons, having a supportive, encouraging space to critically
reflect on their practice is a core element of the NFP implementation model. It enables nurses to
maintain emotional resilience, make robust decisions and develop their understanding and skilfulness.
This enhances safety for the nurse and for NFP enrolled families.

NFP teams that are well led create a culture of excellence and mutual growth, by developing a reflective
and open approach to the analysis of the teams’ work. In addition to reflection, regularity and
collaboration are essential features of reflective practice (Parlakian, 2001). Regularity refers to
scheduled, uninterrupted time for a supervisor to meet individually with each nurse and for the team to
meet together. Developing an environment of acceptance, trust and support requires time and a
commitment to protect that time. A commitment to be prepared and open for learning through
reflection is also essential and is a core attribute to seek when recruiting nurses.

The original CME included a benchmark that each fulltime NFP nurse carried a maximum called of 25
clients. This was removed for 2 reasons:

e With the introduction of STAR, caseloads will and should vary

e The original benchmark was not based on any research evidence

SUPPORTING EVIDENCE/LITERATURE

o Reflection is currently regarded as essential to professional practice not only in the field of nursing
but also in medicine, social work and teaching (McDonald & Glover, 2000; Place & Greenberg, 2005).

e Inthe hour-long weekly individual conferences, supervisors encourage nurses to examine and
discuss their interactions with clients and feelings engendered by the work. Gibbs’s “reflective cycle”
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(or similar model) is used to guide this process for both nurses and parents so that the analysis of
past actions and emotions can inform more effective action in the future. It takes time to learn
reflective practice and to build the network of supportive supervisory and peer relationships.
(Dawley et al., 2007)

e NFP uses a solution-focused approach to support the achievement of self-efficacy. A basic
assumption of this approach is that clients are experts about their own lives (one of the NFP client-
centered principles) and can work with health professionals to co-create solutions to problems
confronting them. To support the NFP nurses in effectively using this approach, opportunities are
provided weekly during team case conferences to discuss application of the techniques to specific
families. Additionally, individual supervision is utilized to role model the principles of solution-
focused interactions. Such ongoing guidance and supervision is crucial to prevent misuse of the
approach. It is important that the interview techniques be thoughtfully applied as opposed to
becoming a routinized formula superficially used in every situation (O’Brien & Baca, 1997)

e After considering community and maternal level effects, the only home visitor attribute significantly
associated with program retention was the average hours of supervision that the home visitor
received each month. Supervision is essential, as families with multiple risks often require services
beyond the home visitor’s expertise (McGuigan, et al 2003, page 374).

e NFP supervision includes reflecting on the application of the methods, approaches and materials of
the program. The NFP supervisor can then highlight the nurse’s growing skillset and knowledge base
of the approaches, their efficacy and increasing skills and experience of working with the mother
and her infant (Andrews, 2016).

e Supervision can lead to a more accurate empathic response by the nurse and protects empathic
distress that may lead to burnout (Kinman and Grant, 2011). Nurses may feel anxious about
managing their workload; supervision facilitates consideration of the nurse’s feelings and ability to
meet all clients’ need (Andrews, 2016).

e NFP supervision asks nurses to address the ‘why’ and ‘how’ of their practice, supporting them to
move from current understanding and knowledge to a more uncertain place where they question
their assumptions, understanding and beliefs. It is therefore able to open up new truths and
possibilities (Andrews and Oxley, 2016).

e Home visit observations can be used to evaluate the content and quality of activities that occur
during the home visit, the quality of the provider-client relationship, and the level of family
engagement in services. This focus on assessment and feedback on the quality of services can help
inform home visiting practice, guide overall program improvement, and inform continuous quality
improvement (CQl) efforts (Design Options for Home Visiting Evaluation, 2012).

e The program quality data system and its use by both staff at the NFP National Service Office and
local program supervisors remain critical components of an integrated and compensatory system of
implementation supports. Using reports based on data gathered from every supervisor and every
nurse home visitor on every home visit enables regionally based NFP nurse consultants to recognize
and address implementation challenges in their consultation with nursing team supervisors (Hill &
Olds, 2013).
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e Inthe early replication sites, supervisors were not consistently conducting weekly one-on-one
reflective supervision or timely case consultation sessions. In their orientation of new agencies, the
NSO began to strongly encourage new implementing agencies to assign supervisors to NFP full-time
rather than part-time, even if they were not immediately able to hire a full team of eight nurse
home visitors - the maximum a full-time NFP supervisor can support (Hill & Olds, 2013).

o Three types of supervision have been identified: 1) Administrative (oversight and monitoring of
organizational policies & procedures, regulations, business procedures, and quality assurance); 2)
Clinical (case and client-focused); and 3) Reflective (shared exploration of parallel process, attention
to all of the relationships are important) (Michigan Association for Infant Mental Health, 2007).

e A supervisor has four distinct functions in their role: 1) counselor giving support to their staff; 2) an
educator helping the individual staff member and team learn and develop; 3) manager with
responsibilities for the quality of work the supervisee is doing with their clients; and 4)
manager/consultant carrying out responsibilities expected by to the organization (Hawkins &
Shohet, 2006).

o  “Reflective practice is about getting into the habit of consciously and deliberately examining

situations, actions and responses, and changing your practice as a result. Clinical supervision can
provide a supportive and safe framework for reflection, helping nurses develop their professional
skills” (McDonald & Glover, 2000, p.49). In other words, reflection is a process for learning,
professional growth, and change.

e Reflection is an exploration of the “content, process and premise underlying the experience in an
attempt to make meaning or better understand the experience.” This in turn will lead to changes in
your “behavior that reflect changes in underlying values, attitudes, and beliefs.” (Place & Greenberg,
2005, p. 1547).

PRACTICES THAT SUPPORT IMPLEMENTATION OF THIS CORE MODEL ELEMENT

In addition to carrying out supervision, the supervisor will: manage the team; develop and sustain NFP
implementation and client recruitment; guide the nurses’ learning; lead quality improvement initiatives;
and represent the program within the local community. Ideally, nurses recruited into NFP supervisory
positions come with strong clinical experience in home visiting and the program. When this is not the
case, additional education will be required. It is recommended that where possible, the supervisor carry
a small caseload to assist them in understanding the clinical aspects of the program, provide them with
ongoing experience and enhance their credibility and effectiveness as a clinical supervisor.

The development of an effective supervision model that is in line with the expectations of this CME, the
reflective supervision guidance and with professional expectations of the host country is an important
element of the NFP Clinical Lead’s responsibilities. The leadership group within the country should
prioritise the understanding and implementation of regular reflective supervision for all NFP staff, as this
will play a key role in developing competence, maintaining morale and minimising nurse attrition from
the program.

It is clear that at least half-time employment is necessary in order for Supervisors to become proficient
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in the program and provide the necessary supervision. A half-time Supervisor can supervise up to 4 NFP
nurses. It is important to consider other resources that may be available to Supervisors, for example,
time available from Administrators. When supervisors are working half time for NFP, it is important to
be cautious that their non-NFP responsibilities do not infringe on their dedicated NFP time.

It is essential that supervisors have the support of their internal administration and put in place policies
and procedures to assure that the expected supervisory activities occur. National leaders should ensure
that local implementing organizations understand the importance of this program element for safety
and quality of program implementation.

VARIATIONS AND CHALLENGES ACROSS COUNTRIES

As countries have differing employment practices and expectations regarding the maintenance of
professional competency and registration, this should be taken into account in the implementation of
this Core Model Element. In some countries, the distances required for supervisors to travel are so great
that supervision and team meetings sometimes take place via telephone or video conference.

PERMISSIBLE VARIATIONS

It is expected that countries adopt the NFP reflective supervision framework described in the guidance
document. Any adaptations required for context should be in line with the expectations of good
professional practice, meet the intent specified in this CME and be agreed with the country’s
international consultant. Care should be taken to ensure that this adaptation process does not
undermine the expectations of the NFP reflective supervisory model or limit the opportunity to learn
through use of an alternative model to that usually employed within a country.

Variations to accommodate geographical distances are permissible but care should be taken to ensure
that there is sufficient regularity of face to face contact to ensure that remote and isolated NFP nurses
are supported and feel part of their NFP team.

HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

This CME is measured through analysis of data generated by completion of the supervisor data forms for
frequency and content of supervision, team meetings and field supervision. This will provide evidence
only of completion of supervisory events, not the quality of supervisory practices or relationships. Some
countries have introduced mentoring practices for new supervisors and peer observation of supervisory
practice to enable the exploration and development of good practice and to support quality
improvement measures.

BENCHMARK(S)

It is expected that each (100%) NFP team will have an assigned NFP Supervisor who leads and manages
the team and provides nurses with regular reflective supervision.
Accompanied Home Visits should be completed for all (100%) NFP nurses on a 4-monthly basis.
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In addition, each country should develop benchmarks for monitoring the frequency and length of
reflective supervision along with frequency of team meetings, case conferences and team education
sessions, taking into account expected annual leave for both nurse and supervisor.
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Element 13: NFP teams, implementing agencies, and national units collect/and utilize data to: guide
program implementation, inform continuous quality improvement, demonstrate program fidelity,
assess indicative client outcomes, and guide clinical practice/reflective supervision.

DEFINITION

NFP nurses collect information for four distinct purposes:
1) To support and guide clinical practice
2) To assess and guide program implementation through documentation of the NFP services
received by clients
3) To measure achievement of core program goals
4) To inform reflective supervision and support quality improvements

Information is recorded on nursing assessment/data collection forms, which are collated into an
information system within each country. Data collected is analysed and reports are generated for
individual clients, nurses and teams in a timely way. In addition, this data may be used by research
teams (contingent upon adherence to required permissions for release of data), alongside other data, to
inform their evaluation of the implementation of NFP.

RATIONALE

The collection of data by NFP nurses and supervisors is an integral part of the NFP program and assists in
the maintenance of high quality of program delivery for families. Through use of standardized measures,
along with clinical observations and experience, NFP nurses are able to make high quality assessments
of individual clients’ health and social circumstances. When combined with use of the STAR Framework,
discussed and analyzed within reflective supervision, this enables the NFP nurse to identify priority areas
to address within visits. In addition, the use of standardized assessment tools over time, enable the NFP
nurse to evaluate the client’s progress over time. When client outcome data are aggregated, they can
also support the evaluation of program impact within a country.

Data collected on implementation (number of visits, time spent in the various program domains,
caseload size, and client retention, etc.) enables NFP nurses and teams to assess the quality of program
implementation. Reflection on emerging visit patterns within supervision encourages adjustment of
clinical practice to ensure that nurses faithfully reproduce the program model on an ongoing basis.

SUPPORTING EVIDENCE/LITERATURE

e The Denver research team developed a data collection and reporting system that would enable
evaluation of how well key features of the model were being implemented and whether or not early
indicators of anticipated program effects were positive. The system incorporated descriptive data on
the population enrolled to make sure it was consistent with the aim to enroll those most likely to
benefit (primiparous women living in poverty); elements of program implementation such as visit
frequency, duration, and content; critical aspects of program management such as the frequency of
reflective supervision; and selected indicators of desired outcomes that could be observed during
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the course of the intervention such as women’s use of tobacco and alcohol during pregnancy,
birthweight, measures of maternal depression, and results of child development screenings (Hill &
Olds 2013).

e Ongoing monitoring of health services provided and evaluating whether the desired outcomes are
attained are other critical components of NFP dissemination strategies. (O’Brien. 2005)

e Itis essential for home visiting programs to have a formal approach and structures to support
monitoring, program performance, and quality assurance. An important component of this
approach is the ability to assess performance within and amongst sites. Developing common
systems for collecting data are critical to building a system and being able to show its impacts
(Spielberger et al., 2011).

e Data collected through performance measurement provides the basis for evaluations to assess the
impact and success of a program. Home visitation programs should designate a portion of their
program budget for monitoring and evaluation. (Alberta Children’s Services 2004).

e Two central assumptions underpin the notion of scaling up home visiting programs with quality: 1)
that the outcomes observed in the demonstration programs will also accrue in the scaled
up/replicated programs (Dee et al., 2004); and 2) local programs will be able to routinely implement
those particular core elements that contribute to the success of the model (Goldberg 2016).

e Home visiting programs must regularly collect and report information to ascertain if their
hypothesized outcomes are being achieved. If they are not, they should determine why, modify
their work accordingly, and continue to report on their progress (Weiss & Klein, 2006).

o Implementation teams should focus on using data to monitor and improve program quality (Metz et
all, 2013)

e Data collection is a key mechanism for understanding quality and need for innovation within NFP
internationally (Billingham, 2015)

e Process and outcome data should be utilized for high quality implementation of evidence based
programs (Fixsen et al, 2005)

PRACTICES THAT SUPPORT IMPLEMENTATION OF THIS CORE MODEL ELEMENT

NFP national units should create data collection and analysis systems that support high quality. This
should be organised in a way that is efficient and effective within the national context and is
proportionate to the phase NFP of testing. Data reports should be produced regularly and shared with
individual NFP nurses, NFP teams, implementing bodies, and Community Advisory Boards (or
equivalents). Care should be taken to guide analysis of these reports, as they often pertain to small
numbers and are not expected to reveal much variation in the short term. Consideration should be
given to obtaining client consent, and maintenance of client confidentiality within the specific legal and
regulatory requirements of each country.

The data collected by NFP nurses and supervisors reflect the objectives of this activity; i.e. supporting
high quality assessments of families, guiding quality of implementation and enabling review of outcome
achievement. All members of the NFP team should be educated to understand the use of data within
NFP and how to collect it to a high quality. For this reason, detailed guidance is given for each nursing
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assessment/data collection form utilised within the program within the International Data Collection
Manual. In addition, teams should be given education and guidance regarding use of data reports to
guide high quality practice. This should include the understanding and skills to make good decisions with
regard to;

e Adjusting visit contents and schedule for individual clients (through use of STAR or equivalent)

e Priorities across caseloads, at points when caseload demands outstrip time available

e Benchmarking and looking for ways to improve their practice
Special attention should be paid to the education of supervisors in this area to ensure that they are able
to use data reports effectively to guide clinical implementation and reflective practice with their team.

VARIATIONS AND CHALLENGES ACROSS COUNTRIES

The expectations regarding collection and timely analysis of data to inform quality of NFP
implementation is a challenging area for all countries. The creation of a NFP data collection and analysis
system specific to each country takes time and funds. For this reason, it is recommended that countries
begin with a spread sheet- based system. This approach allows time, to identify needed changes to the
nursing assessment/data collection forms, learn about the data analysis they will require, before
creating an automated system alongside the scaling up of a program. Nevertheless, it is expected that
there will be variations in the application of this CME (see below)

PERMISSIBLE VARIATIONS

In order that the potential for comparing data analyses internationally is established and maintained, as
well as through use of the best available clinical screening and assessment tools, the contents of data
forms have been standardized. However, it is expected that each country will review and make revisions
to these forms to meet their local contexts. This may include removing or adding to the data measures
in order to meet an identified local or national need/requirement. National Units and implementing
agencies should take care not to unnecessarily burden NFP nurses with additional data collection
requirements as this will take away from time spent directly with client.

HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

It is expected that each country will collect, analyse, and review data reports on a regular basis at a
team/license/ or national level. Reviews should be used to guide adjustments in NFP implementation
and/or further enquiry regarding a particular aspect of program delivery. Internationally, this CME is
measured through use of the annual report submitted by each country. Through the annual report, data
is reported, analysed and reviewed, to guide discussion of the country’s implementation successes and
challenges, as well as emergent outcome variations.

BENCHMARK(S)

Although there are no objectives that relate to the collection and use of data, all the NFP benchmarks
for the program are measured through use of regular standardised data collection.
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Element 14: High quality NFP implementation is developed and sustained through national and local
organized support

DEFINITION

Organised support should include national strategic, operational and clinical leadership (as set out in the
licensing requirements) as well as local site support for implementation and on-going quality
improvement

Local site support for NFP includes:

e Ensuring that local community leaders and agencies working in the field provide guidance
regarding the introduction and maintenance of the program within the site context. This is
usually organised through a local NFP Community Advisory Board?®® or other formal service
network

e Ensuring that the necessary infrastructure and resources for the team, including office
equipment, printed guideline materials and other resources, cell phones etc., are made available

e Employment of team administrative support (suggested as 0.5 full time equivalent per 100
clients) to ensure team efficiency in administrative tasks

The following international guidance documents provide additional information regarding requirements
for national strategic, operational and clinical leadership to ensure NFP is implemented with the
necessary support for success.

e National Requirements for Implementing Nurse-Family Partnership - 2015

e (linical leadership and Nurse-Family Partnership - 2015

RATIONALE

Community readiness and involvement has been identified as a key element of successful introduction
and maintenance of evidence-based programs (Fixsen et al., 2005) and has been shown to have a direct
impact on client attrition rates within NFP (Hicks et al, 2008). In order to be effective and become a
sustainable, integrated element of local services, NFP needs to be supported by community partnerships
of committed individuals/organizations whose expertise can advise, support and sustain the program
over time. This should include both professional and lay supporters, including local community leaders
and NFP clients or representatives of the client group. When organized as a Community Advisory Board
(CAB) or similar structure, these local supporters can:

e Facilitate community awareness of, and ongoing support for, NFP

e Generate and sustain a steady flow of notifications/referrals into the NFP Program

e Enable the NFP team to gain knowledge of local services and build relationships with community

service providers in order to help clients access needed services.
e Help to assess and respond to challenges to program implementation.
e Understand client resources and needs and identify gaps in local services.

10 Refer to Community Advisory Board Guidance an Introduction (2010) — United States NFP National Service Office
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e Provide consultation to the NFP team regarding quality improvements to the program and
program expansion, where appropriate.

o Network with other local, regional and national bodies to generate the support needed to help
sustain the NFP Program over time.

The need for referrals/notifications of eligible pregnant women, identification and access to other

services for NFP clients and ongoing program support are so vital to the program that the NFP team,

with the supervisor’s leadership and support, should devote time and energy to building and

maintaining these important partnerships. A group of supportive community leaders can offer long term

support to the local program to ensure program quality and sustainability and the NFP supervisor should

actively participate in these meetings.

SUPPORTING EVIDENCE/LITERATURE

Collaborative partnerships (alliances among community stakeholders and organizations from
multiple sectors working together to improve conditions that promote and sustain community
health) are an increasingly prominent strategy for addressing community health needs. (Feinberg et
al., 2004; Roussos & Fawcett, 2000).

Collaboration entails more than sharing information and transferring knowledge, and more entails
more than coordinating efforts so each party can achieve its goals. Rather, the aim of collaboration
“is to create a shared vision and joint strategies to address concerns that go beyond the purview of
any particular party” (Chrislip and Larson, 1994: pg. 5, as reported in Hicks et al., 2008).

As part of the initial NFP implementation assessment process, community leaders are encouraged to
identify how the NFP will integrate with other maternal and child health programs provided in the
community and to collaborate with representatives of these programs in order to reduce
competition and resistance as planning for initiation of the NFP progresses. Since the NFP targets
low income, first-time parents only, policy development regarding how the program contributes to
the community’s overall plan for addressing diverse population needs is important. Such careful
policy development not only facilitates appropriate referrals to the program, but it also is likely to
help with fiscal decision-making when budget resources are limited (O’Brien 2005).

There is a consistent relationship between the quality of local collaborative processes and program
outcomes. These program outcomes are of two kinds: 1) mother attrition and 2) variables
associated with birth (birth weight, the number of premature births, and subsequent pregnancies).
The results show a very clear empirical relationship between the commitment of the stakeholder
groups and the dropout rates of the young mothers in the program several years later. The authors
call this fundamental pattern of a learned level of cooperation among people the “transfer of
commitment” (Hicks et al., 2008).

Program sustainability is enhanced by working with partners who are free to conduct the
community organizing and political activities necessary to advocate the program's interests and
needs in legislative, governmental, and public venues over time (Olds et al., 2003).

No single program in isolation can overcome the multiple challenges facing families with higher
risks, to be effective, home visiting programs must have strong connections to a full system of
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family-strengthening supports, including other child and youth services, in the community (Weiss &
Klein, 2006).

e Each site choosing to implement NFP needs certain capacities to operate and sustain the program
with high quality, ideally expanding it gradually to reach a significant portion of the target
population. These capacities include having an organization and community that are fully
knowledgeable and supportive of the program; a staff that is well trained and supported in the
conduct of the program model; and real-time information on implementation of the program and its
achievement of benchmarks to guide efforts in continuous quality improvement (Olds et al., 2003;
Olds, 2012).

e There must be a good match between the community of people to be served and the evidence-
based program itself. Leaders within the pre-existing service system to which an evidence-based
program relates should agree that introduction of the program is important and valuable, and they
must be willing to adjust their own practices and behaviour in whatever way will foster necessary
integration. Leaders at multiple levels in the host organization must value what the program will
bring, understand its implementation requirements, recognize and address changes in usual
organizational behaviour that will be necessary for the program to be introduced and survive, and
commit to providing the resources and personnel necessary to implement and sustain the program
with fidelity. Last, the policies that govern workforce behaviour and program financing must align
with, and adequately support, the underlying principles, practices, and implementation
requirements of an evidence-based program with incentives that encourage excellent practice and a
focus on outcomes (Hill & Olds 2013).

e Ongoing monitoring of health services provided and evaluating whether the desired outcomes are
attained are critical components of NFP dissemination strategies (O’Brien, 2005).

e To facilitate NFP nurses’ implementation of a solution-focused approach used in NFP, it is
recommended that sites utilize nursing documentation forms that emphasize clients’ strengths,
goals, and actions, rather than the typical problem- oriented record system that is maintained in
many health care agencies (O’Brien & Baca 1997).

e The Denver research team developed a data collection and reporting system that would enable
evaluation of how well key features of the model were being implemented and whether or not early
indicators of anticipated program effects were positive. The system incorporated descriptive data on
the population enrolled to make sure it was consistent with the aim to enrol those most likely to
benefit (primiparous women living in poverty); elements of program implementation such as visit
frequency, duration, and content; critical aspects of program management such as the frequency of
reflective supervision; and selected indicators of desired outcomes that could be observed during
the course of the intervention such as women'’s use of tobacco and alcohol during pregnancy,
birthweight, measures of maternal depression, and results of child development screenings (Hill &
Olds 2013).

e Two central assumptions underpin the notion of scaling up home visiting programs with quality: 1)
that the outcomes observed in the demonstration programs will also accrue in the scaled
up/replicated programs (Dees et al., 2004); and 2) local programs will be able to routinely
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implement those particular core elements that contribute to the success of the model (Goldberg
2016).

PRACTICES THAT SUPPORT IMPLEMENTATION OF THIS CORE MODEL ELEMENT

The engagement of community leaders to support and become involved with the program is an
important facet of site implementation and ongoing quality improvement. The context into which NFP is
introduced will be different in each country, and the local communities in which the program is offered
is also likely to vary by locality within any country. However, what these communities generally have in
common is a history of services being introduced in a less than respectful way. Given this background, it
should be anticipated that lay community leaders will have a degree of scepticism and distrust of initial
requests to provide guidance for local implementation. Nevertheless, it is important that great efforts
are made to enable the local professional and lay community to welcome the program and feel that
their involvement will be valued and have impact on the progress of the work as this will pay dividends
for NFP clients.

Each NFP implementing agency/site needs certain capacities to operate and sustain the

program with high quality, ideally expanding it gradually to reach a significant portion of the target

population (Olds, 2006). These capacities include having:

e An organization and community that are fully knowledgeable and supportive of the program.

e Administrative, management, and senior leadership staff that are provided with education regarding
the NFP model and requirements for successful implementation, including adherence to fidelity.

e The provision of real-time information on implementation of the program and its achievement of
benchmarks to guide efforts in continuous quality improvement.

