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1. EXECUTIVE SUMMARY 
 

2. INTRODUCTION 
 
The cornerstone of human physical, cognitive, social and emotional development 

is laid down in utero and during early childhood, with 80% of neurodevelopment 
occurring by the age of three years (Field, 2010; NHSE, 2014b; WAVE Trust, 
2013).  Development during these first critical 1001 days (Leadsom et al, 2013) 

from conception until two years of age has impacts upon health and wellbeing, 
educational achievement and economic sufficiency as an adult (NHSE, 2014b).   
 

Thus it is during these crucial early years that early intervention can make the 
most impact to ensure children reach their full potential as adults, in order to 
optimise their mental and physical health, educational attainment and 

employment opportunities, and in order to reduce antisocial behaviour, drug and 
alcohol misuse and teenage pregnancy (Allen, 2011; Leadsom et al, 2013).  
Furthermore, it is during this time, particularly the early stages of pregnancy, that 

women are receptive to receiving information and advice and making any 
appropriate behaviour changes (DH, 2009). 
 

The Millennium Cohort Study (MCS) is a large-scale cohort study tracking 
approximately 19,000 children born in the United Kingdom (UK) in 2000-2001, 
and has revealed strong associations between maternal indicators1 and 

outcomes at five years old (ChiMat, 2011).  For example, low income, poverty, 
deprivation, ethnicity and lack of maternal qualifications are predictive of poor 
health, poor learning and development and/or poor behaviour at aged five years 

(ChiMat, 2011).  Thus poor outcomes are not distributed equally within society, 
but represent unfair inequalities.  As in Marmotôs (2010) review, tackling such 
inequalities requires giving every child the best start in life and enabling children 

to maximise their capabilities.  Further, to do so requires óproportionate 
universalismô ï ie, a universal approach but one that is proportionate in scale and 
intensity to the level of disadvantage (Marmot, 2010). 

 
Health visiting within the UK is a service which aims to improve the health and 
wellbeing of young children, and should also serve to reduce inequalities in 

outcomes (NHSE, 2014b).  It takes a universal approach, and is primarily a 
preventive service, which is usually more effective than taking a purely 
reactionary approach (WAVE Trust, 2013).   

 
Health Needs Assessments (HNAs) are ñ...systematic method[s] for reviewing the 
health issues facing a population, leading to agreed priorities and resource 

allocation that will improve health and reduce inequalitiesò (Cavanagh & 
Chadwick, 2005, p3).  This HNA aims to review the needs2 of the 0-5 years 
population within the London Borough of Sutton (LB Sutton), particularly focusing 

upon the health visiting service.  The aim is to identify areas of need within LB 
Sutton, as demonstrated via corporate, epidemiological, and comparative 
assessments (Health Knowledge, 2008). 

                                              
1
 Measured when the child is nine months old or three years old. 

2
 The term need is used here as indicating the potential to benefit (Health Knowledge, 2008). 
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3. KEY POLICY DOCUMENTS 

 
3.1. Health and Social Care Act 2012 

 

As part of this Act, some public health (PH) functions were transferred from 
the National Health Service (NHS) to the Local Authority (LA) and other 
organisations on 1 April 2013.  The responsibility for the Healthy Child 

Programme (HCP, see below) passed to NHS England (NHSE) until 1 
October 2015 when commissioning responsibilities3 for 0-5 year olds will also 
be transferred to the LA. 

 
This final transfer of commissioning responsibilities for 0-5 years services will 
then allow for integrated commissioning of 0-19 years services4.  As part of 

the transfer, services that will then become the responsibility of the LA include 
health visiting and Family Nurse Partnership (FNP).  Child Health Information 
Systems (CHIS) will remain the responsibility of NHSE until at least 2020, as 

will the General Practitioner (GP) six to eight week infant check. 
 

3.2. The National Health Visitor Plan: progress to date and implementation 

2013 onwards (DH, 2013) 
Health Visitor Implementation Plan 2011-15.  A Call to Action (DH, 2011) 
 

In 2010 the UK Government stated, by 2015, it would increase the number of 
whole time equivalent (wte) health visitors (HVs) by 4,200.  This 
approximately 50% increase was proposed in order to improve outcomes for 

young children.  During the first phase of this programme in 2011 to 2013, an 
additional 1,000 HVs entered the workforce. 
 

A Call to Action (DH, 2011) also discussed the transformation of the health 
visiting service, established 49 Early Implementer Sites (EIS) as leaders in 
this transformational change and discussed plans to align delivery with other 

childrenôs services such as Sure Start Childrenôs Centres (CCs).  A new 
model of service delivery was developed which incorporated four 
components or levels as follows: 

 Level 1 ï Community offer ï developing community resources 
according to local population needs, and raising their profile 
amongst local families. 

 Level 2 - Universal offer ï ensuring every mother and child have a 
HV and receive developmental reviews and information as 

detailed within the HCP.   

 Level 3 - Universal Plus offer ï enabling families to access 

appropriate advice on specific issues pertinent to them as and 
when required.  Eg, postnatal depression (PND), weaning, sleep 
management. 

                                              
3
 This excludes workforce (LGA, 2015). 

4
 Or 0-25 years services for individuals with Special Educational Needs and Disabilities (SEND). 
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 Level 4 - Universal Partnership Plus offer ï ongoing support for 

families with continuing complex needs in a way which brings 
together relevant local services.   
 

3.3. Healthy Child Programme (HCP) (DH, 2009) 
 
The HCP is an evidence-based early intervention and preventative public 

health initiative that is provided universally to all children.  HVs are the lead 
practitioner for the HCP, but the aim is that services are integrated across the 
community and should incorporate general practice and Sure Start CCs.  

Although the HCP offers a universal service, it utilises the theory of 
progressive universalism, whereby extra services are offered to families with 
additional needs and requirements. 

 
Core elements and requirements of the HCP include: 

Early identification and additional services for those with further needs; 

Health and development reviews; 
Screening; 
Immunisations; 

Promotion of social and emotional development; 
Parenting support; 
Promotion of health and behaviour change (including breastfeeding). 

  
3.4. National Health Visiting Core Service Specification 2015/165 (NHSE, 

2014b) 
 

HVs are specialist community public health nurses (SCPHN)6 whose role as 
leaders of the HCP should serve to improve health outcomes in children and 
reduce inequalities at the individual, community and family level.  In order to 

achieve this, HVs should work across service and organisational boundaries 
for young children aged 0-5 years.  The four strands of modern health visiting 
were first documented in 1977.  These are: 

 
Searching for health needs;  
Raising awareness of such needs;  

Influencing health policies;  
Facilitating activities that improve health.   

 

Within the HCP HV priorities include safeguarding and the six so-called high 
impact areas: 
 

1) Transition to parenthood and the early weeks.  As stated previously, 

the time from conception until aged two years is the crucial period 
for neurodevelopment and predicts social, emotional and cognitive 

outcomes, including health and wellbeing. 

                                              
5
 The current National Health Visiting Core Service Specification being used within LB Sutton is the 

2014/15 specification (NHSE, 2014a). 
6
 HVs have a background in midwifery or nursing, and a further diploma or degree in specialist 

community public health nursing (NHSE, 2014b). 
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2) Maternal mental health.  Perinatal depression affects approximately 

10% of mothers, and has a significant impact upon attachment, 

mother-infant relationships, and the family as a whole (DH, 2015a). 
3) Breastfeeding.  Breastfeeding is associated with reductions in 

infections (of the respiratory tract, middle ear and gastrointestinal 

system), allergies and Sudden Infant Death Syndrome (SIDS) (DH, 
2015a). 

4) Healthy weight, nutrition and exercise.  The first few years of life are 

an important time for the formation of healthy eating behaviours 
(DH, 2015a). 

5) Managing minor ailments, reducing hospital attendances and 

admissions. 
6) Health, wellbeing and development at the two to two and a half year 

(integrated) review.  This is in support of achieving óschool 

readinessô. 
 
According to the national service specification, the service should be led by 

HVs but should include a skill mix support staff.  Initial assessments should be 
conducted by HVs, but some re-assessments can be delegated to allied 
professionals if deemed appropriate by the HV.  All children aged less than 

one years old, and any family with children aged 0-5 years with additional 
needs, should have a named HV.  The overarching aim is early intervention in 
order to prevent problems from arising or worsening.   

 
Overall, the key objectives of health visiting are: 

 

Improving health and wellbeing of young children and reducing inequalities; 

Focusing on prevention, health promotion and early intervention; 

Delivering the HCP to all, starting in the antenatal period, and including 

fathers; 

Identifying those with additional needs and those who require targeted 

interventions; 

Promoting attachment; 

Promoting breastfeeding and healthy eating; 

Promoting school readiness; 

Supporting positive lifestyle choices and behaviour change; 

Safeguarding young children (this is deemed a PH priority and an essential 

part of the health visiting service); 

Supporting families with complex needs as part of a multi-disciplinary team 

(MDT); 

Delivering services to troubled families alongside the LA and Family Nurse 

Partnership (FNP); 

Improving local services for the local population. 

