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1.
BACKGROUND

The Child Health Promotion Programme (CHPP) has been the foundation of child and family public health for many years. CHPP is the schedule of screening, health and development reviews, immunisations, parenting guidance and health promotion offered to all families with young children from pregnancy to adulthood. The current CHPP reflects the 2008-2011 Public Service Agreements (PSAs). New aspects of the CHPP are:

· Pregnancy as a key time for child health promotion

· Progressive universalism – focusing on improving the outcomes for vulnerable children and families within a universal service

· A greater emphasis on promoting attachment and positive parenting

· The importance of fathers 

· Changing public health priorities (obesity, emotional and social well-being, accidents, breast feeding)

· Health Visitors to lead through integrated services across Children’s Centres and General Practice

Department of Health (DH) is currently delivering a range of projects to implement, develop and support the new CHPP:

A. To engage families in the CHPP:

· Changing the title to ‘The Healthy Child Programme’ so that it means more to the public

· Adapting the Personal Child Health record (The Red Book) to reflect the updated programme

· Revising two NHS Publications ‘The Pregnancy Book’ and ‘Birth to Five’

· Implementing the web-based Early Years Life Check

B. Using systems to support implementation of the CHPP through:

· Developing a service specification for commissioners

· Incorporating CHPP metric in national child health record

· Promoting delivery through Children’s Centres

C. Supporting front line staff to deliver the new programme by:

· Developing an e-learning programme

· Developing the role of the health visitor as lead for the CHPP

· Tools for the 2-2 ½ year review

Qualitative research was required to feed into on-going strategic development of the CHPP.  The aim is to strengthen the CHPP and raise parents’ awareness and understanding of the programme. The scope for this piece of research was included the CHPP programme overall, rather than each of the individual projects named above.
2.
RESEARCH OBJECTIVES

Overall, the research was required to:
1. Map parents’ needs at the various milestones:

· What are their key concerns regarding their child’s health and development at each age?
· What do they see as the key milestones for their child’s development?

· Are their needs for information, guidance and advice being addressed at each stage? If not, what are the gaps? 

2. Assess how well the current CHPP is meeting the above needs at each review: 
· Assess current awareness and understanding of the CHPP (and its individual components e.g. health visiting)

· What are their views of the service? Do they see the CHPP as a service?

· What aspects of the programme do they think are/would be of most value? 

· What do they think of the new title The Healthy Child Programme? (More specifically, to check that it does not alienate parents of children with disabilities) 

· What do they think of the ‘parental offer’ i.e. the Healthy Child Schedule
· What preferences do they have for programme delivery i.e. who do they trust to deliver each element, when and through which channels (probing the potential use of new technologies)

· To what extent do parents want to engage reactively versus proactively with the CHPP? 

· Identify opportunities to enhance the CHPP’s visibility and perceived value

· How meaningful is the CHPP to fathers and how can it be made more so?

The research particularly focussed on the 2 -2½ year review which is currently under review. 

3.
METHOD AND SAMPLE

Fieldwork was conducted in Manchester, Norwich, Leicester, London, St Albans, Newcastle, and Birmingham between the 1st and 14th of April 2009.  A mixed method approach was undertaken, including depths, paired depths, triads, mini groups and triads.  The sample is described in detail below.

3.1
Mainstream sample (socio economic groups BC1C2)

4 mainstream parents groups, 8 respondents, 1.5 hr duration:

· First time mums, under 25 years, child aged 9 months – 1 year, with partner

· First time mums, over 30 years, child aged 2 – 3 years, single parent

· Second time mums, 25 – 35 years, all children under 3 years, with a partner

· First time dads, aged 25 – 35 years, child aged 1 – 3 years

4 mainstream parents couple depths, two respondents, 1.5 hr duration: 

· Young couple, 18 – 25 years, first time parents, child aged 9 months – 1 year

· Young couple, 18 – 25 years, first time parents, child aged 2 – 3 years

· Older couple, 26 – 35 years, first time parents, child under 3 years

· Older couple, 35 and over, second time parents, youngest child under 3 years 

3.2
Disadvantaged sample (socio economic groups DE)

1 disadvantaged, young mothers group, 8 respondents, 1.5 hr duration:

-
Teenagers up to 20 years, DE, with partner – children aged from 6 months to 2 years 

4 disadvantaged, young mothers depths, 1 hour duration:

-
Teenagers up to 20 years, DE, with partner – children aged from 6 months to 2 years 

4 disadvantaged, young fathers depths, 1 hour duration:
· All aged 16 to 22 years, DE

· 2 first time and 2 second time parents

· 2 had variable involvement with the upbringing of their child

· 2 involved and supportive of their child

· 2 with child aged 9 months – 1 year

· 2 with child aged 2 – 3 years 

Disadvantaged, single mothers mini group, 6 respondents, 1.5 hr duration:

-
All in their early 20s, DE, range of child 6 months – 2 years, some with more than one child, all under 3 years 

Disadvantaged, single fathers triad, three respondents, 1.5 hr duration:

 -
All aged 20-30 years, DE, range of child age 6 months – 2 years 

3.3
Ethnic minority sample

3 Bangladeshi triads, three respondents, 1.5 hr duration:

· Mothers under 25 years old, with child aged 9 months to 1 year

· Mothers over 25 years old, with child aged 2-3 years

· Fathers aged 18-30 years old, with child aged 9 months to 3 years  

3 Black Caribbean triads, three respondents, 1.5 hr duration:

· Mothers under 25 years old, with child aged 9 months to 1 year

· Mothers over 25 years old, with child aged 2-3 years

· Fathers aged 18-30 years old, with child aged 9 months to 3 years

3 Pakistani triads, three respondents, 1.5 hr duration:

· Mothers under 25 years old, with child aged 9 months to 1 year

· Mothers over 25 years old, with child aged 2-3 years

· Fathers aged 18-30 years old, with child aged 9 months to 3 years 

3 Somali triads, three respondents, 1.5 hr duration:

· Mothers under 25 years old, with child aged 9 months to 1 year

· Mothers over 25 years old, with child aged 2-3 years

· Fathers aged 18-30 years old, with child aged 9 months to 3 years 

3.4
Parents with children with disabilities sample

6 couple/pair depths with parents of children with physical disabilities and learning impairments, two respondents, 1.5 hr duration:

-
All parents aged 20 – 30 years, C2DE, a spread of parents of children with physical, sensory and learning impairments

· 3 couples with child aged 9 months – 1 year

· 3 couples with child aged 2 – 3 years
3.5
Breakdown of SEG within the sample
The below is a rough outline of the breakdown of socio-economic group within the qualitative sample researched. These are not exact numbers and should not be used to analyse the findings statistically because qualitative findings are not statistically representative. 

-    Just under a third of the total sample were BC1 (no A's - they're very   

     unusual).  Of the BC1 sample, around a third were B and around two thirds    

     were C1. 


-    Just over two thirds of the total sample were C2DE.  Of the C2DE sample, a    

     third were E and the remaining third was divided equally C2 and D. 

The sample was biased C2DE due to the groups being targeted (young parents and ethnic minority groups in particular). 

4.
MANAGEMENT SUMMARY 

4.1 Sample comments

Across the sample, regardless of age, socio economic group, parenting experience or ethnic background, mothers had the key role in engaging with services in general and Healthy Child Programme (HCP) in particular.  Some mothers had particular needs:

· ABC1 mothers tended to lack large informal support networks and were the most proactive formal service seekers   

· Younger mothers and single mothers reported feeling ‘looked down on’ and ‘patronised’ when accessing services.  Interaction with other young mothers would encourage this group to engage with HCP 
· Somali mothers require an independent (i.e. non-familial) interpreting

service to support them to speak openly about personal issues

Typically, fathers adopted a ‘providing’ role and were only indirectly engaged with the service. A minority (including single fathers) attended appointments.  Although a traditional support role was considered adequate, both male and female partners were interested in fathers becoming more involved. To involve working men, services will need to be accessible (evenings/weekends).  