VARIATIONS AND CHALLENGES ACROSS COUNTRIES

Experience has shown that NFP leaders in countries working with communities with an identified history
of trauma, colonization, racism and/or exclusion (such as the Roma, Aboriginal or Native American
communities, immigrants, refugees) need to take special care when considering how to introduce and
implement the program. This will include consultation with experts from the community regarding
necessary adaptations to the program to ensure for cultural safety. Enabling local ownership of the
program will be vital to its positive acceptance and the engagement of local families and community
elders may be needed to enable families to develop the trust necessary to participate in the program.

PERMISSIBLE VARIATIONS

As the policy, system, local service provision for families and community engagement expectations vary
greatly between countries, it is expected that countries will create appropriate arrangements for local
supportive structures for program implementation, integration and quality improvement.
Implementation guidance documents have been developed by a number of countries, alongside roles
for site development and quality improvements. These can be shared and adapted between countries.
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HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

Adherence to this Core Model Element should be measured within a country by review of each site data
reports at regular intervals and by an annual review of implementation quality with each site. Many
countries take the opportunity to undertake this review by attending the CAB or similar structure. At a
national level data reports are aggregated and reported on as part of the Annual Review process.

BENCHMARK(S)

There are no related benchmarks for this CME, although countries may want to introduce these for data
completeness and /or accuracy.
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Appendix A: Benchmarks

CME Benchmark
Client participates voluntarily in the Nurse- 100%
Family Partnership (NFP) program.
Client is a first-time mother 100%

Client meets socioeconomic disadvantage
criteria at intake

Countries will set their own socioeconomic
disadvantage criteria with 100% of clients meeting
this criteria.

Client is enrolled in the program early in her
pregnancy and receives her first home visit
no later than the 28th week of pregnancy.

100% of NFP clients receive their first home visit no
later than the 28th week of pregnancy.

75% of eligible referrals who are intended to be
recruited to NFP are enrolled in the program.

60% of pregnant women are enrolled by 16 weeks
gestation or earlier

Each client is assigned an identified NFP
nurse who establishes a therapeutic

100% of clients are assigned an identified NFP
nurse

relationship through individual NFP home e Countries will set their own benchmarks for client
visits retention/ attrition

Client is visited face-to-face in the home, or * Countries will set their own benchmark
occasionally in another setting (mutually

determined by the NFP nurse and client),

when this is not possible.

Client is visited throughout her pregnancy e No benchmark should be set related to number of
and the first two years of her child's life in completed visits given the importance of adapting the
accordance with the current standard NFP program to the needs of individual clients

visit schedule or an alternative visit schedule

agreed upon between the client and nurse.

NFP nurses and supervisors are registered 100%

nurses or registered nurse-midwives with a
minimum of a baccalaureate /bachelor’s
degree.

NFP nurses and nurse supervisors develop
the core NFP competencies by completing
the required NFP educational curricula and
participating in on-going learning activities

100% of NFP nurses and supervisors will complete
the required NFP educational curricula and
participating in on-going learning activities.

At this time, each country will determine the
specific content, teaching methods used, and when
to provide it. Counties will also set their own
policies for required “retraining” when
nurses/supervisors leave and then return to the
NFP program.
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CME Benchmark
10. NFP nurses, using professional knowledge, !
. K - - .. Personal Health 35-40% 14-20% 10-15%
judgment and skill, utilize the Visit-to-Visit 6 J 6
Guidelines; individualizing them to the Maternal Role 23-25% | 45-50% | 40-45%
strengths & risks of each family, and Environmental Health 5 7% T

apportioning time appropriately across the

i . My Family & Friends) _ _ _
five program domains. 10-15% 10-15% 10-13%

Life Course Development 10-15% 10-15% @ 18-20%

Health and Human Services * Included in the above domains

Total 100% 100% 100%

e |tis expected that NFP nurses and supervisors will
apply the theories through current clinical
methods/delivery of the program. There is no
specific benchmark for this CME.

11. NFP nurses and supervisors apply the
theoretical framework that underpins the
program (self-efficacy, human ecology, and
attachment theories) to guide their clinical
work and achievement of the three NFP
goals.

12. Each NFP team has an assigned NFP 100%
Supervisor who leads and manages the team
and provides nurses with regular clinical and
reflective supervision

e Although there are no objectives that relate to the
collection and use of data, all the NFP benchmarks for
the program are measured through use of regular
standardized data collection.

13. NFP teams, implementing agencies, and
national units collect/and utilize data to:
guide program implementation, inform
continuous quality improvement,
demonstrate program fidelity, assess
indicative client outcomes, and guide clinical
practice/reflective supervision.

e There are no related benchmarks for this CME,
although countries may want to introduce these for
data completeness and /or accuracy.

14. High quality NFP implementation is
developed and sustained through national
and local organized support
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Appendix B: Request for Variance to Core Model Elements
(please complete a separate form for each variance requested)

Country: Click here to enter text. Date: Click here to enter a date.

Name of individual requesting variance: Click here to enter text.
Title: Click here to enter text.

Email: Click here to enter text.

International Consultant: Click here to enter text.

CORE MODEL ELEMENT #: Click here to enter text.

e Reason for Request:
Click here to enter text.

e Summary of any strategies utilized to adhere to the core model element (CME) and the results:
Click here to enter text.

e What are the potential positive and negative impacts of changing or varying the CME? (Address fidelity,
implementation and outcomes):
Click here to enter text.

e Anticipated time frame for variance CME and plans to evaluate its benefit/outcome:
Click here to enter text.

Variance approved: 0 Yes [ No Date: By:

Review date to reassess variance:
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		Summary

		Element 1: Client participates voluntarily in the Nurse-Family Partnership (NFP) program.

		Element 2: Client is a first-time mother

		First-time mother is either a nulliparous woman (i.e., has experienced no previous live births) or has never parented a child before. Women who have experienced a neonatal death, have had a child removed from their care immediately after birth, or had...

		Element 3: Client meets socioeconomic disadvantage criteria at intake

		Element 4: Client is enrolled in the program early in her pregnancy and receives her first home visit no later than the 28th week of pregnancy.

		Element 5: Each client is assigned an identified NFP nurse who establishes a therapeutic relationship through individual NFP home visits.

		Element 6: Client is visited face‐to-face in the home, or occasionally in another setting (mutually determined by the NFP nurse and client), when this is not possible.

		Element 7: Client is visited throughout her pregnancy and the first two years of her child's life in accordance with the current standard NFP visit schedule or an alternative visit schedule agreed upon between the client and nurse.

		Element 8: NFP nurses and supervisors are registered nurses or midwives with a minimum of a baccalaureate /bachelor’s degree.

		Element 9: NFP nurses and supervisors develop the core NFP competencies by completing the required NFP educational curricula and participating in on-going learning activities

		Element 10: NFP nurses, using professional knowledge, judgment and skill, utilize the Visit-to-Visit Guidelines; individualizing them to the strengths & risks of each family, and apportioning time appropriately across the six program domains.

		Element 11: NFP nurses and supervisors apply the theoretical framework that underpins the program (self-efficacy, human ecology, and attachment theories) to guide their clinical work and achievement of the three NFP goals.

		Element 12: Each NFP team has an assigned NFP Supervisor who leads and manages the team and provides nurses with regular reflective supervision

		Element 13: NFP teams, implementing agencies, and national units collect/and utilize data to: guide program implementation, inform continuous quality improvement, demonstrate program fidelity, assess indicative client outcomes, and guide clinical prac...

		Element 14: High quality NFP implementation is developed and sustained through national and local organized support
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		CORE MODEL ELEMENT (CME) 1: Client participates voluntarily in the Family Nurse Partnership (FNP) programme



DEFINITION:

Family Nurse Partnership (FNP) clients participate voluntarily in the program. In all situations, clients must be enabled to understand that they are participating in the programme voluntarily and that they may withdraw from the program at any time. Written materials, including pamphlets setting out the voluntary nature of the programme and/or signed consent should be used to support this.





		RATIONALE SCOTLAND

		BENCHMARK(S) SCOTLAND

		HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

		SUPPORTING EVIDENCE/LITERATURE



		A Public Health priority for Scotland is a Scotland where we flourish in our early years and make it the best place to grow up. Improving health and wellbeing with a particular focus on the early years to address the impact health inequalities, childhood poverty, disability and adverse childhood experiences and the effect this can have on health outcomes is embedded in the Scottish Government manifesto 2021-2026 for children in Scotland with the early years being a key theme.



“For all children to get the best start in life, we need accessible relationship-based family support that’s flexible to the needs of families of all shapes and sizes”



Family Nurse Partnership (FNP) in Scotland is a universal offer for all first time young women age 19 years and under. There is a continued commitment for the Scottish Government to invest in universal and targeted support services for children aged zero to two.











		· 100% of clients who are 19  or under at LMP will be offered the FNP programme 



· 100% of Client enrolment and participation is voluntary



Targeted offer – where permission has been sought via a RICE* log and agreed by Scottish Government (SG) FNP Leadership Team



· 100% of targeted clients aged 20-24 years of age at LMP offered the programme will enrol on the programme voluntarily



Request for change, issue, commission, exception (RICE* Log)



Permitted exceptions

None



		Clients agreement to enrol on the programme will be recorded in the clients local health record



FNP sites local governance record audits

		Scottish Government (2018) Scotland’s Public Health Priorities. Available at: https://www.gov.scot/publications/scotlands-public-health-priorities/ 



Children in Scotland (2021) Children in Scotland Manifesto 2021-2026. Available at: https://www.childreninscotland.org.uk/wp-content/uploads/2021/03/Manifesto_V2.1_March-21.pdf 



		CORE MODEL ELEMENT (CME) 2: Client is a first-time mother who can receive the programme



DEFINITION:

First-time mother is either a nulliparous woman (i.e. has experienced no previous live births) or has never parented a child before. Someone who has experienced a neonatal death, have had a child removed from their care immediately after birth, or had their first baby adopted immediately after birth would therefore be eligible for inclusion in the programme.  





		RATIONALE SCOTLAND

		BENCHMARK(S) SCOTLAND

		HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

		SUPPORTING EVIDENCE/LITERATURE



		The definition of first time mother above will be considered in two parts



1. Never parented a child due to pregnancy loss or neonatal death

2. Child removed from their care or adopted immediately after birth



Never parented a child due to pregnancy loss or neonatal death



The terms of reference in relation to point one are outlined below with the relevant contemporaneous data.



· Stillbirths - Section 56(1) of the Registration of Births, Deaths and Marriages (Scotland) Act 1965 defined a stillbirth as a child which had issued forth from its mother after the 28th week of pregnancy and which did not breathe or show any other sign of life. The Still-Birth (Definition) Act 1992, which came into effect on 1 October 1992, amended Section 56(1) of the 1965 Act (and other relevant UK legislation), replacing the reference to the 28th week with a reference to the 24th week.

· Perinatal deaths refer to stillbirths and deaths in the first week of life.



· Neonatal deaths refer to deaths in the first four weeks of life. Early neonatal deaths refers to death in the first week of life and late neonatal deaths refers to deaths n week two to four of life. Neonatal mortality accounts for 70-80% of deaths in the first year of life, largely due to perinatal caused, which can be prevented through healthy behaviours before and during pregnancy (Source –RCPCH)



· Post neonatal deaths refer to deaths after the first four weeks but before the end of the first year.



· Infant deaths refer to all deaths in the first year of life.



· Late fetal deaths refers to infants born dead at 20-23 weeks of pregnancy or earlier in pregnancy if the birth weight is 500gm or more



When considering the potential impact this CME in Scotland in terms of FNP it is useful to take account of the current data in order to anticipate the impact.  The stillbirth rate in Scotland in 2019 was 3.5 per 1,000 total births (ScotPHo 2019). 



According to the MBRRACE report (2017) the stillbirth rate in Scotland was 3.89 per 1000 (3.36-4.42) this compares with 3.74 for the UK. The neonatal death rate is 1.59 (1.25-1.93) the UK figure is 1.67. For the same reporting periods, the perinatal death rate was 4.78 the UK being 4.85, the extended perinatal death rate is 5.47 (5.40 in UK).



In Scotland stillbirth, neonatal and infant deaths have fallen to such a low level that it is unlikely that there will be little further improvement (ScotPHo 2019). However, while in general rates are low in Scotland ethnicity and deprivation remain associated with increased rates of stillbirth and neonatal death in these group and continues to be a public health challenge (ScotPHo 2019). There is and continues to be a social gradient evident in relation to infant mortality.



For FNP Scotland the definition for perinatal death i.e. still birth, a neonatal death up to 4 weeks of life and fetal loss will be the benchmark for inclusion of eligible clients to be offered the programme. Using the above data this would likely account for > 5 clients per year nationally for both stillbirths and neonatal deaths.



Child removed from their care or adopted immediately after birth



There are many reasons children may become looked after, for example: they face abuse or neglect at home; they have disabilities that require special care; they are unaccompanied minors seeking asylum, or who have been illegally trafficked into the UK; or they have been involved in the youth justice system.

Young babies are particularly vulnerable to abuse, and work carried out in the antenatal period can help minimise any potential harm if there is early assessment, intervention and support.

In Scotland the children (Scotland) Act 1995 and the Children’s Hearings (Scotland) Act 2011 underpin the child welfare system. This legal system is unique to Scotland and is different to the rest of the UK (McGhee et al 2017).  The legal measure used to protect and remove a child at birth is called a Child Protection Order (CPO) made by the Sheriff. The tests for making a CPO are high. Their needs to be, a threatened risk of significant harm, to remove a baby immediately after birth to make the order necessary to protect the baby from actual or threatened significant harm. Although the legal system is the final arbiter, the Scottish child protection system includes an administration system involving interdisciplinary multi-agency case conferences and a local authority register of children at risk of abuse (Raab et al 2020). 

In Scotland, between 2008 and 2017 one in 85 children became looked after before their first birthday (Raab et al 2020).  The removal of a child at birth is a serious intervention. The rates of children under one week being taken in to care per 10,000 births has increased from 27 to 43 between 2008/9 to 2017/18 (Raab et al 2020).  In 2017/18, 17% (20) babies in Scotland, where a CPO was issued following the birth or in the first week of birth. They were known to services pre-birth and a pre-birth child protection case conference (CPCC) had been held. (Source: Scottish Government Children’s Social work Statistics Scotland 2017-2018)



For a child to be removed from its birth parent a comprehensive assessment has to be made by a social worker  (unless it is an emergency situation) who will draw on information from key agencies, in particular health, education and police. This assessment will take account of the risks and protective factors in relation to the child’s short and long term needs before recommending removal of a child. A child can be removed on an emergency basis on the assessment of a social worker and/or police officer if there is an imminent risk of significant harm. 



Adoption at birth



On 31st July 2018 1% (190) children were living with prospective adopters and 321 looked after children across Scotland were adopted during the year ending 31st  July 2018 (Source: Scottish Government Children’s Social work Statistics Scotland 2017-2018)



In Scotland a court cannot make an adoption order until the child has lived with the prospective adopters for at least 13 weeks and is aged at least 19 weeks. The whole process from birth to adoption takes several months. During this time and until the transfer of parental rights and responsibilities to the adoptive parents, the birth parent can see their child or change their minds regarding having their baby adopted.



The numbers of clients within the eligibility criteria for FNP programme who have their babies removed from their parents care or adopted immediately after birth is not known however, it is highly likely that the numbers are small given the above statistical information and how the legal and child protection system works in Scotland. In view of this and to benchmark a standard for eligibility for offering a client the programme where they have had a previous live birth of a child who was removed from their care or adopted immediately after birth, it is proposed that the minimum standard for CME 2 in Scotland for eligibility for the programme is that they had the baby in there care for a maximum of 28 days only prior to the child being removed from their care or adopted.



		· 100% of all clients will meet the definition above of first time mother



Permitted Exceptions via RICE log

1. Never parented a child due to pregnancy loss or neonatal death*

2. Child removed from their care or adopted immediately after birth*



*If this took place 28 days or less post birth



		Monitored and assessed through  the maternity referral/notification system by the Supervisors



All Family Nurse (FN) /Supervisors (SV) will take a history from the client about previous pregnancies before enrolment onto the programme



SV supervision with FN



Data will be collected by the FN/SV on the data form for clients who meet the exception criteria and recorded on the Turas FNP information system
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		CORE MODEL ELEMENT (CME) 3: Client meets socioeconomic disadvantage criteria at intake



DEFINITION: 

In broad terms “socio-economic disadvantage” means living on a low income compared to others in Scotland, with little or no accumulated wealth, leading to greater material deprivation, restricting the ability to access basic goods and services. Socio-economic disadvantage can be experienced in both places and communities of interest, leading to further negative outcomes such as social exclusion (Scottish Government 2018).





		RATIONALE SCOTLAND

		BENCHMARK(S) SCOTLAND

		HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

		SUPPORTING EVIDENCE/LITERATURE



		The correlation between maternal health and wellbeing and infant health and development outcomes is well evidenced internationally and in the United Kingdom and is closely linked with socio-economic disadvantage. Adverse childhood experiences (ACEs) are associated with poorer outcomes in childhood and adulthood (Marryat and Frank, 2019). Evidence shows that about two-thirds (65%) of children experienced 1+ ACE, with 10% having experienced 3+ at age 8 (Marryat and Frank, 2019).



Defining “Socio-Economic Disadvantage in Scotland” broadly means living on a low income compared to others in Scotland, with little or no accumulated wealth, leading to greater material deprivation. Low income is a key driver of a range of negative outcomes (Scottish Government, 2018). Children living in households with younger parents, low income and in the most deprived areas of Scotland are more likely to experience 4+ ACE’s.  Children growing up in poverty in Scotland are more likely to be removed from their families (Independent Care Review, 2020, p18) and it is reported that:



“Persistent poverty and intergenerational interaction with the ‘care system’ has created intergenerational trauma”



Scotland must break the cycle and remain committed to ending poverty and to mitigating its impact for Scotland’s children and young people (Independent Care Review 2020).  In Scotland, one in four children are living in poverty (Public Health Scotland, 2020a).



Parenthood for young parents in Scotland can be a positive experience for many young first-time mothers, however as highlighted it is associated with increased risk of a range of poor social, economic and health outcomes. The growing up in Scotland survey (Scottish Executive, 2007; Scottish Government, 2014) indicates that young mothers have lower levels of employment and qualifications than older mothers and this is sustained over time. A significant proportion of young mothers in Scotland have the lowest income, are reliant on welfare benefits and live in rented accommodation in the highest areas of deprivation (Scottish Government, 2020). The evidence also suggests that young mothers under the age of 25 have poorer physical and mental health than older mothers (Scottish Executive, 2007; Scottish Government, 2014).



In Scotland the vision is that it is a place where everybody thrives with a focus on increasing healthy life expectancy and reducing premature mortality. In relation to children, a key public health priority is for a Scotland where “we flourish in our early years”. By investing in getting it right in the earliest years, to improve health and wellbeing is critical to Scotland’s health and prosperity, both now and in the future (Public Health Scotland, 2020a).

 

The Scottish Government policy is to prioritise the needs of young people around pregnancy and parenthood in young people (Scottish Government, 2019), this includes delivery of the   Family Nurse Partnership Programme in Scotland to all first time teenage mothers and reach vulnerable first time mothers up to the age of 24 to provide intensive support during pregnancy   and the first years of their child’s life (Scottish Government, 2018). 



In Scotland in 2019/20, more births continued to occur among women from the most deprived areas (deprivation areas 1-2, 21,947; 46.0% of maternities versus areas 4-5, 17,039; 35.8% of maternities) (Table 2.2). Maternal age at first birth is also associated with the degree of deprivation in the area where the mother lives. The most common maternal age at first birth is also substantially lower in the most deprived areas at 24 years compared to 30 years in the least deprived (Public Health Scotland, 2020b). 



The most deprived areas had almost 15 times the rate of delivery compared to the least deprived areas (37.9 compared to 2.6 per 1,000) and almost double the rate of termination of pregnancy (18.8 compared to 9.7) (Public Health Scotland, 2020c). 



1. Agreement with the Scottish Government, in line with the local service level agreement.



2. Due regard will be given under the legislation of the Equality Act 2010 (including mental ill-health and physical disability), The Children and Young People (Scotland) Act 2014, Part 9 (Care experienced), Part 12 (At risk of becoming Looked After) and the Child Poverty (Scotland) Act 2017 to vulnerable first time mothers up to the age of 24 who are at higher risk of socio-economic disadvantage e.g. material deprivation and living in the most deprived quintile.

  

		· 100% of all eligible clients 19 and under at LMP will be offered the FNP Programme on a voluntary basis



Eligibility criteria:

· Aged 19 or under at LMP

· Be a first time parent or parents

· Have no plans to relinquish care of baby



Permitted Exceptions 

1. Agreed Targeted offer with vulnerable clients (aged 20-24 at LMP) see CME 1

2. FNP sites will assess capacity within existing workforce to reach vulnerable first time parents up to the age of 24 in collaboration and agreement with the SG FNP Leadership Team, in line with the local service level agreement.



		All FN/SV will collect client demographic and socioeconomic status at enrolment and up-date as appropriate which will be entered onto the Turas FNP information system



Each FNP site will review local data and will report to the SG FNP Leadership Team monthly and via the annual SG FNP site self assessment quality assurance process to ensure consistency to the eligibility criteria and to support areas for further improvement and learning where necessary.
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		CORE MODEL ELEMENT (CME) 4: Client is enrolled in the programme early in her pregnancy and receives their first home visit no later than the 28th week of pregnancy.



DEFINITION: 

A client is considered to be enrolled when they receive their first FNP visit and any necessary consent forms have been signed. Prior to this, FNP nurses may undertake pre-enrolment visits to assess a person’s eligibility, explain the programme to the prospective client and invite them to participate. The 28th week of pregnancy is defined as no more than 28 weeks and 6 days of gestation.





		RATIONALE SCOTLAND

		BENCHMARK(S) SCOTLAND

		HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

		SUPPORTING EVIDENCE/LITERATURE



		It is essential that we do not exclude those most in need from the benefits of receiving the FNP programme. In Scotland the number of people of all ages booking after 28 weeks gestation is approximately 3%. Less than 0.5% present to maternity services at term. What we do know is that the teenage birth rate (and associated conception rate) is continuing to decline, but the rate of decline is much lower in the more deprived areas (In 2010 SIMD 1 (most deprived) 13 x more likely to continue with pregnancy and in 2017 SIMD 1 (most deprived 12 x more likely to deliver than those in least deprived (Information Services Division, 2019).  Client vulnerability has become more complex at client level, nurse caseload and team caseload (Scottish Government, 2019). 

During 2019 reporting period 4.4% enrolled at more than 28 weeks and 6 days. This is mostly due to late presentation at first contact with Health Services for reasons including not entering the country until late into pregnancy (immigration) and concealed pregnancy.



The vast majority of clients are enrolled onto the programme and will have received their first home visit by 28 weeks and 6 days. The uptake rate, across all FNP sites is consistently at least 75% but often routinely exceeds that. Many sites meet or continue to meet 60% of clients by 16 weeks and 6 days. 



There is a formal process in place for the small numbers being referred after 28 weeks and 6 days to be included in exception reporting to the Scottish Government. Each case will be reviewed by the supervisor and discussed with the national clinical lead and where accepted close monitoring of these clients takes place through the regular supervision process. 















		· 100% of FNP clients receive their first home visit no later than the 28th week + 6 days of pregnancy.



· 85% of eligible referrals are enrolled in the programme.



· 70% of eligible clients 19 and under are enrolled by 16 weeks + 6 days gestation or earlier.



Permitted Exceptions  – 19 and under only at LMP

1. Did not access any health care before 28+6 weeks gestation and prior to birth

2. Moved to Scotland >28+6 weeks gestation

3. Enrolled postnatal prior to discharge from midwife



Breach of license request

Where the criteria set out, the standard is not met, the client has not given birth, and where the SV considers it is in the best interest clinically, for both client and / child to be offered the programme, this should be discussed with the local FNP Lead, and the SG Clinical FNP Lead and a RICE log request should be submitted for approval to offer the programme. 

		The client’s expected date of delivery (EDD) is a recordable field on the pregnancy intake form, and the EDD data is documented into the Turas FNP information system.



