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FOREWORD

I am delighted to be able to write the forward to the first collection of 
everyday Public Health Nursing practice on the occasion of the Institute 
of Community Health Nursing 20th Anniversary and Celebrations. I 
wish to congratulate all the Nurses on their individual contributions and 
dedication in this our first edition.

This book is just a “Glimpse” of the diverse role of the Community 
Health Nurse, and each portfolio indicates the profound and in-depth 
knowledge of the nurses in their specialised area. The range of submissions 
covers many stages of the life cycle from breast-feeding, to the care of 
the elderly, it includes work with school children, children with special 
needs, reflections on practice and multi-disciplinary team work.

Community Health Nurses are vital members of the Primary, 
Continuing and Community Care teams. These portfolios and abstracts 
are one of the means of demonstrating the wide range of contribution 
that the community nurses make to the health of the population and the 
communities with whom they work.

This is my last year in office having had the privilege to serve as 
president of the Institute for the years from 2001 to 2005. I therefore 
hope that in the years to come that many more Community Health Nurses 
will contribute to similar publications in order to share their experiences 
and knowledge not only with their colleagues but also with other 
professionals.

Breda Cleary

September 2005 
President of the ICHN.
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INTRODUCTION

Earlier this year as part of the preparations for the Institute’s 20th 
Birthday celebrations the idea of compiling a portfolio of examples of 
every day practice of public health nurses and their teams was conceived. 
What was envisaged was a small booklet which would be both a resource 
and encouragement for community health nurses in developing their 
practice in response to changing health needs and health policies.

A call for submissions was sent out to all Institute’s members, 
encouraging them and their colleagues to put pen to paper. This book 
was never intended to have the full rigor of an academic tome nor to be 
a complete compendium of the range of public health nursing practice; it 
was simply to be practitioner’s reflections and sharing of good practice. 
Over 20 public health nurses made submissions, some were simple 
abstracts, others lengthy documents, they were written in a variety 
of styles, some were notes, some were referenced papers, and others 
summaries of presentations. They were all as unique as the public health 
nurses submitting them. Therefore the decision was made to incorporate 
them into the portfolio unaltered except for very minor editorials. The 
result is a book rather than a booklet.

The contributors of this first book all have indicated that they are 
happy to be contacted by others in order to discuss their work; their 
contact details are provided in the text. A special thank you goes to these 
practitioners for being the pioneers in this venture for the Institute. It is 
hoped that this book will encourage debate amongst practitioners and spur 
others on the writing so this book might become just the first of a series 
of books focussing on everyday practice to be published by the Institute. 
Thank you also to our publisher Fiona and the team at Data Print. Fiona 
very patiently set deadlines and guided us through the publishing process, 
on the way the Institute leamt many lessons for the next time.

September 2005
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Abstract
Parents’ suspicion of hearing loss in their children is known to be 

a reliable indicator for concern. It is often said that 70% of childhood 
deafness can be identified by parents.

The use of a health education leaflet in conjunction with a nursing 
interview can significantly improve the early detection of hearing loss 
and it can do so with good sensitivity and good specificity. The increased 
referrals resulting from parental questioning has led to an increased 
number of children under one year old confirmed as having a hearing 
impairment or needing surveillance. A main complaint among parents is 
the failure of medical personnel to take their concerns regarding hearing 
seriously. The use of the leaflet in conjunction with a nursing intervention 
addresses this issue and leads to a much improved screening service. The 
correct use of this leaflet empowers parents and provides an evidence 
base to nursing practice.

Health Promotion - A Literature Review
For the purposes of this literature review, guidelines issued by the 

Royal College of Surgeons, Ireland will be used.

Introduction.
The Health services in Ireland, with their 90,000 staff are ideally placed 

to promote health in partnership with voluntary bodies and consumers 
in our society. Public health nurses, practice nurses, community mental 
health nurses and G.P’s. are often the first point of contact the public has 
with health services. The challenge is to find a balance between health 
promotion, disease prevention and illness treatment that is achievable, 
effective and best value for money (Ewles & Sinnett, 1999).

In order to understand health promotion it is first necessary to 
understand what is health. Health means different things to different 
people. Seedhouse (1996, cited by Ewles & Sinnett p8, 1999) proposes 
“the idea of health as the foundation for achieving a persons realistic 
potential: enabling people to fulfil their own potential.”

Mansfield (1977, cited in Ewles and Sinnott, 1999) suggests “It is 
about empowering people: enabling them to become all that they are 
capable of becoming.”

This is a rich interpretation of health encompassing a holistic concept. 
It allows people to make choices.

10
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How is health achieved?
Health is achieved through empowerment. Tonnes (1994, p.9 cited in 

Scriven and Orme, 2001) suggests that empowerment is a state in which 
the individual actually possesses a high degree of power: that is, having 
the resources that enable that individual to make genuinely free choices. 
An empowered individual can influence other individuals and lead to 
empowerment of communities to enable them take control over their lives 
and influence policy makers. Tonnes et al defined health education as 
“any activity which promotes health related learning, i.e some relatively 
permanent change in an individuals competence or disposition.” It may 
bring about a change in attitude, skills and lifestyle. The writer of this 
literature review seeks to address the role of parents in the detection of 
hearing loss in young children through a health education programme. 
This is to be achieved by:
» Selection of relevant literature.
» Critiquing the literature.
» Providing a rationale for current study.
» Putting the current study into the context of what is known about 

the topic.
» Discussing the basis for the study (Parahoo, 1997)

Relevance to practice.
Severe and profound deafness can affect a child’s social and emotional, 

intellectual and linguistic development. We now know that the infant is 
exposed to important auditoxy experiences in the first few weeks of life, 
which form the foundation for language and speech development (Me 
Cormick, 1995). Public Health nurses have a duty of care to question their 
practice, to improve their practice and have better outcomes for parents 
and their children suffering from hearing loss.

Early detection of hearing loss through screening programmes benefits 
child development, parents welcome it and they have a low opinion of 
services which fail to identify serious long term problems in children 
(Hall, 1996).

11
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Importance to nursing research.
A literature review on the early detection of hearing loss revealed 

that the screening distraction test can yield very high sensitivity and 
specificity.

Four factors affect the quality of the screening test:
1. Quality of the test environment i.e. Sound proof room, carpet, 

curtains and double-glazing. The test is best performed in a clinic 
setting because of the environment that is required (Elliot et al, 
1998/1999).

2. Testing technique ( McCormick, 1983).
3. Control over test sound (McCormick, 1983).
4. Training (McCormick, 1983).

This literature review investigates the role of the parents in the early 
detection of hearing loss in young children and provides an evidence base 
for nursing practice.

The question the writer will seek to answer is;
What can the literature tell us about the role of parents in the 

early detection of hearing loss in young children and how public 
health nurses can help them to fulfil this role?

Overview Of Selected Literature.
Boothman & Orr (1978) state that hearing loss is being detected later 

than is desirable. The possibility of a health education programme to make 
parents more observant of the early signs of deafness might prove more 
effective in bringing cases of deafness to light at an early age. Ewing & 
Ewing (1944) point out that unless treatment for hearing is initiated at an 
early age it can have devastating effects on communication and education 
of children.

Latham & Haggard (1980) acknowledged the importance of the role 
of the parent in early detection of hearing loss when they stated that 
70% of cases of childhood deafness can be detected by parents. They 
described the limitations of the distraction test. They carried out a pilot 
study involving health visitors who used a “clues to hearing” leaflet as 
a supplement to community screening for hearing loss ( the screening 
distraction test). In that year there was a marked increase in the numbers 
of referrals of children under 1 year of age with suspected hearing loss.
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Hitching & Haggard (1983) carried out further analysis on the Latham 
and Haggard study. The original study had shown an increase in the 
overall number of referrals but there was no difference found between the 
experimental leaflet provided group and a control group. They proposed 
that the leaflet itself did not produce the increased referral rate. It was 
the basic questioning procedure by the health visitors that produced an 
increased orientation towards hearing problems.

McCormick (1988) improved the clues to hearing leaflet and re named 
it as the “ Can Your Baby Hear You?” leaflet. He based his research 
on the authors described above. He also describes the limitations of the 
health education leaflet.

The Eastern Health Board (1989) in a review on hearing in Ireland 
recommended that a developmental card, similar to the clues list be issued 
on the first visit by public health nurses to parents. They recommended 
that the distraction test should be carried out by the area medical officer 
and the public health nurse when the child was having its developmental 
examination. This examination would obviate the 7 month screening 
by the public health nurse. A designated Area Medical Officer would 
conduct a further assessment following training and conduct diagnostic 
audiometry and tympanometry.

Denyer et al (1999) in Best Health for Children suggests that the 
distraction test be carried out, again by the Area Medical Officer and 
the Public Health Nurse at the developmental check at 7 to 9 months. 
However they also state that the test should ideally be carried out in its 
own protected time and not at a busy clinic.

The Department of Health (2001b) suggests that the strengths of 
primary care and the introduction of diagnostic centres will reduce the 
pressures on hospital based diagnostic facilities. The recommendation 
by the writer of this literature review for new health centres to meet the 
criteria required for the screening distraction test -i.e soundproof room, 
correct equipment and adequate training. This would pave the way for 
audiology diagnostic centres in the community. This is also supported by 
the Department of Health (2000) and the Department of Health (2001b).

The use of a parent questioning leaflet by Public Health Nurses 
utilises long term observations. The significance of this should not be 
underestimated as hearing loss can fluctuate. It is recommended that every 
health district should use this leaflet (Me Cormick, 1986).

13
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Focusing The Review
Latham and Haggard (1980) describe a pilot study involving a “Clues 

to Hearing” leaflet to supplement community screening for the early 
detection of hearing loss. They acknowledge that every health authority 
attempts to carry out the screening distraction test at 7 to 9 months. They 
state the test can only be seen as an attempt to elicit the absence of gross 
hearing loss. The task of detecting a very rare condition such as sensori
neural deafness in children is a very difficult one and that the experience 
of actual cases is rare in the case load of a single health visitor. Other 
limitations of the distraction test are :
1. Mobility of families.
2. Failure to make return visits for screening.
3. The acoustic environment in Health Centres.

They state that while health visitors are trained in the basic principles of 
the distraction test, they may not find it possible to apply these principles 
in practice with the consistency that is required.

Given the limitations of the distraction test, the involvement of the 
parent was accepted in Nottinghamshire for the pilot study. A printed 
list of “clues to hearing” based on normal behaviours that characterise 
normal auditory hearing was developed. Families in social class 4 and 5 
were used in the study. The co-operation of health visitors was sought. 
All the health visitors were given the same training. There was a control 
group and an experimental group. In the experimental group the clues list 
was discussed and given out to parents. In the control group no leaflet 
was given out . A total of 780 valid records were returned - 371 in the 
experimental group and 409 in the control group. All parents were seen 
on two occasions. The number of children with a suspected hearing loss 
in the experimental group was 12. The number in the control group was 
10. The numbers were too small to be statistically significant. The results 
did not give a clear picture. They compared the trial period results with a 
corresponding period prior to the trial and this revealed that there was an 
increase of 35% in the rate of referrals to General Practitioners in the pilot 
study. This was significant. It appeared that the putting of the questions in 
a systematic way was what influenced referrals. In both groups there was 
a significant shift towards earlier referral. It should be noted that all health 
visitors in both groups were trained in the new developments in hearing 
using the clues list. It is this fact that led to the earlier referrals in the
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control group. The authors concluded that further analysis was required. 
The research demonstrated that combined parental and professional 
intervention is best.

The study was well planned, however the tables were difficult to 
interpret. There was no indication of the number of invalid records. The 
total number of babies bom in the study period was not recorded. The 
authors did not indicate in their paper what statistical tools were used to 
determine that the difference in the results of the control and experimental 
groups was not statistically significant. An interesting result of the study 
was the fact that a large number, 41%, of the parents were able to produce 
the leaflet on the second visit despite the interval being between 2 and 4 
months. Parents in the experimental group stated that they based their 
suspicion on the contents of the leaflet.

Hitching &Haggard (1983) went on to examine if it was the systematic 
questioning procedure that produced a reorientation towards hearing 
problems in the experimental group in the Latham and Haggard study. 
They carried out a more comprehensive analysis. They examined results 
collected before the “clues” study was carried out and compared these 
with results affected by the study. Two non affected districts were used in 
their study as a control group. The address of each child was mapped into 
2 valued demographic variables to measure socio economic status. This 
yielded 0.40 from a deprived population and 0.60 considered to be affluent. 
The records studied related to children bom between 1974 and 1979. A 
sample of 969 records was examined. A survey form was designed. A 
comprehensive statistical analysis using the chi squared test was carried 
out. The analysis revealed that there was a significantly higher level of 
referrals in the affected districts than in the unaffected districts. The study 
also revealed that the number of referrals made under 12 months was 
significantly higher in the affected districts.

The authors concluded that a simple interaction between health visitors 
and parents, using the leaflet, increased the referral rate of children under 
12 months and did not result in a loss in specificity as more children were 
identified with a hearing loss.

The study revealed that there was a slightly lower referral rate in the 
deprived areas. They concluded that more affluent parents make better 
use of preventative services (DHSS, 1981).

15
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The study also indicated that the chief complaint of parents was 
the unwillingness of medical personnel to believe their suspicions of 
deafness.

Me Cormick, (1982, cited by Me Cormick, 1988) improved the 
original clues list designed by Latham & Haggard (1980) after acquiring 
sufficient evidence to confirm that the role of the parent and the systematic 
questioning by the health visitor led to the early identification of hearing 
loss. The form was renamed “Can Your Baby Hear You?” The form is 
introduced to parents during the first visit by the health visitor. This visit 
takes place following discharge from the midwife. The form is discussed 
again when the distraction test is being carried out. The use of the form 
is found to lead to high sensitivity in that it brings to the attention of 
clinicians babies who have hearing problems as perceived by the parents. 
The fact that it does not cause anxiety resulting in unnecessary referrals 
indicates that it has good specificity.

