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Foreword




by


Jeanine Young





I am honoured to have been asked to prepare a foreword for the new edition of this absorbing text for health professionals who care for infants, children, young people and their families across a wide range of health contexts and life stages.


A child’s health and wellbeing depends on what happens to them as individuals, as part of a family unit, as members of communities and as a member of the greater society as a whole. Evidence shows that the most effective way to protect and nurture children so that they have the chance to flourish is to strengthen their families and develop communities so that children can expect to grow up in an environment that meets their developmental needs.


The majority of our children grow up happy and healthy. Recent reports, however, have suggested that our young people are at a crossroads; with drug use, antisocial behaviour, depression, anxiety, suicide and other mental health issues on the rise. Some stress is brought on due to societal trends – the rise of individualism and consumerism; a decline in the sense of the community and of the importance of the family unit – with each of these trends potentially impacting mental health.


These trends have created a greater focus on the quality of family life and the health and wellbeing of family members, producing a significant demand for assistance as families and communities seek external support to assist them in achieving and maintaining a reasonable standard of living, health and wellbeing.


The intent of this book reminded me of the wise words of Franklin D. Roosevelt:


‘We cannot always build the future of our youth, but we can build our youth for the future’.


The approach used in this text is a strengths-based model. Both a philosophy of practice and a specific set of tools and methods, the strengths model is designed to facilitate a collaborative partnership between the child, the young person and their family and the health professional caring for them, by working with families where they are and with the strengths they have. Such an approach fosters resilience in the child, young person and their family which will enable them to cope with and bounce back from risks and adversity that they are very likely to face in our dynamic and rapidly changing society.


This text reveals the broad knowledge and skill base shared by the editors and contributors, which are essentials to practice in meeting the challenges faced by families today. The range of topics across the infant, child and youth continuum is impressive; and always firmly placed on the child and their family.


Fresh, contemporary content included in this revision highlight the progress made and the challenges we continue to face in the care of children in contemporary society. Chapter 5 addresses effective communication strategies using the family strengths model which, if used effectively, may operationalise family-centred-care approaches to actively engage children in decision-making about their own health care. Highlighted in Chapter 8 is the need for partnerships between health, education and community services that create integrated service models in early childhood support in order to achieve optimal life and learning outcomes for children. The unique issues and challenges faced during middle childhood and the role of child-centred care within family-centred frameworks are illustrated in Chapter 9 through scenarios that address acute management and common causes of injury and illness.


The contributors to this valuable text have succeeded in asking key questions relating to current family support systems and approaches, and whether these are meeting the needs of families. Embedded in the chapters is the message that we need to invest more time and energy in the continuing process of constructing shared frameworks of goals and values, and in developing a shared understanding of where we want to go. Health professionals, and particularly nurses and midwives as key health professionals working with families, are charged with taking up proactive leadership roles in providing direction to that process through effective policy, responsive service and program initiatives, research and evaluation and in the encouragement of a wide range of players to innovate and learn better ways to achieve those objectives.


Congratulations to the editors and to their colleagues who have shared their collective knowledge. This book demonstrates admirably the growing evidence base of our professions and signals the skills, growing maturity and professionalism of infant, child and youth services that strengthen and support families.




Professor Jeanine Young, FACN, PhD, BSc Nursing (1st Class Honours), Adv Dip of Nursing Care,     Registered Nurse, Registered Midwife, Neonatal Nurse












Introduction




Margaret Barnes and Jennifer Rowe





It is a great pleasure to introduce the second edition of Child Youth and Family Health. In this edition we provide a foundation for working with children, young people and families across a range of health contexts and life stages. In providing this forum, we highlight the valuable practice undertaken to support and nurture these client groups, across a range of settings. Contemporary policy, practice theory and competencies are discussed in context and all are informed by a strengths approach. In this way practice is constructed in a collaborative and partnership model, centred on working with families where they are and with the strengths they have. The text adopts a critical lens, so as not only to describe practice but also to highlight challenges and issues for readers to consider. Learning for beginning and advanced or specialised practice preparation is supported.


While the foundations of the text set up in the first edition remain, there are a number of additions and revisions. We welcome new contributing authors who have enriched the multi-disciplinary focus. These include Jane Taylor, Rachel Cole, Helen Stasa, Karen Ford, Rachel Reed, Anne Tietzel, Avril Rose, Anne Walsh and Penny Harrison. There are two new chapters in this second edition: Chapter 8 Health Promotion Through Early Childhood; and Chapter 9 Acute Illness: The Child and Their Family. All other chapters have been extensively revised and updated.


The book is organised in two parts. Part A provides an overarching survey of issues facing the health and wellbeing of children and young people and their families. In Chapter 1 the place of family in society, diversity, culture and health influences, as well as healthcare priorities, are discussed. Policy, service and program initiatives, the keys for effective leadership practice, are set out in Chapter 2. In this chapter the principles for sustainable health promotion programs are discussed.


In Chapter 3, there is an emphasis on the particular needs of Indigenous peoples, including a reflection on the social and political circumstance that has led to what continues to be poorer health and wellbeing than the rest of the population in both Australia and New Zealand. In Chapter 4 the reader is challenged to consider the complex and essential ethical and legal dimensions of practice within the overarching imperative of advocacy. Child centred communication with children and their families is the topic of Chapter 5 which also includes Family Strengths framework for healthcare practice.


Part B focuses on contexts of care in which nurses and midwives practise directly or indirectly to improve health outcomes. Chapters 6 and 7 focus upon the developing family, particularly women and parents during pregnancy and the first year of life and the centrality of attachment to infant, child and family. Chapter 8 focuses on health promotion in the early years. The international and national trend towards integrated, multi-sectoral policy and planning is articulated in this chapter, which demonstrates the alignment and synergies among health and education for young children. Chapter 9 addresses care and issues for children with acute illness. The demographic profile, practice settings and responses to illness and injury are discussed. Young people face a number of physical, developmental, psycho-social or behavioural challenges to their health and wellbeing. Further, they are vulnerable to the impacts of alcohol and drug use and abuse, unsafe sexual behaviour, mental health problems and violence. Recognition of the health issues facing young people has led to the development of national policy and strategic directions in Australia and New Zealand. These issues, practice challenges and solutions are set out in Chapters 10 and 12.


Two important and discrete areas of practice form the basis of Chapters 11 and 13. In Chapter 11, chronic illness in childhood is examined. Through two very different scenarios, the reader is taken into the world of the family who has a child with an ongoing health problem. The complexities of service and practice are discussed, showing the multiple, collaborative and partnership basis of effective healthcare. Finally, but not least, in Chapter 13 Grief and Loss are examined and the reader is given the opportunity to understand grief and loss from the position of children of different ages, and family members.
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Part A


Issues and challenges in child, youth and family health








Chapter 1


Locating the child, young person and family in contemporary health care




Margaret Barnes and Jennifer Rowe








Learning outcomes


Reading this chapter will help you to:




[image: image] understand the nature of the contemporary family


[image: image] appreciate family diversity


[image: image] locate the family within contemporary society


[image: image] understand the changing nature of the family


[image: image] discuss health determinants as they relate to children and young people


[image: image] understand the influence of social gradient on child health and the implications for health later in life


[image: image] identify current health priorities for children and young people.

















Introduction


Families today are conceptualised as the mortar of society. They do, however, face many challenges, replete with risks to the family as it has been known and risks to family and individual health from a widening range of environmental and lifestyle dynamics. Thus, child, youth and family health services seek to strengthen and support families, promote health, prevent illness and manage risks, from both short-term and long-term perspectives.


Health care for the child, young person and family in Australia and New Zealand is publicly funded, with many services delivered through the public sector. At the same time, consumer expectation and interest have motivated a growing private sector providing information, advice and services. Together with information available via the Internet, families are challenged to sift through and interpret the vast array of information and services in searching for helpful support, and to balance the demands of contemporary life and meet their health needs.