Parents of children with single disabilities and/or long-term conditions engaged with the HCP service, complemented by specialised NHS care. Parents of severely disabled children (e.g. children with multiple disabilities) tended to disengage from the HCP, feeling that the ‘universal schedule’ was not relevant to children with particular needs. For this audience, a specialised service providing practical and emotional support is required.

Overall, the research supports the ‘progressive universalist’ approach to delivery:  

· First time parents are likely to remain the heaviest users of the service

· Second time parents were less needy (with the exception of single parents).  For second time parents, an ‘open invitation’ to access services when needed is required

· Lower income parents need considerable support, but the service must also respond to higher income parents who may well lack informal support networks

· Ethnic minority parents and parents of children with disabilities require a flexible service that can accommodate their specific concerns

When communicating the HCP offer, it will be important to communicate that this is a universal service (i.e. something for everybody), in order to challenge perceptions of bias towards disadvantaged groups.  
4.2 Service needs at developmental milestones 

One month: parents need practical guidance about caring for their newborn.  The service needs to promote the opportunity to ask for guidance whilst in hospital, and - if hospital guidance proves insufficient - to contact the Health Visitor. To include fathers, the 14 day review will need to be more accessible - either before paternity leave ends or ‘out of hours’.

Three months: as Health Visitor contact decreases, signposts to services available to parents as and when needed are required. There is potential to enhance the experience of immunisation appointments, currently not perceived as an opportunity for discussion and therefore not perceived as a formal contact. 

Four to six months:  parents begin to lose a sense of being supported by a service as scheduled contacts cease. Some become unsure where to go for advice.  Parents who used ongoing services were the most satisfied; those who did not were more likely to become anxious and use other services inappropriately (e.g. GP).  
One year: the one year review is well timed. In future:

· Safety advice needs to be delivered earlier. Many are already toddling

· A transparent discussion about the MMR jab will assist concerned parents to make an informed decision 

· Parents from ethnic minority backgrounds would appreciate guidance 
    about how to help their child learn two languages simultaneously 
Two years: the content and timing of this review were appropriate. In future:

· Advice about learning English and even English lessons would support non English speaking parents to prepare their children for school

· Guidance about diet would be appreciated (particularly by fathers)

· C2DE parents would benefit from advice to manage problematic behaviour 

Three to four years: there is not perceived to be a service at this stage and therefore the HCP offer for this age group needs to be promoted. More specifically, support for parents when choosing schools would be appreciated.
4.3 Service delivery 

Currently, parents are heavily reliant on the proactive nature of the HCP. Perceptions of the service focus on scheduled contact points:  
· The most valued contact point was the Health Visitor.  A one-to-one relationship with the Health Visitor was expected, considered essential within the first three months. It was also critical to building trust and confidence in the service. 

· The vaccination programme was also perceived as a key part of the service.  Vaccination appointments could be perceived as another formal contact point, if the opportunity for discussion is promoted.

· Well-timed one-to-one reviews were another vital component. Parents need reassurance that their child is developing ‘normally’ and the opportunity to raise any concerns. 

Ideally, parents would like even more proactive contact from HCP (monthly check ups until the age of one). To meet this desire for increased contact, the programme needs to promote services available for parents to access on an ongoing basis. Currently, parents were only motivated to pursue services when they perceived they were in difficulty.  

Increased emphasis on ‘drop in’ services will create a perception of ongoing support. Local ‘drop in’ centres were very well regarded. The idea of group support was generally appealing, but particularly to disadvantaged parents (especially young or single) and ethnic minority mothers. These services need to be promoted as opportunities to meet other parents, as well as talk to professionals one-to-one.  

In future, parents’ expectations need to be managed by communicating that:

· One-to-one care is provided in the early months

· After this time, the service is still supporting parents, but being delivered in a different way (i.e. on a reactive basis, in the community)
· There are a wide range of additional sources of support (face-to-face, telephone, print, web).  Parents need to be encouraged to broaden their perceptions of HCP beyond the NHS 
This messaging would be supported by a HCP service schedule.

4.4 
Promoting the Healthy Child Programme

The HCP needs to be promoted as a service:  

· To help parents understand the offer.  Currently, perceptions of HCP focus on formal contact points rather than a service with formal contact points, ongoing contact and support from other media.

· To promote a distinct identity. Currently, HCP is commonly assumed to be part of the NHS.  Whilst the majority trust the service, home visits from Health Visitors sometimes lead to unhelpful associations with social services.

The HCP title received a broadly positive response. The name reflects parents’ key aspiration – healthy children.  A small minority noticed a similarity between ‘Healthy Child’ and ‘Healthy Start’, but this association was not detrimental.  Parents of children with multiple/severe disabilities did not feel their children were ‘healthy’.  This title is unlikely to encourage this group to engage with HCP, but for this group, NHS services are more relevant.

The most effective times to promote the service are at scheduled contact points.

Parents were open to reminders and often requested a programme schedule.  

To engage fathers, consider:

· Father-specific messages: to encourage fathers to broaden their perception of their role beyond financial support (particularly important for younger fathers unable to ‘provide’ in the traditional sense)

· Father-specific activities: fathers typically engage with their children through play
· Father-specific or family-specific events: single and young fathers were interested in groups with other fathers or family events for those with strong family links (e.g. Pakistani and Bengali fathers)  
5.
MAIN FINDINGS 

5.1
SAMPLE COMMENTS

5.1.1 
Mainstream mothers

ABC1 mothers were relatively isolated in comparison to C2DE and ethnic minority mothers, with smaller informal support networks.  They were also the most proactive service seekers – and, if unsatisfied, the most likely to escalate their concerns or turn to private care. 

ABC1 mothers’ insights into their child’s development were generally the most informed and advanced.  For example they used more technical terms to describe milestones (such as ‘babbling’, ‘interaction’ and ’90 degree rolling’) and they also looked out for key developmental stages.  Overall, ABC1 mothers had the most proactive approach to child development.

5.1.2
Young mothers 

Young mothers were often ambitious and wished to continue with their education or work as their child grew up.  They had a clear sense of life after their child-rearing years.

Teenage and young mothers often felt discriminated against when accessing services:

· In hospital, mums reported feeling ‘looked down on’.  They believed that they received lower standards of care than older mothers

· Out of hospital, many felt patronised by services (e.g. Health Visitors)

Young mothers clearly referred to themselves in terms of their life stage. Having identified themselves as ‘young mums’, they often sought out friendships with other young mums:

“I’ve lost contact with most of my friends I hung around with before I had Jamie. I have more things in common now with other mums my age.” (Single mother of child aged 2-3 years, DE, aged 18 years, Newcastle)

5.1.3 Mainstream fathers 

ABC1C2 fathers often felt that their relationship with their new baby did not begin to form until the baby was at least six months old. This delay appeared to be connected to breastfeeding, which had potential to limit the role fathers had in caring for their young baby:

“I didn’t get involved with either of mine until after six months. New babies are just too small, I wouldn’t trust myself doing their baths and things like that – that’s mum’s time!” (Father of child aged 2-3 years with physical disability, C2, aged 20-30 years, Oldham) 
Bonds were perceived to develop later in the child’s development, when fathers could determine personalities beginning to emerge.  Physical developments and verbal interaction were important milestones for fathers. Until this stage, fathers tended to create a traditional role for themselves, which consisted of providing for their family and supporting their partner:

“You’ve got to make sure the missus and the baby are alright in the early days. She needs to know you are there to look after them both.” (Father of child aged 1 – 3 years, ABC1, aged 25 – 35 years, Norwich) 

Although a traditional support role was considered adequate, both male and female partners were interested in fathers becoming more involved:

“He thinks he helps out with the kids but in reality he hardly does anything, he’s always down the pub or out with his mates!”(Mother, of child aged 2 – 3 years, DE, aged 20, Newcastle)

“I try to do as much as I can for my daughter and I think I do, I think I am a good dad.” (Single father, of child aged 6 months – 2 years, DE, aged 20 –30, Newcastle)

A minority of fathers (including single fathers) attended scheduled appointments asking questions and internalising messages (e.g. about nutrition).