Recommendations
The systematic development and research carried out to develop this 

health education leaflet is to be welcomed by professionals. It should be 
noted that the form should not be used in isolation as it is not sensitive to 
high frequency loss (McCormick, 1988).

Specific recommendations are summarised as follows:
» The use of the leaflet should be introduced into nursing practice to 

compliment the distraction test.
» Guidelines for the use of the leaflet should be set in place (An 

Bord Altranais 2000).
» Further research should be carried out to obtain the Irish 

consumers view of the leaflet.
» A referral pathway should be identified.
» Its introduction should be monitored and evaluated.
» Training in the use of the health education leaflet needs to be 

provided.
» The multi cultural changes in our society need to be taken into 

account when designing a health education programme.
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Conclusions
This literature review presents clear evidence that the use of a health 

education leaflet by Public Health Nurses in partnership with parents can 
help parents to identify early hearing loss in young children. It can do 
so with good sensitivity and specificity. It is clear that late detection of 
hearing loss may affect language acquisition and that early intervention 
may improve communication skills and language development (Hall, 
1996). The use of the leaflet can be justified on the grounds that it 
provides a useful reference to a babies reaction to sound and it does 
this efficiently and economically. It fits in with the vision of the Health 
Strategy (Department of Health 2001) by supporting encouraging and 
empowering parents to have their views listened to.

Latham & Haggard (1980) designed a “clues to hearing” leaflet 
based on normal developmental behaviours that characterise normal 
hearing. This builds on the work of Ewing & Ewing (1944), when they 
first described using a developmental approach to testing young babies 
reaction to sound.

Hitching & Haggard (1983) further examined if it was the systematic 
questioning procedure that produced a reorientation towards hearing 
problems. They carried out comprehensive statistical analysis. They 
concluded that it was the simple systematic interaction between the 
health visitor and the parents using the leaflet that led to earlier referral 
of children.

Me Cormick (1988) went on to improve the clues list and re named the 
leaflet. He recognised that this leaflet should not be used in isolation and 
should be seen as complimenting the distraction test. Poor motivation, 
especially in the lower socio- economic groups, may also present 
difficulties. Reading and language difficulties may also cause concern.

It was interesting to note that a variation of this leaflet was recommended 
for use by the Eastern Health Board in 1989. There is no evidence that 
this took place. Its introduction to practice will be welcomed by Public 
Health Nurses who have already expressed concerns about the way the 
distraction test has been carried out. The use of this leaflet has been 
systematically researched and will provide an evidence based practice to 
Public Health Nurses screening for early detection of hearing loss.

The writer of this review would recommend that guidelines be 
developed using Guidance to Nurses and Midwives in the Development of 
Policies Guidelines and Protocols (An Bord Altranais, 2001) as there is a
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danger that the leaflet may be distributed without systematic questioning. 
Hitching and Haggard (1983) produced strong evidence suggesting that 
it was the basic questioning procedure between the parent and the health 
visitor that reduced the age level at which children with hearing loss were 
detected and produced a general reorientation towards hearing problems.

The literature review concludes that a very simple health education 
leaflet together with a nursing interview can advance the early detection of 
hearing loss. It empowers parents and provides an evidence base to nursing 
practice efficiently and economically. It should be seen as complimenting 
the distraction test. The form should not be used in isolation as it is not 
sensitive to high frequency loss (Me Cormick, 1988).
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A Critical analysis of Cork City Primary Health Care 
Project for Travellers

Having worked as a Public Health Nurse (PHN) in Knocknaheeny, 
Cork City, which includes a halting site I developed an interest in the 
obvious poor health status of the Travellers. This compared unfavourably 
to even the settled population of Knocknaheeny, which in itself is a 
known deprived area (Mulcahy 1998, Foley Nolan 2002). The difficulties 
Travellers encounter, both emotionally, physically and financially on a 
daily basis, are overwhelming. The difficulties I had as a PHN to access 
services to support and improve basic living conditions for the Travellers 
made me realise how difficult it must be for them to access the services or 
to engage with the relevant statutory bodies to improve living conditions. 
Due to these concerns, when offered the opportunity to become a co
ordinator of a Primary Health Care course for Travellers I accepted.

The aim of this research was to conduct a critical analysis of 
Cork City Traveller Primary Health Care Project.

A qualitative method of research using open-ended interviews and 
feminist principles was the method I chose. The criteria used for selection 
were Traveller women who have participated on the PHC course for at least 
a year. Two literate and two non-literates and the choice to participate was 
voluntary. Due to the time of the year, family difficulties four participants 
only made themselves available to be interviewed and it just happened 
that two were literate and two non-literates. The selection of facilitators 
was self-selection, five volunteered and all five were interviewed one was 
used as a pilot to gain experience at interviewing. The interviews lasted 
between 25-90 minutes.

As traveller women are oppressed by society and by their own culture 
through patriarchy I wanted to do this research so that feminist principles 
were central to the research. I have achieved this in many ways as the 
research has had a female focus and I have interpreted and recorded the 
voice of these women in a way that acknowledge the role they play within 
their own ethnic group

I have a developed a good and open relationship with the women which 
the research clearly showed. This allowed me to be an advocate for them 
and tell their story. The research has been documented in terms of its 
focus on Traveller women’s health. The women had the opportunity to



be involved in the research and have seen the analysis of their interviews 
and asked to verify the research.

Findings of the Research
Responses from the interviews have shown that the participants have 

benefited extensively from attending the PHC course.
The impact of the PHC course has been in the areas of personal 

development where there has been an increase in self-esteem, self- 
confidence and personal awareness. Because of this confidence the 
participants have shared the knowledge gained with their families and the 
community.

There has been health gain and the impact has resulted in proper 
use of services in the area of preventative health such as attendance at 
appointments, uptake of immunization programmes, use of family planning 
and ophthalmic services. The proper use of services and underutilization 
of preventative services was an area, highlighted by the Task Force (1995) 
and the Traveller Health a National Strategy (DoHC 2002). The aims and 
objectives of the Cork Primary Health Project (CPHCPT) for Travellers 
are being achieved at this level.

There has been active learning by the participants which was passed 
on to their families, especially the children have benefited and on to 
their friends (Travelling community). They are relating knowledge to 
life. The aim of CPHCPT “To support the Travelling community in then- 
knowledge of and access to the health services” is being achieved.

The facilitators of the course also believe that the participants have 
benefited and have experienced an increase in confidence, assertiveness, 
knowledge, and motivation, active learning and relating knowledge 
gained to life.

There has been evidence of an increase in uptake of health services 
and active participation in the care given through negotiation. This is due 
to awareness of services, and having the confidence to ask for treatment 
that is available to every citizen.

Financial increase to the family has been acknowledged as a benefit of 
PHC and this allows the women to participate on the course and affords 
them some independence.

Both participants and facilitators have acknowledged improvement in 
literacy levels and an increase in interest and motivation.

October 2005
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The interviews did highlight difficulties within the group but despite 
the difficulties, which was not discussed as a theme. PHC has given 
support, friendship and a sense of freedom and a social outlet to this 
group of Traveller women.

It has to be acknowledged that to attend the PHC course on a daily 
basis has created more work for the Traveller women and unintentionally 
put more responsibility around caring for the health of their family on 
them. The aim of PHC to improve their own health and wellbeing has 
been successful.

Limitations of Primary Health Care
From this researchers analysis there are limitations to the concept 

of Primary Health Care. A concern is regarding the role of the CHWs 
and the acceptance of this new position within the health sector. The 
Travelling community has accepted the role of CHWs and the PHN has 
been the buffer between the CHWs and the health system in other areas 
of Ireland where CHWs are employed by Health Boards. I am not aware 
of any evaluation that has taken place.

There are sixteen women who are presently training to be CHWs, in 
Cork City, eight of these women will hopefully be employed by the health 
board as CHW’s, there is no plan for the other participants. They will have 
skills and training that could be used or they may decide to further their 
skills training in the area of care work or the women’s refuge but there is 
no plan in place, considering the investment and time spent. Clearly this 
lack of long-term strategic planning on the part of the Health Board raises 
questions both for participants and facilitators as to their future when the 
PHC programmes conclude. Does political commitment to PHC translate 
into real careers at the conclusion?

Another limitation is that the course is three years long and may take 
five years depending on the needs of the participants. The course has a 
high fall out rate, which needs to be researched to find out why people 
left. This would be important to know if the course is going to be run 
again.

A weakness of the course that presented itself to me the researcher 
during the last eighteen months and was highlighted again during the 
interviews is that PHC increases the responsibility for the health of the 
family on the Traveller women. The aim of the course was to improve 
the health of Travellers through a community development approach to
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health and peer education but in doing so we have created more work 
and responsibility for the Traveller women! It raises the question by 
attending the PHC course are Traveller women increasing their work load 
and responsibility, by being responsible for the health of her family. The 
state has placed the responsibility for her family’s health back on her 
shoulders. Nettleton (1996) refers to this new imposition on women by the 
state that assumes that the responsibility for changing health behaviours 
lay in the hands of women, or more particularly in the hands of mothers 
causing further oppression.
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Feidhmeannacht na Seirbhfse Slainte 
Health Service Executive

South Eastern Area

CHISP

Overview of the

Child Health Information Service Project

This is a pilot project to support the child health information needs of
parents.
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Child Health Information Service Project 

Stages of the CHISP project
Stage 1 Identify parents and carers child health and related 

support service information needs.

Identify current and best practice of service providers.

Stage 2 Design and produce products that fill the identified gaps 
in health information.

Stage 3 Set up structure s to communicate this health information 
to our client groups, factoring in evaluation.

Address any additional training needs of service 
providers & evaluate the project.

Project Background
The Child Health Information Service Project (CHISP) focuses on 

the early years and compliments the Health Service Executive- South 
Eastern Area service planning objective of undertaking a demonstration 
project to support parents’ information needs during their early year’s 
parenting role as recommended by Denyer, Thornton and Pelly, (1999). 
A second objective of this project is to contribute to ongoing research and 
development of quality child health and surveillance services at local and 
area level. An analysis of the research literature reviewed as part of Stage 
11 of the project, identified information support as an important area of 
parent and family support for consideration. Following on from this 
the CHISP project focussed on empowering parents by enhancing their 
knowledge capacity on aspects of child rearing and holistic development. 
It is therefore of long term benefit to the child (Conway, 2003).

Rationale (for supporting parents through information 
provision)

Information support is one of the key aids that parents require in order 
to assist their parenting role (Supporting Parents Strategy, 2002; Rylands, 
1995). This should be supplied at “the birth of a first baby” and when 
“children are under school going age and childcare and rearing demands 
are at their most intensive” (Commission on the Family, 1998). The
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rationale is that all families face difficulties and challenges in raising their 
children in Ireland in the 21st Century (Lyons, Collins and Staines, 2001). 
The provision of identified universal information in various formats to 
parents goes towards addressing their information support needs and more 
effective use of services (Department of Health and Children, 2001,a).

This quality initiative towards supporting parents includes developing 
an evidence-based approach to furnishing information that assists parents’ 
understanding of their child’s development and needs, thus being able to 
act in the best interest of their child. This parent support principle is 
in line with the goals of current strategies within the health and social 
service arenas (Supporting Parents Strategy, 2002; Department of 
Health and Children, 2001, a and b; National Children’s Strategy, 2000; 
Denyer et al. 1999; Commission on the Family, 1998). Consequently, 
when evidenced based quality information developed in participation 
with parents, is provided and acted on, the results show a more effective 
and informed use of the services. This ultimately assists in promoting 
the dimensions of health and well being of the child and in alleviating 
long-term disadvantage (Supporting Parents Strategy, 2002; National 
Children’s Strategy, 2000).

Purpose of the project
Supporting and empowering parents in their parenting role in the 

formative years of childrearing by determining and addressing their 
child health information needs is the overall purpose of this project. A 
second purpose is to inform providers of the needs and preferences of 
parents when tailoring and furnishing information to meet parents’ unique 
needs.

The objectives of the three-stage CHISP project are:

Stage 1 (April 2002-June 2003)
• To identify child health information needed by parents at different 

stages of their child’s development from ante-natal to pre-school 
years.

• To engage with parents on how best to communicate this 
information.
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• To ascertain current and best practice in relation to existing 
information and systems currently in use.

Stage 2 (July 2003-December 2005) - The project is currently 
in stage 2
• To design, produce, and pilot quality information materials in a 

range of formats that fill the identified gaps in child health and 
related support service information provision.

Stage 3 (January 2006-April 2006) - aspects of stage 3 
(training) currently active in parallel with stage 2.
• To set up structures to communicate the child health information 

support to parents of young children.
• To address any additional training needs of service providers, 

including using the pack and on communication skills
• To evaluate the project.

Why I as a PHN became involved in this particular aspect of 
work

In 2001, an opportunity arose in the Health Service Executive-South 
Eastern Area (South Eastern Health Board) to take up the position of 
Project Officer on the CHISP. The objectives of the project interested 
me because through my work as a PHN for the last 11 years, I spend a 
considerable amount of time in the area of child health and through this 
providing support for parents. I was very interested in enhancing this 
child health role by engaging with parents to elicit their views and parental 
participation was something I was very committed to. I was seconded to 
the position of Project Officer in April 2002 from my district duties as a 
PHN. As well as bringing my professional insight into the project, the 
views of public health nursing are also very competently represented on 
the CHISP project steering committee through my Director of PHN. She 
is also a member of the Regional Child Health Implementation Committee 
who initially agreed to pursue this area of service planning and provision 
(South Eastern Health Board, 2002) in line with the recommendations of 
Denyer et al., (1999).