Working with children and young people is both rewarding and challenging. Nurses and midwives caring for this client group do so, most commonly, within the context of the family. It is important, therefore, to understand the nature and shape of the family as a mediator and facilitator for children and young people, their health and wellbeing. This chapter situates the child, young person and family in contemporary New Zealand and Australian society and examines the underpinnings of children and young people’s health and health care in these countries. As well, we provide an historical overview of the development of nursing as a key healthcare provider for children, young people and families.


As background to this, an overview of how the family is constructed and how it functions today is provided. Societal approaches to capturing health priorities and developing policy to strengthen individual and family health are outlined.









Contemporary impressions of the family and community


Family life has changed over recent decades in Australia and New Zealand with a rise in divorce rates, increasing workforce participation by both parents and single parenting. Such changes have brought into question the quality of family life, especially for children. However, historical analysis tends to point to the importance of a longer term view of family development (Featherstone, 2004﻿﻿﻿). The nature and patterns of family life have changed over time and have probably done so for centuries. An understanding and critique of trends in family life are therefore important, as they influence and shape the way health professionals may view family functioning and child health and, more broadly, how governments prioritise social and health policy and service provision.


Any discussion of the family needs to be prefaced with contemporary definitions. There are a number of definitions of family that can inform thinking about family within the context of child, youth and family health. As families change shape and function over time, so does the definition of family. Family can be thought of in terms of a sense of belonging that is not always linked by legal or biological relationships (Lodge, Maloney & Robinson, 2011﻿).


However, for the purpose of census data collection, the Australian Bureau of Statistics (ABS) (2006)﻿ defines a family as a couple with or without resident children; a lone parent with resident children of any age; or related adults, such as brothers and/or sisters, living together where no couple or parent–child relationship exists. In New Zealand, and again in the context of social statistics, Statistics New Zealand differentiates between families and households. A family (or family nucleus) is defined as a couple, with or without child(ren), or one parent and their child(ren), all of whom have usual residence together in the same household. Households, on the other hand, are classified according to the relationships between the people in them (Statistics New Zealand, n.d.).


Discussion about the family within the nursing context requires a broad definition. For example, Wright and Leahey suggest that ‘the family is who they say they are’ (2005, p. 60). Although definitions of family vary, it is important to understand the social, cultural and political factors that might shape the way family is considered. There may be an ideal image of a family embedded in our thinking about families, but the reality is that the nature and shape of families is dynamic and the result of decades, and centuries, of social change. Family diversity, then, is a response to changing times.


Gilding (2001)﻿ observed that there have been a number of distinct eras in family structure in postcolonial Australia. The first was the era of federation, over a century ago, when families were enmeshed in wider relationships. They may have produced a variety of goods and services in the home and opened their home to guests and extended family. Middle class households employed servants (domestic service being the main source of employment for women). For the working class family, households were commonly overcrowded, experiencing difficult economic circumstances. This was a time of declining birthrate, one of the responses to which was the infant welfare movement. The declining birthrate was blamed on the ‘selfishness’ of women who preferred the luxuries of life over rearing children (Royal Commission, 1904, p 17, cited in Gilding, 2001﻿). This decline was the cause of a moral panic about the population and about women’s role in the family and society. In addition, the declining birthrate was a concern in both countries as each sought to develop a labour force. The effect was increased surveillance of mothering and an increasing separation of the domestic and the private from commercial and public space.


The postwar decades of the 1950s and 1960s saw the predominance of the nuclear family and the dominance of western values, despite the increasing ethnic diversity in each country. Women became ‘housewives’ as fewer servants were employed and households were more likely to be a single family and as the growth of the welfare state meant that financial support was more readily available (Gilding, 2001﻿). This era promoted marriage and the family and is often reflected upon as the time of the ‘traditional’ family (Gilding, 2001﻿).


During the following decades significant change was occurring to the family. In the 1970s and 1980s there was growing diversity: women increasingly entered the workforce, children stayed at home and at school longer and it was the age of sexual liberation. There were fewer marriages, more de facto relationships, more divorces and fewer children (Gilding, 2002﻿). There was also increasing diversity in migrant families, and therefore ethnicity (Poole, 2005﻿), as Australia became a multicultural society. For some, the family had undergone irreparable change.


Over a century of change, diversity and panic about the family might lead to a perception that the family is in decline. However, the majority of the population in Australia and New Zealand live within a family household. So the family is not in decline as such, but the characteristics of the family have changed. For example, the family of the twenty-first century is characterised by the activities and products of a technological age (Gilding, 2002﻿).


Comparing the shape of Australian families between 1980 and 2010, the Australian Institute of Family Studies (AIFS) (2010)﻿ identifies a number of trends, including a reduction in the size of families, an increase in the age at which women are having their first child and a continuing rise in full-time and part-time employment for mothers with dependent children. Despite these changes, over time the family has remained the basic unit of society and where most children are raised (AIFS, 2010﻿).


Similarly, an analysis of family change in New Zealand over the past 60 years notes change and increased diversity. Although generational change in family function has been seen as a demise of family life, the core functions of the family are as important today as ever, even if some activities are undertaken outside the family (Cribb, 2009﻿).


The Families Commission (2008)﻿ provides a useful summary of four core functions of families:













1. nurturing, rearing, socialisation and protection of children


2. maintaining and improving the wellbeing of family members by providing them with emotional and material support


3. psychological ‘anchorage’ of adults and children by way of affection, companionship and a sense of belonging and identity


4. passing on culture, knowledge, values, attitudes, obligations and property from one generation to the next.








Understanding families within the above definitions and frameworks is critical as health professionals practise within family contexts, which are in turn influenced by community, culture and the environment.









Family diversity – the new normal


Families are increasingly becoming more diverse and complex as a result of social change. Often our view of family life is based on assumptions about what a ‘normal family’ is – and deviations from this view are somehow considered abnormal or pathological. Family types today comprise any of the following: couples with or without children, lone parents with children, couple families, step and blended families and grandparent families. This exemplifies the wide range of diversity across family life.


Walsh (2012)﻿ contends that the notion of a ‘normal’ family is socially constructed and that it is important to continue to challenge this notion as families become increasingly complex and diverse, suggesting that:








As families have become increasingly varied over a lengthening life course, our conceptions of normality must be examined and our very definition of ‘family’ must be expanded to encompass a broad spectrum and fluid reshaping of relational and household patterns. This is the ‘new normal’. (Walsh, 2012﻿, p. 3).





For health professionals working with families it is important to challenge our assumptions and reconsider what is now considered family, as our world view can influence policy and practice development. See Box 1.1 for a research example that challenges our thinking about young mothers.





Box 1.1   Research highlight


Assumptions are often made about the characteristics of different family groups. For example, adolescent women are often stereotyped as less able mothers. In a study by Farnell, Jones, Rowe and Sheeran (2012)﻿, the researchers examined how preterm birth affected the psychological wellbeing of adolescent mothers. They compared mothers’ wellbeing, stress in terms of how women perceived their situation and social support before and after the preterm infant’s discharge from a special care nursery. Young mothers reported experiencing less psychological distress and similar perceptions of control to adult mothers when their infant was in hospital. Further, and contrary to the researchers’ expectations, adolescent mothers were adjusting well to motherhood 3 months after discharge and had limited but helpful sources of social support available to them. It could be that young mothers have different or fewer expectations around birth and parenting when compared with adult women and that this functions to protect their wellbeing in the face of the stressful situation presented by the birth of a preterm infant. Their experience can be normalised by health professionals who take these factors into consideration.












Health determinants and implications for policy


The importance of the need to provide services for children and families, prioritising prevention, support and early intervention, is well recognised (Australian Institute of Health and Welfare, 2011﻿; NZ Ministry of Health, 2010﻿; Siddiqi, Hertzman, Irwin & Hertzman, 2011﻿). This approach has coincided with international recognition that children’s health is not just a matter of providing services responsive to illness, but that early childhood experiences and development are fundamental to health, happiness and success during the life course (Hertzman & Boyce, 2010﻿).


The New Zealand Well Child Tamariki Ora Framework, for instance, sets out the following agenda:








… the primary objective … is to support families/whanau to maximise their child’s developmental potential and health status from birth to five years to establish a strong foundation for ongoing healthy development. (Ministry of Health New Zealand, 1998﻿).