 

In addition, there are supervision and training requirements set out within the 
national service specification.  This includes clinical supervision according to 
need, safeguarding supervision at least quarterly, and supervision for 

managers and practice teachers. 
The assessments that are incorporated within the universal offer are as 
follows: 
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Universal Review Components 

Antenatal health 
promoting visits 

Should be face-to-face 1:1 interviews
7
 

New baby review Face-to-face review by day 14 with both parents; 

Infant feeding; 
Parenting; 
Development; 
Maternal mental health; 

SIDS prevention; 
Safety; 
Any additional concerns or needs; 
Promotion of required immunisations for mother and baby;  
Screening results and referral as appropriate; 

Newborn blood spot results 
6-8 week assessment Supporting breastfeeding; 

Maternal mental health; 
Promotion of required immunisations for mother and baby; 
Screening results and referral as appropriate 

3-4 month 

assessment
8
 

Supporting parenting; 
Immunisation status; 
Assessing growth as required; 
Maternal mental health; 
Infant health; 
Promotion of development; 
Accident prevention 

9-12 month 

assessment 
Assessing physical, emotional and social development of the child; 

Supporting parenting; 
Monitoring growth; 
Health promotion (including dental health and prevention, healthy 
eating, accident prevention, safety in cars, skin cancer prevention); 
Promotion of immunisations for mother and baby 

2-2.5 year review
9
 Assess physical, social, emotional, behavioural and language 

development of the child; 
Parental guidance and responding to concerns; 
Promotion of language development; 

Promotion of early years education; 
Health information; 
Promotion of immunisations; 
Health promotion (including nutrition and physical activity, dental 
health accident prevention, sleep management, toilet training, 

parenting advice and information) 
4.5 years Formal handover to school nursing at a time appropriate to the 

child
10

 
Must be a written handover if Universal Plus or Universal 
Partnership Plus Offer 

NB. All of the universal reviews apart from the 3-4 month assessment and the handover at 4.5 years 
are mandated for LAs to provide under section 6C of the NHS Act 2006 (DH, 2015b; LGA, 2015). 
 

                                              
7
 This face-to-face 1:1 interview is a new requirement within the 2015/16 national service 

specification. 
8
 This is a new requirement in the 2015/16 national service specification. 

9
 Should be integrated with the Early Years Foundation Stage two year old summary (NHSE, 2014b). 

10
 This can be delayed if the HV is the lead professional and outcomes for the child would be 

improved by such a delay (NHSE, 2014b). 
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Thus there is proposed to be a 4-5-6 model of health visiting in which there 
are four service levels, five mandated universal reviews and six high impact 

areas (DH, 2015b). 
 
4. METHODS 

 
CORPORATE HNA Service descriptions of the health visiting service, Sure 

Start CCs and the FNP were obtained from discussions 
with the relevant management teams, policy documents 
and other key stakeholders. 

 
The corporate component of a HNA also involves 
obtaining stakeholder feedback on services that are 

needed (Health Knowledge, 2008), and this was achieved 
via focus groups, one-to-one interviews, and utilising pre-
existing local survey data. 

EPIDEMIOLOGICAL 
HNA 

An epidemiological assessment of the need of the 
population of LB Sutton was conducted with reference to: 

 Analysing pre-existing nationally available data 
(eg, Office for National Statistics (ONS), Greater 

London Authority (GLA), PH Outcomes Framework 
(PHOF) and Child and Maternal Health 
Observatory (ChiMat)); 

 Obtaining locally held data relevant to the services 
provided and pre-existing populations (eg, RIO 

data from Sutton and Merton Community Services 
(SMCS)). 

COMPARATIVE HNA Data presented for LB Sutton has been compared with 
other areas where possible.   
 

The ONS has created area classifications based upon the 
2001 census.  Within this classification, LB Sutton sits 
within the óThriving London Peripheryô ONS cluster that 

includes LB Bromley, Cambridge, LB Hillingdon, LB 
Kingston upon Thames, Oxford, Reading, LB Richmond 
upon Thames and Watford.  For comparative purposes 

within this HNA, LB Sutton has been compared with other 
LBs within the Thriving London Periphery ONS cluster, 
but not with non-London LAs.  Further, because of the 

historical link between LB Sutton and LB Merton as a joint 
Primary Care Trust (PCT), and the current existing link 
between LB Merton and LB Suttonôs health services, LB 

Merton has been included as a comparator where 
possible.  Where data on these areas was not available, 
outer London, London or England were used as 

alternative comparators. 
 

For service provision, where possible, examples of good 

practice were sought, and pre-existing HNAs from other 
localities were examined for comparisons. 
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5. RESULTS ï SERVICE DESCRIPTION (CORPORATE HNA)11 

 
5.1. Health Visiting Service 

 

The health visiting service within LB Sutton is currently provided by SMCS, 
and is delivered by The Royal Marsden (RM) NHS Foundation Trust. Service 
provision at present is across both LB Sutton and LB Merton due to the 

historical PCT encompassing both boroughs.  For the purpose of this HNA, 
as well as the future separation of services with the new commissioning 
responsibilities, an attempt has been made to delineate the service provision 

across the two LBs, although some posts are shared across both boroughs 
and, where this is the case, this has been noted.  An organogram of the 
existing overarching management structure is depicted in figure 1.   

 
Figure 1: Organogram of SMCS management structure 

 
*Split posts across LB Sutton and LB Merton. 

 

The LB Sutton health visiting team has two Team Leaders and eight HV 
localities.  One Team Leader is based at Green Wrythe Lane Clinic but 
covers two bases (Jubilee Health Centre and Green Wrythe Lane Clinic) and 

leads five teams.  Three of those teams are based at Jubilee Health Centre 
(Stanley Park, Jubilee and Amy Johnson teams), and two are based at Green 
Wrythe Lane clinic (Circle and Wandle teams).  The second Team Leader is 

                                              
11

 The health visiting service, Sure Start CCs and FNP are described in this section with respect to the 
services that are provided currently within LB Sutton.  Further analyses in terms of quantitative and 
qualitative feedback are given in sections 7 and 8, respectively. 
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based at Priory Crescent Clinic and covers three teams all based there 
(Green Oak, Robin Hood Lane and Manor Park teams).  See table 1 which 

also details the number of whole time equivalent (wte) HVs per team, and 
alignment of HV teams with GP practices and CCs. 

 

Table 1: HV team alignment 
 

 BASE TEAM NAME/HV 
LOCALITY 

WTE 
HVs 

GP PRACTICES CHILDRENôS 
CENTRES 

DAYS & TIMES OF 
DROP-IN CLINICS

1
 

Team Leader 
A 

Jubilee 
Health 
Centre 

Stanley Park 1.2 Shotfield Medical 
Centre; 
Beeches Surgery; 
Carshalton Fields 
Surgery 

Stanley Park Stanley Park CC 
(Monday 9.00am to 
12.45pm) 

Jubilee/Shotfield 1.7 Maldon Road 
Surgery;  
Wallington Family 
Practice;  
Park Road Medical 
Centre 

 Jubilee Health Centre 
(Wednesday 9.30am to 
1.00pm) 

Amy 
Johnson/Roundshaw 

1.6 Manor Practice; 
Wallington Medical 
Centre; 
Beddington Medical 
Centre 

Amy 
Johnson; 
High View; 
Beddington 

Amy Johnson CC 
(Monday 9.30am to 
10.45am); Beddington 
CC (Thursday 9.30am 
to 12.30pm) 

Green 
Wrythe 
Lane 
Clinic 

Circle 3.2 Green Wrythe 
Surgery;  
Faccini House 
Surgery; 
Bishopsford Road 
Practice; 
Sutton Medical 
Centre 

Tweeddale Green Wrythe Lane 
Clinic (Wednesday 
9.30am to 3.00pm); 
Tweeddale CC (Friday 
9.30am to 1.00pm) 

Wandle 3.3 Wrythe Green 
Surgery; 
Wandle Valley 
Health Centre; 
Hackbridge Medical 
Centre; 
Chesser Practice 

Spencer; 
Muschamp; 
Victor 
Seymour 

Muschamp CC 
(Tuesday 9.30am to 
3.00pm); Spencer CC 
(Thursday 1.00pm to 
3.30pm) 

Team Leader 
B 

Priory 
Crescent 
Clinic 

Green Oak 3.6 GP Centre; 
Well Court Surgery; 
Manor Drive 
(Kingston); 
Cheam Family 
Practice 