As outlined above, a fundamental role of the public health nurse is 
child and family health promotion including supporting and maintaining
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child and family health as central tenants (Stanhope and Lancaster, 2003; 
McMurray, 1993). Furthermore, a recommendation of the Commission 
on Nursing (1998) is that engagement in the research process is important 
to professional development of nursing, as professional practices need 
to be underpinned by an evidence base. The National Health Research 
Strategy (Department of Health and Children, 2001, b) also supports an 
evidence-based approach to ensuring effective delivery of health services 
and guaranteeing better quality services to clients. Understanding and 
applying research evidence in practice requires professional education 
and support, including engagement in research. The research strategy 
for Nursing and Midwifery concurs that professional practice needs to be 
strengthened by research. They argue that ‘‘as science, technology and the 
demands of the public for sophisticated healthcare become increasingly 
complex, it is essential that the empirical underpinning of nursing and 
midwifety practice be built upon and strengthened” (Department of 
health and Children, 2003, p5). By becoming involved in this particular 
aspect of research on the information support needs of parents through 
a qualitative, client participative approach, I am addressing an area of 
personal interest, which is in keeping with my practice as a public health 
nurse and in accordance with current professional and organisational 
strategies.

Stage 1 of CHISP
The initial Stage 1 of the 3 Stage CHISP project report endeavoured, 

through qualitative research using focus groups to improve providers 
understanding of the child health information needs of parents and 
carers of pre-school children, including information needed on related 
support services. See Figure 1 for the participants in the 10 focus groups 
who participated in the research. The literature identified empirical 
information allied to the consumers’ needs and the gaps, which then drove 
the methodology. In addition, evidence of best practice by providers in 
furnishing quality information and achieving effective communication 
was highlighted in the literature on an international, national, and regional 
perspective as a standard of what has worked. This was complimented 
with a consultation with service providers, to get an overview of current 
child health and related information they imparted, in what format and 
any comments by the providers about issues or concerns they identified 
when working in partnership with parents. The results were collated
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in a matrix template as evidence of what is currently available, before 
asking service users of their needs and views. A key recommendation of 
the Stage 11 report was to source or develop suitable materials to fill the 
identified gaps in terms of parents’ child health information needs. This 
recommendation was activated as part of Stage 2 of the project.

October 2005

Figure 1
Number of focus groups Interviews in Stage 1 of CHISP and 
participants involved.

Focus Group Number of Participants.

a. Fathers. 3 Fathers.

b. Lone Parents. 10 Mothers.

c. Parents of babies (0-12 
months old).

8 Mothers and 2 Female
Carers.

d. Parents of toddlers (1-3 
years old).

8 Mothers.

e. Parents of children with 
chronic illness / special needs.

7 Mothers, 2 Fathers and 1 
Female Carer.

f. Asylum Seekers / Refugees. 7 Mothers.

g. Antenatal Women and their 
Partners.

4 Women and 2 Men.

h. Travelling Community. 9 Mothers and 2 Female
Carers.

i. Parents of pre school 
children (3-5 yrs).

4 Mothers (1 also had dual role 
of carer.)

j. Young Parents (Teenage) 5 Mothers.

Total: 74 participants.

Stage 2 of CHISP
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Stage 2 of the CHISP project initially concentrated on the information 
parents need in the first six months after birth. Another Antenatal / 
parenting Education Project currently in progress within the Health 
Service Executive- South Eastern Area deals with information required 
during the antenatal period. The planning and development phases of 
stage 2 included extensive consultation by ranges of stakeholders on the 
drafts of the evidence based information resource pack called ‘Caring for 
your baby: Birth to six months old’. These stakeholders included public 
health nurses and other child health service professionals and managers 
in the Health Service Executive-South Eastern Area and other Regions; 
numerous State Organisations; ranges of Voluntary and Community 
Groups and re engaging with the original 10 focus groups of parents. 
The feedback came in the form of feedback questionnaires; telephone 
and written comments; and constructive critique through further focus 
groups with the original participants. This rigorous process ensured the 
initial production of an evidence based information resource tool. Refer 
to Appendix 1 for a list of people and organisations that fed into the 
development of the first information resource pack.

There was a strong collaborative as well as participative approach 
to the development of this resource pack and a strong evidence base 
underpins it. By the use of multiple approaches to the presentation of 
information, through written, audio compact disc and web based (PDF) 
format, the potential of the pack to meet the information needs of parents 
is greatly enhanced.

Evaluation of Stage 2 of CHISP
The first pilot information resource pack called ‘Caring for your 

Baby: Birth to Six Month Old’ was launched in June 2004 and piloted on 
all parents of new babies in South Tipperary Community Services during 
the months of July and August 2004 as well as on public health nurses. 
Public health nurses personally introduced the resource pack during the 
newborn visit and worked through aspects of the information based on 
their professional assessment of what parents required and coupled with 
parents expressed needs at that time. Parents were also encouraged to 
access information in the pack between professional contacts.

Stage 2 2 evaluation report of the first information pack in the Project 
(CHISP) presents evaluation and recommendations by the parents (n= 110) 
and public health nurses (n=25) who furnished feedback on the first pilot
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information resource pack. The findings in this report are very positive 
and endorse the usefulness of the resource pack as an information support 
for parents in caring for their baby. The findings also underpin the merits 
of the pack as a resource tool for professionals, such as public health 
nurses, in their health-promoting role when working in partnership with 
parents.

Recommendations
• Mainstreaming of this first information pack across the Health 

Service Executive-South Eastern Area. This includes a launch and 
media awareness campaign.

• Appropriate training for professionals on using the pack and on 
interpersonal / communication skills when working in partnership 
with parents.

• Sharing this evidenced resource pack with other Regions within 
the HSE.

• Continuation of the full suite of quality driven information packs 
to support parents in their child health role during the formative 
years of childrearing.

• Systems need to be put in place nationally on closure of the 
overall CHISP project to ensure that the quality information and 
key user groups are updated at regular intervals. See Appendix 2 
for guidelines of best practice, and the cost of the first package.

Benefits of the CHISP Project to the health of children in our 
community
□ Parents/carers and their children are at the core of this project. 

Information is gathered from their perspective and the service is 
structured to meet their needs.

□ Parents will have the information when they need it in a user- 
friendly format.

□ There will be and increased awareness among the health service 
professionals of the information needs and delivery preferences of 
parents.

35



□ The final packages will be readily and easily shared and 
incorporated into the front line child health service provision in 
each Community Care Service.

What are CHISP planning to do next?
The CHISP project will continue to produce and pilot other information

packs to support parents from birth to five years old. Currently the project
is focusing on:
□ Book and Audio CD 2 - Caring for Your Child: Six Months to 

Two Years Old
□ Book and Audio CD 3 - Caring for your Child: Two to Five 

Years Old (The Toddler and Preschool Years)
□ Other information material for the ante-natal period may be 

developed at a later stage, depending on the timeframe and 
resources at our disposal.

1CHN- ‘A Glimpse’

(Footnotes)
1 For a copy of the Stage 1 report called ‘Identifying the Child Health and Support 

Service Information Needs ofparents / Carers from Ante-natal to Pre-school years ’ 
Contact Edel Conway, Project Officer at 052-77143 
Edel.Conway@.maila.hse.ie

2 For a copy of the Stage 2 evaluation report cahed ‘Evaluation of the pilot 
information resource pack: 'Caring for Your Baby: Birth to Six Months Old’ Contact 
Edel Conway, Project Officer at 052-77143
Edel.Conway@maila.hse.ie
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Appendix 1: Ranges of organisations that assisted with 
the development of the first information pack by offering 
consultation, expertise, feedback and recommendation.
The 10 original focus groups of parents and their facilitators from Stage 1 of the project:
• Antenatal Women and their Partners - from South Tipperary General Hospital
• Parents of Babies - from Clonmel Community Parent Support Programme.
• Parents of Toddlers-from Parent and Toddler Group, Cahir, Co. Tipperary.
• Parents of Pre-School Children- from Presentation convent Pre-School, Clonmel
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• Lone Parents- from South Tipperary Lone Parents Initiative.
• Parents of Children with chronic illness / special needs-from South Tipperary 

Community Care and Autism support Group, South Tipperary.
• Asylum Seekers / Refugee Parents - from Waterford Community Care Area
• Travelling Community- Primary Health Care Project, Clonmel, South Tipperary
• Fathers, from South Tipperary
• Young Parents (Teenage)-from Waterford Student Mothers Group ltd.

• Parents of babies bom in South Tipperary during July and August 2004.
• The expertise within the core 11 person CHISP committee.
• Bamardos
• Chairperson and Regional Child Health Implementation Committee, South Eastern 

Health Board.
• Comhairle
• Community Playgroups Initiative (CPI), Katharine Howard Foundation
• Community based Pharmacies - South Tipperary
• Department of Health and Children - Health Promotion Unit
• Department of Social and Family Affairs
• Family Support Agency & The Department of Social and Family Affairs
• GP’s and Practice Nurses in the South Eastern Health Board
• La Leche League & Cuidiu- Breastfeeding supports

• Mid Western Health Board.
• Money Advice and Budgeting Service, South Tipperary
• National Adult Literacy Agency
• National Council for the Blind of Ireland
• National Breast Feeding Co-ordinator and experts in this field within the South 

Eastern region.
• National Children’s Office
• National Disease Surveillance Centre
• National Health Promotion Information Project
• North Eastern Health Board.
• Nursing and Midwifery Planning and Development Unit, South Eastern Health 

Board
• Paediatric Dental Service, AMNCH, Tallagh.
• Ranges of local area and regionally based Professionals and Managers of Child 

Health; and related Support Services within the South Eastern Health Board, both 
Hospital and Community Care based.
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• Regional Child Health Development Officers in the other Health Boards.
• South Tipperary Adult Learning Scheme & VEC.
• The Equality Authority
• The Health Board Executive- Programme of Action for Children
• The National Safety Council
• Treoir

Appendix 2: Guidelines for best practice on sharing each 
Child Health Information Service Project (CHISP) resource 
packs
1. The Health Service Executive-South Eastern Area maintains overall copyright 

and credits of the material while the project is still active by the Child Health 
Information Service Project (CHISPj Steering Committee.

2. Any proposed amendments to the information booklet or audio CD by other 
Organisations needs to be approved by the CHISP Steering Committee in the HSE- 
South Eastern Area while the project is still active.

3. At closure of the CHISP project, systems will need to be put in place nationally to 
ensure that information and key informants are updated at regular intervals.

4. Other HSE regions / Organisations may add their main contact details for clients 
to the booklet / audio CD with an understanding that the HSE-South Eastern Area 
written acknowledgement is printed on both. This wording is:
This information has been reproduced with the kind permission of the Health 
Service Executive-South Eastern Area, copyright holders.

5. These are the details of the companies that CHISP worked with in producing the 
material are:

Printer: Mr. Liam Cody, Manager, CD Manufacturer:
Modem-Printers, Mr. Paul Waldron, General Manager,
Unit lib, Trend Studios,
Loughboy Industrial Estate, Unit A2,
Kilkenny Canal Bank, Hume Avenue,
t: 056-7721739 Park West Industrial Park,
e: modemprinters@eircom.net Dublin 12. 

t: 01-6160600 
e: info@trendstudios.com 
web: www.trendstudios.com

Approx cost for 10,000 copies of complete pack: Book & CD = €15,163 (or,
€1.51 each)
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6. Other organisations will need to amend the local telephone list insert at the back 
of the booklets to suit their own Community Service. The lay out of the telephone 
contacts in the CHISP package can act as a broad template for other organisations.

7. CHISP recommend appropriate training of the information providers in relation to:
• Interpersonal communication skills.
• Specific training on use of the information pack as a resource tool.

(Programme of Action for Ch ildren are using the CHISP materials as a core 
competencies resource tool in the training of PHN’s and AMO’s in child health 
promotion and working in partnership with parents’ module. Interpersonal 
communisation is also central to this session).

8. CHISP recommend the following pathway in relation to distributing the resource 
packs:

• The information resource pack called ‘Caring for Your Baby: Birth to Six Months 
Old’ is to be distributed by the public health nurse dining the newborn visit,

• The second information pack (under production) can be posted out prior to the child 
reaching 6 months; or may be delivered by the PHN during a core visit i.e. the 7-9 
month developmental ( CHISP will pilot both options).

• Ensure that each parent and child’s details are current and active before any postal 
distribution by cross-reference with relevant databases, such as child health and 
social welfare.

For further details contact: Edel Conway, SPHN, Project Officer, Child Health
Information Service Project, Health Service Executive-South Eastern Area, 21 Mary 
Street, Clonmel, Co. Tipperary, 
t: 052-77143 

m. 087-6533888
e: Edel.Conway@maila.hse.ie w: www.sehb.ie
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The Cardiovascular Public Health Nurse
The Cardiovascular Health Strategy Group was established by the 

Minister for Health and Children in March 1998 to develop a strategic 
approach to reduce avoidable death and illness caused by cardiovascular 
disease. Following this strategy, the Southern Health Board (SHB) 
published “Building Healthier Hearts, 5 year Action Plan 2000-2004.

This strategy recommended that some Public Health Nurses should be 
assigned to work in a disease prevention and health promotion role with 
health promotion teams.

In April 2002 the SHB appointed Public Health Nurses to the post 
of Cardiovascular Public Health Nurse (CVPHN) for South Lee, North 
Lee and West Cork Community Care Areas.

In Line with the SHB’s Corporate Development Plan and the Annual 
Service Plan, the role of the CVPHN is to assist in the delivery of the 
Cardiovascular Health Strategy with the aim of reducing avoidable death 
and illnesses caused by cardiovascular disease, through:
1. Promotion of healthy lifestyles and primary prevention 

programmes for the general population, e.g. support smoking 
cessation groups, promote healthy eating for a healthy heart, 
advice on becoming more active for heart health, etc.

2. Provision of follow-up programmes for persons who have 
experienced cardiovascular events or who are identified as being 
at risk.