A number of individual, family, community and societal characteristics need to be accounted for to meet these policy imperatives. Increasingly, the relationship between social gradient and the health of children is being recognised. Siddiqi et al. (2011)﻿ suggest that this gradient effect implies that, with each improvement (however small) in socioeconomic resources, there is an improvement in both health and early childhood development. The authors stress the importance of early childhood development to health across the lifespan in that ‘equity in early child development is imperative for bringing about health equity along the entire lifespan’ (Siddiqi et al., 2011﻿, p. 115).


Disadvantage influences health in childhood but, importantly, such disadvantage early in life is increasingly being linked with later adult health. As Graham and Power (2004, p. 673) describe it, ‘childhood origins shape adult destinations’, and underlying these generational continuities are the educational and social trajectories along which children steer their way to adulthood. The lifecourse framework described by Graham and Power (2004)﻿ for considering childhood disadvantage and later adult health includes the important factors of social identity, cognition and education, health behaviour and physical and emotional health.


The evidence suggests that the link between childhood disadvantage and poor adult health can be described as having four elements and is a dynamic and interactive process. The four elements are: poor childhood circumstances, a set of interlocking child-to-adult pathways, poor adult circumstances and poor adult health (Graham & Power, 2004﻿).


One tool that synthesises the most nurturant environmental conditions for early child development is the Total Environment Assessment Model of Early Child Development (TEAM–ECD; see Figure 1.1). TEAM-ECD (Irwin et al., 2007﻿) is rooted in Bronfenbrenner’s ecological model of child development (1979)﻿ but extends this to explicate by micro (family and community) and macro (regional, national and global) environments. The model acknowledges multiple influences on early child development and the direct relationships of family out to the global environment.




[image: image]


FIGURE 1.1 Total Environment Assessment Model of Early Child Development (TEAM-ECD) Source: Irwin, Siddiqi, Hertzman Early Child Development: A Powerful Equalizer http://www.who.int/social_determinants/resources/ecd_kn_report_07_2007.pdf, page 17, 2007, HELP.





The model acknowledges that early childhood development is the result of interactions between biological and environmental factors and that successful early childhood development occurs when the environment setting is nurturant (MacLeod & Betker, 2012﻿). The AIHW also make the point that when a child has close family relationships, particularly with at least one parent, this can be protective of the risks associated with lower social gradient and economic disadvantage (AIHW, 2011﻿). Further, MacLeod and Betker (2012)﻿ suggest that the use of an equity-based approach to providing nurturant environments can address inequalities in socioeconomic resources and that any socioeconomic gains for a family result in gains in children’s developmental outcomes.


In essence, a complex set of interactions among risk and protective factors influences health, development and wellbeing and is also able to be identified at the individual, micro and macro system levels. We have mapped some of these factors in Table 1.1 in order to provide a visual display of some of the characteristics and dynamics among them that require consideration in policy and service development. You can see the interplay among a diverse range of factors in the family, and also the community beyond the family, as they potentially influence a child’s health and wellbeing. You can see also the multitudinous, complex and interdependent nature of these factors. For each family a specific map could be developed. In each map some factors would have more prominence than others. Some would represent significant mechanisms of protection. Some risks would be more modifiable than others.




TABLE 1.1


Risk and protective factors


[image: image]
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*Developed from Blum, McNeely & Nonnemaker (2002)﻿, National Health and Medical Research Council (NHMRC) (2002)﻿, Child and Youth Health Intergovernmental Partnership (CHIP) (2005)﻿, Prevatt (2003)﻿ and Spencer (2000)﻿.














Health priorities


Given these complex and interdependent environments influencing the health of children, it is clear that improving child health is a priority in the goal of improving health, overall. The AIHW argues that there is ample evidence for the importance of providing ‘the best possible early start’ investing in human capital because of the long-term impacts on the health and wellbeing of individuals and communities (2011, p. 1). However, as discussed, the greatest challenge is to address the inequalities and disadvantages that influence child health. If such disadvantages were addressed, the overall health of a society would be positively impacted. With ample evidence pointing to the importance of child health, beginning with a healthy pregnancy and maternal health, national policy and strategy is developed to provide a framework for the development of services, infrastructure support and inter-sectoral collaboration.









The Australian context


Australia began the 21st century with a public health strategic framework for children, grounded in primary healthcare principles to prevent illness, promote health and address inequalities and focused on capacity building in the healthcare sector (National Public Health Partnership, 2005﻿). At the time of writing the chapter, policy directions remain consistent with this framework and are informed through the lens of the Headline indicators for children’s health, development and wellbeing (AIHW, 2011﻿). It provides a framework and system for articulating priorities that are indicative of the health, development and wellbeing of children aged 0–12 years in a database of evidence-based and measurable indicators, for the purpose of monitoring trends and change or responses to risks at national and state levels. It draws on Bronfenbrenner’s model (1979)﻿ in an effort to look within and across systems that influence health, development and wellbeing. The indicators are presented in three sections: ‘Health’ priorities, ‘Early learning and care’ priorities and ‘Family and community’ priorities. It does not include political, ecological or global aspects of macro system thinking, rather stopping at the level of family and community.









The New Zealand context


New Zealand continues to base its policy and service development on the New Zealand Child Health Strategy released in 1998 by the Ministry of Health. Originally a 10-year plan, the strategy was developed to reflect the child health community’s views about what was needed to improve health outcomes for children/tamariki and their families and whanau in New Zealand.


The future directions outlined in the strategy included:




• a greater focus on health promotion, prevention and early intervention


• better coordination


• the development of a national child health information strategy


• child health workforce development




• improvements in child health evaluation and research


• leadership in child health.





At the time of writing the chapter, this policy is under review. Limited information about likely policy and service direction is available via the Well Child homepage (www.moh.govt.nz/wellchild). However, the future directions as outlined are consistent with contemporary approaches to child health and wellbeing.


To explore your understanding of ‘family’, consider the critical questions and reflections in Box 1.2.





Box 1.2   Practice highlight


Using TEAM-ECD in practice







1. How do you imagine the ‘family’ within your own social, cultural or practice context?


2. What and who has influenced your family picture?


3. To what extent does understanding of the family contribute to nursing and midwifery practice?


4. How might the TEAM-ECD model inform the way you work with children, young people and families?





Social mapping


Try to map your family and relationships, drawing on the concepts included in the Total Environment Assessment Model of Early Child Development (TEAM-ECD) described above, and try to imagine and indicate the mechanisms for getting and giving support to members of your social map.












Nursing within the child, youth and family context


The involvement of nurses in the care and health of children, young people and their families has a long history in Australia, New Zealand and other parts of the world. The infant welfare movement in Australia, of which nurses were central service providers, developed in the early twentieth century in response to concerns about high infant mortality, which, together with declining fertility rates, threatened population growth (Mein Smith, 1997﻿). Strategies aimed to educate women and to replace traditional childrearing practices with scientific rationality, a newly found concept successful in industry, now applied to the domestic sphere (Ritson, 1997﻿; Selby, 1992﻿). In New Zealand, Dr Truby King was most influential in the area of maternal and child welfare. A paediatrician, in 1907 he founded the Royal New Zealand Society for the Health of Women and Children, known as the Plunket Society (www.plunket.org.nz). Dr King believed that scientific doctrines regarding nutrition were the only key to reducing the death rate among children and to improving the health of the nation. As with the Australian maternal and child welfare system, his health regimen was based on the education and support of mothers and reliance on ‘expert’ advice from health professionals, specifically child health nurses.


There has been significant development in the discipline since these practice beginnings and recent research indicates that the essence of community child health nursing remains grounded in health promotion and education and support for maternal wellness and child health assessment (Borrow et al., 2011﻿). In the following chapters the way in which nurses and others contribute to the health of children, young people and their families will be explored, and you will find the concepts presented here are applied in a number of ways.