Green Oak 
Nonsuch & 
Cheam; 
Green Oak 
Stonecot & 
Worcester 
Park 

Green Oak Childrenôs 
Centre (Monday 
9.30am to 3.30pm) 

Robin Hood Lane 4.3 Robin Hood Lane 
Health Centre; 
Grove Road 
Practice; 
Mulgrave Road 
Practice 

Thomas Wall Robin Hood Lane Clinic 
(Monday 9.30am-
2.30pm; Thursday 
9.30am to 2.30pm) 

Manor Park 3.2 Dr Grice and 
Partners; 
Benhill & Belmont 

Manor Park; 
Shanklin 

Manor Park Childrenôs 
Centre (Tuesday 
9.00am to 2.30pm) 

1
Although clients may choose to attend drop-in clinics within or close to their residential locality, they are 

free to attend any drop-in clinic across Sutton, as are non-residents of Sutton.  Equally Sutton residents 
may attend drop-in clinics run by other health visiting services. 
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The formation of the eight HV teams/localities as detailed above was a new 

development as of 1 January 2015 with the national shift of health visiting 
services from GP registered to resident population.  The realignment of the 
HV service was complex, and a pragmatic decision was made not to relocate 

staff, but to devise localities based upon:  
The number of new births in the last three months of 2014;  
Team resource;  

Natural pre-existing boundaries;  
And location of GP surgeries and CCs.   

The eight resulting localities are demonstrated in figure 2.     

 
Figure 2: HV team localities (Source: SMCS) 

 
Preliminary analysis12 by SMCS management and monitoring of new births 
and caseload in the newly devised localities from January to March 2015 has 

suggested that caseload is not currently equitably spread.  For example, 
Shotfield, a largely rural community, may have potentially been over-

                                              
12

 This analysis has not been submitted to LB Sutton but was relayed via personal communication. 
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allocated resource and other areas with a high caseload (eg, Stanley Park, 
Robin Hood Lane, Manor Park, Circle, Roundshaw and Wandle) may require 

more HVs.  Thus the current localities as depicted here are subject to 
change, and are likely to evolve over the coming months. 

 

The workforce of the SMCS health visiting service is depicted in table 2.  As 
previously noted, some existing roles are currently shared across LB Sutton 
and LB Merton.  It should be noted that there is a discrepancy between wte 

HVs in table 1 and table 2.  Information on wte HVs was obtained from SMCS 
management and the discrepancy may be attributed to the difficulties inherent 
in delineating the workforce for LB Merton and LB Sutton separately.   

 
Table 2: Workforce of SMCS health visiting service 
 

Role WTE Band Split across 
Sutton and 

Merton 

Health Visiting Service Manager 1.0 8a Yes 

Team Leader 2.0 7 No 

Safeguarding Manager/Domestic 
Violence Specialist HV 

0.8 8a Yes 

Named Nurse 1.0 8a No 

Safeguarding Supervisor 2.0 7 No 

Specialist HV Haemoglobinopathies 1.0 7 Yes 

Paediatric Liaison HV 1.0 7 Yes 

Specialist HV Children with Disability 0.61 7 No 

Specialist Practice Teachers (full 

caseload holding) 
1.8 7 No 

Caseload Holding HVs 23.55 6 No 

Community Nursery Nurses 7.70 4 No 

Safeguarding Administrative Support 1.0 4 Yes 

Administrative Support 4.72 3/4 No 
1
Post holder is 1.0 wte but the remaining funding is from LB Sutton.  The information 

received has revealed uncertainty as to whether the post is 0.5:0.5 or 0.6:0.4 SMCS:LB 
Sutton. 
 
 

5.1.1. Specialist HVs 
 

5.1.1.1. Paediatric Liaison HV 
 

The Paediatric Liaison HV is a nationally recognised role that 

aims to provide seamless links between acute services and 
primary care/community services.  The Laming Inquiry (2003) 
recommended that such liaison is critical for safeguarding 

children.  This non-client facing post sits within the Safeguarding 
Team (see figure 1) and is based at St Helier Hospital, but also 
covers LB Sutton residents who attend St Georgeôs Hospital.   
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The role involves triaging all accident and emergency (A&E) 
attendances of children aged 0-18 years according to local 

criteria such as (SMCS, 2014): 
Non-accidental injury; 
Suspected abuse; 

Children on a Child Protection Plan (CPP); 
Significant burns or scalds; 
Signs of neglect; 

Parents leaving the department prior to assessment; 
Any history which is inconsistent with injury; 
Self-harm; 

Where A&E staff have expressed concerns. 
These attendances are then entered onto the RIO monthly 
planner in order to notify health visiting teams of the need to 

follow-up these families.  Any urgent safeguarding concerns are 
telephoned through to the relevant HV team.   
 

The second part of the Paediatric Liaison HV role involves 
providing a liaison between health visiting, acute paediatric 
teams and midwifery services.  If children who live out of area 

attend St Helier Hospital, the post-holder liaises with health 
visiting services in other areas.   

 

The post is currently 1.0 wte across both LB Sutton and LB 
Merton.   

 

5.1.1.2. Specialist HV for Haemoglobinopathies 
 

Within LB Sutton there is currently a specialist nurse (HV) for 

haemoglobinopathies that sits within the health visiting service.  
The post is 1.0 wte split across both LB Sutton and LB Merton, 
and is based at St Helier Hospital.  The post-holder works 

closely alongside a consultant specialising in 
haemoglobinopathies, consultant paediatricians and midwifery 
services.   

 
This specialist HV is notified of positive antenatal screening 
results for haemoglobinopathies, contacts the families  

concerned, and also provides genetic counselling.  They follow 
the child from the antenatal period through birth and into 
childhood.  Some of the children on their caseload are older 

than 5 years of age and approximately half their caseload also 
includes adults.  It is unclear whether these adults have been 
followed through from childhood or are being referred via other 

routes as adults.   
 

5.1.1.3. Specialist HV Children with Disabilities 

 
This post is a joint post between SMCS and LB Sutton.  There is 
current uncertainty regarding the specific budget for this post, 
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but it is thought that either 60% derives from the SMCS budget 
and 40% from LB Sutton, or 50% from each.  The post-holder is 

1.0 wte and based within the Early Support Services at LB 
Sutton in Stonecourt.  SMCS and LB Sutton use different 
caseload systems (RIO and Care First, respectively), but the 

post-holder can access RIO remotely or via hot desks at Green 
Wrythe Lane clinic.   

 

The Early Support Service aims to provide advice and support to 
families where at least one child aged 0-8 years has additional 
needs or disabilities requiring input from at least two additional 

specialist services.  It is a non-caseload-holding post that 
historically started as a secondment into the LA as a Key 
Working Coordinator in 2004 (now known as an Early Support 

Coordinator).  Although the post is non-caseload-holding, the 
HV does have family contact and undertakes a home visit for all 
new referrals.  Referrals are received via the Early Support 

referral form or via a Common Assessment Framework (CAF)13 
form, and can be made by anyone with concerns, such as but 
not limited to paediatricians, HVs, preschool managers, speech 

and language therapists.  All children who are eligible for the 
service are included in the CONTACTS system (see below) or a 
Team Around the Child meeting is held (see below).  The aim of 

both is to produce a multi-disciplinary plan that is regularly 
reviewed by allied professionals and the family.   
 

Specifically, the post-holderôs role encompasses: 
 

a) Co-chair of CONTACTS (Coordination Of Needs Tracking 

A Child Through Services) group.  These are MDT 
meetings incorporating the family that aim to coordinate 
and track childrenôs needs to ensure they are accessing 

the right services in a coordinated manner.  A key worker 
is identified during this process.  The specialist HV in this 
role also represents health at these meetings.  The 

CONTACTS group reviews approximately ten children 
every two weeks.  As of March 2015 there were 116 
children in CONTACTS in LB Sutton. 

 
b) Co-chair of Team Around the Child meetings.  These 

meetings are arranged if there are additional needs or 

concerns not being met by the CONTACTS group.  They 
occur weekly during term time and three children are 
discussed (in conjunction with their families) at each 

meeting.  As of March 2015 35 children were the subject 
of Team Around the Child meetings at LB Sutton. 

                                              
13

 The CAF allows for the standardised assessment of children and their families in order to promote 
the early identification of additional needs and to facilitate a coordinated multi-agency response (DfE, 
2012). 
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c) Management of the Key Working scheme.  Sutton runs a 
non-designated scheme whereby anyone working with 

the child can become their key worker.  The key worker is 
chosen by families and aims to provide emotional and 
practical support for families, acting as their point of 

contact.  Key workers have in-depth knowledge of the 
child and their family and this can facilitate the 
development of a comprehensive MDT plan.  Key 

working is prioritised if children are involved with three or 
more different specialist services in order to ensure 
appropriate coordination.  As of March 2015 35 children 

within LB Sutton have a key worker.  The efficacy of the 
scheme for each family is reviewed at Team Around the 
Child meetings. 

 
d) Sleep services for children aged two to 18 years with 

disabilities and co-existing sleep problems.  The 

specialist HV is fully accredited by Sleep Scotland and 
runs morning clinics and home visits with the help of a 
trained volunteer.  As of March 2015, six or seven 

children are undergoing sleep counselling in LB Sutton, 
but there is high demand with a nine month waiting list.   