3. Assist in further developing the skills of Public Health Nurses 
(PHN’s) in health promotion in the context of the Cardiovascular 
Health Strategy and support and work with the PHN’s in the 
delivery of programmes.

How the Role has developed
To help the CVPHN to achieve the above, a development programme 

was devised to update their knowledge and skills. This included: -
a) Clinical placements within the Hospital covering all aspects of 

cardiovascular care e.g.- diagnosis, medical care, interventions, 
theatre, and follow-up.

b) Introduction to the Dept, of Public Health covering epidemiology 
and screening of Cardiac disease and research.

c) Pre-hospital and BLS Instructor Training
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d) Health Promotion Tutor Programmes e.g.: Being Well, Smoking 
Cessation, Brief Interventions Skills, Walking for Health Leader’s 
Programme (Irish Heart Foundation).

We have worked closely with the PHN’s, Community RGN’s, 
Community Workers, Health Promotion Unit, and Ambulance Services.

Groups targeted within the community include: - 
Active Retirement Groups,
Day Care Centres,
Southern Health Board workplace,
Community Playschools 
Cardiac Support Groups 
Traveller’s Centre, Clonakilty 
Carer’s Support Group 
Community Alert Groups

Programmes offered and delivered were: - 
Being Well Programme 
Smoking Cessation 
Lifestyle Clinics 
Walking Programmes 
1st Responder Projects in the Community

We act as a resource to the area PHN’s and Community RGN’s and 
update on current issues in Heart Health. Clients following a cardiac event 
can be referred by the PHN to us for further follow-up. We provide CPR 
and Heimlich Manoeuvre Training for the PHN’s, RGN’s, and Day Care 
Staff in our local Community Care Area.

New Initiative: Setting up Cardiac Support Groups
One of the newer initiatives undertaken by the CVPHN was the setting 

up of Cardiac Support Groups in each Community Care Area. These 
were set up as a result of an identified need of the cardiac client. The 
support group is targeted at all people who have suffered a cardiac event 
or intervention.

When setting up the group, we designed posters and leaflets for GP’s 
surgeries, Cardiac Rehabilitation units and Health Centres in order to
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advertise the group. People can be referred by PHN’s, GP’s, Cardiac 
Rehabilitation Co-ordinators and self-referral.

The support group provides emotional, educational and peer support. 
The literature supports this. Simmons (1994) suggests that three processes 
could occur within support groups: -
1. Social comparison with peers can help normalise post MI 

experiences
2. Support may involve benefits for both the recipient and the 

provider
3. Social learning theory emphasizes that people’s perceptions of 

their capabilities influence beliefs about their ability to achieve 
goals.

Stewart et al (2001) describes the effects of group support for couples 
coping with a cardiac condition. The support provided included emotional, 
information and affirmation. They concluded that the success of support 
groups is due to the fact that it involves:
• Participant input,
• Co-facilitation,
• Similarity of group members,
• Provision of information and support.

Use of peer support groups may provide a cost effective way to 
improve social support, enhance altruism and have positive health benefits 
in people with coronary heart disease (Sullivan et al 1997) and in time we 
hope to confirm this.

We find that Heart support groups complement the services already 
offered by health professionals. A heart support group does not set out to 
replace any existing services, but is another way to access a kind of help 
that is unavailable elsewhere (British Heart Foundation).

Challenges
Prior to setting up the group, an open meeting was arranged and 

the people attending indicated their interest and need. From there, the 
challenge in setting up the group included finding a suitable location, 
insurance, guest speakers and encourage the members to take ownership 
of the group.
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Problems were overcome by the support from Line Managers and 
the Community Worker. The Community Worker also helped source the 
funding for the Support Group.

The evaluation will be carried out on an annual basis and generally at 
the AGM. This helps in the planning for the following year.

Benefits
The benefits, the knowledge gained, the support felt through the group 

is strong, and in the long-term, has shown a positive effect on their coping 
skills, their confidence and their general outlook.

Members are proud of themselves, that the groups have been together 
for over 1-2 years and look forward to the continuous support.

In the literature, there is evidence that social support alters health 
behaviours and so helps to reduce cardiac risk and promotes recovery 
following a cardiac event (Stewart et al 2001, Hildingh et al 2003, Sullivan 
etal 1997).

We can see from the benefits of the current group that we will planning 
to expand the service to other geographical areas within our Community 
areas to make it more accessible for those who request it.

Should you request further information on the role of the Cardiovascular 
Public Health Nurse, Health Service Executive, Southern Area, contact 
can be made with any of the following: -

Imelda O’Connor, South Lee Community Care Area, 
Ballincollig Health Centre. Tel: 021/4872626 087/9270557

Catherine Cahalane, West Cork Community Services,
Hospital Grounds, Skibbereen. Tel: 028/40596 
087/9192587

Triona Scully, North Lee Community Care Area, Unit 9, St. 
Stephens Hospital, Sarsfield’s Court, Glanmire.

Tel: 021/4858595 087/2396559
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Cardiovascular Quality Improvement Project

Public Health Nursing Service: Sligo

Assessing cardiovascular risk factors and improving 
cardiovascular health in people discharged from hospital

Introduction
This report outlines the initial results from a quality improvement 

project carried out by three public health nurses (PHNs) in Sligo. These 
nurses had all undertaken a Diploma in Coronary Heart Disease (CHD) 
in Primary Care, which covered the prevention and management of CHD. 
Two of them had also attended training in health behaviour modification 
and motivational interviewing organised by the then North Western Health 
Board. It was felt that it would be important to build on the training by 
facilitating its implementation in practice. It was also important to make 
sure the project which was chosen would fit in with the public health 
nurses’ current workload.

Before outlining the details and results of the project it is important 
to consider the policy context within which this work was done. The 
National Cardiovascular Strategy has two specific recommendations 
relating to public health nurses (R6.1 and R6.2). The first recommends 
that they should be “supported to further develop their skills in health 
promotion and to opportunistically contribute to disease prevention in 
those with whom they come into contact”.

The Primary Care Strategy (DOHC 2001) also places public health 
nurses firmly in the primary care team. Primary care is seen as the most 
appropriate setting for people to have the majority of their health care 
needs met. These needs would include the promotion of good health and 
the care and management of chronic illness such as CHD.

According to the Second Report on the Implementation of the 
Cardiovascular Strategy deaths from circulatory diseases have been 
decreasing in Ireland from 49% of deaths in 1990 to 39% of deaths in 
2000. This is clearly progress but the report goes on to point out that for 
both men and women in the under 65 age group death rates from CHD are 
higher than for other EU countries.

As there are now clear guidelines for the evidence based management 
of many aspects of CHD this is an opportune time for a more structured
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approach to dealing with CHD within primary care and PHNs are part of 
the team of people who should be involved in this work.

Outline of project
Following an initial meeting with the nurses at which a number of 

project ideas were discussed it was decided to focus on those people who 
had been recently discharged from hospital as the PHNs had noticed 
themselves that these patients often have a past medical history which 
includes circulatory problems and this group of people are visited at home 
by the nurse. The data for this study was collected from September 2004 
until June 2005.

Aim of the project
• To improve the cardiovascular health of people discharged from 

hospital to the public health nursing service by
o assessing cardiovascular risk factors and
o providing advice and support where necessary to improve
health

Objectives
• review current guidelines for primary and secondary prevention 

of CHD
• develop a record sheet to use with the current care plan that 

would facilitate assessment of risk factors and planning for 
any necessary change. This would include recording of blood 
pressure, cholesterol, smoking status, family history, BMI/waist 
circumference, diabetes, current medication

• discuss any risk factors with each individual and assess readiness 
to change

• develop an individualised card for patients to highlight their goals 
in terms of behaviour change

• develop a pack of appropriate health promotion leaflets for people 
to use along with support from public health nurse

• refer people as necessary for further help e.g. smoking cessation, 
GP

• audit outcomes of the project at 6 months
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• write up a short report and present results to the rest of the PHN 
service in Sligo/Leitrim

The nurses were provided with a copy of the current ESC guidelines on 
assessing and managing cardiovascular risk and the group also reviewed 
the available leaflets and decided on those which would be suitable to 
use. These are available from the regional health promotion department. 
The nurses already have access to glucometers, which are necessary for 
checking blood sugar. A care plan, which could be added to the existing 
patient record, was developed and it can be found at the end of this 
report.

Cardiovascular risk factors
The National Strategy highlights smoking, blood cholesterol and 

blood pressure as risk factors, which should be monitored and indicates 
where intervention should take place to reduce these risk factors. The 
European Guidelines on CVD prevention (2003) recommend a target 
of 140/90mmHg for most patients and 130/80mmHg for people with 
diabetes. Smoking should be discouraged and all smokers should be 
offered brief intervention therapy to stop smoking. Cholesterol (total <5, 
LDL< 3. HDL>1.2) should be monitored in relation to these risk factors 
also so assessment and /or treatment can be made based on the patient’s 
risk profile.

Results
At present results are only available from two out of the three nurses 

who took part in this project. A total of 16 patients were visited by the 
nurses at home following discharge from hospital and included in this 
study. 11 of these were men. The age range of the patients was between 67 
and 83 years. The North West Area has an older population compared with 
the average for the country. A Health Profile of the North West Region 
(1999) found that over 14% of the population are 65 years and older, 
compared to 11.4% nationally. Whilst mortality from CHD id declining 
more people are living longer with the consequences of it such as heart 
failure and other conditions such as diabetes. There is a need to manage 
chronic disease more effectively.

This table illustrates the initial assessment of risk factors, which were 
picked up by the PHN during the home visit.
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initial assessment of risk factors

14 -—,------ n

diabetes PMH hypertension smoking BMI>25

Previous cardiac problems
The table below outlines the cardiac problems already evident with 

these patients. These problems put these patients at increased risk of 
further cardiovascular ill health.

Previous cardiac problems

7 
6 
5 

4 

3 

2 
1 

0
Ml CABG Heart angina arrhythmia mitral valve 

Failure incomp
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Smoking
Three people currently smoked, two of these were heavy smokers (60 

and 40 cigarettes daily). 6 people were ex smokers.

Blood pressure
All patients had their blood pressure recorded at least once and the 

tables below outline the results of this.

Systolic 1st 2nd
110 1
130 3 2
140 6 1
150 1 1

160 4 1
170 1
total 16 5

Diastolic 1st 2nd
70-75 2 2
80 6 2
82 1
84 1 :>
86 1
90 3 1
100 2
total 16 5
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Of importance here also is that nine people in this study have diabetes 
(2 insulin dependent) and seven of them had blood pressure recordings 
outside the recommended limits for diabetics.

Blood Cholesterol
This proved to be a more difficult risk factor for the PHNs to monitor. 

Ten patients recalled having their cholesterol checked but did not know 
what the result was. Three people had not had this checked and one 
was unsure. Only one result was available and this was raised at 8. This 
person was on treatment (Niaspan). In addition nine other people had 
been prescribed a statin.

The nurses have access to glucometers to measure blood glucose but 
do not have access to cholesterol monitors and therefore are reliant on 
patients having this information themselves or getting it from the GP, 
which is not always possible.

Blood glucose
11 people had random blood glucose of more than 6.2. This includes 

seven of the people with diabetes. In one case the PHN referred a person to 
the GP with raised blood glucose and this was later confirmed as diabetes 
for which this person is now being treated and followed up. The table 
below outlines the specific results for blood glucose.

Random blood glucose Frequency
<6.0 5

60-6.9 6

7.0-7.9 2

8-8.9 2
12.2 1

Total 16
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Body Mass Index
Eight people had a BMI above 25 and three were above 30. As the 

age profile of this group of patients shows they are all older people and 
in five cases the nurses had noted that their mobility was poor and this 
decreased their opportunities for exercise. However a number of people 
were exercising with daily walks, one person was using a treadmill and 
one person reported cycling daily.

Diet
Ten patients were eating a good diet according to the nurses’ 

assessment but the other six people were not eating well from a healthy 
heart perspective. In each case the nurse gave advice and discussed ways 
to improve diet with these patients.

Alcohol
A number of people did not drink alcohol at all (n=9) and three were 

only occasional drinkers. The four remaining people, all men were 
drinking above the weekly recommended limits (two drinking 22 and 27 
units per week and two drinking 40 and 42 units per week). These people 
were advised about recommended limits per week.

Medication
Patients were asked about their medication and the table below 

illustrates the results

Drug

Diuretic
Betablocker
Ace inhibitor
Calcium Ch Blocker
Aspirin
Statin
Warfarin

4

3

4 

1 

8 
9 

3

Frequency
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In addition a number of people were on other medication. Five people 
were on gucophage, 2 were on insulin. 2 people were taking clopidogrel 
(Plavix). Two people were being treated for depression.

Summary and conclusions
This report outlines the initial assessment of a group of patients and a 

number of areas where their cardiovascular health can be improved have 
been identified. These include control of blood pressure, cholesterol and 
stopping smoking. In addition the PHNs are in a position to influence 
other lifestyle factors such as diet, alcohol intake and exercise. A study 
reported in the BMJ showed that brief intervention counselling by nurses 
in primary care can increase the intake of fruit and vegetables of adults 
(Steptoe et al 2003). Helping people to sustain this change in the longer 
term may be more of a challenge. Exercise is a particular issue with this 
group of patients as they are older, less mobile and are living largely in 
rural areas with less access to exercise facilities.