In the contemporary context, child health services are developed in response to policy and strategy at the national or local level, and are based on priority health areas, with varying levels of input from nurses and midwives into this process. The shopfront of practice is diverse, from community and outreach centres and hospitals to telephone, telemedicine and internet bases. In these settings, nurses are challenged by the question of how to occupy the space between service agendas and family needs – that is, how to maintain a focus on the individual, while also providing targeted, population-based practice (Barnes, Courtney, Pratt & Walsh, 2003﻿; Borrow, Munns & Henderson, 2011﻿).


Increasingly, the work of nurses and midwives is that of knowledge worker, helping families make sense of the vast amount of information readily available. Consumers often come to a health activity informed and aware – this has necessitated a shift in health professionals’ perspective from that of an ‘expert’ to one of health partner – and practice has needed to change accordingly. Frameworks for practice emphasise the care partnership, are strengths-based and solution-focused and demonstrate this shift.









Conclusion


In this chapter, we have outlined the way in which the family is perceived today. In doing this, contemporary definitions of family are provided, and the dynamic and changing nature of the family discussed. Importantly, discussion of child health priorities is underpinned by an understanding of the influence of social gradient on child health as well as health in later life. Understanding these concepts is essential to practice where policy and programs are driven by epidemiological and demographic data.


Working with children, young people and families requires an understanding of the interplay between social, community and family influences; biology and the environment; and risk or protective factors for health, development and wellbeing. Understanding risk and protective factors informs approaches to program development, service delivery and individual interactions, and can be applied to partnership and strengths-based practice frameworks.





Key points







[image: image] The contemporary family is changing and dynamic.


[image: image] Your view of what constitutes ‘family’ may be different from that of others.


[image: image] There is significant social and cultural diversity in families.


[image: image] A number of interdependent individual, family and community factors serve risk and protective functions for the developing child’s health and wellbeing.




[image: image] Social gradient influences child health.


[image: image] Childhood disadvantage influences adult health.


[image: image] Health priorities and targets are determined at international, national and local levels.


[image: image] Strengths-based family assessment approaches provide skills for nurses to work in partnership with families to shape family function, help families meet their healthcare needs and increase resilience.















Critical questions and reflections


As you work through the chapters in this text a number of frameworks will be introduced, for example in Chapter 5, The Australian Family Strengths Nursing Guide. Other frameworks you may like to explore further as you work through the text include:




1. Solution focused nursing (McAllister, 2007﻿)


2. the Family Partnership model, implemented in both Australia and New Zealand, developed by Hilton Davis and Crispin Day from the UK Centre for Parent and Child Support


3. the Australian Nurse–Family Partnership Program model, based on the work of David Olds (http://www.anfpp.com.au/).














Useful resources


Australian Bureau of Statistics: www.abs.gov.au


Australian Institute of Family Studies: www.aifs.gov.au


New Zealand Government, New Zealand Families Today: http://www.msd.govt.nz/about-msd-and-our-work/publications-resources/research/nz-families-today/index.html
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Chapter 2


Developing healthcare programs for the child, young person and family




Karen McBride-Henry, Jane Gregg and Rachel Cole








Learning outcomes


Reading this chapter will help you to:




[image: image] understand how policy influences healthcare programs


[image: image] identify current global and national health-related policies that influence healthcare programs for the child, young person and family at the regional and local levels


[image: image] discuss the role of nurses and midwives as change agents through their participation in health policy processes and healthcare programs


[image: image] understand how to use health promotion to develop sustainable healthcare programs, including needs assessment, planning, implementation and evaluation


[image: image] discuss the importance of collaborative partnerships in developing healthcare programs for the child, young person and family.

















Introduction


There has been an increase over recent years in health-related policy and healthcare programs globally and nationally focused on the health and wellbeing of the child, young person and family. This focus is important because it influences the day-to-day practice of nurses and midwives who work with children, young people and families. Nurses and midwives play a key role in translating policy into practice through the development of healthcare programs as well as being involved in the policy-making process at regional and local levels.


The World Health Organization (WHO) has a long-standing definition of a program as ‘an organized aggregate of activities directed towards the attainment of defined objectives and targets’ (1984a, p. 4). Objectives and targets are reflected in health policies and/or strategies established by international organisations, national and state governments and regional health service providers. Healthcare programs are the mechanism through which such policies are implemented; therefore, they need to address policy aims as well as serving the needs of the community for whom they are intended.


This chapter explores healthcare program development as it relates to midwives and nurses working with children, young people and families. It discusses how government health policies set the context in which such programs exist, and presents a health promotion framework for developing, implementing and evaluating sustainable healthcare programs, using examples drawn from the authors’ experience in Australia and New Zealand.









Understanding the policy context


Nurses and midwives working in the community have many opportunities to become involved in the public policy-making process that can lead to the development, implementation and evaluation of healthcare programs. The majority of nurses and midwives are involved in translating policy into practice (Armstrong, Waters, Dobbins et al., 2011﻿; Waters, Armstrong, Swinburn et al., 2011﻿). A recent example of the key role nurses and midwives can play was the development of the policy guidelines Improving Maternity Services: Working Together Across WA (Department of Human Services, 2007﻿) by a multidisciplinary team of policymakers, medical doctors, maternal and child health nurses and midwives. These guidelines were developed to support the provision of quality care for women, infants and young children, with a focus on issues such as safety, child development and workforce needs. They were also designed to ensure continuity of care across the full spectrum of maternity and child health services. The protocols were launched in Western Australia in 2007 (Department of Human Services, 2007﻿), and are now being used across the state by public hospitals and the Maternal and Child Health Service. Although program implementation may be quite removed from their day-to-day activities, nurses and midwives need to understand that they have a significant influence on health priorities, and the availability of funding for healthcare programs, at regional and local levels.


Many early childhood programs have been developed in New Zealand and Australia over the past decade, reflecting the integral role that successful early childhood policy has played in the development of new programs. See Table 2.1 for examples in both countries. These successes have been supported by evidence-based research (Waters et al., 2011﻿) and a response to informed community need (Rohleder & Apatu, 2009﻿). It is important, therefore, that nurses and midwives have an understanding and working knowledge of the international and national policies relevant to their day-to-day practice. Developing, implementing and evaluating healthcare programs generally relies on funding from a local, regional, state and/or national level government agency, and aligns with current healthcare policy directions. Effective policy development requires input and support from frontline staff, for example through the participation of nurses and midwives in multidisciplinary teams. They also require knowledge and skills in the development of healthcare programs.




TABLE 2.1


Linking policy to program development


[image: image]


[image: image]









Developing healthcare programs


Nurses and midwives have an important role in developing programs for the child, young person and family within the healthcare system they work in. They also have a role in influencing programs in other healthcare systems and non-health organisations whose core business impacts the health and wellbeing of the child, young person and family. Child and family healthcare programs in Australia and New Zealand exist within the context of global and national health policies. Such policies determine health priorities, such as improving immunisation rates, vision screening programs for 4-year-olds or enhancing youth mental health. When proposing or establishing a healthcare program, consideration must be given to the relevant health policies that support it. For infants, children and young people, early intervention is vital and there are many more programs now focused on the early years. The development, implementation and evaluation of such programs utilise health promotion knowledge and skills. It is therefore important to review the principles of health promotion, as prevention and early intervention represent the core practice of nurses and midwives who work with children, youth and families.


The following principles of health promotion were originally developed by a World Health Organization (WHO) working party (1984b, p. 20). They highlight the key elements of what constitutes health promotion and are a good starting point when considering the development of any healthcare program:













1. Health promotion involves the population as a whole in the context of their everyday life, rather than focusing on people at risk for specific diseases. It enables people to take control over, and responsibility for, their health as an important component of everyday life, both as spontaneous and organised action for health.


2. Health promotion is directed towards action on the determinants of health. Health promotion action addresses the inter-related individual level and the social, cultural, economic, political, physical and natural environmental determinants of health. As in primary healthcare, health promotion also acknowledges that the majority of health care occurs outside the health sector, therefore, requires cooperation of sectors beyond health services. Governments at local and national levels have responsibility to act appropriately in a timely way to ensure that the ‘total’ environment, which is beyond the control of individuals and groups, is conducive to health.