5.1.4
Young fathers

Young fathers were generally less engaged with their role as a parent and were less at ease with this aspect of their identity. For example, when his daughter was born at the age of 15, one teenage dad’s main concern was his friends’ negative reactions:

“I think they just didn’t believe me until she was born. They just kept laughing about it. It’s one of them things like at school girls pretended they were pregnant and then said they had miscarriages all the time. But then when she was born they were like, ‘shit that’s not good for you, you’re too young.’”  (First time father aged 17 years, involved and supportive of child aged 2 – 3 years, Birmingham)

Later milestones were also related to his interface with the outside world rather than the baby’s development:

“My mates started to be alright with it when she was about one. They bought her presents for her birthday.” (First time father aged 17 years, involved and supportive of child aged 2 – 3 years, Birmingham)

Younger fathers were much more likely to continue with their previous lifestyles than older fathers. For example, two went to prison after their child was born:

“I was living with her parents and everything was going well until, you know, I went out drinking and got into a fight… I ended up in prison.” (First time father aged 17 years, involved and supportive of child aged 2 – 3 years, Birmingham)

Similarly to mainstream fathers, many younger fathers were concerned with ‘providing’ for their family. ‘Providing’ was often considered the essence of being a father.  This posed a problem for fathers without housing or employment and led to some feeling ‘pushed out’:

“There’s not that much for me to do, really. I change nappies and all that when I’m round but it’s not that much, her mum loves all that.” (Young father, 18 – 25 years, first time parent, child aged 9 months – 1 year, North London)

5.1.5 
Parents of children with disabilities
The range of disabilities across the sample was varied, including: problems breathing, eating and walking; holes in the heart; twisted spine; small rib cage; shortened limbs and neck; learning disabilities and Peter’s anomaly (sight impairment).

Parents of children with single disabilities or ongoing conditions (e.g. asthma and eczema) were happy to engage with the HCP service, complemented by further specialised care organised via their GP:

“To be honest, the problems with his sight were our major concern. Everything else just happened normally.” (Mother of child aged 9 months – 1 year with sight impairment, C2DE, aged 20-30 years, Leicester)

By contrast, parents of severely disabled children (e.g. children with multiple disabilities) tended to disengage from the HCP. This group were often heavy users of a range of specialist NHS services which resulted in a focus on NHS care to the exclusion of other services. For this group of parents, the universal schedule was not relevant.  Their children were following their own pattern of development:

“He’s never going to fit into a ‘normal’ pattern.”  (Mother of child 2 – 3 years with multiple physical disabilities, C2DE, aged 20-30 years, London).
Since developmental milestones are largely focussed on physical and mental 

development, parents with children with disabilities could easily become 

demoralised.  Often, parents felt Health Visitors were too focussed on ‘normal’ 

development and felt blamed if their child did not meet ‘normal standard’ (for 

example in terms of size and weight):

“Of course her size and weight aren’t normal. We know that but the health visitor thought I wasn’t taking enough time to feed her.” (Mother of child 9 months – 1 year with multiple physical disabilities, C2DE, aged 20-30 years, Birmingham).
Overall, parents with children with severe and/or multiple disabilities did not feel that there was a service specialised for children with disabilities.  They tended to feel that they were in a constant battle for services appropriate for their child:  

“One Health Visitor did Kieran’s first checks and she was all right but the other lady [a different Health Visitor] wasn’t very good.  She had no idea about how to deal with him. I’d rather deal with the doctors directly.” (Father of child aged 2- 3 years with sensory and learning disabilities, C2D, aged 20–30 years, Leicester)

Parents of children with severe and/or multiple disabilities felt that there was a need for a non-medical (i.e. non NHS) service focussing on practical help and support for parents with disabilities and well-being (both child’s well-being and emotional support for parents).

5.1.6
Somali parents

First time mothers were often recent immigrants and did not speak English.  They therefore needed their husbands, friends or relatives to interpret for them when using services. Reliance on other people created a barrier for new mothers who wanted to discuss concerns about their own health – especially related to circumcision and post-natal depression:

“In our community they say you should be happy when you have a baby. If a woman gets depressed they say ‘she is crazy’, they don’t understand it.”  (Interpreter: Somali Mother under 25 years old, with child aged 9 months to 1 year, Greenwich)

More generally, although young Somali mothers were very engaged with their role as a mother, they lacked confidence in dealing with services (unlike fathers and older mothers). Somali mothers were keen to access an interpreter service. This would be particularly helpful in the first months after birth, especially in the first two weeks.

5.1.7
Bangladeshi parents

Bangladeshi parents regarded UK child health care services very highly and had high levels of trust in the services offered to their children. 

“A lot of people are doing really hard work. I would give them ninety five per cent.” (Bangladeshi father, aged 18-30 years, with child aged 9 months to 3 years, Birmingham)

New fathers tended to be interested and engaged with services. Many worked shifts and unsocial hours which meant they were at home during Health Visitor visits. 

New Bangladeshi mothers also required their husband, relative or friend to translate for them.  This was not a barrier for Bangladeshi mothers (as it was for Somali mothers), however it did create issues meeting appointment times when fathers worked during ‘office hours’.

5.1.8
Pakistani parents

Pakistani parents had strong informal networks of support, with some still living with the mother’s parents after they had children.

Mothers were the primary parent. Fathers typically left interaction with services to their wives (although a small minority noted that they did not really feel ‘invited’):

“It’s mainly my wife who has been talking to them, and I am happy with this, although the Health Visitor always says hello to my wife but not really to me.” (Pakistani father aged 18-30 years old, with child aged 9 months to 3 years, Leicester)

Fathers were more likely to read books and look on the internet for information which they passed on to their wives.

It emerged that a role as a translator succeeded in involving fathers.  New mothers liked the fact that their husbands were drawn into the service through translation.  Older and subsequent mothers found that as they learned English and driving, their husbands were less engaged with the service.  At this point, mothers reported that fathers felt that they lacked a role and would therefore ‘stand out’:

“Her husband said he wouldn’t go because he would stand around and people would look at him.” (Interpreter: mothers over 25 years old, with child aged 2-3 years, Birmingham)

5.1.9 Black Caribbean parents 

Black Caribbean parents were the most likely to have chaotic home lives. Some parents only spent time together at weekends, whilst the majority were separated (with some fathers separated from several families). 