Issues to consider for the future
Work on this project will continue in terms of following up these 

patients and intervening to improve their cardiovascular outcomes. 
This will be reported on later in the year. Some issues to consider for 
the future are ways to support PHNs in this work. Access to some 
information, especially cholesterol results could be improved either by 
better communication and sharing of information with GPs and practice 
nurses or by facilitating public health nurses to make initial assessments 
of cholesterol themselves. This would need to be an evidence- based 
process with adequate referral pathways in place. This process in itself 
would lead to better primary care team communication.
The workload of PHNs needs also to be taken into account as 
they have responsibility for many aspects of health care in the 
community. This initial study shows that public health nurses 
are already undertaking health promotion in the community and 
are well placed to continue to do so with adequate support and 
communication within primary care.
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APPENDIX 1

CARDIOVASCULAR CHECKLIST

NAME______________________________

DOB_______________________________

SEX Male/Female ETHNICITY_________

PAST MEDICAL HISTORY

CARDIAC EVENTS

FAMILY HISTORY

SMOKER Yes/No/Ex

HEIGHT WAIST CIRCUMFERENCE

WEIGHT BMI
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BLOOD PRESSURE

SERUM CHOLESTEROL

DIABETIC: NIDDM/IDDM 
URINALYSIS

DATE Blood Glucose Protein pH SG Ketones

RANDOM BLOOD GLUCOSE
Date Glucometer Venous plasma glucose

DIET
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ALCOHOL INTAKE 

Units per week_____

EXERCISE

MEDICATION

Diuretic

Beta blocker

Ace Inhibitor

Calcium channel blocker

Aspirin

Statin

Warfarin

Other

PLAN
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PHN Cardiovascular Quality Initiative Project

Smoking Cessation

Background
As one of the core health professionals providing primary care, public 

health nurses are ideally placed to focus on improving cardiovascular health, 
identifying those at risk and supporting people with the management of 
risk factors and with lifestyle modification. In the cardiovascular strategy 
group report Building Healthier Hearts (1999) it was recommended that 
“All public health nurses should be supported to further develop their 
skills in health promotion and to opportunistically contribute to disease 
prevention in those with whom they come in contact” R6.1, p 68. The 
Commission on Nursing recommended that the public health nurse 
“should be allowed focus to a greater extent on a health promotion and 
disease prevention role in the community.

Local context
Public Health Nurses in the North West who had taken part in behavior 

change training and brief intervention training based on DiClemente & 
Prochaska Stages of Change model (precontemplation - contemplation- 
preparation- action - maintenance) were facilitated to identify a 
cardiovascular quality initiative project that could be integrated into their 
everyday work. The group decided to integrate primary prevention of 
CHD by increasing awareness of smoking as a risk factor and promoting 
smoking cessation. Smoking is the largest single cause of preventable 
mortality and morbidity in Ireland. In the cardiovascular strategy group 
report (1999) it states that environmental tobacco smoke has been 
accepted as a casual factor for CHD, lung cancer and respiratory diseases 
in children. Thorax guidelines (2000) recommend that primary health 
care team professionals should be encouraged to ask about smoking and 
advise smokers to stop.

The PHNs decided that they would try and integrate brief intervention 
regarding smoking behavior as part of the new birth assessment visit. 
It was felt that even though there is a question about smoking status 
at the new birth visit there was no assessment regarding willingness 
to stop smoking. The PHNs felt that they do not have the time due to 
present workload, to offer ongoing support to those wishing to stop
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smoking. However they could improve practice around assessing the 
stage someone may be at in the cycle of change and establish a referral 
pathway. In the report of the Tobacco Free Policy Review Group (2000) 
preventing young people becoming addicted to tobacco was identified 
as a top priority and one of the ways to contribute to it was to reduce 
children’s exposure to the negative role model of adults smoking. Since 
the PHNs visit every postnatal mother they are in an ideal position to 
ask about smoking, applaud non-smokers and provide non-judgmental 
advice, factual information and support. The timeframe for the project 
was June 2004 - March 2005 and during the same period the smoke free 
legislation came into effect on the 29th of March 2004.

Chalmers et al (2004) state that up to 70% of women who quit 
smoking while pregnant will relapse during the first postnatal year so the 
PHNs decided to review smoking status at the 3-month review contact 
and the 7-9 month developmental check. They were keen to prevent 
smoking relapse during the postnatal period if possible. McBride CM et 
al (1999) found that women who received postpartum assistance were 
significantly less likely to be smoking at 8 weeks and 6 months after 
delivery than those who received only prepartum assistance. Therefore 
it was possible that intervention by the PHNs could prevent relapse and 
encourage a smoke free environment for babies and children. Wei Li 
Fang (2004) concluded that supporting cessation during pregnancy and 
postpartum “should incorporate stresses particular to postpartum women, 
should be part of routine health care, and should involve the woman’s 
social support network, including her partner, to maximize effectiveness” 
The PHNs were aware that fathers are seldom home when they visit and 
they do not have the opportunity to discuss the issue with both parents. 
However they felt that the postnatal period provided an opportunity to 
promote and support smoking cessation and the intervention may benefit 
other members of the family

Aims
• To assess and record the smoking status of mothers at the new 

birth visit and develop a referral pathway if cessation support is 
required.

• Integrate behaviour change model in relation to smoking 
cessation into public health nursing practice.
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Objectives
1. Review literature regarding smoking cessation and postnatal 

mothers
2. Record smoking status of all mothers at the new birth visit on the 

Mother’s health record.
3. Brief intervention to assess stage of behaviour change regarding 

smoking cessation
4. Provide relevant health promotion material regarding smoking 

and passive smoking including Quit line number.
5. Postnatal women were advised that they could self-refer or be 

referred by a health professional to a smoking cessation service 
provider in the community or they could attend the GP if they 
required Nicotine Replacement Therapy, which is available free to 
anyone with a GMS card.

6. To offer ongoing support, advise, education and encouragement to 
enable people to stop smoking or prevent relapse

7. Reassess the smoking status of postnatal mothers at the 3-month 
review period and record results

Health promotion leaflets
• Information on passive smoking could be given to all postnatal 

women
• It was decided that the booklet Quitting available from health 

promotion would be offered to people in the precontemplative, 
contemplative and preparation stages of behaviour change.

• The leaflet Staying Smoke-Free would be offered to mothers 
who stopped smoking before or during pregnancy as it details 
strategies to prevent relapse.

Method
1. A label devised by the group was placed on the mother’s record 

with smoking status, stage of change and referral details noted
2. Smoking status was also recorded in the birth registration book to 

ensure the information was easily accessible for audit purposes
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3. Agreed to include a question about smoking status at the 3-month 
review and record response

4. Labels with the Regional Smoking Cessation Service telephone 
number, 1850 200687 were printed and stuck in the space at the 
back of the Quitting Booklet.

5. Referred or advised to self refer to the community smoking 
cessation service and an appointment would be sent for the local 
smoking cessation clinic. Also had the option of attending the 
GP if nicotine replacement therapy (NRT) was required, which 
is available on prescription to people eligible for free general 
medical services

6. Audit form was devised, see Appendix 1

Results
Total New birth contacts in six month period = 235
Number of postnatal women who were smoking = 38
Not smoking =197

Brief intervention was conducted with the 38 women who were 
smoking and the graph below shows their stage of behaviour change in 
relation to smoking cessation
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The women who were precontemplative and not ready to change were 
offered non-judgemental advice, information leaflets and future support. 
The women in the contemplative stage and thinking about changing 
smoking behaviour were given the Quitting booklet, assured that quitting 
was worthwhile and the health benefits were highlighted. They were 
offered further support and relevant contact numbers. Five women were 
referred to the GP and a further two referred to the smoking cessation 
service. One woman preparing to change was encouraged and possible 
options discussed. Reassurance given to both women in recycling stage 
that relapses are common and can be overcome, that successful cessation 
occurs over time after quite a few quit attempts. Given the Staying Smoke- 
Free booklet and further support offered.

Maintenance phase
It is important to note that 16 mothers were in the maintenance phase, 

having quit smoking before the pregnancy or when they realised they were 
pregnant. These women require continuing support and encouragement 
for the behaviour change to prevent relapse back to smoking behaviour.

Outcome at three months
• Two people had moved from precontemplative to the 

contemplative stage of behaviour change
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• Of the 16 who were at the contemplative stage at the new birth 
visit six had quit smoking by the three month review, five used 
NRT and one was still using it at three months. It is not recorded 
whether the sixth person used it or not. Two of the 16 had 
appointments to attend the community smoking cessation advisor 
and another intended going to see her GP

• There was one less in the maintenance phase having relapsed, 
however she was planning to stop again

Discussion
This small study does show the potential for the PHN to contribute to 

health promotion and cardiovascular disease prevention by conducting a 
brief intervention regarding smoking behaviour at the new birth visit. The 
group were pleasantly surprised that only 16% of the postnatal women 
were smoking however they realised that they had a valuable role also 
in supporting women during the maintenance phase of the smoking 
cessation cycle. The maintenance stage of behaviour change can last up to 
five-years. Offering regular support and encouragement during this time 
could prevent relapse and providing the leaflet Staying smoke-free which 
details strategies to prevent relapse is helpful.

It was also noted that if partners smoke then this increases the risk 
of relapse. The group are aware that the issue of the father’s smoking 
behaviour is often not addressed because the father is seldom present at 
the new birth visit and there is no opportunity to offer a brief intervention 
around smoking cessation. However if he is present he is included and 
relevant health promotion advice including brief intervention regarding 
smoking cessation is provided. There was some discussion about being 
proactive and inviting fathers to be present when they visit or targeting 
men in another way

The postnatal period provides a window of opportunity for health 
promotion and most parents are motivated to protect their child and will 
therefore try to follow advice. It was observed by the PHNs that it was 
mostly women in the lower social economic groups, teenage mothers or 
women with mental health problems that were smoking. The Sian survey 
(2003) found that more younger women than men smoke and those on 
a low income have the highest prevalence of smoking. It is therefore
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necessary to have a non-judgemental, supportive approach to avoid 
causing feelings of guilt.

Many women stop smoking for the pregnancy, this is not quitting and 
it is not self motivated; they do it for the baby. Likewise they may stay 
stopped for a period postnataly for the baby and then relapse. Three month 
postnatal was identified as a common time for relapse and it is at three 
months that the PHNs have a standard review with all postnatal mothers 
and babies therefore it is the ideal time to further support and encourage 
women identified in the maintenance stage of smoking cessation behaviour 
change. Currently the PHN service is introducing palmtop computers to 
record PHN workload activities and they have included smoking cessation 
among the activities. This will mean that it will be easily recorded and 
followed up at both three month and seven-nine month developmental 
reviews. It also facilitates audit and the implementation of the Thorax 
guidelines (2000), which recommended that primary health care team 
professionals should be encouraged to ask about smoking and advise 
smokers to stop.

The PHNs reported that they found it easy to integrate abrief intervention 
regarding smoking and found it a very useful health promotion activity.
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Public Health Nurse Cardiovascular Quality Initiative 
Project

Integrating health promotion and cardiovascular risk 
assessment

Background
In Primary Care A New Direction (2001) it is acknowledged that 

"primary care is the appropriate setting to meet 90-95 per cent of all 
health and personal social service needs” As one of the core health 
professionals contributing to primary care public health nurses are ideally 
placed to focus on improving cardiovascular health, identifying those at 
risk and supporting people with the management of risk factors and with 
lifestyle modification. In the cardiovascular strategy Building Healthier 
Hearts (1999) it was recommended that “All public health nurses should 
be supported to further develop their skills in health promotion and to 
opportunistically contribute to disease prevention in those with whom they 
come in contact” R6.1, pg68. While there has been implementation of a 
national pilot programme for the secondary prevention of cardiovascular 
disease (Heartwatch) in a sample of general practices, primary prevention 
has not been addressed

AccordingtotheSecondReportonlmplementationoftheCardiovascular 
Health Strategy (2002) there was a decrease from 43% in 1997 to 39% 
of all deaths in 2000 from circulatory diseases. The main change was for 
men under 65 years where 33% of all deaths were due to cardiovascular 
disease in 1997, decreasing to 29% in 1999. The report highlights that 
while death rates from CHD rise sharply with age there is reductions in 
mortality also at older ages. However it is stated that Ireland continues 
to have high death rates from CHD compared to other EU countries and 
life expectancy in Irish men and women in middle age is low compared 
to other EU countries. Implementing the Cardiovascular Health Strategy 
has helped to improve diagnosis, treatment and rehabilitation services for 
people with coronary heart disease

The North West Area has an older population compared with the 
average for the country. A Health Profile of the North West Region (1999) 
found that over 14% of the population are 65 years and older, compared 
to 11.4% nationally. Advances in medical treatment mean that there is
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declining mortality from CHD and stroke and increased prevelance of 
disease in the older age group. People are living longer with chronic 
diseases and this is having an impact throughout the health services and 
on the workload of the PHN service. PHNs regularly treat leg ulcers, 
which usually occur in older people and require ongoing management and 
review. Since cardiovascular diseases are an important cause of mortality 
and morbidity in this age group it was decided to include cardiovascular 
risk assessment and health promotion as part of leg ulcer management.

Local context
A number of PHNs in the North West who had taken part in 

behaviour change training and others who had completed the Diploma 
in CHD prevention in primary care (a six month distance learning course 
delivered by The Primary Care Training Centre, Bradford, England) 
were facilitated to identify a cardiovascular quality initiative project 
that could be integrated into their everyday work. According to Geboers 
(1999) evidence suggests a project based, small-scale approach to quality 
improvement can work effectively in primary care.

The PHNs decided that they would try and integrate cardiovascular risk 
assessment as part of the current assessment process carried out at the leg 
ulcer clinic, offering advice, developing referral protocols and providing 
health promotion literature relevant to the individual. By doing this they 
hoped to reduce cardiovascular risk factors if present and identify those 
at high risk and refer appropriately. They group used the audit cycle and 
reviewed current practice, agreed on the intervention, carried it out and 
reflected on the results. Clinical audit is described by the NHS National 
Institute for clinical Excellence (2002) “as a cycle or a spiral. Within the 
cycle there are stages that follow a systematic process of establishing best 
practice, measuring care against criteria, taking action to improve care, 
and monitoring to sustain improvement.