Each Data Manager will check the EDD for accuracy and the EDD will be adjusted on the Turas FNP information system should the EDD change.



SG FNP Leadership Team monitors trends and variations in weeks of pregnancy at enrolment. A quality improvement approach  will be used with FNP sites to issues as part of the quality assurance process,



SG FNP Leadership Team report rates of compliance with this element annually to UCD via the annual report.
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		CORE MODEL ELEMENT (CME) 5: Each client is assigned an identified FNP nurse who establishes a therapeutic relationship through individual FNP home visits



DEFINITION: 

The process of developing and maintaining relationships is central to nursing professional practice. A specific type of relationship, the therapeutic relationship, is developed between the assigned FNP nurse and the client through the one-to-one home visits that occur over the duration of the programme. The overarching core competency for a FNP nurse is: The ability to support and maintain a therapeutic relationship with each client and use FNP programme methods to enable necessary changes in understanding, capabilities, and behaviours; ensuring the client is able to nurture, develop and protect their child and them self from harm. 





		RATIONALE SCOTLAND

		BENCHMARK(S) SCOTLAND

		HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

		SUPPORTING EVIDENCE/LITERATURE



		The therapeutic relationship continues to be a central tenet of FNP in Scotland and is maintained as high priority at national and NHS Board level and embedded within the FNP Scotland Education programme. Recruitment of new Supervisors and Family Nurses in Scotland continues to be both value and competency based to ensure that those appointed reflect the spirit and ethos of FNP and have the capacity to form professional, trusting therapeutic relationships. The recruitment process continues to be supported by valuable client participation and a robust process of strength based feedback for candidates. That said, in some parts of the country we are experiencing a downward trajectory of interest in Family Nurse Partnership posts and thus a reduced selection of candidates demonstrating the required level of professional maturity and knowledge to navigate complex systems with their clients. 



Emerging evidence suggests that an increased number of Family Nurses are leaving FNP prior to completion of a first cohort of clients with fewer remaining in post beyond 5 years, this requires further exploration in order to maintain a quality, sustainable service going forward In order to continue to meet this CME there is a need to be cognisant of workforce planning across Scotland taking account of the policy context, for example, the Healthcare Quality Strategy (Scottish Government, 2010), Excellence in Care (Scottish Government, 2015) and in this context the Health and Care (Staffing) (Scotland) Act 2019. Some boards have benefited from data from the Workforce Tool that further strengthens the need to review caseload numbers. 



Family Nurses are supported in their development of therapeutic relationship through the FNP Scotland Education programme, team learning, one to one supervision, tripartite supervision with the Child Protection Nurse Advisor and team based psychological consultancy. Psychology Consultants play an important role in the exploration of barriers to developing professional relationships with clients.



There is a plethora of research evidence which concludes the benefits of developing a consistent nurse/client therapeutic relationship. The Revaluation of FNP commissioned by Scottish Government (2019), Adverse Childhood Experiences work nationally (Scottish Government, 2020) and Transforming Psychological Trauma Framework (NHS Education for Scotland, 2017) contributes to this evidence. Overcoming trauma requires a foundation of stable, nurturing, loving relationships and the emerging evidence for one significant adult in a vulnerable client’s life, sometimes the Family Nurse, is compelling. However it is essential that we recognise the impact of vicarious trauma, the complexity of client need and the concomitant potential for ‘burnout’. Significantly diverse population demographics and health and social complexities mean that some NHS Board areas have higher client representation of, for example, young parents with care experience; trauma; poverty; human trafficking; and exploitation. Additional factors relating to cultural diversity and language barriers require high level cultural competence for Family Nurses and Supervisors. Listening and supporting Family Nurses in relation to caseload size, reflective of complexity, through a needs-based allocation of clients is essential.



The key aspect of this review is the need to ensure that the Scottish Government Leadership Team in collaboration with FNP Leads and Supervisors enable Family Nurses to develop, maintain and sustain therapeutic relationships with clients through a salutogenic approach, that is, creation of an environment of support, appropriate workload based on need, psychological safety, space for reflection and development of self-awareness. It is essential that we learn from our response to the Covid-19 pandemic which has provided an opportunity to discover more about programme delivery using telehealth which may remain a feature in the future, therefore we will need to support Family Nurses to develop therapeutic relationships in this medium. 



There is evidence in the literature on the importance of maintaining the wellbeing of leaders and frontline practitioners, which in our context are Supervisors and Family Nurses. To align ourselves with the Nursing 2030 Vision for Scotland (Scottish Government, 2017) we need to endeavour to support the workforce to continue to develop FNP as a personalised, rights-based service, where caring and compassionate relationships take account of the client’s wider psychological and social needs. We also need to prepare Family nurses in terms of technical competence and leadership skills whilst supporting their health and wellbeing. 



		· 100% of clients will be given a named FN.



· 100% of full-time FN caseloads will be up to 25 /pro rata for part-time

. 

· 100% of SV will have caseload size of a minimum of 2 per wte



Clients leave the programme at no more than these rate:

· 5% or less during the pregnancy phase

· 10% or less during infancy phase

· 5% or less during toddlerhood

· 20% or less for cumulative programme attrition – through to the child’s second birthday



Permitted Exceptions  via RICE LOG

1. SV will use their professional judgement to determine when a FN caseload requires to be adjusted in accordance to the FN capacity to meet the demands of the visiting schedule, record keeping, travel and the vulnerability of the caseload including child protection responsibilities in line with the Health and Care (staffing) Act 2019.



		Each client will be visited by an appropriately trained FN/SV



The FN will collect information about who is present during the visit on the home visit data form. This information will be recorded on Turas FNP information system



Client attrition will be reviewed locally by each site and reported  monthly to the SG FNP Leadership Team



Site caseload capacity is measured on agreed funding and reported monthly to the SG FNP Leadership Team



Attrition reasons will be reviewed as part of the annual  self assessment quality assurance process



Client attrition will be reported nationally as part of the annual review process to UCD 
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		CORE MODEL ELEMENT (CME) 6: Client is visited face‐to-face in the home, or occasionally in another setting (mutually determined by the Family nurse and client), when this is not possible.



DEFINITION: 

The programme is delivered in the client’s home, which is defined as the place where the client is currently residing and/or to which they feels an emotional connection. Their home can be a shelter, refuge, mother & baby home or a situation in which they are temporarily living with family or friends for the majority of the time. Meeting with the client in this kind of living arrangement should be considered as meeting with them in their home.





		RATIONALE SCOTLAND

		BENCHMARK(S) SCOTLAND

		HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

		SUPPORTING EVIDENCE/LITERATURE



		In FNP Scotland, home visiting is viewed as essential for effective programme delivery.  It is also necessary to meet the needs of the Scottish Government’s (2015) mandate that all children and families will receive a minimum of 11 home contacts with a health visitor/family nurse between the age range of pre-birth and pre-school; this equates to 8 visits for a family nurse over the duration of the programme.



To ensure home visiting requirements are met, every effort should be made by the family nurse to adhere to the foundational principles of Core Element 6 set out in the rationale.  However, in addition to the international permissible variations, there are some exceptional service and environmental factors that may impact on home visiting in Scotland.



The main identifiable factors are weather, travel/access, service provision and public health concerns e.g. population wide infection control measures.  At times when home visiting is affected by these, it is centrally agreed that other methods of contact such as, telehealth and telephone systems, are acceptable for use to sustain nurse-client relationship and programme delivery.  The exact detail of when this is permitted is detailed below: 



Weather: When a Met Office (no date) Amber warning and above is in situ, and there is the likelihood of weather that would cause travel disruptions with potential risk to life. 

 

Travel:  When a family home is inaccessible due to dangers or blockages on the road and when alternative arrangements are not possible.  Also when ferry/boat services are not functioning.



Service provision: When staffing levels have reduced significantly and the numbers of clients requiring priority contact are greater than is possible through home visiting. It should be noted that arrangements due to staffing should only be used as a short-term measure.  There is an expectation that other business continuity arrangements would be employed to ensure normal home visiting arrangements can resume in a timely manner. 



Public Health: When a local, national or international public health emergency has been declared with physical/social distancing instruction in place.  For note, there are occasions when home visiting may be required during a public health emergency in order to safeguard the client and/or their child. If this is the case, personal protective equipment (PPE) can be utilised as required.  



In each situation, decisions to use other methods of contact should be taken by the nurse in discussion with their supervisor and following a risk assessment.  The decision should be based on analysis of the service or environmental factors and the circumstance of the client. At all times, child protection procedures should be adhered to and the safety and well being of the client and child should remain in focus.  



During times when alternative methods of contact are used, programme delivery should continue to be aligned to the client’s needs.  Guidance to support the use of normal programme strategies is available from NHS Education Scotland and University of Colorado e.g. 



· Delivering Partners in Parenting Education (PIPE) using telehealth (NHS Education for Scotland, 2020a).

· Supporting Parenting with Infants and Toddlers during COVID-19, DANCE in practice (University of Colorado, 2020). 

· Telehealth during COVID-19 Pandemic (NHS Education for Scotland, 2020b).





		· 100% of FN will visit clients in their home environment



Permitted Exceptions via RICE LOG per Board 

1. Weather - Met Office warning causing travel disruptions with potential risk to life. 

2. Travel disruption - home  inaccessible due to dangers or blockages on the road 

3. Pandemic

 

In these exceptional circumstances alternative  as described methods of contact e.g. tele health / Near Me can be adopted





		FN will document the location of each contact/home - visit on the data forms which will be recorded within the Turas FNP information system



FNP sites will review the patterns of visit locations as part of the annual self assessment quality assurance process to identify any emerging trends and issues and areas for further improvement learning for Scotland. 
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		CORE MODEL ELEMENT (CME) 7: Client is visited throughout their pregnancy and the first two years of their child's life in accordance with the current standard FNP visit schedule or an alternative visit schedule agreed upon between the client and nurse, where this is the case this should be reviewed every 6 weeks.



DEFINITION: 

The client (partner and/or family when appropriate) is visited throughout their pregnancy and the first two years of the child’s life. A schedule of visits with proposed content has been developed for the programme to: match the expected stage of programme delivery and public health issues; schedule assessments for maternal, or child health and development; build the therapeutic relationship; and support achievement of three program goals. 



The standard schedule of visits is established as: 

• 	Four weekly visits upon initial enrolment prenatally, then every other week until delivery 

• 	Six weekly visits after infant birth, followed by visits every other week until the baby is 21 months of age 

• 	Monthly visits from 21 through 24 months of age. 



An Alternate Visit Pattern is defined as any planned visit schedule other than noted in the standard schedule. The client’s and children enrolled in FNP deserve the support that can be provided throughout the full length of the programme. It is also often the case that a client’s circumstances and needs will alter over the course of the programme, becoming more, as well as less, acute over time. Therefore, it is expected that the programme will continue until the child’s second birthday for all clients regardless of visit schedule. See permitted exceptions.





		RATIONALE SCOTLAND

		BENCHMARK(S) SCOTLAND

		HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

		SUPPORTING EVIDENCE/LITERATURE



		All eligible first time mothers are entitled to be offered the Family Nurse Partnership programme as soon as they become known to maternity services. Maternity care continues to be offered through maternity services, alongside the FNP programme. Following birth and up to the age of 2, the client receives the programme, which is inclusive of the relevant core child health reviews and public health interventions delivered through the health visiting service to all other families (Scottish Government, 2015). Handover to health visiting services happens at graduation or at point of leaving the programme if earlier. 



The family nurse also plays an important role in relation to child protection, the family nurse works in a multi-agency environment and where appropriate engages respectfully and will professionally challenge colleagues in order to protect children in line with national and local policy for getting it right for every child (GIRFEC) alongside statutory and other partners. 



The original delivery model of FNP has been faithfully followed in Scotland as part of the implementation phase in each Board area to maximise impact, based on the existing evidence base from the past 40 years. This includes the number of visits clients should receive, topics, team structure, nurses and supervisors entrance qualifications, supervision requirements, monitoring and data collection requirements, access to licensed programme, clinical methods and tools and, the learning programme. 



As a licensed, evidence-based programme, with over 40 years of rigorous research, the outcomes and benefits of the programme for first time young mothers are very much in keeping with Scotland’s public health priorities (Scottish Government, 2018). These include preventing or reducing intergenerational inequalities, increasing knowledge of and uptake of appropriate contraception, reducing harmful behaviours such as abuse of alcohol, smoking and other unhealthy substances, increasing education attainment and employment, improve mental health, reduce crime, less reliance on benefits system, reduce domestic abuse and neglect, improve parental and infant attachment and prevent a rise in care experience children. 



The policy landscape in Scotland is for every child to get the best start in, with professionals working towards GIRFEC and tackling inequalities towards Every Child, Every Chance using 

The National Practice Model (Scottish Government, 2016) and National Risk Assessment Framework (Scottish Government, 2012) to enable practitioners to support families using a consistent and balanced approach whilst taking into account the inevitability of changing circumstances. These tools are used in FNP supervision to support the nurses to consider the visiting schedule according to need of individual clients. We know in Scotland that the data shows that poverty and inequality is a widening gap between the health of children from wealthy and deprived backgrounds (Public Health Scotland, 2018). 



The FNP programme has a strong focus on prevention and delivering early interventions and the current trends could be improved if we continue to deliver the programme schedule in Scotland as per the original standard until further analysis of outcome data is completed.



The standard schedule of visits in Scotland will continue to be:

 

• 	Four weekly visits upon initial enrolment prenatally, then every other week until delivery 

• 	Six weekly visits after infant birth, followed by visits every other week until the baby is 21 months of age 

• 	Monthly visits from 21 through 24 months of age



		· 100% of FN/SV will meet with clients in their own home



· 100% of FN/SV will follow the standard programme schedule above for home visits.



· 100% of clients should receive 80% or more of  expected visits during pregnancy



· 100% of clients should receive 65% or more of expected visits during infancy



· 100% of clients should receive 60% or more of expected visits during toddlerhood



· 100% of home visits on average should take at least 60 minutes



· 100% of FN/SV will use the ASQ 3 and ASQ SE-2 for all scheduled child health and development assessments



Permitted Exceptions

1. FN/SV can adapt the visit schedule in line with local and national policy in discussion with the client and their changing circumstances.  Each client visiting schedule will be discussed at 1:1 supervision



		FN/SV will document the duration, location, program content covered, referrals for each contact/home - visit on the data forms which will be recorded within the Turas FNP information system



Turas FNP will provide data on dosage for each client which will be discussed at 1:1 supervision. 

 

SV, supervision data measure



FNP site dosage will be reviewed as part of the annual self assessment quality assurance process for FNP in Scotland



ASQ scores will be analysed as part of the annual self assessment quality assurance process for FNP in Scotland



		References



Public Health Scotland (2018) Child poverty and low income: Health impact and health inequalities. Available at: http://www.healthscotland.scot/publications/child-poverty-and-low-income-health-impact-and-health-inequalities 



Scottish Government (2012) National Risk Framework to Support the Assessment of Children and Young People. Available at: https://www.gov.scot/publications/national-risk-framework-support-assessment-children-young-people/pages/2/ 



Scottish Government (2015) 

Universal Health Visiting Pathway in Scotland: pre-Birth to pre-school. Available at: https://www.gov.scot/publications/universal-health-visiting-pathway-scotland-pre-birth-pre-school/ 



Scottish Government (2016) GIRFEC National Practice Model. Available at: https://www.gov.scot/publications/girfec-national-practice-model/ 



Scottish Government (2018) Scotland’s Public Health Priorities. Available at: https://www.gov.scot/publications/scotlands-public-health-priorities/ 





Supporting Literature 



Royal College of Paediatrics and Child Health (2020) State of Child Health 2020 Scotland. Available at: https://stateofchildhealth.rcpch.ac.uk/wp-content/uploads/sites/2/2020/03/SOCH-SCOTLAND-3-04.03.20.pdf 



Scottish Government (2018) Every Child Every Chance: tackling child poverty delivery plan 2018-2022. Available at: https://www.gov.scot/publications/child-chance-tackling-child-poverty-delivery-plan-2018-22/ 





		CORE MODEL ELEMENT (CME) 8: FNP nurses and supervisors are registered nurses or midwives with a minimum education at degree level



DEFINITION:

FNP requires that a registered nurse or registered midwife deliver the program. Similarly, all FNP supervisors must also be registered nurses/midwives. A registered nurse/midwife is someone recognised as professionally licensed or regulated in either or both of these professional roles according to the policies of the FNP host country. All FNP nurses (defined as a registered nurse or midwife for the remainder of this document) should hold a minimum education at degree level in nursing /midwifery. FNP nurses are usually hired by the implementing agency/site, which will have its own recruitment rules and processes. It is expected that license holders/National Units in each country will assure themselves that this process results in the employment of FNP nurses and supervisors with a valid registered professional license (nurse or midwife), baccalaureate/bachelor’s degree, and the desired skills, knowledge and abilities required to successful deliver the FNP program. In addition to these academic qualifications, nurses must have personal qualities, values, and beliefs that will ensure that they are a good fit with the spirit of FNP.





		RATIONALE SCOTLAND

		BENCHMARK(S) SCOTLAND

		HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

		SUPPORTING EVIDENCE/LITERATURE



		In the United Kingdom (UK) nursing degrees are also referred as “pre-registration” courses because after completing an approved course with a Higher Education Institute (HEI’s), nursing graduates can register with the Nursing and Midwifery Council (NMC). You have to register with the NMC before you can practice as a Nurse in the UK.



Family Nurse’s and  Supervisors who are recruited to FNP will already be skilled nurses or midwives who will have extensive experience gained through several roles throughout their career and will be registered with the NMC. Many of them will have additional nursing and/or academic qualifications gained prior to entering FNP for example a specialist practitioner qualification, advanced nursing practice, practice teacher and Masters level education. 



All Family Nurses and Supervisors recruited must meet the requirements of the national job description which has recently been reviewed in 2020 to ensure it is contemporary in line with also nursing and midwifery education and development.



To ensure our nurses have the qualities and attributes to be a Family Nurse or Supervisor, FNP clients support local recruitment to ensure in Scotland we get the best fit of nurses for the role.



While the recruitment process supports ensuring the right candidates are recruited with the relevant background experience, it is recognised that some may have some gaps in their learning. New Family Nurses and Supervisors will engage in additional education, which in Scotland is provided by NHS Education Scotland (NES).  Family nurses  and Supervisors work with their clients at home, following the FNP visit guidelines and use the programme theories of attachment, human ecology and self-efficacy to complement their own learning, professional knowledge and judgement to match the programme to the needs of the client and their family. 



The Family Nurse Capability and Proficiency Framework assists our Family Nurses and Supervisors to identify knowledge and skill gap to support them in their role and the requirement for additional local learning.



The Supervisor Learning and Mentoring Programme includes coaching to enable transition of theory to practice and relates to discussion and literature on the experience-complexity gap  Through learning and mentoring supervisors are supported to develop their skills in facilitating learning in FNP, for example, lesson planning, learning needs assessments, learning styles and developing educational sessions.

		· 100% of FN’s will have a degree



· 100% of SV will have a degree



· 100% of FN’s will be registered with the Nursing and Midwifery Council (NMC)



· 100% of SV will be registered with the NMC



· FN’s  will work a minimum of 0.6 wte over 3 days minimum



· SV will work a minimum of 0.5/6 wte over 3 days minimum





Permitted Exceptions

None



		FN/SV registration and qualifications will be assessed at recruitment



National job descriptions for FN/SV outline the minimum requirements to undertake the role



Each site will report staffing  monthly to the Scottish Government



SG FNP Clinical Lead or another member of the SG FNP Leadership Team will be involved in SV and FNP Lead recruitment



		www.nmc.org.uk





		CORE MODEL ELEMENT (CME) 9: FNP nurses and supervisors develop the core FNP competencies by completing the required FNP educational curricula and participating in on-going learning activities



DEFINITION: 

FNP educational curricula (for FNP nurses and supervisors) are devised by Clinical Leads in each country and agreed with their International FNP consultant, based on the International guidance. In countries where a variance has been granted to incorporate a ‘family partnership worker’, ‘community mediator’ or similar role, an FNP specific educational curriculum will need to be developed by the country for this role.  See guidance document Nurse-Family Partnership Core Competencies 



FNP education curriculum should incorporate: 

· Conceptual and intellectual knowledge regarding the program theories, research base, conceptual model and use of Core Model Elements and quality improvement in replication. 

· Sense-making i.e. reflection on the programme model in relation to the learner’s own experience and nursing practice foundations, consideration of the application of the model in practice and development of a coherent clinical model of practice, integrating the various inter-related elements [e.g. the programme domains, use of dyadic assessment, PIPE, Motivational Interviewing skills, and the Strengths and Risks Framework

· Skills development. This is a significant part of the FNP education programme and needs to be intentional using multi-staged, multi-faceted and multi-modal methods. This learning is best done face to face with opportunities for demonstration, practice and feedback. 





		RATIONALE SCOTLAND

		BENCHMARK(S) SCOTLAND

		HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

		SUPPORTING EVIDENCE/LITERATURE



		The FNP Education program is delivered in line with the principles and expectations for Nurses and Supervisors for implementing countries outlined in the Nurse Family Partnership (NFP) International Guidance document and Scottish specific requirements.  The education curriculum in Scotland is provided by NHS Education for Scotland (NES).



The skills, knowledge and experience within the education team are aligned with NES harmonised role descriptions and NFP International Guidance and both contribute to and maximise high quality education delivery.  Principle educators have a postgraduate qualification in education and clinical experience working in FNP.  The education team work in collaboration with the National Clinical Advisor and NHS Boards to support and enhance a bidirectional influence between education and clinical practice.



In Scotland, the core learning program provides a structure in which synthesis of theoretical frameworks and clinical practice requirements are integral to its design and delivery.  This is further enhanced by a nationally agreed continuing professional development (CPD) program.  CPD is responsive to emerging learning needs and informed by biennial education needs analysis, evaluations, feedback and data intelligence. A one-day refresher course is completed every 3-years and where this extends beyond 5-years or FNP education is undertaken in another country, completing ‘Foundations in FNP Practice’ is required.  



The Supervisor Learning and Mentoring Program (SVLMP) requires to be completed by FNP Supervisors and is approximately 14 months in duration. The SVLMP includes coaching to enable transition of theory to practice and links to discussion and literature on experience-complexity gap.  Through learning and mentoring, Supervisors are supported to develop their skills in facilitating learning in FNP, for example, lesson planning, learning needs assessments, learning styles and developing educational sessions. The Psychology Consultant within FNP Scotland supports reflective practice with the Supervisor to influence professional development in the role. Others in the Supervisors ecology include the FNP Education Team, the FNP Team at site and colleagues within local health and care partnerships contribute to development in the role. 



The development of the Supervisor is further supported through peer support. The National Supervisor Partnership Arrangements enable reflective practice, self-assessment, peer assessment and appreciative feedback. Competence in the role of Supervisor is supported and assessed by the FNP Lead using the FNP Supervisor Competency Framework. 

The Universal Health Visiting Pathway in Scotland sets the minimum core home visiting program pre-birth to pre-school and as Family Nurses deliver this with their clients alongside the NFP program, the pathway is integrated within FNP education. The Core Education Program, Learning Needs Assessment and the Family Nurse Capability and Proficiency Framework each contribute to fulfilling core model element 9 and the proposed Additional Approved Model Element (AAME). 



In response to the global pandemic, educational redesign and new pedagogical approaches are focused on adaptive and flexible delivery.  Whilst online platforms provide opportunity for facilitated synchronous learning, the value in skills practice and the demonstration of skills inform priorities for face-to-face provision where required.  Synchronous tools enable collaborative real-time learning which is a key strength within FNP education in Scotland through its constructivist approach. Embedding technological practice is a priority for NES and includes educator preparedness for digital learning.  Building on previous experience of facilitating eLearning, the Principle Educators have benefitted from participating in the NES Technology Enhanced Learning (TEL) Group.  As advancements continue in TEL, the FNP Education Team will be responsive to improvements in the learning experience for Family Nurses and Supervisors.  This quality improvement approach will be appraised through evaluation. 