Most Black Caribbean mothers considered themselves single parents and found it difficult to manage caring for their child alone. They reported that their children were often ‘clingy’, displaying separation anxiety:

“My baby’s father is not around at all.  He didn’t want to acknowledge him from the day he was born. It’s just me doing it by myself and it does make your child attached to you, it’s not easy. It’s really hard.” (Mother aged under 25 years, with child aged 9 months to 1 year, North London)
Fathers tended to maintain ongoing (if fluctuating) contact with their children and took an interest in their development.  All fathers had grown up with an unreliable father figure themselves and felt that, without male support, they had been ill prepared for fatherhood:

“I grew up without a dad so any advice is helpful. It would be good to learn from other black fathers about how to cope” (Black Caribbean father aged 18-30 years old, with child aged 9 months to 3 years).
5.1.10
First time vs subsequent parents

First time parents required much more support than subsequent parents across all sample segments. Even with informal support, new parents preferred to have plentiful information and guidance about caring for their child:

“With it being my first I want to know about everything and get as much out of services as I can, I don’t want to miss anything.” (Mother of child aged 9 months – 1 year, DE, aged under 25 years, Birmingham)

Second time parents were more confident and comfortable about their second or subsequent children.  As a result, significantly less guidance was needed. The exception were single parents, who needed more support with their second child because it was more difficult to manage two:

“You think it’s hard with your first one but that’s nothing compared to trying look after a little one and a baby!” (Black Caribbean mother aged 18-30 years old, with child aged 9 months to 3 years).
All noted a distinct reduction in proactive services with their subsequent children. Although this was considered appropriate, many would have preferred an ‘open invitation’ to access services when they wished.

“I definitely don’t need as much help as I needed the first time but I think it would be good to have someone there to ask questions if you need to.” (Mother of child aged under 3, C1, St Albans)

5.10.11  Sample conclusions

· The most proactive parents were older (late 20s and older), BC1 and were more likely to have more than one child.  They were confident service seekers.

· Others had a more reactive approach to services – typically younger parents (early 20s), C2DE and fathers.  They tended to be guided by services and unlikely to seek services proactively unless concerned about their child’s development.

· The least proactive groups were those who lacked experience and confidence – typically younger parents, first-time parents and those from close-knit communities (e.g. Somali).

· Fathers want to be more involved in early care.  To do so, they require guidance about the ways in which they can interact with their baby from birth.  
· For fathers, the emphasis on ‘providing’ requires expanding to include interacting and bonding with the baby (creating a broader ‘fathering’ role).  This will be especially beneficial for young fathers who are likely to struggle with their identity as a father if unable to ‘provide’ in the traditional sense.
· To appeal to young mothers, services should include social involvement with other young mothers, perhaps in groups.   This type of interaction will challenge their perception that they are discriminated against.

· Parents of children with severe/multiple disabilities require a specialised service for providing practical and emotional support. 

· Interpreting services should be offered in the first weeks after birth to enable Somali mothers to discuss taboo issues openly with professionals. 

· Pakistani fathers of subsequent children will require more persuading to engage with services. Services should be promoted as family-friendly, with fathers openly included. 

· An ‘open invitation’ could be offered to subsequent parents who are less needy but need to maintain a relationship with services. 

5.2
MILESTONES 

5.2.1
PERCEPTIONS OF MILESTONES
Perceptions of milestones varied across the sample:

· Mothers generally focused on health and developmental milestones, comparing their child with their peers and literature. 

· Fathers, on the other hand, focused more on interaction and visible physical development – typically, fathers were able to identify more detailed milestones from the age of six months. 

· Mainstream BC1C2 parents were more focussed on their emotional reactions to their children’s milestones (e.g. how I felt when they smiled for the first time).   They therefore had a concept of their own development as parents.
· By contrast, parents from ethnic minority communities were more focussed on their child’s development rather than their development as parents. 


· Those with the least understanding of developmental milestones were teenagers, first-time parents and Somali mothers.  These groups tended to focus on their own experience, rather than their child’s.

· Those with the most understanding of developmental milestones were older, BC1 parents (late 20s) and those with more than one child.   

Concerns about development only tended to arise if children did not appear to be meeting developmental milestones (for example, breastfeeding, gaining weight, speech, walking).  In addition, issues heard in the news (e.g. cot death, MMR) could provoke concern – especially amongst fathers. 

Milestones closely matched the parental offer schedule (appended and discussed in more detail in section 7.7).  The schedule language was appealing because it mirrored parents’ language – i.e. months and years. 

5.2.2 
ONE MONTH

The first month was about settling in with the baby. The baby was expected to be feeding, sleeping and bonding with parents. 

5.2.2.1  One Month: Milestones

Milestones in the first month were first smiles and increasing awareness, such as eyes focusing.  Religious rituals were important milestones for ethnic minority communities (for example, Pakistani and Bangladeshi parents prioritised prayer and circumcision in the first month): 

“If you don’t do them properly it might lead to misfortune.” (Pakistani father aged 18-30 years old, with child aged 9 months to 3 years, Leicester)
5.2.2.2  One Month: Concerns

Key concerns in the first month were that the baby was healthy and feeding properly. The only fear to emerge was cot death - particularly for fathers:

“I spent lots of time going backwards and forwards to the cot checking he was still breathing! I couldn’t relax about it.” (Father of child aged 9 months – 1 year, DE, aged 22 years old, Newcastle)

The majority of parents had a strong preference for breastfeeding and were upset if unable to breastfeed (for example, if not producing enough milk, pain or the baby not ‘latching on’ properly). 

5.2.2.3  One Month: Sources of information 

Information used included the bounty pack, face-to-face advice, the red book and leaflets – with a focus on feeding. Commercial packs were also considered useful, especially those with developmental schedules – for example from Pampers and Tommee Tipee: 

“You get lots of information from companies like Pampers and Boots about things like what to feed your baby and weaning. Like, they send you monthly emails about your child’s development.” (Mother of child aged 2 – 3 years, BC1C2, aged over 30 years, Manchester)

ABC1 mothers looked for their own information in books and on the internet. Dads were more likely to search the internet for information about issues they were facing or for reassurance about their fears.   For example, fathers had sought information about cot death, practical coping tips and feeding. 

5.2.2.4  One Month: Main points of contact

Main points of contact in the first month were the maternity ward, midwife and health visitor.  The health visitor’s visit at two weeks was critical – particularly for first time parents and those without informal support networks. Mothers appreciated being checked as well as their baby, particularly if they had suffered complications during birth such as C-section. Basic advice about feeding, winding, bathing and baby products were amongst the questions parents asked the Health Visitor:

“You get home and you just don’t even know where to start. You realise how much looking after the baby needs. You’re totally on your own, so when the health visitor arrives that’s like a God send.” (Mother, of child aged 2 – 3 years, C1, aged over 30 years, Manchester)
Hospital guidance about caring for a new baby was generally considered poor. First time parents - and fathers in particular - felt that there was a lack of practical guidance about how to care for a baby (e.g. bathing, feeding, nappy changing). All mothers and the majority of fathers received brief guidance whilst in hospital. 

The perceived quality of this serviced varied depending on area.  Some felt abandoned and lacked confidence after discharge. In particular, parents who had issues about breastfeeding reported a strong sense of being ‘let down’ after being ‘sold’ on the idea of breastfeeding during pregnancy:

“They put you under loads of pressure when you’re pregnant to get you to breastfeed. They go on about how its best for their immune system and the bonding – if you didn’t want to breastfeed you’d be a really bad mum.” (Mother of child aged 2 –3 years, C2DE, aged 20 – 30 years - parents of child with disability, Oldham)

“They show you once and if you have issues they just bring you sterilised bottles and leave you to it.” (Mother, of child aged 6 months – 2 years, DE, aged 20 years, North London)

One particularly vulnerable group was mothers who did not speak English as their first language. Hospital advice was more likely to be inadequate because staff relied on fathers to interpret on behalf of mothers. 

If hospital advice was inadequate, additional support was needed when parents returned home with their baby (i.e. earlier than the two week check). At this early stage, parents required guidance at home as travel was difficult and unsettling (especially for those who have had complicated births, single mothers or those who do not speak English). 