Objectives
• Review current leg ulcer clinic assessment form and agree where 

additions could be made to include coronary heart disease risk 
factor assessment.

73



ICHN - ‘A Glimpse ’

• Raise awareness and assess CHD risk factors of clients attending 
leg ulcer clinics, referring to other members of the primary care 
team if appropriate

• Provide relevant health promotion materials and advising lifestyle 
changes where necessary

Method
The group met regularly over a one-year period with the local

cardiovascular liaison officer. Pauline Diamond, leg ulcer specialist
attended one of the meetings and assisted the group in reviewing the
existing assessment form and the following additions were agreed:
> Where height and weight were recorded BMI would also be 

included.
> The leg ulcer assessment pack includes a nutrition risk assessment 

form and food and fluid diary which would facilitate discussion 
on diet

> Record smoking status - active/passive and if smoking brief 
intervention technique to assess stage of change and “stage 
specific interventions sheet” guideline used.

> Labels with the local smoking cessation information line number 
issued to each PHN for use when handing out relevant literature 
regarding smoking cessation

> When family history of leg ulcers was being assessed it would be 
expanded to include family history of CHD and diabetes.

> Blood pressure was checked and recorded at the clinic, if raised it 
was rechecked and referral made to the GP if necessary

> A question about cholesterol was included and if necessary a 
referral was made to the GP for a cholesterol check

> Glucometer used to check blood glucose and result noted, 
reviewed and referred if necessary

> Appropriate advice given regarding exercise and noted in the 
section dealing with mobility. Leg ulcer assessment pack contains 
an information leaflet, produced by the NWHB for people with 
leg ulcers which includes advice about exercise and nutrition
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> Summary of the European Guidelines on cardiovascular disease 
prevention in Clinical Practice (2003) circulated to each PHN

> It was agreed that each PHN would use the following leaflets 
available from health promotion
o “change of heart”
o “Eat Well to Stay Well in Later Years ”
o “get a life, get active” 
o Quitting booklet
o “what is blood pressure all about? ”

> For a three-month period CHD risk factor assessment was 
integrated as part of the assessment for people attending the leg 
ulcer clinics, run by the PHNs in the group. The results were 
recorded on an audit form and collated.

> Audit of the CHD risk factors was repeated after six months and 
the results are presented below

> The audit form was then adapted for use as a review form and 
placed in each person’s health record, see appendix 2

Results
A total of twenty people, fifteen female and five male attended the 

leg ulcer clinics over the three-month period, they were followed up six 
months later. The table below shows the age groups of those who attended 
and were assessed

Age groups

41-50 yrs 

51-60 yrs 

61-70 yrs 

71-80 yrs 

81-90 yrs

1

4 

3

5 

7
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The graph below highlights the general health status of the group 
at the initial assessment. Despite brief intervention regarding smoking 
cessation the number of people smoking remained unchanged.

Initial assessment

Smoking 

diabetes 

Hypertension 

BMI > 25 

FHx CHD

0 2 4 6 8 10 12 14

‘--

W3
jU

Hypertension
The European Guidelines on CVD prevention (2003) recommend a 

target of 140/90mmHg for most patients and 130/80mmHg for people 
with diabetes. In this particular group thirteen had a systolic of 140 mmHg 
or less, two more than at the initial audit and seventeen had a diastolic of 
90 mmHg or less, one more than at the initial audit. The numbers above 
the target systolic and diastolic had also decreased

Systolic mm Hg 1st Audit 2nd Audit

110-120 6 7

130-140 5 6

150-165 5 3

170-180 3 3

190 - 200 1 0

NR 0 1
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Diastolic 1st Audit 2nd Audit

60-75 mmllg 8 10

80 - 90 mm Hg 8 7

100 mmllg 4 2

NR 0 1

Blood glucose
Prior to this project glucometers had been made available to the PHNs 

to carry out the older person’s surveillance checks. It was therefore 
possible for them to check blood glucose as part of the CHD risk 
assessment. During the course of the project one person found to have 
elevated blood glucose with the glucometer, was referred to the GP and 
diagnosed with diabetes. If the person already had a diagnosis of diabetes 
the need for regular blood glucose monitoring was reinforced and they 
were encouraged to attend the GP or hospital diabetes clinic.

Blood Glucose

Cholesterol
At the initial assessment it was found that only three people had 

previously had a cholesterol check, following advice from the PHNs a 
further six people attended the GP to have their cholesterol level checked.
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Two were found to have raised cholesterol. One who also has a BMI 
Of 41/m3 has been referred to the dietitian and is now on medication to 
reduce cholesterol levels. The second person suffers with diabetes, has a 
BMI of 30/m3 and following discussion regarding risk factor management 
started a gradual exercise programme of swimming

Cholesterol checked

yes no Raised

□ 1st Audit 

■ 2nd Audit

Body Mass index
It was noted during the project that charting the BMI for people raised 

awareness of obesity (70% of the group had a BMI of 25 /m3 or more) and 
dietary advice was offered.

At the follow-up appointment two people had lost two Kilograms 
of weight each and were encouraged to continue with their weight 
management programme. Sixty per cent of the people involved in the study 
were over 71 years of age and it was difficult to promote regular exercise 
because of limiting health conditions. Few availed of the opportunity to 
be referred to a dietician. This may suggest that targeting people earlier 
would enable them to be more successful in achieving their ideal weight

Discussion
It was noted that some clients attending leg ulcer clinics are part of 

the secondary prevention programme (Heartwatch) as some GPs in the
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area are part of a National pilot of the programme. CHD risk factors are 
assessed and reviewed by the practice nurse so it was important not to 
duplicate work. People who have had a myocardial infarction, coronary 
angioplasty or coronary arteiy bypass graft can be enrolled in Heartwatch 
in the participating practices and are offered continuing care visits.

It was agreed that if the cardiovascular risk assessment was taking 
place at an appointment that was already maybe an hour long because 
of Doppler ultrasound then it could be carried out over two visits. It was 
acknowledged that it is important not to overload the patient with advice 
and information. It was suggested that the risk factor assessment be carried 
out at the initial visit and relevant advice and health promotion materials 
given at a subsequent visit i.e. when returning for leg ulcer dressings

Overall there was a positive response and PHNs found that integrating 
health promotion and CVD risk assessment with the assessment carried 
out at the leg ulcer clinic made good use of their time and was beneficial 
for people attending the clinic. Warren & Alstrom (2000) write in an 
article on health promotion and leg ulcer management that there needs 
to be greater emphasis on health promotion, quality of life, and general 
patient well being and that “incorporating health promotion activities 
within venous leg ulcer management strategies may serve to empower 
patients to participate more fully in their care” They explain that the 
assessment process can be used as a tool to promote holistic care and 
not merely as a checklist to provide baseline information on the patient’s 
health status. The PHNs in the group developed a CVD risk assessment 
protocol for the leg ulcer clinic (appendix 1) and a review form for use at 
follow-up visits, (appendix 2) was also developed to ensure that CVD risk 
factors are reviewed. The PHNs did stress the need for regular updating 
regarding coronary heart disease and are keen to consider integrating 
CHD risk factor assessment into other areas of day-to-day work.
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Appendix 1

Cardiovascular risk assessment protocol for people attending 
the PHN leg ulcer clinics

Aim
To reduce the risk of cardiovascular disease by identifying those clients 

attending the leg ulcer clinic with CVD risk factors, advise regarding 
lifestyle changes and refer appropriately

Assessment
Ensure consent (verbal) obtained and documented in the person’s 

record
Record past/present medical history
Identify and record major cardiovascular risk factors during the 

assessment 
• Smoking
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• Diabetes
• Family history
• Age
• Sex
• Cholesterol level if known
• Blood Pressure
• Blood glucose
• Identification of contributory factors: overweight, excess alcohol/ 

salt intake, lack of exercise
Review medication and check adherence to regime

Objectives
From: The European Guidelines on Cardiovascular Disease Prevention

in Clinical Practice 2003
• Stop smoking
• Make healthy food choices
• Be physically active
• Body mass index <25 Kg/m2
• Blood pressure <140/90 mmHg in most, < 130/80mmHg in 

people with diabetes
• Total cholesterol <5 mmol/1 and LDL cholesterol < 3 in most, for 

people with diabetes and established CHD, total cholesterol < 4.5 
and LDL < 2.5

• Good glycaemic control in all persons with diabetes

Management of Risk Factors 

Smoking
• Brief intervention to assess degree of addiction and readiness to 

stop smoking
• Offer the booklet Quitting available from health promotion
• If intending to stop smoking, refer or advise to self refer to the 

community smoking cessation service or advise attending the GP 
for nicotine replacement therapy (NRT)
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• Inform that NRT is available on prescription to people eligible for 
free general medical services

Overweight and Obesity
• Weight reduction is strongly recommended for obese people 

(BMI > 30 Kg/ m2) or overweight individuals (BMI between 25 
Kg/m2 and 30 Kg/m2) and for those with increased abdominal fat 
as indicated by waist circumference >102 cm in men and >88 cm 
in women

• Advise reduction of total calorie intake and regular physical 
exercise

• Offer referral to a dietician

Blood Pressure
• Measure blood pressure when the person is lying down and use 

appropriate cuff size
• If raised recheck and take the mean of the two accurate readings
• Urgent telephone liaison with GP if appropriate
• Leg ulcer clinic referral letter to GP to include BP result
• Dietary and lifestyle advice
• Review medication and check adherence to regime

Blood glucose
• Measure blood sugar with calibrated glucometer
• Normal range for most people 4 - 7mmol/l before meal times
• If fasting 3.5 - 6mmol/l
• Refer to the GP if outside these levels
• Dietary and lifestyle advice

Cholesterol
• Refer to the GP for a cholesterol check if not already done
• If raised encourage low cholesterol diet
• If on medication check adherence to regime
• Normal cholesterol - lifestyle advice
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People with diabetes
• Encourage regular attendance at hospital or GP run diabetic clinic
• Assess adherence to diet and blood glucose monitoring
• General lifestyle advice

Encourage all individuals to make healthy food choices
• Foods should be varied and energy intake adjusted to maintain 

ideal body weight
• Encourage the consumption of fruit and vegetables, whole grain 

cereals and bread, low fat dairy products, fish and lean meat
• Reduce dietary fat intake to 30% or less and saturated fat intake 

should not exceed more than one third of total fat intake. Replace 
with monounsaturated and polyunsaturated fats from vegetable 
and marine sources.

• Reduce salt and alcohol intake

Physical Activity
• Healthy people should be advised to choose enjoyable activities 

which fit into their daily routine, 30 - 45 minutes, 4-5 times 
weekly

• Promote increased activity to suit person’s age, general health 
and cardiovascular status, fitness level and interests. For people 
with established CVD, advice must be based on a comprehensive 
clinical judgement including an exercise test

Review
CVD risk factors reviewed at follow-up visits to the leg ulcer clinic

and recorded on the review form

83



References:
1. European Guidelines on Cardiovascular Disease Prevention in Clinical 

Practice. Executive summary. European Heart Journal, 2003; 24(17): 1601 - 1610 
and European Journal of Cardiovascular Prevention and Rehabilitation, 2003; 10(4): 
51-511

2. Williams B, Poulter NR, JB Morris, Davis M, Mclnnes GT, Potter JF, Sever PS, 
Thom S, McG. British Hypertension Society guidelines for hypertension 
management 2004 (BHS-IV): summary BMJ, Mar 2004; 328: 634 - 640

3. Beevers G, Y H Lip G, O’Brien E. ABC of hypertension Blood pressure 
measurement Part I—Sphygmomanometry: factors common to all techniques 
BMJ, April 2001; VOL 322; 21: 981-985

ICHN- ‘A Glimpse’

84



Appendix 2
October 2005

Review Form

Name:
Date Date Date Date

Age

Smoker

Passive Smoke

BMI

FHXCHD

FHX Diabetes

Health Status

Cholesterol Check

Blood Glucose

Diet

Exercise

Present Medication

Rt Lt Rt Lt Rt Lt Rt Lt

BP

Bracial

Dorsalis Pedis

Anterior Tibial

Posterior Tibial

Ankle Circumference

Calf Circumference

ABPI

Outcome
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Evaluation of a New Service - A Community Based Nurse 
Led Leg Ulcer Clinic

Background
As a result of a change management initiative, the Public Health 

Nurses (PHN) with their Registered General Nurse (RGN) colleagues 
established a Community based Nurse Led Leg Lllcer clinic. The clinic is 
based at St. Josephs’ Community Hospital, Ennis, and runs two half days 
per week. Clients are given a holistic assessment and Doppler studies to 
confirm aetiology and are subsequently treated by compression therapy 
on a weekly basis. Diet, nutrition, exercise and skin care is also addressed. 
Clients attend the clinic for regular dressings and review. Referrals can be 
made to the Vascular Surgeon if and when necessary.

The rationale for this study was to evaluate this new service and the 
aims were as follows:
• To identify the use and extent of evidence based practice 

employed at the clinic.
• To determine if the clinic represents value for money.
• To determine efficiency of service.
• To identify client satisfaction.
• To evaluate staff satisfaction and empowerment.
• To identify staff training needs and to inform future practice.

Methodology
The approach used in the evaluation was that of multi-method, using 

qualitative and quantitative methods of research. Firstly a comprehensive 
literature review was carried out.

The qualitative aspect involved a focus group of the staff comprising 
the original start up team. Eight of the staff that runs the clinic took part 
in unstructured interviews to elicit information concerning empowerment 
and increased job satisfaction obtained from their new expanded role. 
Training needs and competencies were also addressed.