3. Health promotion combines diverse, but complementary, strategies and/or approaches, including communication, education, policy and legislation, fiscal measures, organizational change, community development and spontaneous local activities against health hazards. Combinations of these strategies are used to achieve the subsequent Ottawa Charter action areas including: building healthy public policy; developing personal skills; creating supportive environments; strengthening community action; and reorienting health services. (WHO, 1986﻿).


4. Health promotion aims particularly at effective and concrete public participation. This requires the development of problem-defining and decision-making life skills, both individually and collectively.


5. While health promotion is basically an activity in the health and social fields, and not a medical service, health professionals – particularly in primary health care – have an important role in nurturing and enabling health promotion. Health professionals should work outwards developing their special contributions in education and health advocacy.








Principles have also been developed for working in health promotion with Indigenous peoples. One such set of principles, the Iga Warta Principles, states:













1. The project must be sustainable, that is, in funding, leadership, coordination and continuously evaluated.


2. It must have a pro-active/preventative approach, that is, addresses the need to ‘get in early’.


3. It must address the environmental determinants of health, that is, food water, housing and unemployment.


4. It must have an Aboriginal community and family approach, that is, it must address the need to empower Aboriginal communities and families and enhance their traditional guiding function over Aboriginal people.


5. It must respect Aboriginal time and space, that is, it should be culturally sensitive.


6. It must address the need for coordination and continuity between regions and cities, that is, strategies must be coordinated with other activities in other sectors, for example, transport, housing, example, transport, housing, education which offer the potential to strengthen health outcomes. (Government of South Australia Department of Health, 2007﻿).








In addition to the above principles, the Bangkok Charter for Health Promotion in a Globalized World (World Health Organization, 2005﻿, pp. 4–5) outlines four statements of philosophical intent that should underpin the development of all health promotion programs. They include making the promotion of health central to the global development agenda, a core responsibility for all governments, a key focus of communities and civil society and a requirement for good corporate practice.


More recently, the scope for nurses to enable populations not only at the coalface of delivering healthcare programs but also through active participation in the development of policy and program development is gathering momentum. Edelman and Mandle (2006, p. 613) are of the view that nurses need to consider three principal goals with respect to health promotion and program development:




1. participate in health promotion policy development


2. influence public expectations about health promotion


3. promote equitable access to preventive health care.





These principles underpin global, national and local policies, which in turn inform and underpin all healthcare program development. When actioned, these principles ensure a more integrated, informed and unified approach to health programs, removing the ‘silo’ nature of health care.












Global health policy perspective


Global health organisations such as the WHO and the United Nations Children’s Fund (UNICEF) provide guidance on global health issues, which informs the decision makers in individual countries who are responsible for setting health priorities, policies and programs. These organisations attempt to focus the attention of individual nations on healthcare programs that are considered to be of the utmost importance from a global perspective. One example of a current priority is providing amenities and opportunities for marginalised and impoverished children in urban areas through a range of infrastructure, resourcing and partnership strategies (UNICEF, 2012﻿).


For example, the United Nations Convention on the Rights of the Child or UNCROC (1990 article 24) states that supporting nations must ‘recognise the rights of the child to the enjoyment of the highest attainable standard of health and to facilities for the treatment of illness and rehabilitation’. It also states that governments should ensure that children be given the right to access appropriate health care, which means that governments must embrace this right when planning child and family health policy and programs at a national level. An example of the flow-through of prioritisation at a global level to national policy and subsequent program initiatives is set out in Box 2.1. This example describes how global policy has influenced national policy and planning of breastfeeding programs in New Zealand.





Box 2.1   Practice highlight


Applying global policy – national programs for promoting breastfeeding in New Zealand


Global policy


In 1990, WHO and UNICEF produced the Innocenti Declaration: Breastfeeding in the 1990s – a global treatise (World Health Organization & UNICEF, 1990﻿). In addition, the Global Strategy for Infant and Young Child Feeding was released in 2003 (World Health Organization & UNICEF, 2003﻿). These documents aimed to promote breastfeeding globally, enable women to practise exclusive breastfeeding and to pressure governments to implement policies that would support women to breastfeed. The declaration argued the optimal nutritive qualities of breastfeeding for growth and development and its role in reducing infant morbidity and mortality, enhancing women’s health and producing economic benefits. It stipulated exclusive breastfeeding for all infants to 6 months of age and that breastfeeding be maintained to age 2 years.


The Innocenti Declaration sets out targets for individual countries to achieve, and strategies to help meet the targets. These include:




1. the appointment of a national breastfeeding coordinator


2. the establishment of a multisector national breastfeeding committee


3. ensuring hospitals support the ‘10 steps to successful breastfeeding’, and


4. compliance with the ‘International code for the marketing of breast-milk substitutes’, and legislation to protect breastfeeding women.





When the Global Strategy for Infant and Young Child Feeding was released, the authors recognised that not all of the above steps had been implemented by governments and there was a renewed need for additional work on this important child health issue.


National policy


In New Zealand, the Department of Health (now called the Ministry of Health) signalled its support for the Innocenti Declaration (Gordon, 1998﻿; Vogel & Mitchell, 1998﻿), and a meeting was convened in 1991 to reconsider the code’s place within New Zealand; however, little action was taken. In 1999, the Ministry of Health established clear breastfeeding definitions and, in, 2002﻿, established national breastfeeding targets and a breastfeeding action plan (Ministry of Health New Zealand, 2002﻿). In 2009 The National Breastfeeding Advisory Committee of New Zealand published a document titled National Strategic Plan of Action for Breastfeeding 2008–2012﻿ (2009)﻿, which examined how the New Zealand Government was doing in relation to the WHO and UNICEF strategy documents on breastfeeding.


Programs


In 1998, the New Zealand Breastfeeding Authority (n.d.) was established to coordinate the many breastfeeding stakeholders and oversee the Baby Friendly Hospital Initiative (BFHI) (see Chapter 6 for more information), a program promoted by WHO and known to increase breastfeeding rates. In addition, the MOH has also established the Breastfeeding Peer Counsellor Program, which is an initiative that provides training for women who have breastfed to help others to establish breastfeeding support within their own communities. This program supports Step 10 of the BFHI, the Global Strategy for Infant and Young Child Feeding and the Innocenti Declaration.


Outstanding issues




1. No legislation requiring compliance with the code has been developed and monitoring and compliance remain voluntary.


2. Breastfeeding rates have shown little change in the past decade.








A common theme running through global health policy is the need for improved health literacy. Health literacy is, therefore, a key aspect of national policies and program development and relevant in the everyday work of nurses and midwives. Health literacy is defined as ‘the degree to which individuals have the capacity to obtain, process and understand basic health information and services in order to make informed and appropriate health decisions’ (Kickbusch, Wait & Maag, 2005). Leaders in the field of health literacy are providing useful global challenges for us all, with experts arguing for the need to ensure that people have access to community-focused programs and targeted health education. It is only through appropriately targeted programs that health inequalities are minimised and health literacy skills are enhanced (Lynch, Law, Brinkman, Chittleborough & Sawyer, 2010﻿; Peerson & Saunders, 2009﻿).


Going beyond the notion of information dissemination, health literacy seeks to increase the accessibility of information and motivation for engaging in health-seeking behaviours. Health literacy is an issue that nurses and midwives deal with daily and is an important consideration for all healthcare programs.











The national health policy perspective


New Zealand and Australia both have national mechanisms for developing health policy and programs. Understanding national planning pathways is central to healthcare program development. An overview of healthcare policies for each country follows with a specific focus on child health policy development.






New Zealand


The New Zealand government plans and directs the provision of health care for its citizens through the Ministry of Health (MOH NZ), which is charged with implementing health-related legislation, such as the New Zealand Public Health and Disability Act (Ministry of Health New Zealand, 2000a), and the development of nation-wide health strategies and policy. Policy and program development at MOH NZ takes into account the recommendations of WHO and other international organisations, with child healthcare direction based on documents such as the UNCROC.