Paternity leave often ended before the two week review, particularly for those working weekends or shifts. Many fathers would have preferred the two week review earlier or ‘out of hours’. Ensuring that fathers are involved at this early stage is more likely to engage them with later service contact points: 

“You have to go back to work and you end up missing the two week review. Well, we miss most things really, I suppose that’s just the way it is but it would be better to include us more.” (Father of child aged 1 – 3 years, ABC1, aged 25 – 35 years, Norwich)

5.2.2.4  One Month: Future service needs

One month: parents need practical guidance about caring for their newborn.  The service needs to promote the opportunity to ask for guidance whilst in hospital, and - if hospital guidance proves insufficient - to contact the Health Visitor. To include fathers, the 14 day review will need to be more accessible - either before paternity leave ends or ‘out of hours’.

5.2.3 
TWO MONTHS

At this stage, parents felt they were starting to settle into a routine with their baby. 

5.2.3.1  Two Months: Milestones

Parents noticed their babies becoming much more alert, recognising parents’ voices. Babies appeared to be more expressive, with smiles, cooing and movements: 

“They start to communicate with you and smile a lot - it’s lovely!” (Mother, 35+ years old, with child under 3 years, ABC1, 26-35 years, St Albans)

There was also notable physical development, such as focusing eyes, grabbing, reaching out and putting on weight. 

5.2.3.2  Two Months: Concerns

Concerns at this point were based around feeding, winding and minor illnesses such as colds. 

Immunisation was upsetting, but most were satisfied with the service and information provided.  Many would have preferred the Health Visitor to undertake the immunisation at home because they felt more at ease in this setting. 
5.2.3.3  Two Months: Sources of information and main points of contact

Parents were more settled by this stage, and they felt that their needs were being adequately met.  Health visitors were heavily relied upon for advice on feeding and winding. If concerned about illnesses, GPs were consulted. 

Very few were aware that immunisation appointments were an opportunity to ask questions that were not related to the immunisation:

“You go in, get the jab and go. If you wanted to ask questions you’d have to have them all mentally prepared so they couldn’t rush you out before you have time to think” (Mother, teenage up to 20 years, DE,  child age from 6 months – 2 years, North London)
The majority of respondents recalled the 6-8 week examination. Parents preferred the check to be undertaken by to have someone with which they were familiar, such as their GP or, preferably, their health visitor. 

5.2.3.4  Two Months: Future service needs

Regular support from the Health Visitor at this age meant that parents were largely satisfied with the current service – even more so when the Health Visitor was contactable and parents were assigned just one Health Visitor.  

5.2.4
 THREE MONTHS 

At three months, mothers began to feel that their baby’s personality was developing. Babies were sleeping less and expressing themselves through laughter, smiling and cooing. 

5.2.4.1  Three Months: Milestones
Numerous physical developments included: reactions to light, sound and touch, rolling over, shuffling, holding things, increased head control and even sitting up:
“I was like, oh my God, you were only born three months ago now you’re trying to sit up.” (Mother, of child aged 9 months – 1 year, DE, aged 17 years, Manchester)
5.2.4.2  Three Months: Concerns

At this stage, some dissatisfaction was beginning to emerge with the CHPP  service.  For example, some were unhappy with the level of information offered about the three month immunisation session (compared with the 8 week immunisation). A minority turned to private services which they felt offered more peace-of-mind.  

More generally, some became confused about which issues they should take to their GP and which would be better suited to the Health Visitor.  In addition, it was unclear that immunisation appointments offered an opportunity to ask questions. 

5.2.4.3 Three Months: Sources of information and main points of contact

Although many noted reduced support from the Health Visitor, parents admitted that they felt more ‘in control’ at this stage. Parents were aware of their scheduled appointments (checks and immunisations) and used the ‘red book’, appointment letters and the Health Visitor kept them updated:

“We’ve got this little red book that tells us when we need to go for jabs and that kind of thing. And the surgery sends out reminder letters so you just get booked in.” (Mother of child aged 9 months – 1 year with sight impairment, C2DE, aged 20-30 years, Leicester)

Most parents were still receiving monthly visits from their Health Visitor and were able to contact their health visitor by phone with specific questions. Although needs were addressed, the quality of care at this point was dependent on the individual Health Visitor. This was a particular issue if parents were concerned about a developing health condition:

“I kept ringing the Health Visitor and telling her there was something wrong with [my daughter’s] throat but she never answered the phone and she didn’t pay any attention.” (Pakistani mother over 25 years old, with child aged 2-3 years)

5.2.4.4
Three Months: Future service needs

Three months: as Health Visitor contact decreases, signposts to services available to parents as and when needed are required.  Parents also need to how to use services appropriately i.e. who to ask about different issues.

There is potential to enhance the experience of immunisation appointments, currently not perceived as an opportunity for discussion and therefore not perceived as a formal contact. 

5.2.5
FOUR TO SIX MONTHS 

At four to six months, babies became more physically active. 

5.2.5.1  Four to Six Months: Milestones
Developmental milestones included a developing interest in toys, holding objects – e.g. rattles – and sleeping through the night. Later in this stage, babies were felt to be gaining strength, with some sitting and crawling early. 

5.2.5.2  Four to Six Months: Concerns

Weaning was a focus, with a minority struggling with the transition from milk to baby food. The weight of the baby was also a common point of interest - and a concern for some (particularly Pakistani and Bangladeshi mums concerned that their babies were not gaining sufficient weight):

“Her daughter was very skinny. She gave her solids from four months but still she wouldn’t eat.” (Interpreter: Bangladeshi mother under 25 years old, with child aged 9 months to 1 year) 

5.2.5.3 Four to Six Months: Sources of information and main points of 

contact
At this stage, parents still had questions, but services were becoming less visible. Some became unsure where to look for advice. Most Health Visitor visits stopped at four months and parents were unclear who they should contact for advice if there was a problem:

“You feel really supported at the beginning but then the visits stop and that’s when it really hits you.” (Single mother, of child aged 6 months – 2 years, DE, early 20s, Newcastle)

Health Visitors advised parents on moving to baby foods, what foods their babies could eat and what to avoid. If concerned about weight, mothers asked their GPs and Health Visitors - and were usually told their child’s weight was ‘normal’. This offered limited reassurance because worries were based on comparisons with peers. 

Although the ‘red book’ offered guidance about the child’s expected development, however few parents referred to their red book unless there were appointments when the book was required. 

Many felt that there was a lack of proactive contact throughout this stage. Ideally, parents would like monthly check ups until the age of one. Preferred contact points would be the Health Visitor or local clinics. GPs were not felt to be appropriate unless there was a specific health problem. 

Clinics and Surestart centres became important at this stage because of the reduction in proactive contact from the programme. However, not all parents were aware of or used such services. Some felt that the services were not aimed at them or that they would fit not in – especially ABC1 mums, ethnic minority families and dads: 

“I don’t think I would feel that comfortable about going to a Surestart centre.  I know it’s there but I don’t think it’s for mums like me.” (Mother, of child aged 9 months – 1 year, ABC1, aged under 25, Birmingham)

Those who did engage with these services appreciated the peer support and the chance to chat to professionals in a local ‘drop in’ environment.   

5.2.5.4  Four to Six Months: Future service needs

Between four to six months, parents begin to lose their sense of a service because scheduled contacts with the Health Visitor cease. Local clinics and Surestart centres need to be promoted as ongoing support services.  

5.2.6
SEVEN TO NINE MONTHS

Development accelerates at this stage, with the child becoming more mobile and sociable. 

5.2.6.1  Seven to Nine Months: Milestones
Most children were crawling and beginning to stand, cruising (supported by furniture) - and even walking! 

5.2.6.2  Seven to Nine Months: Concerns

This sudden increase in mobility led to concerns about safety. Children were also learning to be more interactive and sociable - for example, sharing, picking their own toys and becoming ‘clingy’.  Single mothers in particular struggled with separation anxiety. 