Increased blended approaches have been applied to FNP education in response to the pandemic with challenges, opportunities and reflections similar to those explored by Rapanta et al (2020).  Simulation of skills and appreciative feedback to support growth and development in the role continue to be prioritised through blended learning and are represented throughout the education program.  The use of Telehealth in FNP practice has increased to promote effectiveness of response and maintain the therapeutic relationship with clients with resulting guidance developed - adapted from the international FNP COVID response.  In addition, reusable learning resources to support engagement with clients via Telehealth has contributed to responsive and adaptable education. The experience of Family Nurses and clients in the use of Telehealth is currently being explored through research commissioned by the Scottish Government. Emergent learning from this research will inform future FNP Education in Scotland.  



		· 100% of FN/SV will complete the mandatory educational curriculum for Scotland and participate in ‘Refreshing your FNP Practice’ every 3-years



· 100% of FN/SV will have a first degree and meet all the additional agreed qualifications, knowledge, skills and experiences to undertake the role of FN or SV



· 100% of FN/SV will utilise the underpinning theories that support the model for FNP in their everyday clinical practice which are: human ecology, attachment and self-efficacy supported by the FNP Learning needs assessment and capability and proficiency framework 





Permitted Exceptions

None



		Attendance and completion of the core FNP education programme is a mandatory requirement for all FNs/SVs.



FN/SV attendance at team based learning



All FNP sites are required to report to the Scottish Government monthly and as part of the annual self assessment quality assurance process for FN/SV achievement in meeting their core competencies



NES education strategy and annual report will be reported will be reported nationally as part of the annual review process to UCD
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		CORE MODEL ELEMENT (CME) 10: FNP nurses, using professional knowledge, judgment and skill, utilise the Visit Guidelines; individualising them to the strengths & risks of each family, and apportioning time appropriately across the six programme domains.



DEFINITION: 

The purpose of the FNP visit guidelines is to maintain consistency in implementing the FNP model, to ensure that comprehensive information and essential information is introduced to clients and to support reflection and goal setting with clients. They provide the flexibility needed to meet the clients’ needs and desires as well as programme goals. In addition, they provide the framework that helps FNP nurses and clients avoid focusing on the day-to-day challenges the client may be facing and instead focus on potential solutions and introduce other issues of relevance and importance through an agenda matching process. 



The guidelines also introduce content that supports clients in developing the knowledge, skills and self efficacy to achieve the three FNP programme goals of:

· Improved pregnancy outcomes through the practice of good health-related behaviours

· Improved child health and development

· Improved economic self-sufficiency





		RATIONALE SCOTLAND

		BENCHMARK(S) SCOTLAND

		HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

		SUPPORTING EVIDENCE/LITERATURE



		In Scotland there are specific and well established national frameworks used for assessing and analysing client and child strengths and risks: 

	

Getting It Right For every Child (GIRFEC) National Practice Model (Scottish Government 2016) which provides a framework for FNP nurses to structure and analyse information to support understanding of a child or young person’s needs, strengths and pressures, and, consider what support they might need, setting a plan and taking action. 



National Risk Framework (Scottish Government 2012) which has been developed around three risk components that build upon the GIRFEC Practice Model - Risk, Resilience and Resistance. The framework enables practitioners to use various tools to develop a deeper understanding of the child or young person’s circumstances using various tools such as Chronology, Generic Risk Indicators, Genogram and Resilience Indicators.



These frameworks enable FNP nurses to synthesise their assessment and analysis with professional judgement regarding client and family risks and strengths, and they enable the nurse to set priorities for intervention. These frameworks also give practitioners across agencies a common language in order to have a shared understanding of need and therefore care planning. The core learning programme for education in Scotland provides a structure in which synthesis of theoretical frameworks and clinical practice requirements are integral to its design and delivery. This is further enhanced by a nationally agreed continuing professional development (CPD) programme.



Other considerations

Scotland has a well-developed history and structure in relation to Co-production and community development/community assets approaches. FNP have the opportunity in each local authority area to link with the third sector interface organisations who can support FNP in order to deliver on the 6 domains, support client self-efficacy and help build social capital. 

Recording on TURAS FNP System: 

The  TURAS FNP system  enables Family Nurses and Supervisors to critically analyse program delivery across the domains in order to ensure alignment with the program guidelines whilst agenda matching to individual needs. 

Recording and documentation

Any changes made to program delivery following application of risk analysis are recorded in the client and child record with clear reference to the rationale. Any care plans are updated and an entry made to the client and child’s chronology, to reflect that discussion has taken place and outlining what decision has been made. 

Aligning the visiting schedule based on the needs and desire for service for families is essential to ensuring all eligible clients benefit from the program. A significant number of clients have volatile home and family lives, meaning that their needs often change over time; in pregnancy relationship building is a necessity and during infancy and toddlerhood are crucial periods of child development that present a set of unique challenges and opportunities that the program can help families address.  The Scottish Government (2019) Revaluation publication and Public Health Scotland (2020), Teenage Pregnancy Statistics demonstrate the level of complex vulnerabilities that many FNP clients face therefore there may be an occasional requirement for an increase in the number of visits to support a period of time when a client/family are struggling. Nationally and internationally many of the families who choose to leave the program early do so because they are too busy to remain in the program with the standard visitation schedule. Retaining lower risk families in the program with a reduced visitation schedule designed to align with families’ needs and abilities to participate, rather than having them leave early is preferable (University of Colorado Denver, 2017). 



In Scotland Family Nurses deliver the core child health reviews and public health interventions delivered through health visiting services for all families as outlined within the Revised Universal Pathway (Scottish Government, 2015) and take on the role of ‘named person’. The level of support which families require will be dependent on a comprehensive assessment undertaken in partnership with parents/carers. The period prior to the allocation of the Health Plan Indicator (HPI) should be one of support and assessment using the National Practice model and supported by local tools to ensure a full assessment is carried out and appropriate and timely levels of support are provided. The Family Nurse assigns an HPI in response to the assessed level of support required for the child and family.  The HPI is reviewed at regular intervals and discussed in Supervision and or Triadic Child Protection Supervision as appropriate. Any changes to HPI should be recorded in child’s records with clear reference to rationale and appropriate documentation updated in relation to the Child Health Surveillance Program.



		· 100% of FN/SV will follow their local arrangements for public protection , unborn baby and child wellbeing



· 100% of FN/SV will utilise the underpinning theories that support the model for FNP in their everyday clinical practice which are: human ecology, attachment and self-efficacy and will holistically assess individual needs using a person centred approach whilst delivering the programme



· 100% of FN/SV are skilled in undertaking the relevant assessments, using tools dedicated to the FNP programme 



· 100% of FN/SV will use the programme domains  towards meeting the expected outcome of each phase of the programme



Permitted Exceptions

1. Risk assessment of new or emerging concerns of individual client need/unborn baby or child during home visit that requires a modification of the intended planned visit 



		FN/SV will document  information about every visit  that an FNP client receives including duration, location content covered and any referrals, and this will be recorded within the Turas FNP information system



Local  governance data systems in place for reporting child protection supervision



FN/SV will review Turas FNP information system data on content domains during 1:1 supervision and team learning



Local governance for record audits



National reporting as part of the self assessment quality assurance process



National  and local review Turas FNP information system outcome data



National FNP evaluation and research
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		CORE MODEL ELEMENT (CME) 11: FNP nurses and supervisors apply the theoretical framework that underpins the programme (self-efficacy, human ecology, and attachment theories) to guide their clinical work and achievement of the three FNP goals.



DEFINITION:

The underlying theories are the basis for the FNP Programme. The clinical methods that are presented in the education sessions and promoted in the FNP Visit-to-Visit Guidelines are an expression of these theories.





		RATIONALE SCOTLAND

		BENCHMARK(S) SCOTLAND

		HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

		SUPPORTING EVIDENCE/LITERATURE



		The foundations of nursing theories are underpinned by research evidence which are frequently applied and understood through clinical guidelines.  To amalgamate holistic and person-centred approaches, nursing theorists often look beyond empirical evidence to understand the ‘lived experience’ and the knowledge and practice which promote care effectiveness and partnerships with patients/clients.  The art and science of nursing, recognising the humanistic dimension, is relevant and evident in FNP through relationship-based care.  The combination of both reflects the multi-faceted nursing profession, with the art of nursing being reflective of care, compassion and communication and the science of nursing being focused on evidence-based practice and research.



A culture of continuous improvement in care quality is promoted within ‘Excellence in Care’ in NHS Scotland, where the strength in quality measurement data is recognised to support care assurance and improvement.  The Nursing and Midwifery 2030 Vision represents person-centeredness, individualised care, and care and compassion which are enacted and embedded throughout FNP practice in Scotland.  The vision highlights societal changes and the need for progressive working practices to transform Nursing and Midwifery roles and in preparing the future workforce through education and development.  This preparation and need for responsiveness and progression is reflected in FNP Education in Scotland and through promoting self-efficacy of FNP nurses in relation to their own professional development.  Assuring quality is further represented by the FNP capability and proficiency framework and Family Nurses demonstrating their application of values, skills and knowledge and therefore the core theories underpinning FNP practice. 



The Code defines the professional standards of practice and behaviour for nurses, midwives and nursing associates in the UK.  Prioritising people is one example where the underpinning theories of FNP can be aligned in The Code. Encouraging and empowering clients to be involved in decisions is evident in promoting self-efficacy. Evidence-based practice and maintaining knowledge and skills to practise effectively is supported throughout the core FNP education programme and the priorities and provision of continuing professional development.



Getting it Right for Every Child (GIRFEC) is a national policy framework in Scotland which promotes children’s wellbeing with its foundations established in early intervention to improve outcomes.  This interrelated common purpose with FNP is supported by a child-centred approach and working in partnership with clients and their families.  A partnership approach is enhanced by the Universal Health Visiting Pathway in Scotland which sets the minimum core home visiting programme pre-birth to pre-school.  Family Nurses deliver the relevant core child health reviews and public health interventions delivered through the health visiting service to all other families with their clients alongside the FNP programme and the pathway is integrated within FNP education. 



There is an ambition in Scotland to be a trauma informed nation and therefore promoting and implementing trauma informed practice has been active since 2016.  This ambition is strategically and operationally established in the National Trauma Training Programme, which provides learning resources, knowledge and skills framework and a training plan.  Commitment to a trauma informed and responsive workforce is integral within FNP and supported through a successful collaborative partnership with NES Psychology.



Evidence has been strengthened in Scotland through the ‘Growing Up in Scotland longitudinal research study, which has provided insight into improving wellbeing across the life-course and illuminated the impact of, for example, social and health inequalities; social and emotional development; and the experiences of mothers under 20-years.  The findings from this research are applied to inform policy and practice in Scotland.

 

		· 100% of FN/SV will apply the theories through clinical delivery of the programme. 



· 100% of FN/SV will complete the mandatory education programme



· 100% of FN/SV  will complete the FNP Learning needs assessment and capability and proficiency framework 



· 100% of new SV will complete the competency framework



Permitted Exceptions

None



		Local Client documentation / Turas FNP information system will be reviewed in 1:1 supervision case conferences



SV review of case conference reports of FN’s



Information collected/observed by SV during accompanied home visits



Combined feedback from accompanied FN/SV home visits and supervision



Site self assessment as part of the quality assurance annual review process 
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		CORE MODEL ELEMENT (CME) 12: Each FNP team has an assigned FNP Supervisor who leads and manages the team and provides nurses with regular reflective supervision



DEFINITION: 

A full time FNP supervisor can lead a team of no more than eight FNP nurses and a team data manager/administrator. The minimum team size is four FNP nurses with a half time (0.5wte) supervisor. It is important that FNP team members are supported by FNP supervisors who understand the requirements and expectations of the role and the programme model and for this reason it is recommended that nurse supervisors have a very small caseload of FNP clients. Arrangements should be made for supervisors to reflect on their role and FNP with a qualified person that understands reflective practice and has an adequate understanding of the FNP model. The individual providing reflective supervision to the FNP supervisor is ideally in a position at the same level or higher to the organisation agency - it cannot be provided by FNP nurses. 





		RATIONALE SCOTLAND

		BENCHMARK(S) SCOTLAND

		HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

		SUPPORTING EVIDENCE/LITERATURE



		Scotland has decided not to use the STAR framework at this time due to the reasons set out below.  The NFP Strength and Risk (STAR) Framework is a tool developed to support Nurses and Supervisors to consider a families strengths and risks with a view to informing clinical decision making. 

For professionals working within the early year’s agenda in Scotland national policy promotes the use of the National Practice Model and National Risk Assessment Framework to enable practitioners to support families using a consistent and balanced approach but is also dynamic taking into account the inevitability of changing circumstances. This fits with the approach taken by other agency workers, and ensures that a fully cohesive multi-agency approach, using Scottish tools and resources, is in place.



In Scotland the benchmark of a maximum caseload of 25 clients per whole time equivalent family nurse remains. However, as found in the evaluation of NFP in Norway flexibility in caseload numbers may be required given the variances in vulnerabilities and complexities in clients lives. The use of the National tools during the supervision process will enable robust clinical decision making relating to the caseload capacity that individual nurses are able to accommodate at any given time. 



Reasonable adjustments could be considered under circumstances such as:

· Significant numbers of clients that require an interpreter to be present at visits and wider cultural challenges

· High percentage of clients with ongoing child protection concerns 

· High percentage of clients that require significant multiagency input

· Excess travel for family nurses particularly in remote and rural areas



Additionally, during times of exceptional circumstances family nurses may be required, for short periods of time, to care for a higher number of clients than is standard for their site. For example:

· Sickness or other unexpected absence of another family nurse in the team

· Vacancy due to workforce turnover

· Deployment of family nurses during a pandemic reducing overall site caseload capacity



PERMISSIBLE VARIATIONS – SCOTLAND

Supervision via digital platforms – Scotland

It is essential that this does not impact on the quality of the supervision or impede the learning objectives. It is accepted that face to face supervision is the optimal standard, however there is recognition that due to remote geographies or extreme circumstances this may not always be possible.



[bookmark: _Toc43383847]It is anticipated that: 

· any variation of face to face supervision would be agreed via the local FNP Advisory board and Scottish Government 

· there would be a ratio of at least one face to face session out of four with the others being undertaken via digital methods

[bookmark: _Toc43383848]

Exceptional qualifying circumstances - Scotland

Supervision is recognised as a fundamental part of NFP quality assurance and improvement. Face to face supervision supports the building blocks of a therapeutic relationship between the supervisor and family nurse. 



In addition to the international permissible variations detailed, there are some exceptional service and environmental factors that may impact on the ability to conduct face to face sessions:



· Weather: When a Met Office Amber warning and above is in situ and there is the likelihood of weather that would cause travel disruptions with potential risk to life.



· Travel: When travel to the meeting place is not possible due to dangers or blockages on the road and when alternative arrangements are not possible.  Also when ferry/boat services are not functioning. 



· Public Health: When a local, national or international public health emergency has been declared with physical/social distancing instruction in place such as those during the global COVID 19 pandemic.



Accompanied home visits via digital methods  

These visits offer an aspect of quality assurance and reflective learning via appreciative feedback mechanisms. Visiting in the home is the preferred method however, accompanied visits could be completed via video conferencing, in the rare event that circumstances dictate this e.g. A global pandemic.





		· Caseload size up to 25 per 1.0 wte  FN



· Caseload size no less than 75% per 1.0 wte FN



· SV caseload  minimum of 2 clients per 1.0 wte



· 1.0 wte SV will have a maximum of 1:8 Nurses (pro-rata)



· 100% of FN’s will receive weekly face to face supervision per 1.0 wte FN (pro-rata)



· 100% of FN will receive accompanied home-visit by SV on a 4 monthly basis



· 100% of FN will have an assigned SV



· 100% of SV will receive monthly psychology support



Permitted Exceptions via RICE LOG

FN/SV caseload size:



1. Workforce absence e.g. maternity leave, long term sickness vacancy

2. Difficulties providing supervision or any changes must be discussed and reviewed by the National Clinical Lead

3. Any variation of face-to-face supervision may be agreed  following discussion with Scottish Government FNP Leadership Team and via the local FNP Advisory Board



		Monthly reporting to SG FNP Leadership Team



Site self assessment as part of the annual quality assurance process to SG FNP Leadership Team



Supervision data form recorded on Turas FNP information system



Home visit (V) encounter data  will record an accompanied visit and this is documented on the  Turas FNP information system



Psychology service level agreement 
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		CORE MODEL ELEMENT (CME) 13: FNP teams, implementing agencies, and national units collect/and utilise data to: guide programme implementation, inform continuous quality improvement, demonstrate programme fidelity, assess indicative client outcomes, and guide clinical practice/reflective supervision. 



DEFINITION: 

FNP nurses collect information for four distinct purposes: 

1.	To support and guide clinical practice 

2.	To assess and guide programme implementation through documentation of the FNP services received by clients 

3.	To measure achievement of core programme goals 

4.	To inform reflective supervision and support quality improvements 



Information is recorded on data collection forms, which are recorded into the Turas FNP information system. Data collected is analysed and reports are generated for individual clients, nurses and teams. In addition, this data can be used by the Scottish Government analytical research team (contingent upon adherence to required permissions for release of data), alongside other data, to inform the evaluation of the implementation of FNP in Scotland. 





		RATIONALE SCOTLAND

		BENCHMARK(S) SCOTLAND

		HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

		SUPPORTING EVIDENCE/LITERATURE



		In Scotland we use the National Practice Model and National Risk Assessment Framework. This enables practitioners to support families using a consistent and balanced approach which is also dynamic, taking into account the inevitability of changing circumstances. 



Following significant analysis, review and development our new data system for NFP in Scotland (Turas FNP) went live in October 2019. To aid understanding there are bespoke training sessions for staff to help navigate the system and increase understanding on how data can be viewed and analysed to support 



1. management information

1. learning

1. development

1. quality assurance and 

1. quality improvement 

Alongside the development of the Turas FNP system the Data forms in Scotland have underwent a substantial update with the aim of ensuring the data collected is relevant to the program but also takes into account the Scottish context and so data is comparable with other national requirements. It is essential that FNP data can be compared with universal routine data collection on a regular basis.





		· 100% of completed data forms will be recorded in the Turas FNP information system



· 100% of FN/SV, Data Managers and FNP Leads have received education  in relation to data collection and reporting



· 100% of sites have a dedicated  Data Manager post  for the FNP service (e.g. 0.5 wte Data Manager per 100 clients)



Permitted Exceptions

None



		Turas FNP information system will support the regular review of data at all levels throughout FNP Scotland. Program measurement, analysis  and Turas FNP information system  usage will be supported in a number ways including:



· SV support calls

· Data Manager support calls

· SV Learning forum

· SV Quality Assurance group

· Training sessions with new updates



Local review of monthly reports via FNP Advisory Board/equivalent governance meetings



The monitoring of this CME is monitored via the reporting aspect of Turas FNP information system



Self assessment annual quality assurance review process.



Scottish Government FNP Annual Report to UCD
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		CORE MODEL ELEMENT (CME) 14: High quality FNP implementation is developed and sustained through national and local organised support



DEFINITION: 

Organised support should include national strategic, operational and clinical leadership (as set out in the licensing requirements) as well as local site support for implementation and on-going quality improvement

 

Local site support for FNP includes: 



· Ensuring that local community leaders and agencies working in the field provide guidance regarding the introduction and maintenance of the programme within the site context. This is usually organised through a local FNP Advisory Board1 or other formal service network 

· Ensuring that the necessary infrastructure and resources for the team, including office equipment, printed guideline materials and other resources, mobile phones, lap tops etc., are made available 





		RATIONALE SCOTLAND

		BENCHMARK(S) SCOTLAND

		HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

		SUPPORTING EVIDENCE/LITERATURE



		FNP Scotland vision is to maintain and develop the quality of delivery through a robust continuous quality improvement and sustainability infrastructure. Since 2010 the programme has been gradually rolled out across mainland Scotland and is currently being delivered in 11 NHS Board areas. Implementation in Scotland focused on testing a model that fitted with the policy context and important priority outcomes for pregnant women and children and families for Scotland, including short, medium and long term child development.  This included the FNP Logic model for Scotland.



The Scottish Government has overall responsibility for ensuring the overall quality of the programme, monitoring fidelity, commissioning research; programme funding and setting the strategic direction for local NHS Boards/Local authorities.  Scotland has shown through its annual report to the University of Colorado Denver that the programme can be implemented in a Scottish context and meets the fidelity requirements. This has been supported by the commissioning of independent FNP evaluation by the Scottish Government impact evaluation and natural experiment comparison study currently being progressed.



The governance for implementation of the programme in Scotland is incorporated within local sites clinical governance arrangements to the NHS Board and who have responsibility for ensuring the licensing requirements are met and to oversee programme quality and sustainability. This includes community and stakeholder support for the programme delivery and robust child and adult protection arrangements. 



Currently due to the gradual roll out FNP sites in Scotland are at different phases of implementation of the programme. Learning from FNP England and Scotland has enabled some adaptation with local delivery and contexts for Scotland to ensure it fits within the local delivery systems and requirements across urban, remote and rural areas. This brings variation and challenges across Scotland that needs to be understood as the learning from programme implementation becomes clearer and the need for adaptations for some local sites is more apparent. The new Turas FNP system implemented in October 2019 will support the reporting of site data to measure the quality of implementation. This system is still evolving and therefore site, reporting and annual review quality assurance process will continue to:



1. Ensure the licensing conditions are being met in Scotland

2. Support consistent, safe high quality implementation  of the programme across Scotland

3. Support a continuous quality improvement and sustainability approach to achieve outcomes across Scotland



Each site in Scotland will be reviewed for their delivery phase of programme implementation.



1. The preparation phase – site readiness to start programme delivery (note island boards)

2. The testing/learning phase – this usually takes about two years as the site learns to deliver FNP. Sites will report monthly, and will complete a self assessment and be reviewed annually

3. Small scale permanence phase – this is when the programme is well established, there is high quality, sustainable systems in place and the FNP team are well integrated within children services and primary care. Sites will report monthly, complete a self assessment and be reviewed annually.

4. Large scale permanence phase - As above, this will be sites that are fully expanded, sustainable and who have delivered FNP for over five years. Sites will continue to report monthly and complete a self assessment be reviewed annually.



		· 100% of FNP site Project Sponsor is the Board’s Executive Nurse Director or deputy



· 100% of NHS Board /agency will have  an FNP Advisory Board (FAB) in place



· 100%  of Executive Nurse Director or Deputy chairs the FAB



· 100% of Project Sponsor is accountable for the FNP service level agreement for FNP delivery  with the Scottish Government



· 100% of NHS Boards /Agency will review outcome reports and identify areas for further improvement 



· 100% of NHS Boards/Agency will adhere to the fidelity of the programme



· 100% of NHS Boards/Agency will  provide knowledgeable , supportive senior leadership and management to implement and sustain the FNP programme with high quality



· 100% Where an FNP site has an FNP Lead in place, they are expected to engage with local and national improvements 



· 100% Permission for the acceptance of any FNP exceptions will be subject of the submission of a RICE log for approval by the SG FNP Leadership Team



Permitted Exceptions

None



		Monthly data reporting to the SG FNP Leadership Team



Site annual self assessment of fidelity and core model element measures to the SG FNP Leadership team



FNP Scotland aggregated data outcome analysis reported to UCD



FAB  minutes 



Continuous concurrent FNP delivery model evidenced as part of the annual quality assurance process



Board readiness for site implementation assessment tool completed



NHS Boards evidence Programme outcomes measured and analysed via the Turas FNP information platform
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FNP Logic Model:













		ADDITIONAL APPROVED  MODEL ELEMENT (AAME) (1): Delivery of the Scottish Child Health programme (pre-school) – child health reviews



DEFINITION: 

The children of clients enrolled on the Family Nurse Partnership (FNP) programme should receive the child health reviews as part of the Scottish Child Health Surveillance Programme (Pre-School).