A number of key national strategies continue to have a significant ongoing effect on healthcare provision for children and their families in New Zealand, despite having been developed over 10 years ago. These include the Child Health Strategy (Ministry of Health New Zealand, 1998﻿), which was introduced in Chapter 1, the New Zealand Health Strategy (Ministry of Health New Zealand, 2000b) and the Primary Health Care Strategy (Ministry of Health New Zealand, 2001﻿). These documents highlight the nation’s goals and direction for care provision.


The vision for children’s health care set out in Child Health Strategy (MOH NZ, 1998﻿) is ‘our children/tamariki: seen, heard and getting what they need’ (p. vii). The strategy outlines a number of guiding principles for the development of child health programs in New Zealand, including: children’s needs are paramount, childcare services should be based on ‘international best practice, research and education’ (p. 19) and childcare services should be culturally acceptable and safe. It also acknowledges that services require regular review to ensure they continue to meet the changing needs of children and families.


The New Zealand Health Strategy is based on similar principles, but highlights the special relationship between Maori and the Crown under the Treaty of Waitangi. It sets out a number of health objectives, based on emergent health determinants, which include improving nutrition, increasing the level of physical activity, reducing obesity, improving oral health and reducing community violence.


The Primary Health Care Strategy identifies six key goals that include: working with local communities; identifying and removing health inequalities; improving access to comprehensive services so that health can be improved, maintained and restored; the coordination of care across services; workforce development; and continuous quality improvement.









Australia


The Australian federal government shares responsibility for health services with the states and territories through the Council of Australian Governments (COAG). A subcommittee of COAG is the Standing Council on Health, which includes the Australian Health Ministers’ Advisory Council (AHMAC) whose responsibility it is to oversee the achievement of COAG’s strategic health themes by establishing funding arrangements and jurisdictional responsibilities (AHMAC, 2012﻿). The three key federal government departments involved with child health and parenting are: the Department of Health and Ageing; the Department of Families, Community Services and Indigenous Affairs; and the Department of Education, Employment and Workplace Relations. A number of other national bodies also influence child health policy and programs, including the Australian Research Alliance for Children and Youth, the National Health and Medical Research Council and the Australian Institute of Family Studies. Key national strategies that impact on the children, young persons and families in Australia include the Investing in the Early Years – A National Early Childhood Development Strategy (Commonwealth of Australia, 2009a), Australia: The Healthiest Country by 2020: National Preventative Health Strategy – The Roadmap for Action (Commonwealth of Australia, 2009b) and the National Primary Health Care Strategy 2009 (Department of Health and Ageing, 2008﻿).


The Investing in the Early Years Strategy was released in 2009 by COAG and has the vision that by 2020 all children have the best start in life to create a better future for themselves and the nation. The strategy has six focus areas: holistic child development across cognitive, learning, physical, social, emotional and cultural dimensions; whole of early childhood from the antenatal to 8 years; all children with an emphasis on those most in need to reduce social equalities; promoting protective factors, such as secure bonding with a primary carer, good nutrition and stimulating play-based learning, and reducing risks, such as abuse/neglect or poor diet; the whole service system, including universal and targeted across sectors such as maternal, child and family health, support for parents, and play-based learning and care; and respect for diversity and difference to develop a positive sense of self and culture (Council of Australian Governments, 2009﻿).


The National Preventative Heath Taskforce was established in 2008 to facilitate the development of the National Preventative Health Strategy (Commonwealth of Australia, 2009b). The strategy was released in June 2009 with the goal of making Australia the healthiest nation by 2020. It focuses on a range of prevention strategies to address the initial priorities of tobacco use, obesity and the excessive consumption of alcohol. All of these areas include specific targets for children and/or young people. States and territories, in turn, are funded to deliver on these priorities via partnership agreements. For example, the state of Queensland has developed Preventative Health: Strategic Directions 2010–2013, which includes healthy children and healthy communities as program areas (Queensland Health, 2010a).


The National Primary Health Care Strategy was released in 2009 and the subsequent establishment of primary health care organisations, known as Medicare Locals, to increase the capacity of health services to deliver primary health care (Department of Health and Ageing, 2008﻿). These reform initiatives provide direction on delivering frontline care and healthcare programs at the local community level. Focus areas of interest to children, young people and families include rewarding prevention, management of chronic disease and multidisciplinary team-based care.


However, it is important to note that the consideration of child health issues is not restricted to health and community service agencies. Australian governments at the national, state and local levels all recognise the need to consider children and their families when developing any new policies or programs. For example, policy related to road safety integrates research findings on road accidents involving children; similarly, policy on juvenile justice incorporates knowledge of the factors that contribute to young people coming into conflict with the law, such as providing drug diversion programs for minor drug offences. Non-government organisations such as Kidsafe also exist to ensure child health issues are being met. Kidsafe produces resources and works with governments to develop policy to prevent unintentional childhood injuries (Child Accident Prevention Foundation of Australia, 2012﻿).












The local health policy perspective


National policy provides guidance in New Zealand for DHBs and in Australia for state and local government and regional health authorities when planning healthcare program delivery and the distribution of funding, and ensures alignment with national healthcare goals. Local demographics and health determinants are also important influences at the local level and affect and influence program development and uptake by individual DHBs (in New Zealand) or local government authorities and regionalised health services (in Australia). These are the local context issues that might first impress nurses and midwives in their everyday practice and are most likely to influence them when they are developing child and family health programs at the local level.









Policymaking and developing healthcare programs


It is well established that there is a need for integrated approaches to the development of policies and programs to minimise inequalities across populations, including addressing issues such as housing, access to high quality child care and flexible work schedules such as family-friendly work policies as well as traditional health programs (Lynch et al., 2010﻿). Experts have identified challenges in the process of translating policy to practice referred to as a ‘translation gap’ (Lynch et al., 2010﻿). Translating policy into practice is a key challenge for nurses and midwives in their day-to-day work and requires an understanding of the policy-making and program development processes.


So what does the policy-making process and subsequent program development look like? So far we have looked at the role of policy in determining priority areas of focus at global and national levels, and how these policies influence policies and healthcare programs at the regional and local level. Developing healthy public policy is also a key action area in the Ottawa Charter for Health Promotion and a foundation strategy of any healthcare program. The WHO describe healthy public policy as that which is concerned with health and equity in all policy areas, and accountable for health impact, with the aim of creating social, economic, cultural and physical environments that support people to live healthy lives (WHO, 1988).


Lynch and colleagues (2010)﻿ highlight that all those involved in policy development, including healthcare providers, have a role to play in the implementation of policy. This requires that effective healthcare programs are developed and that the ‘translation gap’ between policy and implementation is minimised. This is achieved through programs that include due consideration to ‘governance, accountability, financing, training, consultation and workforce capacity’, all of which determine the effectiveness of a program (Lynch et al., 2010﻿, p. 1245).


Research conducted by Edgecombe in 1992 examined the role that nurses and midwives who work with children, youth and families played in a policy-making process in one Australian state over several decades (from the 1950s). Findings provide insight into the complex process of taking policy and applying it in practice through healthcare programs in often complex healthcare systems.


Policy processes are not linear and there are a number of policy-making models used in health promotion to guide the process. Policy-making models follow a similar trajectory that involves the identification of the issue to be addressed, formulation of policy to address the issue, implementation and evaluation of the policy process and outcomes. A commonly used conceptual framework for making healthy public policy is that of Milio (1987)﻿. It is useful for nurses and midwives to familiarise themselves with this and other policy-making frameworks. Some aspects of the policy process take place simultaneously, while other policy processes may take years before a program is eventually developed and implemented.


There are a number of processes that must be undertaken prior to establishing any healthcare program. The link between global and national policy as these relate to healthcare programs has been set out above. The importance of understanding this link is critical to planning any healthcare program that targets child and family health. In the following sections we present a framework to guide the development of a nursing or midwifery healthcare program.