At this stage, DE parents began to notice disobedience. Children were learning the meaning of ‘no’ and deliberately being mischievous (which was often considered a milestone!)

“I remember when she started to crawl and put toast in the DVD player.  She looked and saw I was watching then put the toast in with a big grin on her face.” (Single father of child aged 6 months – 2 years, DE, aged 20 – 30, Birmingham)
Concerns arose if children were not felt to be developing at the same rate as their peers. Significant stages of development (i.e. beginning to walk and talk) meant that parents needed reassurance that their child was developing ‘normally’:

“It’s like when you talk to your friends and you ask them ‘should she be doing this by now’? Because you don’t know unless someone tells you.” (Mother of child aged 9 months – 1 years, DE, aged 19 years, Birmingham)

5.2.6.3 Seven to Nine Months: Sources of information and main points of contact

In the absence of Health Visitor visits, parents looked elsewhere for support and guidance.  Many relied heavily on family and friends for cues about development. 

Parents who used the ‘drop in’ style services offered by clinics and Surestart centres were the most satisfied with the services on offer.  Parents who were not engaged with or were unaware of these services were more likely to become anxious and use other services (e.g. their GP) ineffectively - especially ABC1 mums with limited informal support.

5.2.6.4  Seven to Nine Months: Future service needs
Without scheduled appointments with the Health Visitor, parents need clear direction about how to maintain this relationship.  Local clinics and Sure Start centres require more promotion to ensure that all parents are aware of the range of services available.  

Ethnic minority and young mothers felt they would benefit from the peer support of groups of women in similar situations – with a professional to advise on issues raised.  Services must be local - defined as ‘walking distance’. 

5.2.7
TEN AND ELEVEN MONTHS
Children’s mobility and communication was typically more advanced between ten and eleven months. 

5.2.7.1  Ten and Eleven Months: Milestones
Parents noticed increasing vocabulary, including ‘bye’, hello’, ‘I love you’!

“It’s like all of a sudden they start saying words back at you - it’s amazing!” (Father of child under 3 years, ABC1, aged 25 –35, Norwich)

Children were much more expressive: shouting and communicating more clearly with words, facial expressions, noises and behaviour. ABC1 mums began to focus on mental development such as play, testing boundaries and independence. 

5.2.7.2  Ten and Eleven Months: Concerns

Many children were walking by this age. This level of mobility raised safety concerns about climbing stairs and accessing dangerous items such as hot tea and knives. 

At present, a discussion about safety takes place at the one year review – which for many, is too late.  Ideally this would be at around 8 months when children begin to become mobile:

“I was concerned about safety for my son from when he started crawling. There wasn’t anyone there to ask – I just had to learn through trial and error.” (Father of child aged 6 months – 2 years, DE, aged 20-30 years, Newcastle)

Cultural beliefs were a strong influence for Bangladeshi and Pakistani parents. At this stage, mums expected early development of speech and walking (typically between 8 and 11 months). These groups were more likely to be anxious about walking and talking and would benefit from reassurance that their child is developing normally. 

5.2.7.3 Ten and Eleven Months: Sources of information and main points of contact

Similarly to seven to nine months, many relied heavily on family and friends for cues about development. 

5.2.7.4   Ten and Eleven Months: Future service needs
Because of a perceived lack of services at this age, clinics and Surestart centres need to be promoted as ongoing support services. In addition, a discussion about safety would be beneficial as concerns about mobility increase. 

5.2.8  ONE YEAR 

There is an expectation that children will be walking and talking at one year old and there is concern if these key milestones are not achieved. 
5.2.8.1  One Year: Milestones
Personality was much more developed at this stage with children beginning to exercise choice, for example, over clothes and TV programmes: 

“She started to say what she wanted to wear and she wouldn’t wear anything else!” (Interpreter: Pakistani mother under 25 years old, with child aged 9 months to 1 year)

Children also became more independent, wanting to brush their own teeth and eat by themselves. This was especially true for those children who learned from older siblings. DE parents noticed an increase in bad behaviour, such as tantrums and breaking toys. Safety concerns also increased. Children were more mobile and more curious about their environment - and more likely to get into mischief!

Some children started nursery, learning to play with other children and share. Children with older siblings began to play with them. Language and behaviour of parents, siblings and television characters was imitated by children, which often led to faster learning.   Ethnic minority parents observed their children picking up English words from nursery, older siblings and television. 

5.2.8.2  One year: Concerns

Pakistani and Bangladeshi parents had much higher levels of concern at this point because they expected their children to develop sooner. For example, one mother took her son to Pakistan for homeopathic treatment to ‘start him’ walking.

More educated parents had serious concerns about the MMR vaccination. Ethnic minority fathers, ABC1C2 parents and those aged from early 20’s were more likely to have concerns about the jab: 

“I’ve got a cousin who is autistic and my uncle swears the jab is the cause. Problem is, you’re damned if you do and you’re dammed if you don’t.” (Black Caribbean father aged 18-30 years old, with child aged 9 months to 3 years)
5.2.8.3  One Year: Sources of information and main points of contact
At this stage of rapid development, parents once again turned to books and the internet for information.  Peers also formed strong reference points – all knew the earliest and latest developers amongst family and friends for speech and walking: 

“Talking and walking are the main things that people discuss, you are forever hearing about such and such’s child and whether or not they are walking yet.” (Mother, of child aged 2 – 3 years, ABC1, aged over 30, Manchester)

The one year review was very well timed. Parents needed reassurance that their child was developing ‘normally’ at this point – or the opportunity to raise concerns. Language was a particularly important discussion for ethnic minority families because their children were often beginning to say English words.   As long as other development was normal, parents’ key needs were focused on language and the MMR immunisation. 

5.2.8.4  One Year: Future service needs
The one year review is well timed. In future, safety advice needs to be delivered earlier. Many are already toddling.  A transparent discussion about the MMR jab will assist concerned parents to make an informed decision.  Parents from ethnic minority backgrounds would appreciate guidance about how to help their child learn two languages simultaneously.

5.2.9
TWO YEARS

At two years old, most children were able to hold a full conversation and were becoming more curious to learn and imaginative in play. Fathers often noted a more interactive and rewarding relationship emerging. Ethnic minority families started to notice English language developing. 

5.2.9.1 Two Years: Milestones

Children’s independence was increasing - many started toilet training at two and independently ate, brushed teeth and sometimes dressed. The term ‘terrible twos’ was much more prevalent amongst C2DE audiences. Children were perceived to become more headstrong and temperamental:

“The kids are wild! Sometimes the whole house is in one big shouting match.  I come home from work and the kids are out of control, then we start arguing too.” (Father, of child aged 6 months – 2 years, DE, aged 20-30 years, Newcastle)

“He’s so cheeky, he answers back, throws tantrums, breaks things. Oh my gosh. And he just laughs when I shout at him. As soon as he does that I can’t help it, I start laughing too.”  (Mother, teenage up to 20 years, DE, child age from 6 months – 2 years, North London)
5.2.9.2  Two Years: Concerns

ABC1 mums began to have specific concerns about speech, such as stuttering, lisps and mispronunciation. At this age, specific information was only sought if there were concerns that the child was not developing ‘normally’. Concerns could become exaggerated at this age and parents were more likely to insist on specialist professional advice through their GP:

“I know now that it’s silly but I was really worried that my son was developing a stutter so I took him the GP and asked for him to be referred to a speech therapist.” (Mother, of child aged 2 – 3 years, ABC1, aged over 30, Manchester) 

“Look how she sticks her bum out there when she walks. I thought she had something wrong with her spine so we took her to the doctor and he just said she was normal, so I took her to an osteopath and he had a good look at her. He said she’s fine and just to give her good shoes so she grows up straight.” (Young father 18 – 25 years, ABC1, first time parent, child aged 2 – 3 years)

If the NHS was not felt to be adequately investigating parental concerns, ABC1 parents could become emotional and likely to disengage. Some paid privately for added reassurance. 