 

e) Parental Early Support Saturday workshops.  These are 
co-delivered by a parent and the specialist HV, and are 
held as a four week course twice per year at Tweeddale 

CC.  They provide an opportunity for parents to offer peer 
support and to facilitate understanding of local and 
national services available.  There may be demand to 

increase this to three times per year, but currently there is 
not the capacity to do so. 

 

f) Panel member.  The current post-holder sits on a panel 
for allocating short-term respite care within LB Sutton, 
and also the ICOUNT Register Steering Group.  ICOUNT 

is a voluntary local register which aims to ensure the LA 
are aware of the prevalence of children with disabilities 
within the borough, where they live and what services 

they require. 
 

The Specialist HV for Children with Disabilities encompasses 

children aged 0-8 years in order to capture the transition of 
children into school, as this can be an uncertain and problematic 
time for families with a sudden reduction in support.  In addition, 

the post-holder liaises with schools regarding planning and 
adaptations required for children with specific health needs.  If a 
family require no additional input, transfer to the school nursing 

team occurs at five years old but, if additional needs are 
identified, support is offered until the child is eight years old.  
Other health visiting teams outside of Sutton (eg, Merton) offer a 
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different model whereby the role is solely within the health 
visiting service and is caseload-holding.   

 
5.1.1.4. Infant Feeding Coordinator 

 

This post is band 7 0.8 wte shared across both LB Sutton and 
LB Merton.  It is a strategic role, aiming to initiate, maintain and 
enhance breastfeeding promoting policies throughout the 

community.  Although non-caseload-holding, the HV in post 
does have telephone contact with parents in a supportive 
capacity.  This role is supported by a 0.4 wte band 3 

Breastfeeding Supporter. 
 

The post-holder is currently instrumental in moving SMCS health 

visiting service towards meeting the UNICEF UK Baby Friendly 
Initiative14 standards for health visiting, and SMCS are 
undertaking their Stage 3 assessment in May 2015. 

 
 

5.1.2. Safeguarding within SMCS Health Visiting service 

 
Safeguarding children can be defined as: 
 

  ñé[p]rotecting children from maltreatment;  
  preventing impairment of childrenôs health or development; 

ensuring that children grow up in circumstances consistent with 

the provision of safe and effective care; and 
taking action to enable all children to have the best outcomesò 
(HM Government, 2015, p5).   

 
A HV literature review revealed that, rather than isolated HV screening 
contacts, repeated contacts (ideally via home visits) are required in 

order to identify families about whom there are safeguarding concerns 
(Cowley et al, 2013).  Furthermore they argue that this should be via 
the universal service given that Serious Case Reviews often report 

very young children to be the most vulnerable and most at risk of poor 
outcomes, including death (Cowley et al, 2013). 

 

In order to fulfil their statutory functions under Section 11 of the 
Children Act 2004 (SMCS, 2013), SMCS have the following 
safeguarding posts: 

 

                                              
14

 The UNICEF UK Baby Friendly initiative (Unicef, 2015) are standards set in place for maternity, 
neonatal, health visiting and CC services.  There are three stages to the assessment process: 
Creating a foundation (producing written policies and guidelines, auditing and evaluating the 
standards, and not promoting formula feeding); Educating staff; Reviewing parentsô experiences 
(helping pregnant women understand the benefits of breastfeeding; supporting women to breastfeed 
for as long as they require; supporting informed decisions regarding the use of non-breast milk 
alternatives, and supporting close relationships between parents and child).  Meeting these standards 
is within the 2015-16 National Health Visiting Core Service Specification. 
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SMCS Safeguarding Team 

Lead Director for Safeguarding Children (RM Chief Nurse) 

Safeguarding Lead Hospital/SMCS (Clinical Childrenôs Service 
Director) ï Board Representative for Local Safeguarding Childrenôs 
Boards (LSCB) 

Named Doctor (Community) 
Named Nurse (Community) 

 
These posts are all currently split across LB Sutton and LB Merton.  
However, safeguarding is the responsibility of all staff (HM 

Government, 2015; SMCS, 2013), and thus the responsibility of all 
members of the health visiting team.  As such safeguarding children 
training is mandatory for all members of staff (SMCS, 2013).  All HVs 

must undergo mandatory safeguarding supervision, as must Specialist 
Safeguarding supervisors within the Safeguarding Team.  

 

The London Continuum of Need matrix (London Safeguarding Children 
Board, 2015) is used to guide all professionals across different 
agencies to establish the level of need for a child.  The levels of need 

map to health visiting service levels as set out in the National Health 
Visiting Service Specification (NHSE, 2014a): 

 

LEVEL ADDITIONAL NEEDS ALIGNMENT WITH 
HEALTH VISITING 

SERVICES 

Tier 1 None identified Universal services 

Tier 2 Early help required.  Low risk/vulnerable.  
Threshold for initiating a CAF process 

Universal Plus 
services 

Tier 3 Complex multiple needs.  Threshold for an 
assessment required by social care under Section 

17 of the Childrenôs Act 1989 (eg, MASH input ï 
see below) 

Partnership Plus 
services 

Tier 4 Acute need.  Intensive statutory support required 
as likely to suffer or are suffering significant harm.  
Threshold for child protection 

Child Protection Plan 

 

The Multi-Agency Safeguarding Hub (MASH) is a single point of 
referral for all safeguarding and child protection enquiries.  LB Sutton 
MASH incorporates police, social care, probation services, health, 

education and voluntary services.  Anyone (including health visiting 
staff) with concerns regarding child safety refers the child into MASH 
via completion of a referral form.  If the concern is urgent, this should 

be preceded (within 24 hours) by a telephone referral.  Where possible, 
consent from the family should be obtained prior to making a MASH 
referral.  Referrals should include a summary of referral reasons, and a 

Blue-Red-Amber-Green (BRAG) rating15.   

                                              
15

 BRAG rating consists of: blue (no further action); green (action required within 24 hours); amber 
(action required within six hours); red (action required within two hours). 
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The health visiting service provides a health navigator within the MASH 

process, and there is always either a HV or school nurse within MASH.  
Health navigators sit within the Safeguarding Team and provide cover 
from Monday to Friday 9am until 5pm16.  The model used within SMCS 

is that seven supervisors (some of whom are from the school nursing 
service) rotate into the role and cover it as part of a rota.  Feedback 
from stakeholders has suggested that the post should be 1.4 wte in 

order for annual leave, training and other commitments to be 
appropriately covered.  Splitting the existing service between LB Sutton 
and LB Merton will result in insufficient capacity to fulfil this role. 

 
The health navigatorôs role is to collate information about the family 
from allied health professionals (GPs, SMCS, St Georges Mental 

Health Trust, Epsom St Helier, St Georges Acute Trust) for RAG-rated 
referrals.  There are strict information governance requirements, and all 
agencies who participate must have signed up to and adhere to the 

Sutton MASH Information Sharing Agreements.  Information shared 
must remain within MASH and should not be shared outside of the 
process.  Limited information regarding the fact a MASH referral has 

been made may be entered onto RIO, depending upon the rating of the 
referral. 

 

The MASH team (duty social work manager) determine what (if any) 
further action is required.  Possible outcomes include: 

 Section 47 Enquiry if a child is suffering or is likely to suffer 

significant harm.  The social worker leads on this assessment and 
healthcare professionals, including HVs, will be asked to contribute 
to the assessment.  Due to the information governance 

arrangements surrounding MASH, the same information may need 
to be resubmitted as part of this process.   

 Single Assessment undertaken by Childrenôs Social care in order to 

determine what services may be of benefit to the child and family.  
Again, healthcare professionals, including HVs, will be asked to 

contribute to the assessment and the same information that was 
provided within MASH may need to be resubmitted.    

 Referral to Early Intervention such as the Family Intervention 

Project or Homestart. 

 No further action. 

 
It is a statutory requirement for the initial referrer into MASH to be 

informed of the outcome of their referral, but other agencies who have 
been involved will not be informed.   
 

As well as providing a health navigator, other HVs within the service 
contribute to the MASH process by collating any information requested 
by the health navigator, and they may have additional duties depending 
upon the outcome of the MASH process. 