There are a number of health promotion frameworks that can be used to guide the development of healthcare programs. The framework adopted in this chapter is presented in Figure 2.1 and includes the following four broad stages: identifying and responding to community needs; promoting the idea; implementation; and evaluation. A description of each stage including key considerations and activities follows.
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FIGURE 2.1 Healthcare program development framework









Stage one: Identifying and responding to community needs


Stage one, and a prerequisite for establishing any healthcare program, is understanding the health needs and priorities of the community. This is consistent with both the first and second WHO (1984b) principles of health promotion presented earlier that focus on understanding the community as a whole as well as the determinants of health. This process typically requires a community needs analysis, which assesses the demographics, health status, health behaviours and the social, economic, physical, cultural and political determinants and infrastructure of a community. The needs analysis data are collected via a range of sources including existing epidemiological and demographic information, such as Headline Indicators for Children’s Heath, Development and Wellbeing 2011 (AIHW, 2011﻿) and Children and Youth (Australian Bureau of Statistics, 2006﻿), and community consultation. A range of methods is used to collect this data including surveys, focus groups and interviews. For example, of interest might be the number and percentage of children in an area, average household income, ethnic make-up, avoidable hospital admission rates, infectious disease rates and reported violence rates as well as morbidity and mortality data.


Ethical consideration needs to be given to the collection of data from multicultural communities such as in Australia and New Zealand. A strategy to ensure data are collected appropriately from people of different ethnic backgrounds is to utilise someone from the same ethnic background. In addition, knowledge of all available primary and secondary health services and resources to address the health issue is important. This information provides essential insight into the health service gaps within the community with attention to where inequities exist.


It is also important to establish working relationships with community groups to help identify the health needs within communities (Harris & Harris, 2011﻿). For example, if you wanted to develop a targeted program for increasing immunisation rates within a certain geographic area, there are a number of ways that community’s needs could be assessed. First, it would be important to understand which groups of children are most likely to be fully immunised and which are not. Conducting a comprehensive literature search on successful immunisation initiatives might help you identify appropriate strategies to address the issue. An assessment of services available in the community to support and promote vaccination initiatives, as well as identification of potential barriers to the uptake of vaccinations, would also be key early steps to take. Speaking directly to health professionals, or others, who are working with young families may also give valuable insights, as would focus group discussions with families in the community.


Another method for identifying and responding to community need is a health impact assessment (HIA). This offers a comprehensive approach to identifying the impacts, both positive and negative, of a proposed program on a community prior to its implementation (Public Health Advisory Committee, 2005﻿). An example of an HIA was produced by the Hawke’s Bay District Health Board in New Zealand when they were examining how to best implement an oral health strategy (Rohleder & Apatu, 2009﻿). Those involved with the HIA engaged in a four-stage process, which included screening, scoping, appraising/reporting and evaluation (p. 13). To achieve these four phases those involved engaged in activities such as a literature search, community input and meetings with key stakeholders from the community and the Hawke’s Bay Regional Council. The outcome of this HIA was a well-developed plan, which the community was involved in building and committed to achieving.









Stage two: Promoting the idea


After the needs analysis has been completed, the next step is to assemble a team of people with an interest in the health issue. For example, a team that emerged through the process of undertaking an HIA may form the basis of a partnership to support and progress the development of a program to address the issue. For an example of how an HIA led to the development of such a partnership, refer to the HIA developed by Rohleder and Apatu (2009). The partnership to progress a children, young people or family health issue may ideally consist of representatives from the health, education and social services sectors who have an interest in the community, and a working knowledge of community strengths and potential service gaps. From this position, the team can assist in determining possible solutions to the issue and develop the healthcare program plan. A healthcare program plan generally specifies the goal, objectives, strategies to be employed, sequence of activities to achieve strategies and resources required, evaluation, a communication strategy, a realistic budget and the identification and engagement of local stakeholders required to deliver the program. A well-developed healthcare program plan will greatly assist the implementation of healthcare programs and most organisations have preferred project planning templates.


The engagement of local stakeholders is especially important and a foundation health promotion principle, as having strong relationships with key community members and groups is essential when advocating for, and gauging the level of support for, a program within the wider community (WHO, 1984). For example, if you are seeking to develop a breastfeeding promotion program, it would be beneficial to develop strong relationships with the community and other key stakeholders such as appropriate women’s community groups, community leaders, early childhood education providers, public health nurses, maternal and child health nurses, Plunket nurses (community-owned and governed child health nurses in New Zealand), school nurses and local general practitioners. They will assist you to understand the local culture and provide insight into appropriate community venues to promote the healthcare program. Gaining community support requires that the community actively contribute to program development, a process referred to as the community partnership model. The importance of community partnership in proposed health programs has been highlighted by many nursing and midwifery researchers (Fraenkel, 2006﻿; Kemp & Harris, 2012﻿; Lynch et al., 2010﻿; Rohleder & Apatu, 2009﻿; Subhi & Duke, 2011﻿). This concept can easily be incorporated as a fundamental philosophical tenet in any program; without it, community-focused initiatives will have limited success (Fraenkel, 2006﻿; Lynch et al., 2010﻿; Rohleder & Apatu, 2009﻿). There are partnership models available to assist in establishing and monitoring healthcare program partnerships. For example, VicHealth have developed a tool to guide the development, monitoring and evaluation of the partnership process (VicHealth, 2008﻿).











Stage three: Healthcare program implementation


Stage three, program implementation, involves implementing and monitoring the healthcare program according to the program plan. This is a challenging phase and involves the consideration and operationalisation of multiple components (Lynch et al., 2010﻿). For any program to be successful, issues such as visible senior management commitment and program governance, namely who is responsible for the program as a whole, as well as the healthcare program activities need to be explicitly identified. For example, who will be responsible for leading the entire program, versus those responsible for aspects of the program such as professional workforce standards or financial administration? Another key issue to be considered is workforce readiness; for example, to implement a widespread vaccination program the appropriate numbers of vaccinators are needed.


Implementing a healthcare program will also require that a number of operational issues be addressed. Early steps may include documentation of the program’s policies and procedures, such as the processes for tracking client progress and the mechanisms for program evaluation. Infrastructure requirements also need to be considered, which may include provision of computers and associated networks and software, office space and screening equipment, to name just a few.


Community members may have working knowledge of existing resources and their input on the location for a program will be invaluable. Media campaigns may also be needed to publicise the program’s launch or, in some cases, to assist in establishing community support. If you have been working with the local community to establish a program, such as a child injury prevention program, this will assist greatly in its implementation. It is also an approach that builds on the key principles for health promotion, which require the involvement of local communities and the use of diverse strategies for health promotion action (WHO, 1984).


Workforce development is another key aspect of program implementation. Providing sufficient training to enable staff to obtain the clinical skills to successfully deliver interventions aimed at promoting health and wellness for children and their families is of the utmost importance. To this end, to better support workforce development in the primary sector, the Health Promotion Forum of New Zealand have developed practice competencies for those seeking to work in primary care (2012)﻿. In Australia a national set of health promotion competencies has also been developed, was endorsed by the Australian Health Promotion Association in, 2009﻿ and is used by a range of organisations to develop the competency of the health workforce to deliver health promotion programs (Australian Health Promotion Association, 2009﻿). These documents provide an excellent overview of the skills needed for the primary care workforce. In addition to knowledge of specific competencies, sharing the health promotion principles that underpin the program that has been developed will provide vision and help emphasise the importance of the healthcare program. Using the oral health promotion program for Hawke’s Bay in New Zealand as an example, awareness of global policies such as the Ottawa Charter for Health Promotion (World Health Organization, 1986﻿) and the document Early Childhood Oral Health (MOH NZ, 2008﻿) would help staff understand and support the program to be implemented at the local level. Staff also need to be aware of the local policies and procedures that underpin the program, and keep up to date on changes to these.











Stage four: Healthcare program evaluation


Historically, nurses and midwives have conducted a wide range of exciting, innovative healthcare programs; however, these have often been set up without appropriate mechanisms for evaluating health outcomes, in this way undermining a program’s effectiveness. It is important that effective evaluation mechanisms be built into any program from the outset. The World Health Organization has also recognised the importance of evaluation of health programs and published a document titled Evaluation in health promotion: Principles and perspectives﻿ (2001)﻿, which provides policymakers and health practitioners with wide-ranging guidance on program evaluation.