Across Scotland, the role of the named person is supported through the Getting it Right for Every Child (GIRFEC) approach in responding to the wellbeing needs of children and young people and improving outcomes. The named person is a clear point of contact that provides direct support or will help access relevant services. For children within the FNP programme, Family Nurses are the named person until programme completion, and at which point this transfers to the Health Visitor.





		RATIONALE SCOTLAND

		BENCHMARK(S) SCOTLAND

		HOW CORE MODEL ELEMENT MEASURED AND ANALYSED

		SUPPORTING EVIDENCE/LITERATURE



		The Scottish Child Health Surveillance Programme (Pre-School) is a universal health promotion programme provided by NHS Scotland to all children and their families. The aim is to enable all children to attain the highest possible standard of health, development and wellbeing by delivering health promotion, parenting support, early identification and detection of physical, and/or social risks and problems, identifying developmental problems early and facilitating effective interventions. All NHS Boards in Scotland are responsible for delivering this programme, which is undertaken by a Health Visitor for pre-school children. For clients enrolled on the FNP programme the Family Nurse will deliver the Child Health Surveillance Programme to children from birth to 2 years of age.



Child Health Surveillance Programme - Pre-School (CHSP-PS)



The programme contains a range of elements which includes formal screening for specific medical problems, screening for health and development, routine childhood immunisations, a structured programme of health needs assessment, health promotion, and parenting support provided through routine Child Health Reviews (CHRs). 



For children on the FNP programme, routine CHRs screening contacts are required to be undertaken at 11-14 days, 6-8 weeks and 13- 15 months using the national triplicate data form, a copy of which is given to the client, retained by the Family Nurse for the clinical records and the other to the local child health department where this data information is entered through an electronic system to enable both local and national reporting and statistical analysis. 



Ages and Stages Questionnaires



The Ages and Stages Questionnaire (ASQ-3) is used at all CHRs, which is highlighted in the CHSP-PS Clinical Guidelines to support a general assessment across all developmental domains. ASQ-3 is a mandated tool for FNP in Scotland. 



FNP in Scotland also use the Ages and Stages Questionnaire: Social and Emotional (ASQ: SE-2); which whilst this is not mandated as part of the CHSP-PS it can be used to supplement the ASQ-3 as necessary. 



Education and learning on ASQs is included within the FNP core education programme in Scotland and supplemented by additional resources available on the ASQ website and e-learning available through Health Education England.



ASQ can be used via tele-health when there is restricted access to a family’s home.



Subsequent births to FNP clients



During the lifetime of the programme some clients may go on to have further children before their first child reaches their 2nd birthday. It is important that clients can easily access the Child Health Surveillance Programme for their child, to minimise the number of professionals they need to engage with to receive this and reduce the likelihood of duplication of efforts. With this in mind it is recommended that where possible the Family Nurse will assume the role of named person for the client’s subsequent child/children.



The Family Nurse should deliver the health promotion elements of the CHSP-PS using an FNP approach. This may mean revisiting some facilitators on behalf of the subsequent child with the client. ASQ-3 and ASQ: SE-2 should be used as appropriate to assess and explore the child’s/children’s development.



To support positive transition to universal services when the first child reaches their 2nd birthday the Family Nurse should use FNP guidance and include a summary of health, wellbeing and progress for all children.



As the FNP programme is not matched to a subsequent child’s growth and development no FNP data forms require to be completed, however all relevant Child Health Surveillance Programme forms should be completed for subsequent children.



DESCRIPTION:



The CHSP-PS consists of 5 reviews/contact points while the client is on the FNP programme following the birth of their child. These are:



Birth (birth details transferred from maternity services to FNP)

Newborn Hearing Screening (undertaken by the Newborn Hearing Screening Service)

11-14 day child health review/contact point via home visit (undertaken by Family Nurse)

6-8 week child health review/contact point via home visit (undertaken by Family Nurse * and General Practitioner in surgery for medical part)

13-15 month child health review/contact point via home visit (undertaken by Family Nurse)



In relation to the CHR at 6-8 weeks, this is a home visit which is in addition but complementary to, the review undertaken by General Practitioners at 6-8 weeks in the surgery or clinic. Completion and return of the Child Health Surveillance Programme form may be a joint General Practitioner/Family Nurse responsibility in line with local arrangements.



The Family Nurse will deliver the core health promotion elements of the CHSP-PS using an FNP approach to subsequent children born to the client during delivery of the programme. While no FNP data forms require to be completed for the subsequent child, all relevant Child Health Surveillance Programme forms do require to be completed. 



The delivery of the Child Health Surveillance Programme is complimentary to the delivery of the FNP programme and supports the nurse’s ability to make a good clinical assessment of the needs of the child and family.







		· 100% of FNP clients (where appropriate e.g.18 and under) and their babies will have a recorded GIRFEC assessment and child health plan in place



· 100% of  FNP Infants will have an assigned Health plan indicator (HPI) at 6 months of age 



· 100% of FNP Infants HPI will be up-dated/reviewed when a client transfers out of the service or at programme completion and transfer to the health visiting service



· 100% of FNP Infants will receive relevant age related child health reviews as part of the Scottish Child Health Surveillance Programme 



· 100% of clients and their Infants will received a visit between 11-14 days as outlined within the Scottish Child Health Surveillance Programme



· 100% of FNP Infants will receive a formal child health review at 6-8 weeks



· 100% of FNP Toddlers will receive a formal child health review at 13-15 months





Permitted Exceptions

None

		Child Health Surveillance Programme- Pre-School (CHSP-PS) data is submitted to the national information services division (ISD)



Local site child and family recording systems audits and reporting of the core child health surveillance reviews



All core child health assessments/reviews are captured on the Turas FNP information system



Local child health data to be reviewed and analysed by FNP Lead and SV and will be reported as part of the annual self assessment quality assurance process



Ages and stage questionnaire (ASQ 3 & ASQ SE2) outcome scores, completion of domains, and any new concerns are recorded within Turas FNP information system. They will also be reported as part of the annual self assessment quality assurance process
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This guidance document sets out the expectations for NFP reflective supervision and the framework that
is utilized for reflective supervision within the program. It has been created to support countries as they
implement Core Model Element # 12. The framework was developed as part of the international project
undertaken during 2018-19, in which Clinical Leads, NFP nurses and Supervisors from all NFP
implementing countries participated.

Expectations regarding reflective supervision are embedded within the Core Model Elements for the
program?, specifically:

Core Model Element #12:
Each NFP team has an assigned NFP Supervisor who leads and manages the team and provides nurses

with regular reflective supervision.

Organizations are more likely to achieve the three NFP program goals when NFP nurses and supervisors
are skillful, knowledgeable, clear about their roles, and are assisted in their practice by sound guidance
and emotional support from a supervisor with whom they have a trusting, professional relationship. NFP
clinical work is emotionally demanding, carries many clinical challenges, and is carried out by individual
nurses who are rarely observed within home visits. NFP nurses need to practice with high levels of
autonomous decision-making, working with vulnerable families where there is often risk and
uncertainty. The relational nature of the work and the expectation of ongoing emotional availability to
clients and families, can drain a nurse’s emotional and physical energy. For all these reasons, having a
supportive, encouraging space to critically reflect on their work is a core element of the NFP
implementation model. It enables NFP nurses to; maintain emotional resilience, make
appropriate/comprehensive clinical decisions and continue to enhance their knowledge, skills, and
abilities related to NFP. It is also an important element of the quality assurance and improvement
framework for the program. Thus, reflective supervision enhances safety for the nurse and for NFP
enrolled families. The fidelity expectations for this CME are:

e Individual reflective supervision should be provided weekly for a full-time NFP nurse
(approximately one hour in length) (and on a pro-rated basis for part time nurses).

1 The full expectations and rationale for all CMEs can be found in the document ‘International Core Model
Elements’
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e Observed home visits: every 4 months the supervisor makes an observation visit with each nurse
to at least one client and additional visits on an as needed basis at the nurse or supervisor’s
request. Joint reflection on the visit can support a deeper understanding of observed family
dynamics and relationships as well as enable exploration of the nurse’s clinical practice.

Where countries have approved associate roles within the NFP teams (such as Family Partnership
Workers or Mediators), it is expected that they are also provided with the same access to reflective
supervision and that observations of their work are made, mirroring those provided for NFP nurses. In
the hour-long weekly individual sessions, supervisors encourage nurses to discuss and examine their
interactions with clients and other aspects of their role, including an exploration of the feelings
engendered by the work. A reflective practice model (usually Gibbs? or Kolb?) is used to guide this
process so that the analysis of past actions and emotions can inform more effective action in the future.
It takes time to learn reflective practice and to build the network of supportive supervisory and peer
relationships.

Countries should note that the text supporting CME #12 also states:

“In addition to carrying out supervision, the supervisor will; manage the team, develop and sustain NFP
implementation and client recruitment, guide the nurses’ learning, lead quality improvement initiatives
and represent the program within the local community” and

“It is recommended that where possible, the supervisor carry a small caseload to assist them in
understanding the clinical aspects of the program, provide them with ongoing experience and enhance
their credibility and effectiveness as a clinical supervisor”

The positive benefits of both the holistic NFP supervisor role and the recommendation regarding
supervisors having a caseload were reinforced by the findings of the Reflective Supervision international
project.

Components and Expectations of NFP Reflective Supervision in NFP

Reflective supervision is a collaborative relationship between the NFP supervisor and nurse that will
constantly evolve and mature, as they embrace new knowledge and skills together. Effective reflective
supervision requires regular, protected time for facilitated, in-depth reflection on clinical practice and
other components of the NFP program. Reflective supervision is built upon a trusting relationship,
fostered in a safe and protected environment.

The success and effectiveness of the NFP reflective supervision relationship is contingent upon the NFP
nurse and supervisor mutually committing to an honest, collaborative, regular, safe, consistent,
respectful, confidential, and dependable relationship. Supervisors need to respectfully acknowledge
power, their accountabilities to organizational and professional protocols, as well as engage in a
mutually dynamic and positive interrelationship with the NFP nurse (Hair, 2014).3 Developing an
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environment of acceptance, trust and support requires time and a commitment to protect that time. A
commitment to be prepared and open for learning through reflection, is also essential and is a core
attribute to seek when recruiting NFP nurses and supervisors.

In NFP, it is recognized that reflective supervision is an essential component of the program model in
order to support nurses and supervisors to explore and professionally develop their practice. In order for
reflective supervision to work, NFP nurses must be able to trust that the information they share is
confidential (unless there are exceptional circumstances) and that the work they do in supervision is
part of a professional growth process. This is facilitated by setting aside time and private space for
supervision. In situations where nurses have previously experienced the supervisory approach to be less
relational and more administrative, it may take time to build the kind of trust necessary for effective
reflective supervision.

In order to benefit from the full potential of reflective supervision, the NFP supervisor, NFP nurse, and
site decision-makers need to understand its purpose and their role within the supervision process.
Specific content and skill building regarding reflective supervision must be built into the core education
curriculum and ongoing phase of NFP education to ensure NFP nurses and supervisors have the
knowledge, skills, and ability to commit to the reflective supervision model. Reflective supervision
provides an opportunity for the NFP nurse to experience the essence of the therapeutic relationship as it
is role-modelled by the supervisor, and she is then able to re-create this process with her clients through
the parallel process. The supervisor will assist the NFP nurse to discover solutions/concepts through
consciously using strategies that include good communication skills, such as active listening and
waiting.?

Often NFP nurses are promoted to supervisory roles because of their outstanding clinical skills and
knowledge, however NFP sites/organizations must ensure they are also provided with the necessary
knowledge, mentoring and support to becomes skilled in their new role, in particular their responsibility
for facilitating effective reflective supervision.

Purpose and Objectives of NFP Reflective Supervision

The purpose of NFP reflective supervision is to enable participants to learn and continually refine their
professional skills, fostering insightfulness, supported by a collaborative, respectful, trusting relationship
between nurse and supervisor. Using the parallel process, it focuses on the development of skills,
knowledge, attitudes; client engagement and safety; high quality service to the client/family,
containment of the nurse; and achieving the three NFP program goals.

NB: Although this document refers to NFP nurses, in countries where associate NFP practitioners (e.g.
family Partnership workers, mediators) are also team members the purpose, objectives and framework
for reflective supervision should also apply to them.

Objectives:

e To enable NFP nurses to reflect on their experiences and clinical practice so that they develop
deeper insight and a repertoire of potential responses to similar situations in the future.

© Copyright 2019. The Regents of the University of Colorado, a body corporate. All rights reserved. 3
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e To enhance and support best-practice clinical skills aimed at improved outcomes for
clients/families

e To facilitate the NFP nurse’s learning and development in the practice of new methods, skills
and approaches to working, so enhancing their understanding of their own practice and
maximising their potential

e To provide a space where participants feel safe to think, feel, reflect, analyse and explore issues
of culture and diversity

e To facilitate the NFP nurse’s learning and development in the practice of new methods, skills
and approaches to working, specific to NFP

e To acknowledge and contain the emotional impact of working with a cohort of parents and their
babies who live with high levels of need and in close proximity to vulnerability.

e To ensure that child protection and safeguarding of the baby and mother remain a focus of
practice

e To monitor progress through the review of individual nursing care plans and data reports

e To avoid program “drift” while supporting the NFP nurse to agenda match and ensure the
program is adapted to meet the unique needs of each client

e To acknowledge and contain the emotional impact of working with extremely disadvantaged
families and their children

e Toincrease the capacity of the NFP nurse to identify solutions to problems, increase
understanding of professional issues, and improve quality of service delivery to families

The framework for reflective supervision within NFP that countries should use to meet these objectives
is described below.

© Copyright 2019. The Regents of the University of Colorado, a body corporate. All rights reserved. 4
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Functions: *

Proctor (2010)

Kadushin (2014)

* Normative * Managerial
¢ Formative * Educational
* Restorative ¢ Supportive

Reflective Supervision Process ¢

NFP Nurse - NFP Supervisor
NFP SV — SV Reflective Supervision Provider

Written supervision agreement 2

Reflective practice models: 3
 Driscoll: Experiential Learning Cycle
* Gibbs: Reflective Cycle

¢ Kolb: Experiential Learning Theory

Content areas covered during reflective

supervision *

Safeguarding

3 Program Goals

STAR Framework

NFP Education and CPD

Reflective Capacity
Supervisory Relationship

Interpersonal/communication strategies
used to support reflective supervision >

The purpose of NFP reflective supervision is to enable participants to learn and continually refine their professional skills, fostering
insightfulness, supported by a collaborative, respectful, trusting relationship between nurse and supervisor. Using the parallel
process, it focuses on the development of skills, knowledge, attitudes; client engagement and safety; high quality service to the
client/family, containment of the nurse; and achieving the three NFP program goals.

© Copyright 2019. The Regents of the University of Colorado, a body corporate. All rights reserved.





Components of NFP Reflective Supervision Framework

Each component of this framework is described below:

1.

© Copyright 2019. The Regents of the University of Colorado, a body corporate. All rights reserved.

Functions:

The reflective supervision approach used should clearly reflect the three different functions of

supervision identified by Proctor® and Kadushin.®

Restorative/Supportive function: Gives attention to the emotional needs of the NFP nurse, how
they have been affected by the work, and how to deal with these feelings constructively.”
Formative/Educational function: Focuses on developing skills, understanding and ability, by
reflecting on and exploring the work of the person being supervised. This includes supporting
the integration of different elements of the program model.

Normative/Managerial function: A key element of ensuring that the professional standards and
professional/ organizational roles are met; a quality-control function (including preventing
program drift). This would include review of data reports to shape discussion in reflective
supervision.

Written supervision agreement:

A written reflective supervision agreement/contract should be drawn up jointly at the beginning
of every supervisory relationship, clarifying the NFP expectations for reflective supervision, its
purpose, and benefits.

There are eight key areas that should be included in the agreement: 1) clarifying the roles,
responsibilities and professional accountabilities of NFP Nurses and Supervisors as they
participate in Reflective Supervision; 2) agreeing on practicalities (scheduling, place, frequency,
documentation etc.); 3) establishing clear boundaries related to confidentiality; 4) sharing
mutual expectations that work towards establishing trust, respect, and an effective working
alliance; 5) clarifying any expectations the organization may have related to reflective
supervision; 6) clarifying the session format , including how the nurse and supervisor will
prepare for the session, agenda matching expectations, content expectations; how often cases
will be reviewed; how often fidelity/client outcome data reports will be reviewed; format for
presenting cases etc.; 7) how the reflective supervision session will be recorded; and 8) a section
regarding “What will we do if there are difficulties working together.” This should include
processes to resolve any issues that cannot be resolved by the nurse and supervisor alone.
These recommendations are adapted from Hawkins and Shohet, 2012.2

We recommend adapting the NFP facilitator “How is it Going Between Us” or developing a
similar document for the Nurse and Supervisor to use to assess how reflective supervision is
working between them periodically.

The supervision agreement is reviewed/updated at least annually and as needed.





3. Reflective practice models:

A reflective practice model will be used within reflective supervision to guide exploration,
reflection and analysis of the content brought to supervision (see item 4), with plans developed
and agreed as a result.

Each country will choose between the three reflective practice models in use in NFP (Kolb, Gibbs
and Driscoll) they feel best fits their unique context.

Use of the reflective practice model within reflective supervision should be covered in NFP nurse
and supervisor core education sessions and it is recommended that opportunities for further
exploration of this are provided through Continuous Professional Development (CPD) as nurses
and supervisors gain experience.

4. Content areas covered during reflective supervision:

The content of each RS session should be agreed through a process of agenda matching between the

NFP nurse and supervisor. Both NFP nurse and supervisor should prepare for the supervision session

beforehand with reference both to plans made in previous sessions and priority issues of the moment.

The nurses’ agenda should mostly be prioritised. However, it is expected that the content should include

all the elements listed below over timeZ:

Using the STAR framework (or equivalent) to review priority areas to focus on with the client
and assess any needed adaptations of the program. This would include:
o Exploring the client’s situation and safety, engagement in the program, and progress
towards achieving their personal and program goals
o Exploring the child’s experiences which are distinct from the client or other family
members. Some countries ask the question “if the child could speak, how would he/she
say life was like for her/him in this family?” This focusses attention on the child’s
wellbeing and experiences within the family and community, encouraging a concern for
child safety/protection issues to be considered.
Exploring the nurse’s experiences (including use of NFP model and materials) and the successes
and challenges the nurse is experiencing with both use of the program model and enabling
change and progress with clients.
Exploring the nurse’s relationships with client/family, her supervisor, NFP team, and wider
context
Exploring what was experienced and observed during joint home visits. This provides an
opportunity for joint reflection on the visit in a collaborative, strength-based and dynamic way.
This reflection supports a deeper understanding of observed family dynamics and relationships.
It also enables exploration/assessment of the nurse’s clinical practice.
Reviewing fidelity and/or client outcome data reports to reflect on trends and patterns, for
individual clients or across caseloads. This reflection on practice: identifies areas of strength and
requiring attention/improvement; prevents program “drift”; and strengthens clinical practice

2 These recommendations are adapted from Hawkins and Shohet, 2012.2
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e Reviewing recent educational experiences to ensure understanding and support the integration
and application of this new learning into everyday practice.
e Reviewing nurse performance and progress in the NFP role, including competency development.

5. Interpersonal/communication strategies used to support reflective supervision:

A range of communication strategies need to be employed by the supervisor to ensure a positive
reflective space for supervision. An important element of this is to model the program approaches
through a parallel process. This provides an opportunity for the NFP nurse to experience a
supportive, non-judgmental, trusting relationship as it is role-modelled by the supervisor. The nurse
is then able to re-create this process to develop a therapeutic relationship with her clients. The
parallel process “Describes the interlocking network of relationships between supervisor,
supervisees, families, and children” (Heffron & Murch, 2010, pg. 9).

Other strategies (drawn from the literature, in particular Ladany et al., 2013; °® and Wallbank &
Wonnacut, 2015.%°) include:

Strategy Approach by the supervisor:

Encourage autonomy Encourages the nurse’s self-directed decision making and performance as
well as self-reflection and independent thinking.

Strength based Provides affirmations, feedback, and reinforcement in order to increase the
nurse’s confidence and competence to deliver the NFP program skillfully.

Active listening Uses M skills (especially OARS) to support accurate recall of events and
nurse reflection

Promote formal Uses a reflective practice structure that supports formal reflection, analysis
reflection and the development of plans. The supervisor challenges assumptions and
biases driving practice.

Provide constructive Challenges the NFP nurse to go beyond her comfort zone. This may include

challenges use of elements of the program model that the nurse is less comfortable
with.

Create emotional Creates a positive, trusting relationship/alliance in which emotional safety

safety is created to facilitate the exploration of difficult feelings, progress towards

achieving goals. This process, sometimes referred to as “containment” or
“emotional regulation”, supports and fortifies the NFP nurse to continue
working with their complex families even when progress is slow or appears
stalled.

Foster resilience Supports the NFP nurse in exploring any feelings, distress, anger, role
conflict, or unhappiness in working with clients/NFP program using an

© Copyright 2019. The Regents of the University of Colorado, a body corporate. All rights reserved. 8





empathetic, non-judgmental approach. The aim is to enhance the capacity
of the nurse to remain resilient, feel restored, and to recognize personal
triggers, when working with clients/families who have many complex

issues.
Encourage use of Guides/encourages the NFP nurse to build positive relationship with her
support systems team members and engage with other service providers in order to avoid

feeling isolated in her NFP work. The supervisor assesses for any signs of
vicarious trauma and/or compassion fatigue and intervenes as appropriate.

Support development Provides specific guidance related to implementing the NFP model and

of clinical knowledge promotes increased confidence and competence of the nurse through

and skills development of her knowledge and skills.

Support analysis and Guides/encourages the NFP nurse to question her practice, critically

critical thinking analyze and evaluate her experiences, and debrief (formally and informally)

after challenging or stressful work-related encounters. The intent is to
support the nurse to a better understand the cognitive and emotional
elements of her NFP practice.

6. Reflective supervision process:

The regularity and process of reflective 1:1 supervision should be maintained in line with CME
#12 and this NFP Reflective Supervision framework.

It is essential that NFP supervisors also participate in reflective supervision with someone
knowledgeable about NFP and clinical issues that may arise. Each country will determine the
frequency of reflective supervision provided to supervisors, however the approach used should
be consistent to that for NFP nurses.

7. Six pillars to support reflective supervision:

Reflective Capacity: The NFP nurse must be aware of her own personal thoughts, feelings,

beliefs, and attitudes; understand how these practices affect her behaviours and responses

when interacting with others (client/family, team, and wider context). She must also be willing

and able to commit to exploration, reflection, and accept challenges.

Supervisory Relationship: The NFP nurse and supervisor must mutually commit to a

collaborative, regular, honest, safe, consistent, respectful, confidential, and dependable

relationship.!! Participants should feel safe to think, feel and reflect. Any challenges to the

relationship should be openly discussed and addressed by use of the contract and associated

materials. Effective supervisors:!?

o Display a positive attitude towards, and active involvement in, supervision

o Display positive personal characteristics that facilitate supervision, as well as professional
qualities that serve as a model or positive influence for the NFP nurse.

© Copyright 2019. The Regents of the University of Colorado, a body corporate. All rights reserved.





o Display support, encouragement, acceptance, respect, trust, empathy, open-mindedness,
and other behaviours that contribute to the development of a positive supervisory
relationship.

o Demonstrate clinical knowledge and skills related to NFP. Having current clinical experience
of program delivery enhances this aspect.

Safeguarding: Paying particular attention to the child’s experiences within the family as a

central component of reflective supervision enables the child’s needs and safety to be

specifically attended to, with the goal of preventing child maltreatment and intervening early
when there are safeguarding concerns. The essence of a good safeguarding supervision is
supporting the capacity of the practitioner to think, reflect and develop their own solutions
around what needs to happen next with families.'> NFP teams should have access to externally
run, structured and intensive debriefing sessions for staff following serious safeguarding and
other critical incidents.