                                              
16

 The post is notionally described as 1.0 wte but must be more to cover periods of leave. 
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As well as the MASH process, within LB Sutton there are Multi-agency 

Risk Assessment Conferences (MARAC) which are monthly MDT 
meetings for sharing information on high risk domestic abuse cases.  
During these meetings, multi-agency risk management plans are 

devised for those who are vulnerable.  A member of SMCS 
Safeguarding Team sits on LB Suttonôs MARAC and, in the week prior 
to the meeting, will research all cases due to be presented.  RIO is 

updated with the relevant information as part of the MARAC process.  
Other HVs also play a role in that they must make contact with the 
victim and obtain consent to share information with the GP after 

MARAC.   
 

If safeguarding concerns are noted during the antenatal period, the HV 

should undertake a targeted safeguarding visit at 30 weeks gestation 
(ideally within the home).  These referrals are made via the Vulnerable 
Antenatal Forum, the Paediatric Liaison HV, Social Work teams and/or 

GPs.  The HV should seek consent from the family to share information 
with the GP and midwives.  It is considered best practice for the routine 
face-to-face antenatal contact in the 2015/16 National Health Visiting 

Service specification (NHSE, 2014b) to be conducted as a home visit 
(Cowley, 2015).  Repeated home visits have been proposed as a 
potential means of facilitating the identification of safeguarding 

concerns (Cowley et al, 2013). 
 

HVs may also be required to participate in Child Protection case 

conferences which aim to plan how to promote the welfare of the child 
involved and determine whether a CPP is required.  There is a 
statutory duty for NHS provider organisations to participate in such 

processes (HM Government, 2015).  It is an SMCS workload priority to 
ensure that someone represents the organisation at all Child Protection 
case conferences (SMCS, 2013).  Notifications of initial case 

conferences come into the Safeguarding Team via a shared secure 
inbox, and invitations are then sent to the relevant health visiting team 
and team manager.  If more than one professional is involved with a 

family (eg, HV and school nurse), only one needs to attend, and a 
decision should be made regarding who is most appropriate.  It is the 
role of the individual HV (and not the Safeguarding Team) to attend the 

conferences, unless the case is particularly complex or the HV is newly 
qualified. 
 

If a child becomes subject to a CPP, a Core Group is convened, 
consisting of key professionals who take joint responsibility with 
respect to the CPP.  HVs are members of the Core Group if they have 

children on their caseload who are subject to CPPs, and it is their 
responsibility to update the Core Group on identified health needs.  
There are minimum requirements on the number of targeted visits by 

HVs for children subject to a CPP that are age-dependent17.  However, 

                                              
17

 Monthly if the child is <2 years old; six weekly if the child is >2 years old. 
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individual assessments are required as this may at times need to be 
more frequent.  

 
According to SMCS Safeguarding Policy, HV attendance at Review 
Child Protection Case Conferences is required to ensure quoracy of 

the conference (SMCS, 2013).  HVs must also submit reports for each 
Case Conference, and for each child within a family.  These should be 
prepared in conjunction with other allied health professionals from 

within SMCS.  HVs routinely take case responsibility for all children 
under five years old subject to safeguarding within LB Sutton (SMCS, 
2013).  Any children aged under eight years old will remain within the 

health visiting service remit if they are an only child or if they have 
younger siblings (SMCS, 2013).   
 

If children for whom there are safeguarding concerns move outside LB 
Sutton, the existing HV undertakes a verbal telephone handover with 
the new HV.  If a child who is subject to a CPP or Child In Need plan 

moves into Sutton from elsewhere, the new HV must undertake a 
home visit ideally within two working days, but no later than five 
working days. 

 
Looked after children (LAC) fall under the remit of the CCG.  Sutton 
CCG are commissioning a specialist nurse for LAC, with a particular 

focus upon care leavers given their particular vulnerabilities.  There 
needs to be interdependency and a good relationship between the 
CCG, HVs and school nurses to help deliver this. 

 
5.2. Sure Start Childrenôs Centres 

 

The aim of Sure Start CCs are to ñéimprove outcomes for young children and 
their families and reduce inequalities, particularly for those families in greatest 
need of supportò (DfE, 2013, p6).  Particular outcomes of relevance include 

those related to child development, school readiness, parenting skills and 
aspirations, child and family health, and life chances (DfE, p7).  CCs deliver 
community-based services, and are visible and accessible to families who 

may be less likely to access traditional services (DH, 2009).  Statutory 
guidance stipulates that LAs must attempt to identify prospective parents who 
are unlikely to engage in early childhood services and encourage them to use 

the services provided (DfE, 2013).  They are managed by or on behalf of the 
LA and aim to provide integrated early childhood services either on site or via 
signposting elsewhere (DfE, 2013).  Relevant services provided include: 

 
 Early years education and childcare; 
 Social services for young children and families; 

 Health services for young children and families; 
 Training and employment services for parents/prospective parents; 
 Information and advice for parents/prospective parents. 

 
Many CCs within Sutton are commissioned to schools to deliver on behalf of 
the LA, and these CCs have varied structures.  The CCs within LB Sutton that  
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are run by the LA have the ópreferredô model of a CC Manager, a Lead Early 

Years Practitioner, and an administrator.  CCs offer a range of services for 0-5 
year olds.  Within LB Sutton, families must register with CCs.   
 

In order to ensure an integrated service, health services and LAs should 
share data and information regularly, and this could be facilitated by the 
development of local agreements or protocols (DfE, 2013).  This is one aspect 

that Ofsted look for during inspection (see below).   
 

CCs should develop links with a range of services, including midwifery, GPs 

and HVs.  Each CC must have a named HV who should work with the 
management of the CC to ensure appropriate information sharing occurs, and 
on delivering the 0-5 HCP in collaboration (DfE, 2013).   

 
Section 5A of the Childcare Act 2006 states that LAs must ensure there are 
enough CCs to meet the needs of the local population and that these are 

accessible to all families, although there should be some targeting of those 
with most need (DfE, 2013).  There are currently 14 CCs within Sutton split 
between three localities (see figure 3 and table 3). 

 
Localities were devised in April 2014 on the basis of LSOAs and wards whilst 
also taking into consideration demographics and transport links.  There is 

current variation in the number of children attached to a CC (eg, Green Oak 
has 2,604 children versus 658 in Muschamp), but this is due to differences in 
demographics within an area.  Families from outside LB Sutton are free to use 

CCs within LB Sutton, but some other LAs do prioritise their own residents 
and may turn LB Sutton residents away. 

 

There is currently a consultation within LB Sutton regarding the future status 
of CCs in the borough.  However, prior to any reorganisation, LB Sutton must 
demonstrate that this will not adversely impact upon children within Sutton, 

particularly those with greatest need, and hence ñ[t]he starting point 
shouldébe a presumption against the closure of childrenôs centreséò (DfE, 
2013, p9).   

 
To ensure quality of services provided within CCs, the Childcare Act 2006 
stipulates that CCs must undergo Ofsted inspections every five years.  These 

inspections judge how effective a CC is on three key aspects: access to 
services; quality of services; effectiveness of leadership, governance and 
management (Ofsted, 2014).  After an inspection, LAs must produce a written 

Action Plan stating their proposed actions in response to the inspection report.  
In order to achieve a rating of ógoodô, an overall reach18 of 65% is required, 
alongside 65% reach of hard-to-reach or target groups.   

 
 
 

                                              
18

 Reach is defined as one count per child (regardless of the number of times attended) divided by the 
number of children within the catchment area. 
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Figure 3: Location of Childrenôs Centres and localities 

 

 
 

 
Table 3: Childrenôs Centres and localities 
 

Childrenôs Centre 
Locality 

Childrenôs Centres 

Green Locality *Green Oak Group CC (Stonecot & Worcestor Park, 
and Nonsuch & Cheam) 

Shanklin CC 

Blue locality *Tweeddale CC 
*Muschamp CC 
*Spencer CC 

*Manor Park CC 
Thomas Wall CC 

Red locality *Amy Johnson CC 
High View CC 
*Beddington CC 

*Stanley Park CC 
Victor Seymor CC 
The Grange CC 

*These CCs have HV clinics running from them. 

 
Each CC should also have an Advisory Board (although they may be shared 

amongst CCs).  Chairs of Advisory Boards should be community members or 
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parents and the Board should be representative of the local community as a 
whole.  Although HVs are not explicitly named within the statutory guidance,  

there is a requirement for representatives from the health sector to sit on 
Advisory Boards (DfE, 2013) and, within the National Health Visiting Service 
specification, a key performance indicator for service delivery is the 

percentage of Advisory Boards with a HV presence (NHE, 2014b).   
 