As identified in stage two, evaluation plans need to be established prior to a program commencing and are subsequently implemented across the lifespan of a program. The central evaluation question(s) relates to whether a program worked and achieved its intended changes. Key reasons for evaluating programs include: understanding the program processes, strategies and activities, and how they did or did not work; determining the shorter term impacts and longer term outcomes resulting from the implementation of a program; generating knowledge that can be used to influence policy and the distribution of resources for public good; contributing to the knowledge and theoretical basis of a discipline; and ensuring public accountability for the expenditure of public resources (Nutbeam & Bauman, 2006﻿; Tones & Tilford, 2001﻿).


There are multiple evaluation approaches, models and frameworks used to evaluate programs. These frameworks provide guidance on how to develop evaluation questions, indicators and data collection and analysis methods to evaluate a program’s strategies, objectives and goal(s). Commonly used is the process, impact and outcome evaluation framework developed by Hawe, Degeling and Hall (2007)﻿. Process evaluation assesses program strategies including participant satisfaction, reach, implementation, quality and the political, social and cultural context. Impact evaluation assesses program objectives and determines the immediate or shorter term impacts of a program such as changes in knowledge, attitudes, beliefs, legislation, public opinion and community participation. Outcome evaluation assesses the program goal(s) and determines the longer term outcome(s) of a program in relation to changes in the broader determinants of health, for example, behaviour changes, social conditions, access to service provision, economic changes and health outcomes such as quality of life, dimensions of health status, population health inequities, morbidity and mortality.


Issues such as the communities’ attendance at, or uptake of, a program are an important measure of its success. In addition, any evaluation has to attend to a program’s ability to be sustainable over time, which takes into account issues such as financial viability and workforce development. Finally, one of the key aspects to evaluation is the extent of the health improvements in the health of the community (Draper, Hewitt & Rifkin, 2010﻿).


Common evaluation methods include survey questionnaires, focus groups, participant observation, key stakeholder interviews and document reviews. An example of evaluating community participation in a child nutrition promotion program has been described by Draper and colleagues (2010)﻿. In their 2010 article titled ‘Chasing the dragon: Developing indicators for the assessment of community participation’, they offer multiple practical examples of how to measure participation that are useful for those seeking to evaluate health promotion programs that have involved the community as an integral part of the process.


In addition to measuring a community’s participation in a health program, a particularly useful method during an evaluation cycle is the client or patient satisfaction survey. Well-developed patient satisfaction surveys can provide important information about how children and their families experience the service (see, for example, Wood, McCaskill, Winterbauer et al. [2009] and Chin and Amir [2008]). They can also provide valuable insights into operational issues, such as the usefulness of program venues or associated materials.


The collection of evaluation data must be well thought through ahead of time, so that data collected will give maximum benefit. Lynch and colleagues (2010)﻿ have discussed the importance of this issue for the success of child health programs. They highlight how many programs fail to meaningfully measure the effectiveness of the program, which ultimately undermines the success and continuation of what might be a valuable program. The process of evaluation also needs to consider how evaluation data will be stored and, although this may seem like a trivial part of the process, it facilitates ease of access and data analysis as well as consideration of ethics and data confidentiality. This also has the added benefit of requiring senior management support and development of administrative processes to support the program right from the start.


Many policy documents provide guidance on program development processes (e.g. A Guide to Developing Public Health Programs: A Generic Program Logic Model, published in 2006 by the MOH NZ). Some universities offer the services of research statisticians who can evaluate approaches to data collection and analysis at minimal cost, which may be invaluable during the planning phase of program evaluation.


Working with a local research centre for child and family research is ideal where they exist. Such centres are usually linked to or based within a university and provide regular research seminars where research findings are presented. A large research team has recently participated in a New Zealand project called Evaluation of the Diabetes Nurse Specialist Prescribing Project (Wilkinson, Carryer, Adams & Chaning-Pearce, 2012﻿). This document highlights how the evaluation was conducted, including issues of setting up a nationally run research study, data collection methods and the lessons learnt from undertaking the evaluation. Similarly, in Australia the Children’s Research Centre conduct extensive research on the health of Australian children and have produced reports such as the national survey results of mental health and wellbeing of young people in Australia (The University of Adelaide, 2011﻿).
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The aim of this policy is to
address social determinants of
health through the policies of all
government departments and
reduce health inequity. HIAP is
based on a whole-of-governmert
approach, Areas of focus include
education and early lfe:

The South Australian (SA) Government
endorsed the application of HIAP across
government in 2007. The SA HIAP model was
subsequently developed to support ts
implementation. The SA HIAP model has two
key comporents: a centralised governance
structure and the Health Lens Assessment
process

Priority policies across government are
identified annually by the SA Department of
Health (DoH) in collaboration with the
Department of the Premier and Cabinet
Lead agencies for these policies are invited to
work with the DoH to implement the Health
Lens Assessment process (similar to a Heafth
Impact Assessment) prior to a policy being
developed. An example of the application of
the Health Lens Assessment has been in the
area of improving education outcomes in low
socioeconomic status communities in
partnership with the Department of
Education and Children Services.

Closing the Gap in a Generation:
Health equity through action on
the social determinants of health
2008 (WHO, 2008 and
Commission on the Social
Determinarts of Health)

This policy provides
recommendations for action to
address inequities within and
between countries within a
generation. It calls on all
governments of member state
countries, which include New
Zealand and Australia, to
respond to these
recommendations at the
national level,

The Closing the Gap initiative of the Counci
of Australian Governments (COAG) is a
commitment by national and statefterritory
governments to close the life expectancy gap
between Indigenous and non-ndigenous
Australians within a generation.

The targets of the policy are to halve: the
mortalty rate of Indigenous children under 5
years; the gap in reading, writing and numeracy
achievements within a decade; and the gap for
Indigenous students in year 12 attainment
rates by 2020; and to ensure access to early
childhood education for all Indigenous 4-year-
olds in remote communities within 5 years,
Over 40 organisations are working together on
programs in the areas of early childhood,
schooling, health, economic participation, healthy
horme, safe communities and governance and
leadership to achieve these targets

The Queensland Government has produced
the Making Tracks Towards Closing the Gap

in Health Outcomes for Indigenous
Queenslanders by 2033 ~ Policy and
Accountabillty Framework (Queensland
Health, 2010b). Focus areas of this framework
include: a healthy and safe start to life; reducing
modifiable chronic disease risk factors;
improving living environments; developing
cultural competence of the health workforce;
and working with the Aboriginal and Torres
Strait Islander controlled health sector
Subsequertly, Making Tracks Toward Closing
the Gap in Health Outcomes for Indigenous
Queenslanders by 2033; Implementation Plan
2009-10 to 201 ~12 was produced and
identifies a range of healthcare programs
focused on chidren, women and families
(Queensland Health, 2010c).
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The Ministry of Health New Zealand (MOH NZ) subsequerntly
developed Breastfeeding A guide to action (2002) to support and
improve breastfeeding rates. k was intended that the action plan
would assist healthcare professionals to achieve Baby Friendly
Hospital status, based on the Ten steps o suacessful breastfeeding.
In 2007 the MOH NZ identified the importance of breastfeeding
by making it one of the countrys health targets, which aims to
improve the breastfeeding initiation and duration rates,

Different district health boards (DHB) and
small maternity hospitals are now required
to demonstrate how they are working to
improve breastfeeding rates. In addition,
Baby Friendly Hospital accreditation must
be gained and/or maintained

Ottawa Charter
for Hedlth
Promotion
(World Health
Organization,
1986)

The Primary Health Care Strategy created by MOHNZ (2001), is
still guiding the provision of health care in 2012. s key aims are
1o provide population-based health care and promote the role of
the community in health promotion and preventive care. DHBs
respond by adjusting organisational visions and aligning planning
and funding with the policy

A policy and guidelines group in a child
health service embraces a philosophy of
‘seamless care’, which emphasises integrated,
interdisciplinary collaboration to improve
healthcare delivery. This resuits in a program
that crosses traditional tertiary and
community heafthcare boundaries (see Box
2.1, Practice highlight).
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