Some parents (especially fathers) felt that diet was increasingly important as 

they observed their child becoming more active. 

Although C2DE parents were not overtly concerned about behavioural difficulties, mothers clearly struggled with discipline and would benefit from further guidance. The review would be most appropriately delivered by a professional with a relationship with the child and parents, for example the health visitor, GP or local clinic. 

5.2.9.3  Two Years: Sources of information and main points of contact
For those who received the 2-2½ year review, the content and timings were appropriate. This offered proactive reassurance that their child was developing normally – and for some provided a catalyst for follow up investigations: 

“That was the one when they found out about her problem walking and the Health Visitor was really good. I’d been saying it for ages but they ignored it, but after that check they got her a specialist and everything.” (Single father of child aged 6 months – 2 years, DE, aged 20 – 30, Birmingham)
Parents need to be aware that the review is scheduled for two and a half.  Many claimed that they had not received an invitation to the review.  Some in disadvantaged areas believed that the service had been cut to save resources. Those who received the review at two and a half or even later were less satisfied and more likely to have developed concerns:

“When I got the letter she was nearly three - too late. I threw it in the bin. I  was fuming.” (second time mum, 25 – 35 years, ABC1C2, all children under 3 years, with a partner, St Albans)
Speech was a vital discussion point and parents appreciated the opportunity to raise concerns – particularly ABC1 and ethnic minority parents (whose children were becoming bilingual). Ethnic minority mothers requested English lessons so that they could help their child prepare for primary school. Local lessons would be preferred, for example, within a crèche or ‘mums and tots’ environment. Support with English was especially important if it was their first child, they were new to country and if the child did not go to nursery or playschool.

Parents did not recall having a discussion about safety. For many, this was felt to be too late because their children had been mobile for some time. 

Dads engaged with the idea of this developmental ‘review’ and were likely to be interested if it was well timed (i.e. out of hours) and promoted as a progress review for both parents: 

“If it was a decent amount of time I’d love to go and chat about her development, it’s like a parents evening. I wouldn’t take time off work for a ten minute rushed check, though.” (Father, of child aged 1 – 3 years, BC1, aged 25-35 years, Norwich)

5.2.9.4  Two years: Future service needs

Two years: the content and timing of this review were appropriate. In future:

· Advice about learning English and even English lessons would support non English speaking parents to prepare their children for school

· Guidance about diet would be appreciated (particularly by fathers)

· C2DE parents would benefit from advice to manage problematic behaviour 

· The two to two and a half year review will be highly appealing to fathers if it is promoted as a family discussion and held at an accessible time. 

5.2.10   THREE, FOUR AND FIVE YEARS 

At three years old, parents expected more advanced independence, learning and language.

5.2.10.1  Three, Four and Five years: Milestones
Parents began to look for nurseries and schools for their children – with which many struggled. When children began nursery, they learned new things: writing their name, counting, the alphabet, arts and crafts. The most significant milestone at four years old was starting school – to which parents looked forward. 

Ethnic minority children were often able to speak their first language and English. Ethnic minority parents noticed their older children shifting rapidly into speaking English when they started school. 

Fathers looked forward to more meaningful interactions, such as father-son time and playing football together:

“I want him to be a footballer. I couldn’t do it so I’d love him to have the chance.” (Second time father, to be involved and supportive of their child, to have child aged 9 months – 1 year, North London)
CHPP services were rarely used from the age of three.  Parents did not perceive the same service to be available by this age. It was expected that by school age, school would take over vaccinations and monitoring development. GPs would be used only for illnesses. Health Visitors were not considered to be an ongoing resource and were typically associated with ‘babies’. 

5.2.10.2 Three, Four and Five years: Sources of information and main 

     points of contact

Guidance about nurseries and schools was considered to be limited at this age and parents required information to assist them in making decisions. This was especially true for parents of children with disabilities who needed support in communicating the needs of their child to potential schools.

5.2.10.3 Three, Four and Five years: Future service needs

Three to four years: there is not perceived to be a service at this stage and therefore the HCP offer for this age group needs to be promoted. More specifically, support for parents when choosing schools would be appreciated.
6.   VIEWS OF THE SERVICE 

6.1
OVERALL PERCEPTIONS OF CHPP

At present, CHPP is perceived as a set of prescribed interactions, with perceptions of the service dominated by Health Visitor visits and the immunisation programme.  

Expectations of a ‘service’ focussed on responsiveness.  Parents expected a ‘service’ to respond to their needs (i.e. giving me what I want).  Since they perceived CHPP as a series of formal interactions, they did not perceive CHPP as a service.  

In future, parents need to be made aware that help and support is available for them to access proactively, when needed.  In short, there is more to CHPP than a series of prescribed interactions.  Promoting the different ways in which CHPP supports parents in addition to formal contact points will create more of a perception of CHPP as a service.

There was no indication that promoting the Healthy Child Programme as a service would alienate parents. 

6.2  THE PARENTAL OFFER 

The response to the parental offer was positive. All felt that the schedule reflected their experiences and all were satisfied with these services. The schedule closely matched the timings of parents’ milestones and concerns for their children. 

The most valued contact point was the Health Visitor, who provided face-to-face support in the early stages of parenthood.  The fact that there was more focus and support for first time parents was recognised and appreciated: 

“The best thing is the way the Health Visitors help you with your first child. Going over all the basics like how to change a nappy and how to clean bottles...” (Single mother, of child aged 6 months – 2 years, DE, early 20s, Newcastle)
Well timed reviews were also vital for reassuring parents that their child was developing normally, and identifying and addressing any issues.  

Whilst content with the CHPP programme on paper, some parents felt that the schedule promise was not delivered in practice.  For many, experiences were often rushed and unsatisfactory.  For example, there was little awareness that vaccination appointments were an opportunity to ask questions.  

Parents were heavily reliant on the proactive nature of the CHPP (i.e. the scheduled contacts with the Health Visitor, vaccination programme and reviews). Parents therefore noticed the difference between early days care (when the Health Visitor makes regular home visits) and the lack of scheduled contacts between the ages of 6 months and one year (when scheduled visits from the Health Visitor cease):

“You get all this support and help in the first four months but then if feels like it just peters off…” (Mother, of child aged 9 months – 1 year, DE, aged 20, Newcastle)

In future, increased emphasis on drop in clinics and Sure Start services will create more of a perception of ongoing services.  

6.3
PREFERENCES FOR SERVICE DELIVERY  

The way in which the service is currently delivered very much reflected parents’ preferences. Proactive contact during the early days was considered critical.  Parents relied on Health Visitor visits to their home in the first weeks:

“The Health Visitor seems to be the anchor.” (Pakistani father aged 18-30 years old, with child aged 9 months to 3 years, Birmingham)

The levels of face-to-face guidance offered in early parenthood were critical to building trust and confidence in the service.  

The opportunity to access local clinics and Surestart centres proactively proved popular.  Local groups were particularly appealing to disadvantaged parents (especially younger or single parents), as well as ethnic minority mothers (who tended to be able to ‘drop in’ as and when they required services).  

In future, drop in services need to be accessible.  To encourage ethnic minority parents to access these types of services, translation facilities and English classes will be needed.  Amongst working parents – particularly fathers - there is an appetite for more ‘out of hours’ services, such as after 5pm and at weekends.  To encourage fathers to attend services, more flexible scheduling will be needed.