5.3. Family Nurse Partnership (FNP) 

 
5.3.1. Background 

 

The FNP is a licensed structured home visiting programme offered on a 
voluntary basis to first time teenage mothers (DH, 2012a).  It was 
originally developed by Professor David Olds at the University of 

Colorado (FNP National Unit, 2015a).  The programme is delivered by 
specifically trained family nurses, and provides intensive support to 
mothers and their families from pregnancy until the child is two years old.  

This support is achieved via 6419 regular structured one to one home 
visits that last approximately one hour (DH, 2012a; FNP National Unit, 
2015b).  The three aims of FNP are ñ...to improve pregnancy outcomes, 

improve child health and development and improve parentsô economic 
self-sufficiencyò (DH, 2012a, p5). 
 

FNP nurses must have a nursing background with a nursing or midwifery 
qualification, be registered with the NMC, have a degree or equivalent 
postgraduate qualification, at least two yearsô experience working with 

families in deprived communities, and two years in public health, home 
visiting, midwifery or child health.  Previous attempts at using less 
qualified staff as family nurses have resulted in poorer outcomes (Allen, 

2011). 
 
The ethos of the FNP programme is enabling the mother and family 

nurse to build an in-depth therapeutic relationship based upon trust and, 
furthermore, for the family nurse to model nurturing behaviours in order 
to facilitate young mothers developing positive relationships with their 

babies.  It is this therapeutic relationship that is fundamental to the 
programme (Ball et al, 2012; FNP National Unit, 2015b).  The idea is to 
build the motherôs self-esteem and self-efficacy, enabling her to become 

empowered and look after her family into the future, beyond the FNP 
programme (FNP National Unit, 2015b).  The programme focuses upon 
positive behaviour change, and builds upon the motherôs inherent 

motivation to do the best for her child (FNP, 2015).  Such outcomes are 
achieved by employing a range of techniques including behavioural 
change, motivational interviewing and active learning (Ball et al, 2012).  

The programme is split into three phases (pregnancy, infancy and 
toddlerhood) and covers five domains within each (personal health, 
maternal role, life course, family and friends, environmental health). 
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 The 64 visits are split into 14 in pregnancy, 28 during infancy and 22 during toddlerhood. 
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There is a robust evidence base, although the majority of the research 
emanates from America and is largely based upon three American 

randomised controlled trials (RCTs).  The FNP programme reports 
positive outcomes in the short-, medium- and long-term, although Ball et 
al (2012) state there are fewer short-term benefits, which has 

implications for commissioning.  Specifically, American evidence has 
demonstrated (DH, 2012a): 

 Improvements in antenatal health (a reduction in kidney infections 

and number of cigarettes smoked ï Ball et al, 2012); 

 Reductions in childrenôs injuries, neglect and abuse; 

 Improvements in parenting practices and behaviour; 

 Reduction in subsequent pregnancies and longer intervals 

between births; 

 Improvements in early language development, school readiness 

and academic achievement (with the largest gain for children of 
the most vulnerable mothers (Ball et al, 2012)); 

 Improvements in maternal employment and reductions in welfare 
use; 

 Improvements in fathersô involvement. 

 
A UK RCT (The Building Blocks RCT) commenced in 2009 looking at 

approximately 1,600 expectant mothers in 18 areas across England, and 
is due to publish their findings on the effectiveness and cost-
effectiveness of FNP in the UK (FNP National Unit, 2015a).  The results 

are eagerly anticipated in order to demonstrate whether the USA findings 
are replicable within the UK.  For example, it has been suggested that 
the UK may not see such significant gains in economic welfare given the 

UK traditionally has more established support systems for families living 
in poverty (Ball et al, 2012).  However, equally, there may be additional 
outcomes seen in the UK population not evidenced in America (Ball et al, 

2012). 
 
Economic evaluations of FNP have also been largely based on findings 

from America.  Conservative estimates of UK economic outcomes 
suggest that every £1 invested in the programme results in a return of 
£1.94 (FNP National Unit, 2015b).  The economic benefits are thought to 

be due to crime reduction (although any difference may be reduced 
beyond the age of 15 years) and a reduction in welfare costs.  However, 
others (eg, Ball et al, 2012) suggest the proposed economic benefits may 

have been over stated and postulate that more effective targeting is 
required as, in lower risk families, costs may outweigh benefits.  
However, even if there are only significant improvements in outcomes for 

the minority of families, this could still prove cost-effective (Ball et al, 
2012).  Other potential UK economic benefits include higher earnings 
and increased tax revenue, lower benefit payments, less conduct 

disorder, fewer hospital admissions, and less need for foster care (Ball et 
al, 2012). 
 

The programme is fully licensed in order to ensure ófidelityô with the 
programme as a means of ensuring promised outcomes are delivered 



 

30 
 

and achieved (Ball et al, 2012; FNP National Unit, 2015a).  It was first 
rolled out in England in 2006 in ten demonstration sites (Ball et al, 2012; 

FNP National Unit, 2015a).  As of March 2015, the aim is to have 16,000 
FNP places in just over 130 LAs delivered by 126 FNP teams, 
representing coverage of approximately 25% of the eligible population 

(FNP National Unit, 2015b).  Overall there are 900 Family Nurses and 
Supervisors, all supported by the FNP National Unit which ensures the 
quality of the service, and organises training, research and development 

(FNP National Unit, 2015b).  Real-time data is captured by the FNP 
teams and submitted to the National Unit via the NHS Open Exeter 
information sharing system as part of the licensing agreement. 

 
5.3.2. FNP within Sutton 

 

MAXIMUM STAFFING CAPACITY20 
EXISTING STAFFING WITHIN FNP 

TEAM 

1 x 1.0 wte FNP Supervisor 

 
4 x 1.0 wte Family Nurses 

1 x 1.0 wte FNP Supervisor 

 
2 x 1.0 wte Family Nurses21 
 
1 x 0.6 wte Family Nurse due to start 

 
1 x 0.6 wte vacancy 

MAXIMUM CLIENT CAPACITY 
EXISTING CLIENTS WITHIN FNP 

TEAM 

100 clients across Sutton and Merton (48 

potential Sutton clients, with five 
additional clients taken on by the FNP 
Supervisor, two of whom are from 

Sutton) 

30 clients within Sutton 

 
20 potential clients on waiting list within 
Sutton 

 

Mothers-to-be are deemed eligible if they meet the following criteria 
(SMCS, 2015): 

 Aged 19 years or under at last menstrual period; 

 First time mothers; 

 Less than 28 weeks gestation22; 

 Live within LB Sutton or LB Merton; 

 Are not planning on having the child adopted. 
 

Notifications into the service are made in a number of ways, often via 
antenatal record sheets from the Child Health system which have been 
inputted by midwifery services.  Other routes include directly via the FNP 

website, via school teachers or social workers.  All notifications are 
entered onto the RIO monthly team planner.  The FNP team then 

                                              
20

 Across Sutton and Merton. 
21

 One is new in post. 
22

 60% should be enrolled by 16 weeks gestation. 
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calculate the gestation of the mother-to-be to ensure they meet the 
eligibility criteria (see above).  If there is capacity to accept another client, 

the team try to contact the potential client initially via telephone and, if 
this is not possible, they will send a letter.  The mothers-to-be can then 
refuse or accept an enrolment visit, which is a 15-20 minute home visit 

informing them about the programme.  If the mother-to-be would like to 
participate, they are then accepted into the service, and an additional 
visit will be undertaken within the following week. 

 
Within the service there is also administrative support provided by a Data 
Quality Control Officer.  This was previously a 0.6 wte substantive post 

and 0.4 wte bank post.  However, the initial post holder has been 
seconded elsewhere within SMCS, and now there is a bank staff member 
performing this role as 1.0 wte.  This individualôs role involves inputting 

data onto Open Exeter for submission to the National Unit. 
 
Safeguarding supervision for the nurses is provided on a weekly basis by 

the FNP Supervisor.  Safeguarding supervision is provided to the FNP 
Supervisor by the Merton Safeguarding Supervisor for SMCS on a 
monthly and ad hoc basis.  The FNP Supervisor is also the Named Nurse 

for the FNP Team.  In addition, the National Unit requires the team has 
monthly supervisions with a psychologist (FNP, 2015).  All staff are also 
required to undergo training as recommended by the National Unit.  For 

supervisors, this includes Extended Practice Days and Quality 
Improvement Days (eight days per year) which are important for 
networking and learning from others. 

 
There are also quarterly FNP Advisory Board (FAB) meetings (see table 
4 for FAB membership).   