Program goals: The NFP nurse and supervisor pay attention to the extent to which the NFP

nurses’ actions/use of the NFP program model are supporting the client’s progress in the

achievement of the three NFP program and any individual goals.

(Strength and Risks) STAR Framework: The findings from the client’s STAR (or its equivalent) is

used to explore and guide the NFP nurse’s understanding of the client/family strengths, risks,

and attributes and supports nurses to prioritise and individualise activities in relation to specific
client needs.

NFP Learning and Education: Specific content and skill building regarding reflective supervision

must be built into the core education curriculum and ongoing phase of NFP education to ensure

NFP nurses and supervisors have the knowledge, skills, and ability to commit to the reflective

supervision model and process.

8. Expected outcomes of reflective supervision

The expected outcomes of the RS framework are derived from the experiences of NFP clinical
leads, supervisor and nurses

The supervisor should keep the expected outcomes in mind as she undertakes RS and should
also reflect on her impact on the supervisory process as part of her ongoing reflective
supervision.

It is expected that countries will develop an evaluative process for monitoring both the process
and selected outcomes over time.

9. Expected outputs from reflective supervision

A number of products are expected to arise from each RS session. These should include:

Data monitoring for fidelity to CME #12. This will include at minimum a record of the regularity
and length of supervision undertaken. Countries may also wish to include a summary of topics
explored in RS as this will enable analysis of the extent to which SVs are exploring the range of
content areas included in this framework. A sample data form for this purpose is available on
the international website.

© Copyright 2019. The Regents of the University of Colorado, a body corporate. All rights reserved. 10





Records of analysis and plans for clients and families discussed in Reflective Supervision

When focused on clients and families, NFP nurses and supervisors should utilize the STAR
framework (or equivalent) as the starting point for reflection and analysis. It is expected that
through reflective supervision plans and priorities for the nurses work with families are agreed.
These should be recorded in line with the country’s usual NFP clinical record keeping processes.
Records of the RS process, outcomes and plans for NFP supervisor and nurse.

There should be a record of the non-client focused elements of the RS process, with any
decisions, plans and expected actions recorded.

Countries may should also consider whether they develop a record of the content of supervision. This

would include all non-client issues, such as nurse progress and challenges in delivery of the program.

Agreement should be reached regarding the boundaries of RS documentation so that nurses feel safe to

share their feelings and responses to their work, without feeling that these will be inappropriately

documented. Consideration should be given to storage of these records in line with local information

governance processes.

10. Organizational and National Unit (NU)/ National Implementation Team (NIT) Support for Reflective

Supervision

NFP supervisors should be carefully selected through a robust recruitment process. Many
countries have found that client involvement in this recruitment adds an important dimension in
ensuring the right appointments are made.

The education process should ensure that that Supervisors are able to develop the capability
required for this complex role. Including RS in any Continuous Professional Development model
will also ensure that learning is continuous and that the process remains dynamic.

NFP supervisors must have the support of their organization’s decision-makers so that policies
and procedures are put in place to ensure that high quality reflective supervision occurs that
meets the fidelity requirements laid out in Core Model Element #12.

Countries should implement quality monitoring processes to evaluate the quality and
effectiveness of reflective supervision and develop improvement measures to address any
challenges.

National leaders of each country should ensure that local implementing organizations/sites
understand the importance and benefits/outcomes of this NFP Core Model Element. The license
holder is accountable for ensuring processes are in place to monitor and report on fidelity to this
CME.

The country’s NU/NIT and the relevant decision-maker(s) from the NFP sites should agree on
who will deliver NFP-focused reflective supervision to the supervisors and the expected
regularity of this.

The country’s NU/NIT should provide comprehensive core and ongoing education focused on
achieving the delivery of high-quality reflective supervision to both NFP nurses and supervisors.
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Supervision Agreement


Between: XXXXXX (Supervisor) and ……………………..(Family Nurse)


Completed and agreed on………………………………………………….


Signature……………………………………………………………(Supervisor)


Signature……………………………………………………………(Family Nurse)


Date:






Review date:


NHS XXXX FNP expectations:


NHS XXXX FNP expects family nurses to be supervised once a week (allowing for Supervisor and Family Nurse leave requirements and on a pro-rata basis for part time staff). They key areas to be addressed in this supervision are as outlined in the FNP Management Manual. 


A summary of these are noted below:


· Educative(formative): to develop the skills, understanding, learning and competences of family nurses                                                            


· Supportive (restorative): to attend to the emotional impact the work has on family nurses                                                                  


· Managerial (normative): agree decisions regarding planned work with families including actions to protect children where necessary


Take responsibility for maintaining programme fidelity and quality of service                                                           


Arrangements agreed for supervision

Frequency: once a week face to face allowing for telephone supervision if required


Model: The Seven Eyed model of Supervision will be used. Additional tools such as the 7 P’s, Kolb cycle of reflection will also be used as appropriate to aid reflective discussion


Length: the session will last no longer than 60 minutes


Location: supervision will take place within XXXXXXX

Interruptions: will only be permitted in exceptional circumstances

Record keeping:  records will be maintained as outlined in “Guidance for Supervision Record Keeping” (Clinical Guidance on Turas). The majority of supervision records will be electronic.  Any paper records will be stored in a locked filing cabinet in a locked office. Family nurses will document in client’s clinical record when a client is discussed at supervision. Electronic records are held XXXXX. Family Nurses also hold their own copy for their records.

Confidentiality:  the content of supervision is between supervisor and family nurse with the exception of breaches to safe, legal and ethical practice, in the interest of a child or adult requiring protection or professional conduct issues in relation to the practice of the family nurse.

Agenda for supervision sessions: this will include matters the family nurse and supervisor wish to include and may include matters arising from previous supervisory sessions


Review of work through discussions, observations, reflection, analysis and planning including child protection issues and vulnerable families


Discussion of the development of skills, knowledge base and value base


Identification of developmental needs and setting professional goals


Time for family nurse to reflect on your experiences and feelings about your work


Opportunity for family nurse to give feedback on your experience of and expectation of supervision.

Preparation for supervision: the family nurse agrees to be prepared for supervision, completing “Preparation for Supervision” paperwork prior to the session. This can be completed at the beginning of the session on occasion with agreement from the supervisor. It is expected that the family nurse will take responsibility for making effective use of supervision and be willing to learn and develop and understand that he/she is accountable for own clinical practice.  

The Supervisor will prepare for sessions, record as required and store records securely. The Supervisor will protect confidentiality with the exceptions as noted previously and provide supportive challenge within the supervision session to support professional growth.

Tri-partite Supervision


It is important that all parties involved with these tripartite safeguarding arrangements are clear about their various responsibilities and accountabilities within this supervision. Each person retains their professional accountability within the context of this meeting and is responsible for their contribution to the decision making taking place and implementation of the actions agreed. The FNP supervisor retains their supervisory responsibility within the context of this meeting. 

Family Nurses will bring one or maximum two clients to tri-partite supervision. A current or updated initial key issues summary should be brought to aid discussion along with a risk and resilience matrix. A genogram should also be included where possible though it is acknowledged that this could be drawn during the supervision session. Once supervision is completed the Family Nurse will record the discussion, decisions made and the contingency plan on the XXXXXXXXXXX. This should be filed in XXXXXXXXXXXX and cross referenced on the chronology.


This will be reviewed by the Child Protection Nurse Advisor and signed if there are no changes required. This will then be signed by both Supervisor and Family Nurse. 

Input into Supervision


What I want from my Supervisor

What I will contribute as a Family Nurse


What will we do if there are difficulties working together?


· Work out the reasons by talking


· Allow for differences in opinions


· Remain respectful


· Invite psychologist perspective


Any other additional information?
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Guidance for a virtual Accompanied Home Visit

Reflecting on the recent achievements across the whole of our health and social care system the significant shift to virtual communication and consultation with our population is incredible. The speed with which this innovation has been implemented is unheard of with organisations overcoming a range of practical and technical challenges. It is recognised that it is a licensing requirement for implementation of the Family Nurse Partnership (FNP) programme that every FNP supervisor should “make a minimum of one home visit every four months with each nurse for field supervision purposes and ongoing quality assurance of programme delivery.

During the recent Covid -19 pandemic many visits were undertaken using telehealth and as we move through the recovery and mobilisation process many Supervisors have recognised that it may be helpful to consider how we undertake an accompanied home visit in a virtual environment as it is likely that some degree of telehealth/virtual visits will remain. Putting virtual visits in place is not the same as replicating the outcomes for the clients and the quality of the virtual visit is pivotal.

The following offers some guidance about what to consider when observing a virtual accompanied home visit. It would be helpful to read this guidance alongside the existing guidance documents for Accompanied Home visits and using Telehealth in NFP/FNP available on TURAS to ensure the client and nurse are fully prepared for the visit.

The purpose of the accompanied home visit remains the same in the virtual environment namely:

Accompanied home visits are designed to enable the supervisor to: 

· observe nurses’ strengths and areas that need development during interactions with clients 

· observe for integration of the nurse’s learning 

· provide feedback and explore observations of the visit and agree any actions arising 

· provide consultation regarding client/family issues and challenges 

· provide an opportunity to obtain feedback from clients on their experiences of the programme

Preparing for the virtual accompanied home visit

There are three key aspects of care that contribute to the quality of a virtual consultation; privacy and confidentiality, continuity of care and empathy and person centred care. The existing NFP/FNP guidance for using telehealth and the additional resources developed in response to the Covid pandemic offer helpful guidance in relation to these and other aspects of telehealth. However, a key consideration for FNP practice is that the person behind the technology is key. Establishing and maintaining a therapeutic relationship is pivotal to delivering the programme and achieving the long term outcomes. Preparation for the virtual Accompanied Home Visit is equally important as preparation for a face to face visit.

· Using the Accompanied Home Visit guidance the Family Nurse and Supervisor will consider which thematic area will be reviewed during the virtual visit. It is recommended that only one thematic area is reviewed during a virtual accompanied visit. 

· The Accompanied Home Visit preparation and summary sheet will be completed as usual and should include the preparation for the virtual aspect of the visit



Observing the virtual Accompanied Home Visit

The Family Nurses will seek consent from the client.  If the visit is not to take place using Near Me then the platform will be agreed and will be in line with local Board policy for information governance. At the start of the call the Family Nurse will confirm client still consents to Supervisor being present on the call, if this is the case, the Supervisor is then invited to introduce themselves to the client and outline the purpose of the call. The Supervisor can offer to close the video camera and mute the microphone if the client feels this would be less distracting. 

We understand the importance of patterns and routines and this remains key for our clients regardless of the medium used to conduct the visit and will contribute to a sense of containment for the client. 

The Home Visit outline should still form the structure of the visit regardless of the platform used, namely the following should be evident throughout the virtual visit;

· Greeting and hello and confirm who is also present on the video call

· Issues, concerns and agendas for client and nurse 

· Review and report: How did the plans we made work out?

· How have things been going? 

· How are you and your baby doing? This includes health, relationships, home, work, school.

· Planned guidance: What do you want to learn about with me?

· Summary: Look what we’ve done during the visit!

· Goal setting and negotiation for the next visit: Agree on what we will both do between visits.  Agree on what we will do during the next visit. Agree on a day and time for the next visit.

As the visit concludes the Supervisor will open the video camera and microphone to ensure the client is offered thanks for enabling the observation of practice.

The Supervisor and Family Nurse will document and discuss the visit in line with the accompanied home visit guidance.
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Guidance for a virtual Reflective Supervision

Reflecting on the recent achievements across the whole of our health and social care system the significant shift to virtual communication and consultation with our population is incredible. The speed with which this innovation has been implemented is unheard of with organisations overcoming a range of practical and technical challenges. It is recognised that it is a licensing requirement for implementation of the Family Nurse Partnership (FNP) programme that every FNP supervisor should, in line with Core Model Element 12, provide “Individual reflective supervision should be provided weekly for a full-time FNP nurse (approximately one hour in length) (and on a pro-rated basis for part time nurses).”

During the recent Covid -19 pandemic many reflective supervision sessions were undertaken using telehealth and as we move through the recovery and mobilisation process it is recognised that the use of digital technology will remain as a tool to enable continued support via supervision under exceptional circumstances. Please refer to Core Model Element 12 for accepted circumstances.

The following offers some guidance about what to consider when facilitating a Reflective Supervision session via digital technology. It would be helpful to read this alongside the guidance document for Reflective Supervision available on TURAS to ensure the Supervisor and Family Nurse are fully prepared for the session.

The objectives of the Reflective Supervision remains the same in the virtual environment namely

· To enable FNP nurses to reflect on their experiences and clinical practice so that they develop deeper insight and a repertoire of potential responses to similar situations in the future. 

· To enhance and support best-practice clinical skills aimed at improved outcomes for clients/families. 

· To facilitate the FNP nurse’s learning and development in the practice of new methods, skills and approaches to working, so enhancing their understanding of their own practice and maximising their potential. 

· To provide a space where participants feel safe to think, feel, reflect, analyse and explore issues of culture and diversity. 

· To facilitate the FNP nurse’s learning and development in the practice of new methods, skills and approaches to working, specific to FNP. 

· To acknowledge and contain the emotional impact of working with a cohort of parents and their babies who live with high levels of need and in close proximity to vulnerability. 

· To ensure that child protection and safeguarding of the baby and mother remain a focus of practice.

· To monitor progress through the review of individual nursing care plans and data reports. 

· To avoid program “drift” while supporting the FNP nurse to agenda match and ensure the program is adapted to meet the unique needs of each client.

· To acknowledge and contain the emotional impact of working with extremely disadvantaged families and their children. 

· To increase the capacity of the FNP nurse to identify solutions to problems, increase understanding of professional issues, and improve quality of service delivery to families. 



Governance

There is a distributed model of leadership in Scotland. Clinical governance sits with sites via the supervisors, FNP Lead and the FNP sponsor. Lines of accountability and governance in relation to SV in sites must be agreed via the FNP Advisory Board. 

Sites are supported by the FNP Leadership team in Scottish Government and the FNP Education team in NHS Education for Scotland. 

Preparing for the virtual Reflective Supervision session

· Confirm access to the appropriate IT and digital platform (e.g. MS Teams) to enable the supervision to take place. This should be a digital platform that enables video calling and ideally screen sharing to enable the supervisor and family nurse to share paperwork and assessment tools

· The use of a headset is recommended as this can be easier to hear the discussion

· If there is awareness of any connectivity issues for any participant, it would be appropriate to explore potential solutions. This may include using phone conferencing or using the video/visual aspect of one platform enhanced through phone conferencing. There is likely to be a known work around for connectivity issues so exploring this prior to the session would be helpful

· A date and time should be agreed prior to the session; the supervisor should send a dairy request with a link to join the session



The day of the Supervision

· Minimise distractions at both ends — ensure as much as possible that both the FN and SV are in a quiet, comfortable, and private spot. Be conscious of the ability for others to overhear conversations

· Discuss ground rules such as the importance of not taking phone calls or reading emails during the session

· Discuss with the FN the challenges due difficulties of reading body language and agree that both will ask if there are concerns

· Explore expectations, the format should as much as possible follow that when completing in person supervision 

· Discuss what is hoped to be achieved 

· Agreement should be reached regarding the completion of recording the session. If the FN or SV is to type this up during the session it may help to share the document on screen as it is being completed.

· Summarise at the end of the call what you believe you’ve both agreed as the plan following the session

· Documentation should be the same as any session complete in person
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[bookmark: _Toc427844653][bookmark: _Toc427844650][bookmark: _Toc427844649]Document to support reflective supervision of client and child progress 



		Purpose:

		This document supports deep reflection on client and child progress and the FNP nurse’s case management within Reflective Supervision and provides a record of decisions and plans agreed.

Separate documents should be used for the client and the child



		When to complete and where to file:





		Items 1 to 3 of this document should be completed by the nurse in advance and brought to the supervision session along with a completed assessment for the client (National Practice Model, National Risk Framework or local equivalent).  You may also find it helpful to complete or update the client’s genogram as part of this assessment process. 



The rest of this document should be completed as part of, or following, reflective supervision to note; 

· the outcomes of the process, 

· decisions taken, and plans agreed



It can be completed by either the nurse or supervisor and should be signed by both.  In line with local organizational policies for the safe storage of client records, this form is recommended to be kept with the client or child’s record of care alongside the completed assessment. 









		1. Client/Child ID



2. Program phase:

		



· Pregnancy

		          Date:



· Infancy

		



· Toddler









3. Priority areas arising from nurse assessment of the client/family (recorded using National Practice Model, National Risk Framework tools or local equivalent) 





		

		Priority areas

		Concern/ Rationale for identification of this priority 



		1. 

		

		









		2. 

		







		









		3. 

		







		









		4. 

		







		



		5. 

		







		









6. For each priority area, use a reflective cycle (Kolb, Gibbs) to reflect on the nurse assessment of the client and child’s situation, analyze explanations and potential plans for action



Kolb cycle of reflection (Kolb DA 1984)				Gibbs Reflective Cycle (Gibbs G 1988)

			[image: ]




· Key issues identified as a result of use of the reflective cycle:





















7. Agreed actions (including review date) to be taken forward:

		Actions agreed for Family Nurse (client action plan)



		Review Date

		Actions agreed for Supervisor

		Review Date



		











		

		

		

















8. Expectations regarding future client visit pattern (including any alteration to the visit schedule and associated rationale)















Signature Family Nurse:					







Signature Family Nurse Supervisor:







Experience





Reflection





Analysis





Action planning
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		Purpose:

		This document records the outcomes of the nurse-related elements of a reflective supervision session. This will include topics such as accomplishments for the nurse professional development, team dynamics, interagency and/or organizational challenges, nurse’s emotional wellbeing, etc. 



Any discussion of client progress should be recorded using the ‘document to support reflective supervision of client and child progress’





		When to complete:

		The Supervisor and Family Nurse should complete this document as preparation for and during supervision and it should be signed by both participants at the end of supervision.  This document should be filed in line with local governance policies and expectations 









		Name of Nurse:

		`

		

		Date:

		



		

Name of Supervisor:

		

		

		

		







1. Review; Summary of review of progress (including accomplishments) with agreed actions agreed at previous supervision

		

























2. Agreed agenda items for supervision:

		

































Kolb (1984)							Gibbs (1988)



			 [image: ]                            









3. Key issues identified as a result of using the reflective cycle:
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4. Agreed actions for Family Nurse:

		

.

















5. Agreed actions for Supervisor:

		





















6. Plans for next meeting;

Date:			Time: 				



Agenda items:







Signature Family Nurse:					Signature Family Nurse Supervisor:





Experience





Reflection





Analysis





Action planning
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FNP Guidance

Accompanied Home Visits

Introduction

It is a licensing requirement for implementation of the Family Nurse Partnership (FNP)
programme that every FNP supervisor should "make a minimum of one home visit every
four months with each nurse for field supervision purposes.”

This guidance brings together the experience of supervisors, nurses and clients across the
UK. It is intended to share and enhance best practice in this area, and reinforce and build
upon information provided as part of the FNP learning programme.

The purpose of accompanied home visits

Accompanied home visits are designed to enable the supervisor to:

= observe nurses’ strengths and areas that need development during interactions with clients
= observe for integration of the nurse’s learning

= provide feedback and explore observations of the visit and agree any actions arising

= provide consultation regarding client/family issues and challenges

= provide an opportunity to obtain feedback from clients on their experiences of the
programme.

Most supervisors undertake more than one visit with each family nurse every four months.
They will often spend half a day with a nurse to observe two or more visits as this is a
good opportunity for the nurse and supervisor to learn and reflect together on the nurse’s
progress, the programme methods and the progress of clients and Children.

Commencing accompanied home visits

It is recommended that accompanied home visits begin four months after a family nurse

commences the role. This gives the supervisor an opportunity to assess the extent of the
nurse’s integration of FNP clinical methods into home visits and enables her or him to use
this assessment to inform the local learning plan for the nurse.

If you require further clarification or guidance please seek support from your local FNP Lead/Service Manager/Senior Nurse in
the first instance as outlined in your Board’s Service Level Agreement (SLA).
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FNP Guidance

Accompanied Home Visits

Choosing families

It is expected that clients and families will be chosen for accompanied home visits for a
variety of reasons. These include:

= clients the family nurse feels are progressing well and making good use of the
programme

= clients with whom the nurse is struggling to develop a relationship or is “stuck” in other
ways

= clients who have complex issues on which another professional opinion would be helpful

= families where the dynamics are challenging or there are specific difficult issues to
address

= the need for an opportunity to observe interactions between caregiver and infant/toddler
dyads.

Where the causes for an accompanied visit are the following, the visit should be undertaken
with the minimum of delay:

= families about whom the family nurse is uneasy but is unable to identify specific issues
of concern and would find a second view helpful for a full assessment

= where there is any discrepancy between the assessment of the family nurse regarding a
client/family and that of other professionals/agencies

= the need for another perspective regarding a child’s growth and development.

It is expected that both family nurse and supervisor will choose clients to whom visits
should take place.

Before an accompanied home visit

The family nurse will ask the client for permission for the supervisor to accompany the
nurse on a home visit. Many clients welcome the opportunity to meet the supervisor. The
nurse and supervisor will consult the guide Accompanied home visit: reflection and review
to consider which themes the nurse would like to focus on in the home visit and ensure
that all documentation to help reflect on these points is available. If a DANCE observation is
to be undertaken, both may want to “glance at the DANCE” to ensure they are aware of the
definitions of all the DANCE behaviours.
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FNP Guidance

Accompanied Home Visits

Roles within the visit

The family nurse should undertake the visit as normally as possible. The supervisor, while
being friendly, should aim not to take part because her or his primary purpose is to observe.

After an accompanied home visit

On completion of accompanied home visits, nurse and supervisor should make space to
reflect together. The reflections should follow the approach of the programme and be
strength-based and affirming as well as providing opportunities for challenge and learning.
The reflection should pay particular attention to:

= the clinical practice exhibited by the family nurse

the opportunities and challenges presented within the visit and the nurse’s responses to these

the programme materials and methods used within the visit

the progress of the client and child, both for the client’s own goals and desires, and
towards programme goals

observations regarding the relationship between the client and the child and between
any other family members present.
In addition:

= the reflective conversation may result in additional analysis and actions for the family
nurse and/or supervisor, in which case these should be recorded using the “initial” or
“ongoing key issues summary” supervision record

= the supervisor and the family nurse will review and complete the specific documentation
from the review guide

= the supervisor should send a small thank-you card to the client who has welcomed her or
him into her home.
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FNP Guidance

Accompanied Home Visits

Peer-accompanied home visits

There is an expectation that all supervisors will undertake an accompanied home visit with
their partner supervisor twice a year. Please refer to additional guidance provided. The
process outlined above should be followed. In addition, many teams have found it helpful
to undertake more peer-accompanied home visits than those expected to be undertaken by
the supervisor. Indeed, this is an expected part of the DANCE learning programme and can
be a useful adjunct to DANCE integration in particular.

It may also be helpful to undertake peer-accompanied visits to help embed communication
skills and offer appreciative feedback regarding key core skills and spirit. As with all FNP
guidance, it is expected that this guidance will be reviewed locally and assessed by the FNP
advisory board as a facet of clinical governance responsibility.
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Accompanied Home Visit: Preparation and Summary Sheet

Section 1

Date of joint home visit:

Agreed areas of focus:

Section 2 - Summary notes (to be completed following the home visit)

Areas of strength:
Areas of development:

Key actions:

Signed by Family Nurse:
Signed by Supervisor:

Date of completion:





		Text Field 2: 
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		Text Field 4: 

		Text Field 5: 

		Text Field 6: 

		Text Field 7: 
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FNP Guidance FN )| Family Nurse version
Accompanied Home Visit Reflection and Review guide

Introduction

Accompanied home visits present a golden opportunity for a nurse and supervisor to
actively reflect on their experiences and observations and share these with each other in a
collaborative, strength based and dynamic way. This document is designhed to support this
process and as such provides opportunities for learning, as well as being one facet of the
FNP clinical quality improvement measures.