6.4
PROVIDER PREFERENCES

CHPP was rarely perceived as a service with a distinct identity. Typically, parents perceived the service as part of the NHS.  CHPP appointments were not distinguished from NHS appointments. 

The Department of Health had little meaning for respondents, who did not feel that they had a relationship with the brand. 

The majority of parents trusted the CHPP.  However some were suspicious of Health Visitors (associated with Social Workers due to the programme of home visits). This led some parents to feel under scrutiny in their own home: 

“They come to check you out. It’s scary because they have all the power. Of course there are Baby P cases out there but we’re not all like that.” (Parents aged 26-35 years, child aged under 3 years, BC1, St Albans)

“My Health Visitor came round when I was due, just to introduce herself, which was a nice thing to do … but I was really worried, I wasn’t dressed and I thought she was coming to check the house out!” (Second time mum, 25 – 35 years, all children under 3 years, with a partner, St Albans) 

Those s
uspicious about Health Visitors expected to be judged more than supported.  This group included some younger mothers who sometimes reported feeling uneasy if their babies had accidents in the home because hospital staff asked many probing questions:

“I fell asleep with him on my chest and when I woke up he was on the floor. I rushed to the hospital but they asked me so many questions, like they didn’t believe me that he didn’t cry and they kept asking me what I was doing at the time. I was like ‘SLEEPING!’” (Mother, teenage up to 20 years, DE, child aged from 6 months – 2 years, North London)   

The effect of anxiety about Health Visitor visits was that some parents felt that they needed to appear more competent than they felt (for example, lying about sleeping and feeding habits):

“When you feel as if everyone is watching you, it doesn’t make you want to ask for help, I don’t want to be seen as failing mum.” (Mother, of child aged 6 months – 2 years, DE, aged early 20s, North London)

At worst, high levels of suspicion could cause parents to disengage from the service.  If ABC1 mothers became disengaged from CHPP they were likely to defer to private services.

6.5
VIEWS OF THE SERVICE - CONCLUSIONS

· Currently, CHPP is perceived as a series of scheduled contacts (the Health Visitor and vaccination programme). Increased emphasis on drop in clinics and Sure Start services will create more of a perception of a service. 

· Equally, the CHPP needs to be promoted as a service in order to help parents understand that the offer consists of more than a series of scheduled contact points -  and to communicate a distinct identity.

· The levels of face-to-face guidance offered in early parenthood build trust and confidence in the service.  However, expectations need to be managed: although the service is proactive in the early days of parenthood, parents need to become more proactive about accessing services as and when needed, as their child grows older.

7.
BUILDING AWARENESS OF THE PROGRAMME

7.1
PROGRESSIVE UNIVERSALISM  

The level of service parents wanted depended on their personal circumstances. 

Young parents needed considerable support, both emotionally and practically.   Young people were much more likely to need counselling to help them decide whether to keep the baby: 

“We went to the Brook but they couldn’t give us any advice, they just told us all the information and said we had to decide ourselves.” (Young couple, 18 – 25 years, first time parents, child aged 9 months – 1 year, Manchester)

Most young parents were ill-prepared for parenthood.  Some were still at school, whilst others were not yet in suitable employment. Few were financially independent which often meant living with the child’s grandparents. For some, this meant that mother and father lived separately:

“I am going to get my own place and they can come and live with me, hopefully. That’s how it should be. When she’s about four or something.” (first time parent, to be involved and supportive of their child, to have child aged 2 – 3 years, Birmingham)

Overall, young parents wanted the most support and guidance regarding decision making and building a life suitable for parenthood.

Ethnic minority groups had different cultural norms regarding child development and wanted a flexible programme which could accommodate their concerns.  For example, Bangladeshi and Pakistani children may be expected to develop more quickly than most. Therefore mothers wanted additional reassurance about ‘normal’ development stages.  

Another example involved weight and physical development, which was also felt to differ according to ethnic background.   Reportedly, Black Caribbean babies tend to be heavier – which led to resentment about being told to feed their baby less.  Pakistani and Bangladeshi babies tended to be lighter – which caused concern and upset for mothers if told that their children were underweight.  Once again, parents wanted the programme to understand their perspective.

Low income families also wanted more support since many had financial and housing issues.   Equally, parents with children with disabilities wanted specialised support, linked to NHS care. 

In future, the service should be promoted as both ‘progressive’ and ‘universal’ i.e. offering something for everybody, regardless of background.  Perceptions of bias towards disadvantaged groups will need to be managed - ABC1 mothers in more affluent areas felt aggrieved that disadvantaged areas had what they perceived as more resources and facilities.   

7.2
SERVICE NAME 

The ‘Healthy Child Programme’ received a very positive response. Some parents even spontaneously suggested this title. The majority of parents associated the name with health and development - and felt that the name encapsulated parents’ concerns for their children: 

“That says exactly what the service is about. It’s everything you want for your child.” (Mother, of child aged 9 months – 1 year, C1, under 25, Birmingham)

A small minority drew similarities between ‘Healthy Child’ and ‘Healthy Start’, which led them to associate the name with diet and nutrition as opposed to development.  However, this association was not detrimental to perceptions of the name. 

Parents of children with single disabilities (e.g. sensory impairments) were also content with the new name.  They considered their child’s disability as separate from their health:

“I think it’s a good title, you want your child to be healthy. Even if a child has a disability, the parents still want it to be as healthy as possible.” (Father of child aged 9 months – 1 year with sight impairment, C2DE, aged 20-30 years, Leicester)

Unfortunately, the word ‘healthy’ has the potential to alienate parents of children with severe or multiple disabilities, whose disabilities affected their overall health.  This group of parents did not consider their children to be ‘healthy’.  

In practice, parents of children with severe or multiple disabilities were considerably more likely to be engaging with NHS services and more likely to have disengaged from CHPP services, due to a perceived lack of relevance.  The new title is not likely to encourage parents of children with severe or multiple disabilities to re-consider engaging with CHPP.  For this group, ‘well being’ was a more appropriate aspiration.

Similarly, parents pointed out that the term ‘healthy’ might not encourage those with health problems or concerns to engage with the CHPP.  However, once again, parents with concerns about their children’s health were more likely to expect them to be addressed by the NHS than CHPP.

7.3   ENCOURAGING ENGAGEMENT 

The most effective times to encourage parents to engage with services would be at the scheduled contact points, for example from the health visitor or GP. 

Parents often requested a programme schedule which they could refer to at home. The programme needs to promote the services which are available for parents to access reactively so that parents do not rely on scheduled contact points. 

Targeted messages will be required to engage fathers, who will require support to create a ‘fathering’ (rather than a ‘providing’ role). Father-specific communications materials, language and messages should be promoted, for example:

· Father-specific messages include: helping to support their family, dealing with issues e.g. postnatal depression

· Fathers engage with their children through play – suggestions for specific activities for fathers would help to engage them on this level 

· Single fathers and young fathers were interested in groups with other dads – for example at Sure start, clinics or other local services. Family events may also make fathers feel more involved

7.4
BUILDING AWARENESS - CONCLUSIONS

· The service should be promoted as universal – i.e. not only for parents who receive benefits. ‘Universal’ will mean there is something for everyone: fathers, young parents, ABC1 mothers, parents of children with disabilities and ethnic minority families.

· The name ‘The Healthy Child Programme” was well received by the majority of parents.  The exception were parents with children with severe or multiple disabilities who did not regard their children as ‘healthy’.  However, this group does not currently see the service as relevant to their children and is unlikely to engage unless the service meets their specialist needs.

· The most effective times to encourage parents to engage with services would be at the scheduled contact points, for example from the health visitor or GP.  Parents often requested a programme schedule which they could refer to at home.

· To engage with the service, fathers will need increased access and father-specific opportunities to become involved.
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