 
Table 4: FNP Advisory Board Membership 

Director of Childrenôs Services, LB Merton (Chair) 
Director of Childrenôs Services, LB Sutton (Chair) 
RM/SMCS Clinical Director of Childrenôs Services 

Head of Midwifery, Epsom & St Helier Trust 
Service Development Lead, FNP National Unit 
Joint Commissioning Manager, Children & Families, LB Merton 

Public Health Consultant, LB Merton 
Service Manager, Early Years, LB Merton 
RM/SMCS FNP Supervisor 

RM/SMCS Universal Services Manager 
RM/SMCS ï Designated Nurse 
Public Health Consultant, LB Sutton 

 

If clients move out of the area, they stay under the care of the FNP team 
if they are a LAC who has been relocated due to shortage of 
accommodation in LB Sutton.  However, if they have been transferred to 

an area too distant to enable the FNP nurse to travel to them, they will be 
offered a transfer to another more local FNP team.  If they are not a LAC, 
whether they stay under the remit of the FNP team depends upon where 
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they move to.  The National Unit would prefer for a single FNP nurse to 
follow the client through due to the importance of the therapeutic 

relationship, but the feasibility of this is at the discretion of the FNP 
Supervisor.  However, this situation is relatively uncommon and the 
majority of clients remain within LB Sutton. 

 
FNP nurses deliver the HCP to mothers on their caseload, and thus no 
additional health visiting support is required until the child reaches two 

years old and is discharged from the care of FNP to the health visiting 
service.   

 

6. RESULTS ï WHAT IS THE NEED? (EPIDEMIOLOGY) 
 
6.1. Background 

 
The indicators used here in order to provide information in relation to need for 

health visiting services within LB Sutton are largely derived from the outcomes 

that the 2015-16 National Health Visiting Core Service Specification states 
should be improved by effective health visiting (NHSE, 2014b), and also those 
referred to within the HCP as potentially requiring increased resource 

allocation (DH, 2009). 
 

6.2. Demographics 

 
6.2.1. Population size 

 

ONS mid-year population estimates for Sutton in 2013 report the total 
population to be 195,914.  GLA population estimates for 2015, estimate 
the total population in Sutton to be 201,200 (GLA, 2015).  Figure 4 is a 

population pyramid demonstrating the age and sex structure of the 
population of LB Sutton as compared to England in 2013.  This 
population pyramid indicates a comparatively high proportion of 0-4 

year olds within LB Sutton. 
 
Figure 4: Population pyramid LB Sutton, 2013.  (Source: Godden, 2014) 
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Table 5 provides ONS 2013 mid-year population estimates (absolute 

number and percentage) for 0-5 year olds as single age bands in 
Sutton as compared to Merton, London and England.  All four regions 
are fairly comparable.  LB Sutton was estimated to have 16,322 0-5 

year olds in 2013, which represents 8.3% of the total population.  This 
is just higher than the England estimate of 7.6%, but just lower than 
London (8.8%) and LB Merton (9.1%). 

 
Figure 5 demonstrates that resident population estimates of the 0-4 
year population have gradually increased over the past decade.  
However, while the absolute number of 0-4 year olds has gradually 

increased, the percentage of the total population which is 0-5 years has 
remained relatively stable (see figure 6).  In 1999 8% of Suttonôs 

population were aged 0-5 years old, compared to 8.3% in 2013.  Of the 
compared regions, Merton has had the biggest percentage increase 
from 8% to 9.1%. 

 
Table 5: 0-5 years population estimates, 2013.  (Source: ONS)  

 
AGE 

BAND 
(yrs) 

SUTTON (%) MERTON (%) LONDON (%) ENGLAND (%) 

0 2,640 (1.3%) 3,406 (1.7%) 130,172 (1.5%) 676,531 (1.3%) 
1 2,924 (1.5%) 3,400 (1.7%) 132,726 (1.6%) 701,281 (1.3%) 

2 2,715 (1.4%) 3,162 (1.6%) 123,448 (1.5%) 688,777 (1.3%) 
3 2,744 (1.4%) 3,079 (1.5%) 119,104 (1.4%) 678,113 (1.3%) 
4 2,678 (1.4%) 2,779 (1.4%) 115,831 (1.4%) 669,428 (1.2%) 
5 2,621 (1.3%) 2,768 (1.4%) 115,877 (1.4%) 676,035 (1.3%) 

TOTAL 16,322 (8.3%) 18,594 (9.1%) 737,158 (8.8%) 4,090,165 (7.6%) 
Rounded to 1decimal place. 

 

Figure 5: Resident population estimates 0-4 years, 2001-2012.  (Source: ONS) 
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Figure 6: Percentage resident population estimates 0-5yrs, 1999-2013.  (Source: 
ONS) 

 
 
 
Overall, the population of Sutton is projected to increase (see figure 7), 

and this holds true for the under 5 year old population, which is 
projected to increase from approximately 13,400 in 2012 to 
approximately 14,800 in 2022 (see figure 8).  Again, as can be seen in 

figure 9, the increase in the 0-4 years population is in line with an 
increase in the overall size of the population of LB Sutton, rather than a 
disproportionate increase in the 0-4 years population specifically.  
However, from a service perspective, the absolute numbers are more 

important than percentages.  It should also be noted that these 
projections are estimates and do vary.  For example, the latest GLA 

population projections suggest the 0-4 year population within Sutton 
was 13,700 in 2012 and will decrease to 12,900 in 2022. 
 

At ward level, based upon 2012 estimates, the highest absolute 
number of 0-5 year olds live predominantly in the northern areas of LB 
Sutton, in Wandle Valley (1,218), St Helier (1,187), Worcester Park 

(1,136) and Sutton Central (1,070).  These four wards are also the four 
highest in terms of percentage of 0-5 year olds living within them (again 
based upon 2012 estimates), as follows:  

 
Wandle Valley (10.2%) 
St Helier (9.7%) 

Sutton Central (9.5%) 
Worcester Park (9.3%).   
 

The wards with the fewest numbers of 0-5 year olds are Stonecot (673, 

6.3%) and Cheam (650, 6.3%).  See figures 10 and 11. 
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Figure 7: Population projections (all ages), 2012-2037.  (Source: ONS) 
 
 

 
 
 

Figure 8: Population projections (0-4 years), 2012-2022.  (Source: ONS  2012-based 
Subnational Population Projections) 
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Figure 9: Percentage population projections (0-4 years), 2012-2022.  (Source: 
Godden et al, 2015) 

 

 
 

 
Figure 10: Map of number of children aged 0-5 years by ward in Sutton, 2012.  
(Source: ONS) 
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Figure 11: Map of percentage of children aged 0-5 years by ward in Sutton, 
2012.  (Source: ONS) 

 
 

 
6.2.2. Live births 

 

In 2013 there were 2,629 live births in Sutton, which represents a 
gradual increase from 2,166 in 2000.  However, birth rates have fallen, 
and 2013 had the lowest birth rate in LB Sutton since 2008 (see figure 

12).  Figure 13 compares the number of live births in LB Sutton with LB 
Merton, London and England.  It can be seen that, for both LB Sutton 
and LB Merton, there has been a gradual increase in the number of live 

births, with the trend appearing to be tailing off in recent years.  Both 
LBs appear to be following the same overall trend as England in terms 
of live births, with London demonstrating a more static absolute 

number of live births over the past decade.  Figure 14 demonstrates 
birth projections23 from mid 2013 to mid 2022.  This indicates that the 
number of births within Sutton is expected to increase from 2,734 in 

2013 to 2,860 in 2022.  Thus it should be noted that a proportion of the 
projected growth in the 0-4 year population is due to migration into the 
borough. 

 
At ward level, the areas with thehighest number of live births in 2013 
were as follows: Sutton Central (214 live births), Wandle Valley (213 

live births), Worcester Park (193 live births) and St Helier (185 live 

                                              
23

 Based upon assumed LA age-specific fertility rates. 
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births).  These are also the four wards with the highest numbers and 
percentages of 0-5 year olds (see figures 15, 10 and 11). 

 
Figure 12: Live births in Sutton, 2000-2013.  (Source: GLA) 

 

 

Figure 13: Live births in Sutton, Merton, London & England, 2002-2013.  (Source: 
GLA) 
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Figure 14: Birth projections, Sutton, mid-2013 to mid-2022.  (Source: ONS 2012-
based Subnational Population Projections) 
 

 
 

 
Figure 15: Map of number of live births by ward in Sutton, 2013.  (Source: ONS) 

2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 

Births 2734 2798 2815 2831 2857 2860 2866 2864 2862 2860 

2650 

2700 

2750 

2800 

2850 

2900 

N
u

m
b

e
r 

o
f 
b

ir
th

s 

Year 

Births projections, Sutton, mid-2013 to mid-
2022.  (Source: ONS) 



 

40 
 

 
 

6.2.3. Fertility 
 

The crude live birth rate24 in Sutton in 2013, was estimated to be 

13.4/1,000 population.  Table 6 reveals that this is lower than Merton, 
outer London and London (16.6, 15.1 and 15.2/1,000, respectively), but 
higher than the England estimate of 12.3/1,000.  The general fertility 

rate (GFR)25 is a better indicator of fertility rates within an area, as it 
only includes women of child-bearing age within the denominator.  In 
2013, the GFR for Sutton was 64/1,000.  Table 6 and figure 16 

demonstrate how this compares to other LBs within the óThriving 
London Peripheryô cluster, outer London, London and England.  In 
summary, Sutton ranks around the mid-point GFR compared to other 

óThriving London Peripheryô areas, and this is lower than the outer 
London GFR (68.8/1,000), slightly higher than the England GFR 
(62.4/1,000) but in line with London (64/1,000).  Figure 17 shows 

trends in GFR from 2005 to 2013.  The GFR in Sutton has remained 
relatively stable, as it has for London and England.  However, GFR is 
dependent upon the age structure of the female 15-44 year population, 

and thus total fertility rate (TFR) should also be considered. 
 