The document is divided into a number of thematic areas, with reflection prompts and
guestions for you to complete. Your supervisor also has a set of reflection prompts that
they will complete to allow for full discussion and reflection together. These assume that
improvement is always possible and encourage both to engage in continual extension of
both understanding and practice. It is NOT intended that every area of the document is
completed at every accompanied home visit. However it is expected that during that during
the course of 12 months every area will be reviewed.

Guidance for use of the document

The process for use of the document should follow the steps outlined below:

1. The Family Nurse and Supervisor should choose 2/3 thematic areas to focus on before
the visit and complete section 1 of the preparation and summary sheet

2. The Supervisor observes carefully for these areas during the visit

3. Immediately following the visit, time should be planned for the supervisor and family
nurse to reflect individually and complete the documentation for those areas

4. Both should complete reflection documentation on additional areas to those initially
chosen, if significant learning opportunities arose during the visit

5. The supervisor should be as objective as possible and record any observations clearly
and with sufficient detail to help the nurse with specific feedback

6. The Family Nurse should also aim to accurately recall the visit and include any incidents
that she particularly noticed

7. The Family Nurse and Supervisor should then come together to share and reflect on the
meaning of their observations

If you require further clarification or guidance please seek support from your local FNP Lead/Service Manager/Senior Nurse in
the first instance as outlined in your Board’s Service Level Agreement (SLA).
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Accompanied Home Visit Reflection and Review guide

8. At this point, areas of strength and areas for development and any key actions are
discussed and noted in section 2 of the preparation and summary sheet

9. In addition, any areas which might be useful for team reflection /skills practice are
noted and plans for use of these agreed

Contents

Preparation and Summary Sheel ... e 3
Area 1: Visit Preparation. . .cccii i s st r s e 4
Area 2: Review of Progress With CHents .......cviiiiiiiiii e 5
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Area 9: FNP Tools and Materials. ..o e e e 12
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Area 13: Inclusion of father and other family members in the visit...............coenit, 16
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Accompanied Home Visit: Preparation and Summary Sheet

Section 1

Date of joint home visit:

Agreed areas of focus:

Section 2 - Summary notes (to be completed following the home visit)

Areas of strength:
Areas of development:

Key actions:

Signed by Family Nurse:
Signed by Supervisor:

Date of completion:





FNP Guidance

Area 1: Visit Preparation

How well prepared did you feel for this home visit? (1 being very under prepared to 10 being
as prepared as I possibly can be)

1] 2] 3[] 4[] s[] e[] 7[] 8[] o[] wo[]

What made you place yourself at this level?

What did you do to prepare yourself and the client for this visit?

What, if anything, could you do to be more prepared for visits in future?

This form should be stored by the supervisor and a copy shared with the family nurse
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FNP Guidance

Area 2: Review of Progress with Client

How well do you feel that you reviewed progress with plans and learning from previous
visits with your client at today’s visit? (With 1 being no review or 10 being a thorough review)

1] 2] 3[] 4[] s[] e[] 7[] 8[] o[] wo[]

How did you make use of the home visit form to aid your review?

What did you affirm of your client’s efforts with implementing her plans, change and learning?

How did you re-engage the client with change in areas she was struggling with or had
not achieved?

What could you have done differently to improve the process of progress review?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 3: FNP Spirit and Ethos

To what extent do you feel you conveyed a spirit of respectfulness and collaboration with
your client at today’s visit?

1] 2] 3[] 4[] s[] e[] 7[] 8[] o[] wo[]

What did you notice that made you put yourself at this level?

What could you do more of or less of in future to improve still further in this area?

What did you do in this visit to build on a trusting relationship to support change?

What did you do to maintain appropriate boundaries in this visit?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 4: Engagement

To what degree were you able to engage your client in working with you at today’s visit?
(With 1 being the client was not engaged and 10 being the client was fully engaged at today’s visit)

1] 2] 3[] 4[] s[] e[] 7[] 8[] o[] wo[]

What did you notice that made you put yourself at this level?

What evidence do you have from the client that supports this?

What could you do in the future to enable the client to be/remain fully engaged in visits
and engage with positive change towards the programme goals?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 5: Agenda Matching

How successfully did you match your client’s agenda with the planned agenda of today’s
visit and the programme goals? (With 1 being no agenda matching i.e. it was all the client’s
agenda/ all of FNP scheduled content and 10 being a helpful blend and crafting of the client’s agenda
with your assessment of her needs in meeting the programme goals)

1] 2] 3[] 4[] s[] e[] 7[] 8[] o[] wo[]

What did you notice that made you place yourself at this level?

Which programme goals were you working towards in this visit?

Which specific behaviours were you aiming to focus on, in order to make progress towards these?

What else could you have done to balance the multiple needs and agendas of the client,
her baby, and other family members with the need to continue working towards the
programme goals?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 6: Keeping the Focus of the Visit on the Baby

To what extent do you feel that you supported your client to focus on her unborn baby or
child’s needs during today’s visit? (With 1 being not at all to 10 being all the time)

1] 2] 3[] 4[] s[] e[] 7[] 8[] o[] wo[]

What did you notice that made you place yourself at this level?

What did you do to support your client to focus on her unborn baby or child’s needs?

What else could you have done to use the client’s maternal instincts as a motivating force
for change?

What else could you have done to support the client to understand and focus on her
unborn baby or child’s needs in this visit?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 7: Communication Style

Were the different communication styles (following, guiding, and directing) used
appropriately with the client during this visit? (With 1 being rarely and 10 being mostly)

1] 2] 3[] 4[] s[] e[] 7[] 8[] o[] wo[]

What did you notice that made you put yourself at this level?

What proportion of the visit do you think you spent in each communication style?

What did you notice about your use of OARS during the visit?

What else could you do to enhance the appropriate use of each style?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 8: Change Talk and Planning for Change

What change talk can you recall hearing in this visit?

How did you respond?

Were change plans agreed, and a review included for next visit? Yes I:I No |:|

If No; what else could you have done to facilitate the making of positive change plans in partnership
with your client at today’s visit?

If yes: What could you have done to improve how you supported the development of change plans
with your client?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 9: Use of Materials

Did you use the FNP programme resources (including PIPE and smart choices) that were
intended for this visit? (1 being none were used and 10 all planned materials were used)

1] 2] 3[] 4[] s[] e[] 7[] 8[] o[] wo[]

What decisions did you take before or during the visit regarding use of materials?

How did you use the materials in the visit and how did the client respond?

How did your use of the elicit — provide - elicit framework impact on the sharing of
information with the client?

What could you have done differently in relation to both choice of, and use of materials?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 10: PIPE

If you used a PIPE lesson plan in this visit did you follow each of the 4 steps?

Yes I:I No I:I

If no, which steps were missed and why was this ?

Presentation of concept

Demonstration

Supervised parent- child interaction

Evaluation

To what extent did the PIPE activity appear to support the client’s learning about the
particular parenting activity and their caregiving skills? (1 being the PIPE activity did not
support the clients learning and 10 being the PIPE met the client’s needs for learning on this
parenting subject)

1 [ ] 2] 3[] 4[] s[] e[] 7[] 8[] 9o[] wo[]

What did you notice that made you rate the support for the client’s learning in this way?

How could you have enhanced the client’s learning from PIPE?

What more could you do to enhance your PIPE practice?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 11: DANCE

Did you undertake a DANCE observation as part of your visit today? Yes I:I No I:I

If yes, did you and your Supervisor’s coding sheets show similar results? (With 1 there were
many areas of discrepancy and 10 being the results were identical)

1 [ ] 2[] 3[] 4[] s[] e[] 7[] 8[] 9[] wo[]

What meaning do you give to any discrepancy in observations and what does this mean
for future learning?

Did today’s visit include feedback to your client on a DANCE observation undertaken at a
previous visit? Yes I:I No I:I

If yes, to what extent was the feedback accepted and understood? (With 1 being no the
client did not appear to accept the feedback and 10 being the client fully accepted the feedback.)

] 20 s «00 s e 700 s[0 o[ o]
What did you notice that made you place yourself at this level?
If no, what plans do you have for sharing your feedback?

Which DANCE STEP do you plan to focus on following this assessment?

What more could you do to enhance your DANCE practice?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 12: Client Progress with Reaching Programme Outcomes

To what extent do you feel that you have an accurate analysis of the client’s strengths
and challenges across the 6 FNP domains? (With 1 being that there is no analysis of the client’s
position across the domains to 10 being that you have an accurate analysis)

1] 2] 3[] 4[] s[] e[] 7[] 8[] o[] wo[]

What makes you place yourself at this level?

What could you do to enhance your critical analysis of your client’s strengths and
challenges across the 6 FNP domains?

As a FN, to what extent do you feel you can accurately assess your client’s readiness to
change in relation to the domains of the programme?

1 [ ] 2[] 3[] 4[] s[] e[] 7[] 8[] 9o[] wo[]

What makes you place yourself at this level?

How did you use this assessment to progress towards the behaviour change and
achievement of the programme outcomes in this visit?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 13: Inclusion of father and other family members in the visit

To what extent as a FN do you feel that you supported the father/partner and other family
members to be appropriately involved in today’s visit?

1] 2] 3[] 4[] s[] e[] 7[] 8[] o[] wo[]

What did you notice that made you award yourself this score?

What could you have done differently to improve the appropriate engagement of the dad
and/or other family members in this visit?

This form should be stored by the supervisor and a copy shared with the family nurse
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Accompained home visits - Supervisor.PDF
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FNP Guidance SV ) Supervisor version
Accompanied Home Visit Reflection and Review guide

Introduction

Accompanied home visits present a golden opportunity for a nurse and supervisor to
actively reflect on their experiences and observations and share these with each other in a
collaborative, strength based and dynamic way. This document is designhed to support this
process and as such provides opportunities for learning, as well as being one facet of the
FNP clinical quality improvement measures.

The document is divided into a number of thematic areas, with reflection prompts and
guestions for you to complete. Your supervisor also has a set of reflection prompts that
they will complete to allow for full discussion and reflection together. These assume that
improvement is always possible and encourage both to engage in continual extension of
both understanding and practice. It is NOT intended that every area of the document is
completed at every accompanied home visit. However it is expected that during that during
the course of 12 months every area will be reviewed.

Guidance for use of the document

The process for use of the document should follow the steps outlined below:

1. The Family Nurse and Supervisor should choose 2/3 thematic areas to focus on before
the visit and complete section 1 of the preparation and summary sheet

2. The Supervisor observes carefully for these areas during the visit

3. Immediately following the visit, time should be planned for the supervisor and family
nurse to reflect individually and complete the documentation for those areas

4. Both should complete reflection documentation on additional areas to those initially
chosen, if significant learning opportunities arose during the visit

5. The supervisor should be as objective as possible and record any observations clearly
and with sufficient detail to help the nurse with specific feedback

6. The Family Nurse should also aim to accurately recall the visit and include any incidents
that she particularly noticed

7. The Family Nurse and Supervisor should then come together to share and reflect on the
meaning of their observations

If you require further clarification or guidance please seek support from your local FNP Lead/Service Manager/Senior Nurse in
the first instance as outlined in your Board’s Service Level Agreement (SLA).
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Accompanied Home Visit Reflection and Review guide

8. At this point, areas of strength and areas for development and any key actions are
discussed and noted in section 2 of the preparation and summary sheet

9. In addition, any areas which might be useful for team reflection /skills practice are
noted and plans for use of these agreed

Please note; the supervisor is expected to undertake accompanied home visits and review
their content, also using this documentation, with her/his partner supervisor.

Contents

Preparation and SUMMary Sheet ..o e 3
Area 1: Visit Preparation. . .ocuei oo s st s e s a e s s 4
Area 2: Review of Progress with Clients ......ccoiiiiiiiiii i i e 5
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Area 8: Change Talk and Planning for Change........ccviiiiiiiii e e e 11
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Accompanied Home Visit: Preparation and Summary Sheet

Section 1

Date of joint home visit:

Agreed areas of focus:

Section 2 - Summary notes (to be completed following the home visit)

Areas of strength:
Areas of development:

Key actions:

Signed by Family Nurse:
Signed by Supervisor:

Date of completion:





FNP Guidance

Area 1: Visit Preparation

How well prepared did the FN appear to be for this visit? (With 1 being very unprepared and
10 very prepared)

1 [ ] 2[] 3[] 4[] s[] e[] 7[] 8[] 9[] wo[]

What made you place the FN at this level?

What could the FN do differently to be better prepared? If so, what?

What feedback/ learning may be useful for visit preparation in future?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 2: Review of Progress with Client

To what extent did the FN review progress from previous visit(s) with the client? (With 1 being
no review with the client on progress from previous visit(s) and 10 being progress was fully reviewed)

1 [ ] 2] 3[] 4[] s[] e[] 7[] 8[] 9o[] w0[]

Why did you notice in the visit that made you place the FN at this level?

What could the FN have done differently to improve the way progress was reviewed and
maintain a focus on change?

How did the FN use the home visit planning form to aid her/his review?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 3: FNP Spirit and Ethos

To what extent did the FN appear to convey a spirit of respectfulness and collaboration with
her client during this visit? (With 1 being a little to 10 being mostly)

1 [ ] 2[] 3[] 4[] s[] e[] 7[] 8[] 9[] wo[]

What did you notice in the visit that made you place the nurse at this level?

What else could the FN do to convey spirit of respect and collaboration?

What did you see that demonstrated the FN continued to build on the trusting relationship
to support change?

Were any boundaries challenged in this visit and if so did the FN manage this in a
respectful way?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 4: Engagement

To what degree did the client appear to engage in working with the FN at today’s visit?
(With 1 being the client was not engaged and 10 being the client was fully engaged at today’s visit)

1 [ ] 2] 3[] 4[] s[] e[] 7[] 8[] 9o[] wo[]

What did you notice that made you place the family nurse at this level?

What evidence do you have from the client that supports this?

What did the FN do to facilitate client engagement?

What else could the FN do to support positive engagement with her and with change in
relation to the programme goals in the future?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 5: Agenda Matching

To what extent did the FN match the programme goals with the scheduled agenda for
today’s visit and her client’s agenda? (With 1 being no agenda matching i.e. it was all the

client’s agenda/ all of FNP scheduled content and 10 being a helpful blend and crafting of the client’s
agenda with your assessment of her needs in meeting the programme goals)

1] 2] 3[] 4[] s[] e[] 7[] 8[] o[] wo[]

What did you notice that made you place the FN at this level?

Which specific behaviours did you notice the nurse focusing on in the visit in order to
make progress towards the programme goals?

What else could the family nurse have done in this visit to balance the multiple needs
and agendas of the client, her baby, and other family members with the need to continue
working towards the programme goals?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 6: Keeping the Focus of the Visit on the Baby

Did the nurse work in such a way that the child’s voice was central to both nurse and
client? (With 1 being no consideration was paid towards the unborn baby / baby/toddler and 10
being the child was at the heart of this visit)

1] 2] 3[] 4[] s[] e[] 7[] 8[] o[] wo[]

What did you notice that made you place the FN at this level?

What more could the FN have done to support her client to consider her baby’s needs as a
priority and anticipate her child’s feelings at today’s visit?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 7: Communication Style

To what extent did the FN make appropriate use of the 3 communication styles? (With 1
being rarely and 10 being mostly)

1 [ ] 2] 3[] 4[] s[] e[] 7[] 8[] 9o[] wo[]

What did you notice that made you place the nurse at this level?

What could the FN have done differently to improve their use of communication styles in
this visit?

How did the nurse use OARS in this interaction? (Please note any good examples to feed back)

What, if anything, could the nurse do differently or more of next time?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 8: Change Talk and Planning for Change

What change talk did you hear from the client?

Did the FN guide the conversation to strengthen change talk? Yes I:I No I:I

If yes, how did they do this?

If no, note any opportunities that the nurse did not fully explore.

If any change plans were agreed in today’s visit, how did the nurse create positive
opportunities for this to occur?

Was a review of progress included for next visit? Yes |:| No |:|

What else could the FN have done to facilitate the making of a positive change plan in
partnership with her client at today’s visit?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 9: Use of Materials

Did the FN use the FNP programme resources (including PIPE and smart choices) that
were intended for this visit? (1 being none were used and 10 all planned materials were used)

1 [ ] 2[] 3[] 4[] s[] e[] 7[] 8[] 9[] wo[]

What did you notice that made you place the nurse at this level?

What did you notice about the impact of the nurse’s choice and use of materials on the client?

How was the elicit —provide-elicit framework used to share and explore information?

What could the nurse have done differently in relation to both choice of, and use of materials?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 10: PIPE

Did the FN undertake a PIPE activity at today’s home visit? Yes I:I No I:I

If the 4 steps were not followed which step(s) was missed and what did you notice about
the impact of this?

Presentation of concept

Demonstration

Supervised parent- child interaction

Evaluation

To what extent did the PIPE activity appear to support the client’s learning about the
particular parenting activity? (1 being the PIPE activity did not support the clients learning and
10 being the PIPE met the client’s needs for learning on this parenting subject)

1 [ ] 2[] 3[] 4[] s[] e[] 7[] 8[] 9o[] wo[]

What did you notice that made you place the family nurse at this level?

How could the FN have enhanced the client’'s learning from the PIPE?

What more could the FN do to enhance their PIPE practice?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 11: DANCE

Did the FN undertake a DANCE coding at today’s home visit? Yes I:I No D

If yes, did you and the nurses’ coding sheets show similar results? (With 1 there were many
areas of discrepancy and 10 being the results were identical)

1] 2] 3[] 4[] s[] e[] 7[] 8[] o[] wo[]

What meaning do you give to any discrepancy in observations and what does this mean
for future learning activities?

Did today’s visit include feedback to the client on a DANCE observation undertaken at a
previous FNP visit?  Yes I:I No I:l

If yes, did the feedback appear to make sense to the client? (With 1 being no sense and 10
being the client understood the feedback and steps to improve)

Why did you assess the feedback understanding at this level?

What more could the FN do to enhance her/his DANCE practice?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 12: Client Progress with Reaching Programme Outcomes

How accurately does the nurse’s account of the client’s strengths and challenges across
the 6 FNP domains match your observations of the client? (With 1 being a no or little match
and 10 being a completely matched your observations from today’s visit)

1 [ ] 2] 3[] 4[] s[] e[] 7[] 8[] 9[] wo[]

What meaning do you give to any differences?

What more could be done/ put in place to enable an accurate analysis of the client’s
strengths and challenges?

To what extent do you feel the FN accurately assessed and made use of her/his client’'s
readiness to change in relation to the domains of the programme?

1 [ ] 2[] 3[] 4[] s[] e[] 7[] 8[] 9[] 10[]

What did you notice that made you place the FN at this level?

What else could the FN do to use an accurate assessment of the client’s readiness to
change to achieve behaviour change towards the programme goals?

This form should be stored by the supervisor and a copy shared with the family nurse
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Area 13: Inclusion of father and other family members in the visit

To what extent do you feel that the FN supported the father/partner and other family
members to be appropriately involved in today’s visit?

1 [ ] 2] 3[] 4[] s[] e[] 7[] 8[] 9o[] wo[]

What did you notice that made you place the FN at this level?

What could the FN have done differently to improve the appropriate engagement of the
dad and /or other family members in this visit?

This form should be stored by the supervisor and a copy shared with the family nurse
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[bookmark: _GoBack]Governance for annual reviews of psychology consultation to FNP in Scotland

Aim of annual reviews

To provide a process to support FNP Supervisors, FNP teams and the psychologists that work with them, to reflect on their experiences of psychology consultation over the previous year.  This will allow opportunity to celebrate those aspects of the partnership that are working well, and to modify any aspects that would further enhance the psychology provision. 

The reviews are not an assessment of professional roles nor do they have any formal standing in wider professional governance. Rather, they are intended as a constructive platform for ongoing reflection regarding the provision of psychology consultation within FNP. 

Nature of reviews

On an annual basis, FNP Supervisors and Family Nurses will complete a brief questionnaire regarding the monthly psychology consultation to clinical team meetings. In the same month period, psychologists providing consultation will also complete a brief questionnaire regarding their experiences of this partnership. 

It is intended that FNP Supervisors and the psychologist providing consultation to their team and/or their 1:1 supervision, will also complete an annual reflective discussion during that same month, reviewing their work together over the preceding 12 months. 

Outcomes

The questionnaires and summary document will be sent to and collated by the lead psychologist for FNP. The final summary report will be shared with the FNP Lead for the area, with copies retained by FNP Supervisor, psychologist and the lead psychologist in FNP. 

Potential challenges

It is intended that any challenges within the provision of psychology consultation to FNP will be identified locally as they arise and processes put in place to support their resolution. In such circumstances, any parties involved should not wait for this annual review process to raise concerns and the lead psychologist for FNP can be contacted at any stage throughout the year to feed back on the outcome of previous reviews. 

If it is identified as part of this annual review process that specific challenges have arisen with regards to the psychology consultation role with the FNP Supervisor and/or the team, these will be explored at the Review Summary Meeting and fed back to the FNP Lead for the area. 

It is not the role of the lead psychologist for FNP to mediate within health board areas should difficulties arise. 

Timetable for reviews

It is expected that this work will support the national and international annual review processes and as such will be required to be completed to coincide with these. Therefore, each Health Board should commence the process in March with an expectation of completion in time for anything relevant to be added to the annual self-assessment document which is due to be returned to Scottish Government in June. If there is a change in Supervisor or psychologist throughout the year, reviews should proceed; time in the role will be taken in to account in the shared discussions.
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FOR COMPLETION BY FAMILY NURSES AND SUPERVISORS





Annual Review of Psychology Consultation to FNP Teams 

1. To what extent do you find the psychology consultation in clinical team meetings brings a different perspective to your clinical work?

         			     1                     2                   3                     4                     5

     		       Not at all         A little        Good enough     A lot              Very much

2. To what extent do you feel comfortable and trusting in the psychology consultation, so that you can talk about whatever is important to you?

    			     1                     2                   3                     4                     5

           			 Not at all         A little        Good enough     A lot              Very much

3. To what extent do you feel the psychology consultation discussions support and enhance your clinical practice?

           			   1                     2                   3                     4                     5

       		     Not at all         A little        Good enough     A lot              Very much

4. To what extent do you feel you leave psychology consultation discussions with a clear sense of how you will progress with a clinical case?

   1                     2                   3                     4                     5

       		     Not at all         A little        Good enough     A lot              Very much

5. To what extent have you valued the psychology consultation to clinical team meetings over the past 12 months?

   1                     2                   3                     4                     5

       		     Not at all         A little        Good enough     A lot              Very much

6. Please detail one benefit that you feel psychology consultation brings to you and/or your FNP team





7. Please detail one element that you feel could be added or modified in your psychology consultation to further benefit you and/or your FNP team
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FOR COMPLETION BY PSYCHOLOGIST



Annual Review of Psychology Consultation to FNP Teams

1. To what extent do you feel your psychology consultation in clinical team meetings brings a different perspective to Family Nurses’ clinical work?

         			     1                     2                   3                     4                     5

     		       Not at all         A little        Good enough     A lot              Very much

2. To what extent do you feel there is a comfortable and trusting environment in the psychology consultation, so that the team can talk about whatever is important to them?

    			     1                     2                   3                     4                     5

           		       Not at all         A little        Good enough     A lot              Very much

3. To what extent do you feel the psychology consultation discussions support and enhance Family Nurses’ clinical practice?

           			   1                     2                   3                     4                     5

       		     Not at all         A little        Good enough     A lot              Very much

4. To what extent do you feel you Family Nurses leave psychology consultation discussions with a clear sense of how they will progress with a clinical case?

   1                     2                   3                     4                     5

       		     Not at all         A little        Good enough     A lot              Very much

5. To what extent have you felt the psychology consultation to clinical team meetings has been valued over the past 12 months?