The quantitative aspect of the evaluation consisted of analysing data 
from all the clients’ charts, including age, gender, attendance rates, 
compliance rates, healing rates and suitability for compression.
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Data about numbers of clients with leg ulcers that are currently being 
treated in the community was also obtained, using the same survey that 
was used prior to setting up the clinic. Ten PHNs’ and RGNs completed 
the survey that recorded numbers of clients, the repetition of dressings 
and the time it took to complete each dressing to enable a comparison to 
be made in terms of time spent and costings, before and after the clinic 
was established. A client satisfaction survey was sent out to thirty clients 
consisting of ten questions and a comments page was also enclosed.

Findings

Healing Rates.
Since the clinic commenced, forty-two clients have been assessed. 

Thirty clients were deemed suitable for compression bandaging. Ten 
clients did not have compression bandaging for various reasons. To date 
twenty are fully healed, giving an overall healing rate of 66.6%, which is 
reasonable considering the chronicity and size of the ulcers. Healing was 
defined as full epithelialisation and no scab present. (O’Brien et al 2003)1. 
The length of time of active ulceration before attending the clinic ranged 
from two weeks to one year. Healing rates were recorded at 50% in 12 
weeks and it increased to 63.3% at 24 weeks. (Fig. 1)

Figure 1

Healing rates

I------------------ 1 i

12we 24we
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Client satisfaction
The evaluation sought to assess clients ’ satisfaction with their treatment 

by using a questionnaire, which indicated a high level of appreciation 
and satisfaction with the new service. Thirty client satisfaction surveys 
were distributed and twenty five responses were received, giving an 82 
% response rate. Samples of the satisfaction levels are shown in figures 2 
and 3. Seven clients wrote very appreciative and congratulatory notes on 
the blank page, which were signed in three cases.

Client satisfaction survey.

Figure 2

Did you feel involved in your treatment?
Very involved 21
Involved 3
Partly involved 1
No involvement 0
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Figure 3

Were your needs/concerns taken into consideration?
Yes, very well. 20
Well 5

0
0

Left something to be desired 
None given.

An issue that was not addressed in the client satisfaction survey is that 
of socialisation. It had been noted that the clients arrive early at the clinic 
in order to socialise with other clients. This has been a most interesting 
development that needs further discussion. Moreover, transport to the 
clinic did not become an issue as originally anticipated. The clients seem 
to be happy to make their own way to the clinic.
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Survey of current data of leg ulceration in the district.
Prior to the commencement of the Leg Ulcer Clinic a questionnaire 

was completed by the staff to establish a baseline in terms of numbers and 
time spent attending to clients with leg ulcers. This questionnaire was re 
distributed as part of the evaluation to examine the impact, if any, the Leg 
Ulcer Clinic has had on our practice. Eight questionnaires were sent out 
and there was a 100% response rate. The results are as follows:

Before set up Currently
Total number of leg ulcer dressings. 35 25
Average time spent per dressing. 29.5 mins 29 mins
Number of weekly dressings. 10 12
Number of twice weekly dressings. 13 12
Number of three times weekly dressings. 12 2
Total hours spent per week on dressings. 36 20.3
*Total cost of leg ulcer care. 36,691.2 euro 24,192.0 euro

^Calculated allowing lhour per dressing inclusive of travel 
time

A reduction in the total number of leg ulcer dressings currently 
being treated 
on PHN/RGN caseloads.
A reduction in the total number of leg ulcer dressings currently 
being treated on PHN/RGN caseloads.
A very significant finding is the reduction in the number of 
dressings being done three times weekly. This can be attributed to 
the fact that clients
There has been a subsequent reduction in the number of hours 
spent by Community nursing on leg ulcer care in the home. We 
are now spending 15.7 hours less on leg ulcer care per week, 
which equates to 0.4 of a WTE. (Whole time equivalent.) This 
time has been reinvested in elderly surveillance and general 
Nursing care.
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• A cost reduction of 12,499.2 Euro has been incurred in terms of 
nursing time spent on leg ulcer care. This figure does not take into 
account the money saved on mileage or on the reduction in the 
number of dressings used.

Focus Group and unstructured interviews with staff.
The staff expressed a high level of job satisfaction and empowerment 

from the experience of establishing a nurse led service. Team working 
was seen as important in a clinic such as ours and the staff stated that 
they looked forward to working with a colleague for an afternoon or 
morning each week. Support and sharing of information was very 
important especially as Community Nursing is acknowledged as a 
solitary occupation. The staff felt the clinic environment ensured the use 
of evidence based practice and that it encouraged reflective practice. The 
holistic aspect gives the nurses the opportunity to promote health and 
identify any unmet needs

Processing of referrals and follow-up has improved communication 
significantly with other Health Professionals, especially the General 
Practitioners (GPs). Since the commencement of the clinic, referral 
pathways have been improved. A Vascular Surgeon has commenced 
practice at Ennis Regional Hospital on two afternoons per month to which 
we may refer directly. The service of a Nutritionist is also available by 
direct referral.

On a more practical level the team feel the environment at the clinic is 
more conducive for assessment and treatment of leg ulcers.
• The availability of a couch that can be elevated and lowered as 

necessary.
• It is clean area in which to work.
• A range of dressings is to hand.
• Buckets and water are readily available for soaking the ulcers.
• Toilet facilities for staff and clients are adequate.
• There is a suitable waiting area for clients.
• There are ample parking facilities.

The team identified minor changes to be made. For example, a need 
was identified to streamline the procedure involved in the ordering of 
compression hosiery for the clients via the Medical Card System.
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Training and competence in Doppler Studies were discussed. While 
all the nurses are trained in this area, (Category 1 An Bord Altranais) it 
was generally felt that Certification of Competency is desirable if we are 
to operate in line with the Scope of Professional Practice and to facilitate 
accountability and sustainability.

The training of a Tissue Viability was identified as a priority to be 
addressed in the future.

The staff felt that by inviting clients to attend the clinic and using 
the partnership model, it gave them more responsibility and a sense of 
ownership over their care, which encourages compliance.

Probably the most surprising and interesting aspect of the clinic that 
the staff identified has been that of socialisation for the clients. The idea of 
a ‘well leg clinic’, or a Teg club’ or support group was seen as something 
to be investigated as the clinic becomes more developed and healing rates 
continue to improve.
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Abstract Content

Quality of Life Nursing Homes in the South of Ireland 

Work Location of author University College Cork 

Introduction
This research explores the quality of life for older people living in 

nursing homes in the south of Ireland. Difficulties arise in measuring an 
effective quality of life in nursing homes therefore it is vital to understand 
what constitutes ‘quality of life’ from the residents’ perspective.

Rationale
The aim of the study was to explore participants views on quality of 

life in nursing homes in the south of Ireland and the fears and feelings 
they perceived prior to transition to long-stay care. The significance of 
the present study is that residents are rarely asked about life in the nursing 
homes. When older people are consulted regarding their quality of life 
and appropriate action taken, the results can be positive regardless of a 
person’s frailty.

Methodology
The methodology used was qualitative research to provide a description 

of the views of the participants themselves on the quality of life in nursing 
homes in the south of Ireland. The study investigated participants’ 
decisions to enter a nursing home and to present their fears, feelings and 
their perception of life in nursing homes. The sample consisted of 41 
older adults (6 males, 35 females) who were residents in six of the 46 
nursing homes in Co. Cork. The study utilised was a content analytic 
method by O’Leary and O’Sullivan (2003) based on Van Kaam (1959).

Results
The analysis of the results from the focus groups were presented and 

discussed under four sections:
• Reasons for entering a nursing home: The study identified three 

main reasons for entering a nursing home, these were:
1. sickness,
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2. living alone and
3. no help in the home.

• Description of fears of what nursing home life might be like:
The three categories identified by the participants when asked to 
describe their fears were:
1. the majority had no fears of entry to the nursing home,
2. no choice
3. anxiety at home

• Description of feelings: The two categories arising from the 
question of feelings experienced by participants following their 
decision to enter a nursing home were:
1. sadness
2. lack of choice due to illness.

• Description of what life is like now in the nursing home. The four 
categories identified from the statements were:
1. content or happiness,
2. activities,
3. monotonous or boring
4. religiosity.

Limitations of the study
Although the use of Focus Groups in this study was felt to be the 

most appropriate method of research, because the participants were self- 
selecting, it could be argued that the results would be skewed in favour of 
those people who were more sociable and optimistic. The results showed 
a gender imbalance in favour of females. For future research the views 
of men could be studied, as only six men were included in this study. 
The total ratio of males to females in all six nursing homes was 36 males 
compared to 118 females. It could also indicate the voluntary nature of 
the study whereby men were not interested in coming forward.

The literature reports that people in residential settings having ‘high 
levels of physical disability or mental infirmity’ (Hugman, 1994, p. 109), 
but the 34 participants who mentioned that their admission was due to 
sickness did not indicate any worries for themselves about disabilities. 
Some referred to an increase in confidence due to improved health

97



following admission. Ill or very disabled patients may not have attended 
due to the option for self-selecting.

There were some limitations to the results from the focus groups as it 
was not possible to get the views and perceptions of the other residents 
(91) who did not attend the six focus groups. Residents who may have 
been resentful or distressed may not have been willing to come forward 
to speak openly among their peers, especially to a stranger.

People may also have thought they could not really reveal their true 
feelings in the focus groups. If they were particularly low, they may have 
wanted to maintain their pride and put on a ‘brave face’.

The burden of care for caregivers was not mentioned by participants 
in the study only in the sense that people did not wish to be a burden to 
people one woman said “I came in for my independence The burden 
of care for caregivers of stroke survivors experience levels of depression 
and fatigue similar to caregivers of Alzheimer’s disease (Clark & King, 
2003), but this was not identified by the participants in this study and 
carers or relatives were not included in the study. Some people were 
residents for as long as nine years, therefore feelings of decisions to enter 
a nursing home may be forgotten due to time lapse.

Conclusions
The study indicated that quality of life is good for the participants of 

the focus groups in the study. International research shows that adaptation 
to life in a nursing home can be positive or negative but most participants 
in this study had experienced positive adaptation. Positive result were 
demonstrated where residents had made a decision to enter the nursing 
home after much consultation with family, friends, professionals and 
having visited some nursing homes.

A further positive outcome was that the majority description of life in 
the nursing home as content or happy, many were involved in activities 
in the home and the benefit of prayer and religiosity was shown to mean 
a lot to the participants of the focus groups.

Some of the most startling statements from the participants were that 
they did not have a choice regarding their admission to the nursing home 
as they were admitted initially due to sickness. One lady said the she had 
a Cardiac by-pass and could not be alone in her own home.
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When exploring the topic of feelings residents indicated sadness and 
lack of choice due to illness following a decision to enter the nursing 
home.

Over twenty five percent mentioned that their life in the nursing homes 
was monotonous or boring or as some described it as there are a lot of 
idle hours.

Published: National Institute of Health Sciences 1; (3) (NIHS 2005) 
Designers Ink, Limerick

Funding: Partially funded by the HSE Southern area
References list available on request to the Author
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Abstract

Submitted by
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Contact details

E-mail Address mckeownf@maila.hse.ie 
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Abstract
The aim of the study was to explore the experiences of older people 

on discharge from hospital following assessment by the public health 
nurse. A review of the literature revealed that discharge from hospital 
remains an area of concern as older people had varying degrees of met 
and unmet need following discharge from acute hospital. The main 
source of support for the majority of older people continues to be their 
families. A qualitative study using a phenomenological approach was 
thus undertaken. The researcher carried out semi-structured interviews 
with a purposive judgement sample of eleven older people in their homes’ 
two weeks following discharge from acute hospital. Using Colaizzi’s 
(1978) method, data were analysed. The research found that older people 
experienced a wide variety of difficulties managing aspects of their own 
care. A reassuring finding of this study is that older people received 
assistance in this initial discharge period, that is, they experienced 
significant informal support complemented by statutory and voluntary 
support. Even though these older people were assessed by the PHN, their 
need to access services, for statutory service provision, social aspects of 
their lives’ and safety measures in their environment were not met. Older 
people expressed the wish to remain in their own homes’. Assessment 
of older people by the PHN is meaningful to identify the needs of older 
people and provide for the needs of older people though this does not 
necessarily mean that all the needs of older people can be met by the 
PHN. This study supports the findings of other studies of the problems 
after discharge and provides an understanding of the experiences of older 
people on discharge from hospital following assessment by the PHN from 
their perspective.
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Develop a procedure for pre discharge planning of 
patients from acute hospital to community care.

Donegal Community Services

Overview
This piece of work was carried out to improve discharge planning 

between the community hospital and public health nurses

Target Group
People Over 65 years currently in a Community Hospital or Day 

Hospital.

Expected outcome
Discharge planning to start following clients admission to the 

Community or Day Hospital

Format of Project
Working Group involving the Clinical Nurse Managers of the 

Community and Day hospitals, two public health nurses and an assistant 
director of public health nursing

Process
A literature research was undertaken. The following disciplines were 

consulted Acute Hospital Liaison Nurse, Community Psychiatric Nurse, 
General Practitioners and the Social Worker for the Elderly.

A similar initiative with the local acute hospital had been undertaken 
and the resulting transfer sheet developed piloted in the community. It 
was found that the transfer sheet was not wholly appropriate for discharges 
from Community and Day hospitals

Challenges
Staff initially resistant to yet another meeting, this was overcome by 

staff being offered a set appointment to discuss their clients.

Evaluation
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The discharge planning procedure was piloted in two community 
hospitals. A postal questionnaire was sent to all PHNs and the forms 
amended accordingly.

Lessons
Discharge planning must start following the patient’s admission. 

Holistic planning is needed e.g. the following are some areas that need to 
be considered housing, location urban or rural, transport meals.

Contribution to the health of the Community
Development of a service that is people centred, individualised and 

needs based. Promotion of positive team work.

Cost
Other than time no significant costs were incurred.

Recommendations
Discharge procedure to be adapted between all PHNs and Community 

Hospitals in Co. Donegal.