Table 6: Crude live birth rate, general fertility rate and total fertility 

rate, based upon mid-2013 population estimates.  (Source: GLA) 
 

AREA CRUDE LIVE BIRTH 
RATE 

GENERAL FERTILITY 
RATE 

TOTAL FERTILITY 
RATE 

SUTTON 13.4 64.0 1.85 
MERTON 16.6 70.9 1.87 
OUTER 
LONDON 

15.1 68.8 1.93 

LONDON 15.2 64.0 1.74 

ENGLAND 12.3 62.4 1.85 

 
The TFR is defined as the average number of live children a group of 

women would bear if they experienced the age-specific fertility rates of 
the year in question throughout their childbearing years (GLA, 2014).  
In 2013, within LB Sutton the TFR was 1.85, which is comparable with 

England (1.85) and Merton (1.87), but slightly lower than outer London 
(1.93) (see table 6).  Of the LBs within the Thriving London Periphery 
cluster, LB Sutton had the third highest TFR (see figure 18).  It should 

be noted however that population estimates used for calculation of the 
TFR are generally only reliable in five year age bands and thus these 
data may not be wholly reliable (GLA, 2014).  The TFR in LB Sutton in 

2005 was slightly lower than in 2013 at 1.82.  However, in the 
intervening years there seems to be some fluctuation, with a peak in 
2009 of 2.02.  England appears to show a similar trend, as does 

London although the TFR for London has decreased over the past few 
years to 1.74 in 2013 (see figure 19).   

                                              
24

 Crude live birth rate encompasses all persons and all ages. 
25

 GFR is the number of live births per 1,000 women aged 15-44 years. 
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Figure 16: General fertility rate, 2013.  (Source: GLA) 
 

 
 
 

 
 
Figure 17: Trend in general fertility rate, 2005-2013.  (Source: GLA) 
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Figure 18: Total fertility rate, 2013.  (Source: GLA) 
 

 
 

 
Figure 19: Trend in total fertility rate, 2005-2013.  (Source: GLA) 
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6.2.4. Ethnicity  

 
Since the 2001 census, LB Sutton has become more ethnically diverse 
as.  In 2001, 89% of the population were white whereas, by the 2011 

census, this had decreased to 79% of the population (source: LB 
Sutton JSNA, 2015).  Figure 20 profiles the ethnicity of Suttonôs 
population in the 2011 census as compared to London and England.  It 

can be seen that 12% of the population within Sutton were reported to 
be Asian or Asian British, 5% Black or Black British, and 4% of mixed 
ethnicity.  This is more ethnically diverse than England (85% of the 

population were reported to be White in the 2011 census) but less so 
than London (60% White).  According to the GLA borough profiles, in 
2014 26.4% of Suttonôs population were born abroad and in 2013 

23.1% were from Black, Asian and Minority Ethnic (BAME) groups 
(GLA 2015).  The GLA borough profiles (GLA, 2015) also suggest that, 
in 2011, the three largest migrant populations by country of birth within 

LB Sutton (in descending order) were the Sri Lankan population, Indian 
population and Irish population, respectively.   

 

Figure 21 profiles ethnicity at ward level within Sutton from the 2011 
census.  The four wards with the highest percentage non-White UK 
ethnic population are Sutton South, Sutton Central, Sutton West and 

Beddington South.  With the exception of Beddington South, these are 
all areas with relatively high new births and 0-4 year populations (see 
figures 10, 11 and 15).  In fact, within Sutton, Sutton Central had the 

fourth highest number of births in 2013 and the second most ethnically 
diverse population.  Sutton South and Sutton West also had a relatively 
high number of new births in 2013. 

 
Figure 22 reveals the ethnicity of the 0-5 years population within 
Sutton.  GLA demographic population projections based upon the 2011 

census suggest that, in 2015, the 0-5 years population of LB Sutton is 
64% white.  Furthermore, the BAME 0-5 years population within LB 
Sutton is projected to increase steadily over the next five years from 

just over 6,000 in 2015, to 6,600 in 2020, before tailing off to reach 
approximately 6,700 in 2025 (see figure 23).  Historic trends of the 
percentage of live births to non-UK born mothers from 2002 until 2012 

also indicate a steady increase from 20.7% in 2002 to 38.1% in 2012.  
This trend is in line with LB Merton and London, although both have a 
higher percentage (58.2% and 57.4% in 2012, respectively).  However, 

the trend is more marked than for England as a whole (26.7% in 2012) 
(see figure 24). 
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Figure 20: Population by ethnic group, all ages.  (Source: LB Sutton JSNA, 2015). 

 
 

Figure 21: Ethnicity by ward, Sutton.  (Source: LB Sutton JSNA, 2015) 
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Figure 22: Ethnicity of 0-5 years population, Sutton, 2015.  (Source: GLA) 
 

 
Figure 23: Projected 0-5 years BAME population in Sutton, 2015-2025.  
(Source: GLA) 
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Figure 24: Trend in percentage of live births to non-UK born mothers, 

2002-2012.  (Source: GLA) 

 
 

 
 

 
 

6.3. Wider determinants of health 

 
6.3.1. Deprivation 

 

The Index of Multiple Deprivation (IMD) 201026 ranks LB Sutton as 196 
of 326 boroughs across England (with one being the most deprived 
and 326 the least deprived).  Within Sutton, the Lower layer Super 

Output Areas (LSOAs)27 in the most deprived quintile across England 
are within Beddington South, Belmont, Wandle Valley, St Helier and 
Sutton Central (see figure 25).  Incidentally the latter three also rank in 

the top four wards in Sutton for the number of live births and 0-5 year 
old population (see figures 10, 11 and 15).  However, it should be 
noted that the IMD is due to be updated in the summer of 2015 and the 

current status within LB Sutton may have changed. 
 

                                              
26

 The IMD 2010 measures 38 indicators of deprivation across seven domains (income; employment; 
health and disability; education, skills and training; barriers to housing and services; living 
environment; crime).  These are then weighted and combined to give an overall score, which is then 
used to rank Lower layer Super Output Areas (LSOAs) in England.  (DCLG, 2011). 
27

 LSOAs are areas derived from the census and have, on average, approximately 1,500 residents 
and 650 households. 

0 

10 

20 

30 

40 

50 

60 

70 

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 

P
e

rc
e

n
ta

g
e 

Year 

Trend in percentage of live births to non-UK born 

mothers, 2002-2012  
(Source: GLA) 

Sutton Merton London England 



 

47 
 

 
Figure 25: Indices of Multiple Deprivation 2010, Lower Super Output 

Areas (SOAs) by National Rank Quintiles.  (Source: LB Sutton JSNA, 2015). 
 

Source: The English Indices of Deprivation 2010,Department for 
Communities and Local Government. Map:   

©Crown copyright 2014. All rights reserved. ©1994-2014 ACTIVE Solutions 
Europe Ltd 

 
The Income Deprivation Affecting Children Index (IDACI) is derived from 

the English Indices of Deprivation 2010, and looks at income 
deprivation28 in children aged under 16 years old (GLA, 2012) (see figure 
26).  Within LB Sutton, there are three Lower Layer Super Output Areas 

(LSOAs) within the 10% most income deprived LSOAs in England for 
children, and these are concentrated in the north and east of the borough 
- specifically within Wandle Valley and Beddington South.  There are 11 

areas in the most deprived quintile (within Beddington South, St Helier, 
Wandle Valley, Belmont, Sutton Central, The Wrythe and Wallington 
North).  However, on the whole, LB Sutton has most LSOAs (24) in the 

least deprived quintile.  However, as with the IMD 2010, these figures 
may change when they are updated, which is anticipated to be in 
summer 2015. 

                                              
28

 Income deprivation is defined as the proportion of people dependent upon Income Support, Income 
Based Job Seekers Allowance, Pension Credit, Child Tax Credit, and asylum seekers receiving 
support (GLA, 2012). 