   1                     2                   3                     4                     5

       		     Not at all         A little        Good enough     A lot              Very much

6. Please detail one benefit that you feel psychology consultation brings to you and/or your FNP team







7. Please detail one element that you feel could be added or modified in your psychology consultation to further benefit you and/or your FNP team



		

© Copyright [Nov 2020]. The Regents of the University of Colorado, a body corporate. All rights reserved.	Page 1



image1.jpeg

Scottish Government
Riaghaltas na h-Alba
gov.scot

<







image2.jpeg

Family Nurse

@)
% Partnership

Scotland







image16.emf
FNP Supervisor &  Psychologist Review Summary.docx


FNP Supervisor & Psychologist Review Summary.docx
[image: \\scotland.gov.uk\dc1\fs1_home\u102700\SG_Master_CMYK.JPG]      [image: ]	                         



FNP Supervisor and Psychologist Annual Review Summary

With regards to monthly 1:1 supervision sessions:

· Which aspects of your 1:1 sessions have been working well over the past 12 months?







· What would you like to introduce or incorporate more of to enhance your 1:1 sessions?







· With these review discussions in mind, please both state one commitment to your 1:1 sessions over the coming 12 months:

· FNP Supervisor:





· Psychologist:





With regards to monthly psychology consultation to clinical team meetings:

· What do you feel are the key roles or contributions of psychology within your team discussions?





· Are there any aspects of the psychology role in team meetings that you would like to enhance or modify over the next 12 months?





· Please state your agreed commitments to the psychology consultation to clinical team meetings over the next 12 months:





Please return this completed form to: Kirsten.Coull@nes.scot.nhs.uk. Thank you.
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Psychologist providing input to FNP – Person Specification  

[bookmark: _GoBack]

		

		Essential

		Desirable



		

Education & Professional Qualifications



		

HPCP registered Clinical Psychologist

		* Post-doctoral training in one or more additional specialised areas of psychological practice

* Post-qualification training in consultancy and supervision 



		

Experience/

Training



		* Experience of understanding and managing complex team dynamics and team constructs

* Extensive experience of delivering supervision

* Extensive experience of working with a systemic viewpoint 

		* Experience of group work and group supervision

* Experience of recruitment and selection procedures

* Experience of teaching & training



		

Specific Skills & Knowledge



		* Expertise in child & adolescent mental health

* Good understanding of the rationale, evidence and policy underpinning primary prevention and early intervention

* Understanding of lifespan mental health

* Knowledge of perinatal mental health and infant mental health

* Knowledge of core FNP psychological theories namely Attachment theory, self-efficacy theory and ecological theory and the application of these in clinical practice

* Appreciation of the FNP core values and aims

* Understanding of the therapeutic relationship and its representation in context of clients’ relationships

* Capacity to ‘hold in mind’ the baby/client/team and model this mentalisation to colleagues and clients

* Capacity to model containment of distress

* Capacity to provide a safe, boundaried space for 1:1 and group input 

		* Knowledge of local resources across CAMHS and AMH services with links to signpost

* Knowledge of competence issues and HR frameworks

* Experience of community-based service provision and joint working with community services. 







		

Personal Attributes



		* Capacity to think flexibly and adapt to presenting needs of teams

* Ability to deliver input with a containing and reflective stance

* Highly developed verbal and written communication skills including effective communication of complex, highly technical and sensitive information about services users and other professionals

		* Willingness to take on new learning in FNP theories and skills



		

Other



		* Ability to motivate and influence, negotiate and make decisions, problem solve and capacity to be appropriately assertive with others in a constructive manner as well as accept constructive criticism  

		* Enthusiasm for a broad range of psychological phenomena, and a commitment to and an ability to articulate the value of prevention and early intervention. 
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FNP Psychology Network Meetings – Terms of Reference 



[bookmark: _GoBack]Membership

All psychologists providing psychology consultation to local FNP teams and supervisors will be invited to participate in the network and associated meetings.

The lead psychologist for FNP (NES) will coordinate the network and arrange and chair network meetings.

Additional representative(s) from NES may attend network meetings to gain insight in to training and education needs of the psychologists working with FNP and to deliver updates on developments and opportunities within NES.

Representative(s) of Scottish Government will be invited to each meeting to attend part thereof to deliver updates of FNP provision across Scotland as well as to be updated themselves in the experiences of psychologists working with FNP.

Representatives from the wider FNP service may be invited to attend and participate in a range of roles including providing CPD input.



Purpose of meetings

The Psychology network meetings are designed to give psychologists providing FNP consultation opportunity to come together as a group with three core aims:

· Sharing practice and support

Psychologists working with FNP often provide their input in isolation of other psychologists, with little or no specific supervision for the role. The need to share practice, celebrate progress and problem-solve challenges has been acknowledged and forms a core function of the network. Time will be ringfenced during each meeting for this practice sharing to take place.  

· Local and National updates

Each meeting will include updates from Scottish Government and NES to ensure that psychologists working within FNP are kept abreast of developments across FNP provision. There is also agenda space for each psychologist to update the group on their local FNP input and any developments of relevance in their area.

· CPD

Psychologists providing input to FNP have highlighted their drive to further their knowledge of FNP theories and tools, in order to continue to enhance the input that they provide. Each network meeting will make provision for CPD input, with topics led by psychologists’ requests and delivery undertaken by the FNP Education team, the wider FNP network and the group members themselves.  



Commitment

Network meetings will take place twice a year. 

· Meetings will be a full day event, alternating between Edinburgh and Glasgow venues, with psychologists funded through FNP SLAs to attend.  Attendance at at least one network meeting per year will be expected for each psychologist, with materials circulated to those unable to attend. 

· The network will have a closed shared online platform to circulate materials and host group discussion. 
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Guidance for observation of supervision using digital platforms



Background:

It is recognised that supervision is an integral aspect of Family Nurse Partnership (FNP) practice. Supervision provides an opportunity for the Family Nurse to experience the “essence of a therapeutic relationship as it is role-modelled by the supervisor” (NFP 2019). This in turn supports the parallel process for both nurse and client supporting and enhancing best practice working towards improved outcomes for the client and her child. Learning in relation to the supervision they have facilitated through reflection and appreciative feedback is a key element of quality assurance and improvement and ongoing learning for supervisors. Observation of supervision via the partnership arrangements helps identify areas of strength and development.

The recent Covid-19 crisis has provided an opportunity to explore alternative options for undertaking observation of supervision across digital/virtual platforms. This document offers some guidance and learning from testing of this approach.

Prior to undertaking the supervision:

· Confirm access to the appropriate IT and digital platform (e.g. MS Teams) to enable the virtual observation to take place. This should be a digital platform that enables video calling and ideally screen sharing to enable the observer to confirm the use of agreed paperwork and assessment tools

· It is recommended that Observer uses a headset as this can be easier to hear the discussion

· If there is aware of any connectivity issues for any participant, it would be appropriate to explore potential solutions should the connection be poor on the day or drop out during the supervision. This may include using phone conferencing or using the video/visual aspect of one platform enhanced through phone conferencing. There is likely to be a known work around for connectivity issues so exploring this prior to the session would be helpful

· Negotiate appropriate timescale for undertaking the virtual observation

· Ideally two supervision sessions should be observed to provide a more naturalistic overview of supervision

· Ask the supervisor to explore with family nurses who would be willing to participate in the virtual observation of their supervision. Once agreed who will participate seek agreement that their details can be shared with the observer who will contact them to explore any questions, they may have

· Agree an appropriate date and time and arrange a test call if this is required (e.g. if the observer and Supervisor have not previously video called each other. This is to negate any technical issues before the observed session)

· Observer then contacts the participants to confirm the following:

· Provide reassurance that the supervision is to enable the supervisor to reflect on their practice and to provide an opportunity for learning

· The supervision remains within the agreed boundaries of confidentiality and code of conduct

· The participant can also use this as an opportunity to support their own and a colleagues’ professional practice in line with part 9.4 of the NMC code (support students’ and colleagues’ learning to help them develop their professional competence and confidence (NMC 2018))

· Once all dates, times and participants are confirmed ask the Supervisor to send the invite to the observer. This is to ensure that screen sharing is simpler

· Supervisor to consider any particular aspects of supervision they would welcome feedback for. This may include the use of the 7 eyed model of Supervision, reflective tools, use of OARS etc. Observer to note these as appropriate.

The day of the observation:

· Supervisor, Family Nurse and Observer all “meet” on the call. Introductions are offered 

· Observer then reiterates the purpose of the observation and offers an opportunity for questions from either Supervisor or Family Nurse

· Once everyone is happy to go ahead, Observer stops using their video camera and remains on audio only. The observer should also mute their own mic. This enables the Observer to see and hear the Supervisor and Family Nurse but ensures the Observer is not visible. This is less distracting for the Supervisor and Family Nurse

· If, during the supervision, the Observer needs to communicate with the Supervisor or Family Nurse please use the “Raise Hand” or “Chat” function

· During the supervision session the Observer will also be able to view any documents that are shared on screen

· Observer takes notes during the supervision to contribute to feedback

· At the end of the supervision, Observer joins using video once more, explores if there are any questions from either Supervisor or Family Nurse

· Thank all participants

Following observation:

· Observer completes feedback paperwork and shares with Supervisor

· Supervisor reviews feedback and adds in plan for future development and returns to Observer. This document should be stored as agreed within the local Board area

· Observer emails Family Nurse to thank for participation









 

 

Virtual Observation Guidance V1 June 2020		
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Observation of 1-1 Supervision

Supervisor Name:

Observer Name: 


Date:


		Introduction to the Supervision session


To consider:


· Discuss any particular areas the Supervisor would like feedback on?


· Preparation for the session including paperwork evident

· Setting the context including agenda matching at outset and during supervision session





		Areas of Strength:




		Areas of development and recommendations:






		Main body of the Supervision session:


To consider:


· Demonstrable adherence to FNP supervision record keeping guidance


· Supervision agreement in place and system to support Supervisor and FN to attend to all clients on the caseload over a given time period

· Effective use of supervision paperwork and storage


· Demonstrable use of 7 eyed model of supervision to support supervision 

· Use of the Kolb cycle to support process of comprehensive reflection

· Supervisor and FN review previous actions outlined in previous supervision as needed


· The experience and needs of the unborn baby/child are appropriately highlighted and acted upon with support from Supervisor

· Evidence that national and local guidance or policies are attended to during the session, this includes child protection and public protection etc


· Supervisor supports FN to consider GIRFEC, role of named nurse and plans for the child as appropriate


· Does the supervisor discuss multiagency working and explore with FN, encouraging the FN to consider other practitioners views, reactions etc


· Where appropriate, escalation process are discussed with FN and actioned as needed 


· Motivational interviewing skills are used to facilitate supervision such as; differing communication styles, reflective listening, open question, affirmations and summaries


· Use of role play, role taking if helpful

· Data incorporated into supervision to review clinical delivery of the programme





		Areas of Strength:




		Areas of development and recommendations:






		





Observer overall Comments:


Supervisor overall Comments: 


Action Plan based on observation and discussion:

Signed by Supervisor:






Date:


Signed by Observer:






Date: 

PAGE  
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Observation of Supervisor team meeting

Supervisor Name:  

Observer Name:                                                                                                                                  


Date: 

		Introduction to the session


To consider:


· Evidence of preparation for the session


· Teaching environment and Supervisors attention to the preparation of the environment in terms of health and safety as well as suitability


· Did slides, hand-outs or teaching activities address any issues for learners with any additional needs

· Demonstrable links to FN stage of learning programme and relevant learning packs


· Were the aims and outcomes for the session clear?


· How were the team included in the preparation for the session?





		Areas of Strength:




		Areas of development and recommendations:






		Main body of teaching for the session:


Consider links to aims and outcomes of the session, FNP practice, stage of learning programme and previous sessions.


Consider:


· Use of Motivational Interviewing skills such as agenda matching, opportunities for questions etc

· Organisation of the session


· Were the key learning points clear and well emphasised?

· Was the Supervisors non-verbal behaviour and positioning in the room appropriate?

· Did the Supervisor appear confident with the material and delivery and engage the team?

· Did the Supervisor respond in a helpful way to the dynamics of the group?

· Reflect on the pacing of the session and timing of the activities


· Were any resources helpful to the FN’s and were they the most up to date materials?

· Did the Supervisor attempt to present the materials in an appropriate and interesting way?


· Did the Supervisor model the FNP approach throughout the session






		Areas of Strength:




		Areas of development and recommendations:






		Interactive  educating activities such as skills practice:


To consider:


· Was the Supervisor able to provide clear guidance on the set up of any skills practice?


· Were opportunities provided to check on nurses learning and understanding, eliciting knowledge from the team?


· Did the nurses have time to fully engage in the activities?


· Were there opportunities for feedback from nurses to be heard and considered?


· How did the Supervisor match the stage of learning of the team and differing styles of learning?


· Did the Supervisor notice and manage interaction between group members and encourage all of the team to feel included?


· Were differences in opinion handled in a sensitive manner?


· Was conflict managed in an appropriate manner?






		Areas of Strength:



		Areas of development and recommendations:






		





Observer overall Comments:


Supervisor overall Comments: 


Action Plan based on observation and discussion:


Signed by Supervisor:






Date:


Signed by Observer:






Date: 


Scottish Government  Version 1 
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		Team Name:

		_______________

		Date:  Click or tap.



		

Team Supervisor Name:      _______________



		Duration of Session:



Start time: ______           Finish time: ______



		



		Was the Team Supervisor present?:



		

Yes:    __ 	 (go to S1)

		

No:   ☐              → Who facilitated the session:



		

		

Supervisor/Family Nurse Name:   _______________







		S1. Location of session:

		FNP Office

		☐

		Client Home

		☐

		Other (face to face)

		☐



		

		Telephone

		☐

		Video Call

		☐

		

		







		S2. Family Nurse(s) in Attendance:



		

None:     ☐ (Go to S3)         



		





Presenting Supervisor/Nurse Name:  __________________



Presenting Supervisor/Nurse Name:  __________________

                           

              N/A:      ☐

                           

		

Nurse Name:  __________________



Nurse Name:  __________________



Nurse Name:  __________________



Nurse Name:  __________________ 



Nurse Name:  __________________



Nurse Name:  __________________

	

Nurse Name:  __________________



Nurse Name:  __________________







		S3. What type of supervision session was this? (select one only)





		Reflective 1-1

		☐

		Case Presentation meeting (ordinary)

		☐



		Supervisor with Psychologist

		☐





		Tripartite/CPA

		☐



		Case presentation meeting (psychologist)

		☐



		Supervisor with CPA

		☐





		Accompanied/joint visit with SV

		☐



		Case presentation meeting (CPA)

		☐



		Supervisor with CP Lead

		☐





		

		

		Operational team meeting

		☐



		Supervisor Partnership Day

		☐



		

		

		Quarterly team learning day

		☐



		

		







		S4. Supervision Session Status:

		Completed (Go to S6)

		☐

		Attempted (Go to S5)

		☐

		Cancelled (Go to S5)

		☐







		S5. If supervision session did not take place, select why:



		Family Nurse sickness/absence 

		☐

		Cancelled by CPA

		☐



		Supervisor sickness/absence 

		☐

		Cancelled by psychologist

		☐



		Environmental 

		☐

		Other priority Family Nurse 

		☐



		Client cancelled/did not attend

		☐

		Other priority Supervisor 

		☐



		End of Questions







		S6. Focus during supervision session (tick all those that apply):



		Client progress and family nurse assessment 

		☐



		The family nurse’s experience and emotional resilience 

		☐





		Policy or Guidance Documents  

		☐



		Family nurse(s) learning needs 

		☐



		Use of FNP interventions/approaches 

		☐



		Data analysis 

		☐



		Child protection specific issues 

		☐



		Quality assurance and quality improvement

		☐



		The relationship between family nurse(s) and Supervisor

		☐



		The supervisory process

		☐



		The relationship between family nurse(s) and client

		☐

		Wider Context (e.g. team dynamics, challenges within community, organisational issues

		☐





		Caseload update

		☐



		

		



		

		

		



		



		S7. If a case presentation of a client(s) took place give details:





		Not Applicable 

		☐



		Client name :   __________________

		CHI Number:  _____________ 

		Review Date:  __  __ 



		Client name :    __________________ 

		CHI Number:  _____________ 

		Review Date:  __  __ 



		S8. Were any non-FNP guests in attendance?  



		

No            __     (go to S9)

		



		Yes         __      →  If yes, how many?   __ 

		



		

Who was in attendance (tick all that apply)? 





		Student – pre-registration

		☐

		Other local authority worker

		☐



		Student – post-registration

		☐

		Third sector worker

		☐



		Other health professional

		☐

		Police

		☐



		Social Worker

		☐

		

		



		

		

		

		



		S9. Paperwork completed: 

		

		

		



		Reflective Supervision Client and/or child progress 

		☐

		Supervision Agreement Template 

		☐



		Reflective Supervision Nurse Record 

		☐

		Accompanied home visit record 

		☐



		Partnership observation of 1-1 Supervision

		☐

		Partnership observation of team meeting

		☐
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		Supervision Record (S)

(completed by the person facilitating the Supervision Session)







Purpose and Background

The Scottish Government (2017) considers supervision to be an essential part of support for nurses[footnoteRef:1] and the Nursing and Midwifery Council (NMC, 2019) states that nurses are required to “contribute to supervision and team reflection activities to promote improvements in practice and services”[footnoteRef:2]. Supervision has been an integral component of FNP from the beginning in Scotland having been first introduced by Professor Olds following feedback from nurses in the first Randomised Control Trial (RCT) in Elmira, USA. [1:  https://www.gov.scot/publications/nursing-2030-vision-9781788511001/]  [2:  https://www.nmc.org.uk/standards/standards-for-nurses/standards-of-proficiency-for-registered-nurses/] 




This form supports programme documentation and reporting on fidelity requirements relating to Core Model Element 12. The completion data and analysis from this form, along with the use of the Supervision Guidance document will support the monitoring, evaluation, and further refinement of the supervision processes.  



General Guidelines

This form is to be completed following if any form of FNP supervision has taken place as laid out in the Family Nurse Partnership Scotland: Supervision Guidelines document.



[bookmark: _GoBack]The form should be completed by the team Supervisor (SV) however, if in the event of the SV being absent, such as annual leave or sickness and the meeting was being facilitated by either a nominated FN who deputises or another SV from the NHS Board area, the facilitator should complete the form.



The first section of the form 

· Team Name

· Team Supervisor Name

· Date

· Duration of session

· Was the Team Supervisor present?



should always be completed even if the team SV is absent. On the occasion of more than one team being present, a form should be completed for each team.

S1 to S5 should be completed regardless of the supervision session status.



Directions for Completing the Form

S2. Family Nurse(s) in Attendance:

If there were no FN(s) present please indicate this. 



If there was a case presentation the name of the person/s presenting should be identified. If not applicable select that box. 



If relevant, indicate which FN/s were in attendance but not presenting.



S3. What type of supervision session was this?

Supervision sessions are described in full in the FNP Supervisor Guidance document.



S4. Supervision session status:

A completed session is defined as: 

· As supervision session using the theories and models described in The Family Nurse Partnership Scotland: Supervision Guidance document that contributes to the achievement of programme goals. 



An attempted session is defined as:

· When an attempt is made to convene a session but a person/s does not attend.



A cancelled session is defined as:

· If a person/s cancels the session within 24 hours of the scheduled time.



S5. If supervision session did not take place:

A form is not required if the FN or SV is on annual leave. However, please see The Family Nurse Partnership Scotland: Supervision Guidance document relating to an absence or annual leave of more than 3 weeks.



NOTE: environmental factors that contribute to a session not taking place may include but are not exclusive of:

· Personal safety challenges relating to the planned sessions location

· Adverse weather conditions

· No private space available



S7. If a case presentation of a client(s) took place give details:

As per The Family Nurse Partnership Scotland: Supervision Guidance document each client should have a full in depth discussion using the 7 eyed model of supervision at least once in every phase of the programme or more regularly if this is deemed necessary by either FN or SV. 



NOTE: this section is to be completed only for full in depth case presentation and discussion which generally last 45-60 mins. This is not for update discussions.
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		Team Name:

		     

		Date:  	Click here to enter a date.



		

Team Supervisor Name:          



		Duration of Session:



Start time:    :           Finish time:    :        



		



		Was the Team Supervisor present?:



		

Yes:	FNP	(Go to S1)

		

No:   	|_|	→ Who facilitated the session:



		

		

Supervisor/Family Nurse Name:        







		S1. Location of session:

		FNP Office

		|_|

		Client Home

		|_|

		Other (face to face)

		|_|



		

		Telephone



		|_|

		Video Call

		|_|

		

		







		S2. Family Nurse(s) in Attendance:



		

None:	|_| 	(Go to S3)



		



Presenting Supervisor/Nurse Name:	     



Presenting Supervisor/Nurse Name:	     





	N/A:	|_|

 

		Nurse Name	     



Nurse Name	     



Nurse Name	     



Nurse Name	     



Nurse Name	     



Nurse Name	     



Nurse Name	     

 

Nurse Name	     

	







		S3. What type of supervision session was this? (select one only)





		Reflective 1-1

		|_|

		Case Presentation meeting (ordinary)

		|_|

		Supervisor with Psychologist

		|_|



		Tripartite/CPA

		|_|

		Case presentation meeting (psychologist)

		|_|

		Supervisor with CPA

		|_|



		Accompanied/joint visit with SV

		|_|

		Case presentation meeting (CPA)

		|_|

		Supervisor with CP Lead

		|_|



		

		

		Operational team meeting

		|_|

		Supervisor Partnership Day

		|_|



		

		

		Quarterly team learning day

		|_|

		

		







		S4. Supervision Session Status:

		Completed (Go to S6)

		|_|

		Attempted (Go to S5)

		|_|

		Cancelled (Go to S5)

		|_|









		S5. If supervision session did not take place, select why:



		Family Nurse sickness/absence 

		|_|

		Cancelled by CPA

		|_|



		Supervisor sickness/absence 

		|_|

		Cancelled by psychologist

		|_|



		Environmental 

		|_|

		Other priority Family Nurse 

		|_|



		Client cancelled/did not attend

		|_|

		Other priority Supervisor 

		|_|



		End of Questions







		S6. Focus during supervision session (tick all those that apply):



		Client progress and family nurse assessment 

		|_|

		The family nurse’s experience and emotional resilience 

		|_|



		Policy or Guidance Documents  

		|_|

		Family nurse(s) learning needs 

		|_|



		Use of FNP interventions/approaches 

		|_|

		Data analysis 

		|_|



		Child protection specific issues 

		|_|

		Quality assurance and quality improvement

		|_|



		The relationship between family nurse(s) and Supervisor

		|_|

		The supervisory process

		|_|



		The relationship between family nurse(s) and client

		|_|

		Wider Context (e.g. team dynamics, challenges within community, organisational issues

		|_|



		Caseload update

		|_|

		

		



		



		

		

		



		S7. If a case presentation of a client(s) took place give details:





		Not Applicable 

		|_|



		Client name :       

		CHI Number:	     

		Review Date: 

Click here to enter a date.



		Client name :       

		CHI Number:      

		Review Date: 

Click here to enter a date.








		S8. Were any non-FNP guests in attendance?  



		

No  		|_|    (Go to S9)

		



		Yes		|_|     → If yes, how many?    

		



		

Who was in attendance (tick all that apply)? 





		Student – pre-registration

		|_|

		Other local authority worker

		|_|



		Student – post-registration

		|_|

		Third sector worker

		|_|



		Other health professional

		|_|

		Police

		|_|



		Social Worker

		|_|

		

		



		



		

		

		



		S9. Paperwork completed: 

		

		

		



		Reflective Supervision Client and/or child progress 

		|_|

		Supervision Agreement Template 

		|_|



		Reflective Supervision Nurse Record 

		|_|

		Accompanied home visit record 

		|_|



		Partnership observation of 1-1 Supervision

		|_|

		Partnership observation of team meeting

		|_|
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