Plans
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Recommended Procedures for Pre- Discharge Planning of 
patients from Community Hospitals to Community Care

Please note that the client and family/carers should be 
actively involved in the process and thus should be included 
as appropriate at the relevant stages of the pre- discharge 
planning meetings and any subsequent follow up meetings.

1. Discharge planning should start following patient’s admission to 
Community Hospital. It is recognised that a multi-disciplinary 
focus is essential to successful discharge planning.

2 It is important for the nursing staff/CNM2 to try to establish a 
proposed discharged date for clients with perceived follow up 
needs in community e.g. who may need follow up and referral to 
Occupational Therapist, Physiotherapist, Social Worker or Public 
Health Nurse etc.

3 Following admission it is also essential to discuss the 
rehabilitation needs of the client with relevant staff. The outcome 
of it will have a significant influence/impact on discharge plan.

4 Pre-discharge planning meeting will be arranged by Director of 
Nursing who will make contact with all relevant persons e.g. 
Public Health Nurse, Day Hospital Sister, Home Help Organiser, 
Physiotherapist, Occupational Therapist, Social worker, 
Community Hospital Ward Nurse etc. GP to be included also but 
it is recognised that he/she may not be able to attend.

5 It is recommended to have an arranged dedicated time/date agreed 
by all team to meet on a regular basis (e.g. 3:30 pm - 5 pm on 
second Thursday of the month). Fortnightly held meetings would 
be preferable but may not be realistic in all locations depending 
on likely rate of turnover of beds etc

6 At meeting - general process
NB It is important that someone is appointed to record minutes at 
each meeting.
© Review of minutes of previous meeting
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© Discuss all relevant clients and agree on individual care 
plan for each - including identifying need for equipment and 
housing needs, amount of intervention required from home help, 
family intervention etc.
© Use existing admission information sheet in conjunction 
with nurse care plan to formulate proposed discharge plan.
© Documentation of all decisions made to be recorded by 
nominated person and distributed to all relevant persons following 
the meeting.
© Plan of action agreed with a person dedicated to each 
action - co-ordinated by Director of Nursing/Assistant Director of 
Nursing
© Note: realistic date for discharge must be considered to 
allow for follow up work to be completed, (e.g. to organise home 
help, equipment etc)
© Future meeting/case conference date agreed - as 
appropriate.

7 NB - any changes to the proposed discharge must be discussed
with multi - disciplinary team as it may have significant impact on 
organisation of services to facilitate discharge.

8. Agreed discharge report form will be forwarded to all relevant 
community staff e.g. Public Health Nurse, Home Help Organiser, 
Occupational Therapist, etc

9. Following discharge local Asst. Director of Nursing will co
ordinate follow up meetings as required

November 2004

Summary of presentation of the Public Health Nursing 
Information Sheet to Community Hospitals Care Group - Older 
Person

Background
Three month pilot of ‘Letterkenny General Hospital Nursing Transfer 

Sheet” undertaken by Public Health Nurses within St Joseph’s Hospital 
catchment area

107



Pilot areas
• StranorlarBallybofey
• Killygordon
• Cloghan
• Convoy

Evaluation of 3 month pilot
Undertaken by Public Health Nurses and St. Joseph’s Hospital 
Nursing Staff’
No prompt/spaces to record clients:
Telephone number 
Medical card number 
Religious denomination 
G.P details
Inadequate space to record activities of daily living, home 
conditions and supports
Medically focused - not an appropriate community nursing 
services tool
Transfer Sheet did not prompt relevant and necessary information. 
Need for Community-based Information Sheet

Working Group Set up
Members:
Donna Reid, CNM, St Joseph’s Hospital 
Helen Foy, CNM, Day Hospital, St Joseph’s 
Ita Ward, PHN, Stranarlar/Ballybofey 
Eryne Scanlon, PHN, Cloghan 
Ann Rose, PHN Convoy 
Maeve McNulty, PHN, Kilygardon 
Catherine McBride, Assistant Director PHN

1st Draft of Public Health Nursing Information Sheet Designed

ICHN - ‘A Glimpse ’
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Community-Based Discharge Liaison 

Steering: Group
Sue Islam; Director of Nursing, Dungloe 
Donna Reid. CNM St Joseph’s Hospital 
Ita Ward, PHA, Stranorlar/Ballybofey 
Maura Hickey, Discharge Liaison Nurse, LGH 
Catherine McBride, Assistant Director PHN

Two meetings held 2nd Draft of Public Health Nursing Information 
Sheet drawn up

One month pilot 15th March-13th April 04 by Public Health Nurses in:
• Dungloe Community Hospital catchment area
• St. Joseph’s Hospital catchment area

Evaluation
Dungloe Hospital -3 Referrals 
St. Joseph ‘s Hospital - 7 Referrals

Overall positive feedback

Additions to Information Sheet
• Name and telephone number of main carer
• Mini-mental score if available
• Name of Social Worker, CPN etc.
• Details of wound type/dressings used 
Duplicate form - copy kept by PHN

Future
• Standard Public Health Nursing Information, launched for Co. 

Donegal
• Regional PHN discussion and possible development
• Information sheet for all new clients admitted
• Only required if relevant changes on subsequent admissions
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• Day Hospital- hospital- no information sheet
• Review and standardisation of current Community Hospital 

Discharge Form

Public Health Nurses Information Sheet To 
Community Hospitals 

Care -Group, Older -Person

ICHN - ‘A Glimpse ’

Name: Next of Kin:

Address: N.O.K Address:

DoB: N.O.K Tel No:

Tel No: Relationship to client:

G.M.S: G.P:

Religious Denomination: G.P Address:

Main Carer. G.P Tel-No:

Tel No. of Main Carer,

no
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Reason for Referral:____________________

Transport Requirement: _________________

Nursing Needs:________________________

Waterlow Score:_______________________

Stirling Scale:__________________________

Pressure Relieving devices in use:_________

Current wound type:__________________ __

Size of wound: ________________________

Dressing Procedure:__________ __________

Last date done:________________________

For further information Contact P.H.NTel No:

Signature:_____________________________

Date:

Mobility Use of Aids
Independent__________________ Stick____________________
Assisted_____________________ Walker___________________
Dependant___________________ Wheelchair______________

Needs Assistance with

Personal Hygiene Yes No Dressing Yes/No
Feeding Yes No Toileting Yes NO
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Nutrition
Appetite:
Special Diet

Elimination
Bowel Pattern:
Use of Aperients:

Micturition
Continent:
Incontinent Urine/faeces:
Management:
Inco Wear:

Sleep Pattern

Hobbies and Interests:/ Activity Level

ICHN- ‘A Glimpse’

Health

Physical Health 

Mental/Emotional Health:

Cognitive Function:

Mini-mental score (if available):
Vision: Spectacles: Yes No

Hearing: Hearing Aid Yes No

Allergies

Prescribed Medication

Lunchtime Meds (Day Hospital Clients):

Medical Diagnosis:
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Services:

Home Help: Yes No

Details:___________________________________

Meals on Wheels: Yes NO

Details:

Other Services:

Known to: Community, Psychiatric Nurse Yes No
If yes name:

Known to: Social Worker
If yes name:

Yes No Volunteer Groups 
If yes name

Yes No

Chiropodist
If yes name:

Yes No Physiotherapist
If yes name

Yes No

O.T.
If yes name:

Yes No Gerontologist
If yes name: -

Yes No

Psychiatrist
If yes name:

Other:

Yes No Dietician
If yes name

Yes No

Comment

Family Input:
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Pendant alarm Yes No

P.H.N Input: Surveillance Nursing Care:

Details____________________________________________

ICHN - ‘A Glimpse ’

Home
Living Alone With Other Elderly Person With Family 

Urban Rural Isolated Satisfactory Unsatisfactory

Why

Electricity Supply Yes No 

Indoor Water Supply Yes No

Toilet: Inside Outside Upstairs Downstairs

Bedroom: Upstairs Downstairs

Source of Heating
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COMMUNITY HOSPITAL 
NURSING DISCHARGE LETTER FOR P.H.N.

October 2005

Patients Details Next of Kin Main Carer

(if different

Surname: Surname: Surname:

Forename: Forename: Forename:

Address: Address: Address:

Phone No: Phone No: Phone No:

Hospital No: Relationship: Relationship:

D.O.B: Distance from: Distance from:

Client Patient

Religion: Annointed: Date:

G.P:

Smoker: Yes 0 No FI

Reason for admission: __

Duration of Hospital Stay:

Date of Discharge:______

Diagnosis:____ ________

Other Services received while in
multidisciplinary Hospital

Chiropody: Yes No Dietician: Yes No

Social Worker: Yes No Physiotherapist: Yes No
O.T: Yes No Other:
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SUMMARY OF ASSESSMENT 

Mobility/Safety

ICHN- ‘A Glimpse’

Ambulant: Self ( )

Walking: Y/N Wheelchair: Y/N 

Bedfast: Y/N Chairfast: Y/N 

Cotsides: Y/N

With help - 1 or 2 
persons ( )

Dressing: Self ( ) 

Washing: Self ( ) 

Toileting: Self ( )

With Help ( ) 

With Help ( ) 

With Help ( )

Nutrition/Dietician:_______________________________
Cognitive Function: ______________________________
Elimination _____________________________________
Bowel Pattern:___________________________________
Use of Aperients:_________________________________

Micturition
Continent:_____________________________________
Incontinent Urine/Faeces:_______________________
Management:___________________________________
Inco Wear:_____________________________________

Catheterisation:Yes/No____ Size______Type____
Date to be changed:______________________
Skin Intact: Yes/No Stirling Scale: _
Waterlow Score:_____________ or Braden Scale:
Pressure Relieving devices in use:________________
Current wound type:___________________________
Size of wound:__________________________________
Dressing, procedure:____________________________

Last dressed on:_____________ Next dressing due:
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Other relevant information:

Discharge Medication;

Day Hospital Referral: Yes No Details:

Respite booked for: Date/Duration

Nurses Signature: Date:
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Title of Submission

Initiating A Community Based 
Infant Massage Classes

Type of Submission

Short paper

Submitted by

Liz Deavey

Contact details

Kilbararack Health Centre 
Foxfield Crescent 

Dublin 5 
Ph: 01 839 9519 

e-mail lizdevey@yahoo.co.uk
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Initiating Community Based Infant Massage Classes
Massage itself is an ancient art and still in many cultures is one that is 

handed down from one generation to the next and practised regularly as 
part of the infant’s care. The idea of attending classes - often at some cost 
- would seem strange. Within our modem lifestyle, particularly at a time 
when touch has had such a bad press, the need to re-leam these skills is 
increasingly being expressed and instruction sought.

Benefits Of Infant Massage For Infant And Parent
Research by Dr Tiffany Field’, director of the Miami Touch Institute 

has shown that touch is critical for a baby’s growth/ development and 
therefore massage has many benefits for both infant and parent. Whilst 
considering the benefits of massage I use “parent” as the person performing 
the massage, as this would most often be the case, the same would apply 
whoever is involved: -
© Emotionally massage supports the bonding process. The close

contact establishes and builds a sense of love, trust and security in 
the baby.

© Physiological benefits include improved weight and height
gains. The respiratory and circulatory systems can be improved 
by stimulation as can muscle tone. The digestive system may 
be improved through the reduction of problems associated with 
colic, wind or constipation.

© Sleep patterns may improve as babies learn to relax and become 
calmer.

© Body awareness and balance are developed.
© For parents the bonding process is enhanced. They gain

confidence handling their babies and at the same time become 
more skilled at “reading” the non-verbal cues or communication. 
Self-esteem improves.

© Loving touch and close skin-to-skin contact increases the
hormonal responses developing maternal instincts and a sense of 
well-being.

© These can extend into other inter-family relationships with partner 
and children to develop and enhance overall confidence in their 
parenting skills, and improved quality in relationships.
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® Teaching children to recognise safe/good touch within a safe 
family environment may enable them to both recognise and 
vocalise incidents of inappropriate touch should they experience 
this.

Becoming Involved With Infant Massage
My own personal interest began when, quite by chance I had the 

opportunity to observe a massage class. Having had a child with special 
needs I recognised what additional benefits knowing and using massage 
would have brought to both her care and also to her enjoyment and 
quality of life. Realising that infant massage could provide many benefits, 
physical mental and emotional, for both infant and the person giving the 
massage, I then considered the possibility of including the teaching of 
infant massage in the scope of my work as a Public Health Nurse (PHN) 
and researched training options. I realised this could provide a source 
of parent education and postnatal support to young mothers as a locally 
based community initiative.

Training
I trained as an instructor with the International Association of Infant 

Massage, (IAIM). This is an internationally recognised organisation 
founded by Vimala McClure. She is an American who developed a 
massage programme based on a combination of Swedish and Indian 
massage strokes and reflexology after witnessing the benefit massage had 
made to babies and young children in the poorest orphanages in northern 
India where she did voluntary work in the 1960s.

The training initially involves a 4-day course consisting of theory, 
practical demonstration and “hands on” practical sessions. Afterwards 
written questions are completed in the student’s own time and a course of 
classes taught with both a self-evaluation and evaluation by the parents 
then being submitted for assessment.

Central practice of the IAIM is that trainers use the core training based 
on both sound foundations of infant and child development and recent 
research. Trainers are encouraged to keep up to date through the journal 
and attendance at study days that are organised.

The trainer uses a doll on which to demonstrate the massage strokes 
are over five weeks, concentrating on one area of the body each week. 
The following week the strokes for a new area are demonstrated and those
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from the previous week revised. Topics such as the benefits of massage, 
suitable oils to use and adapting strokes for older children are discussed 
as well as other unconnected subjects, which may come up in the course 
of the sessions.

Initial Planning And Setting Up The Classes
At this stage I hoped to be able to run classes within my normal 

working week in the health centre where I worked. I discussed this with 
my Director and as this was a new innovation she sought information 
and reassurance about the recognition of the training course. She also 
expressed concern about the level of intervention with the babies as it 
had not been made clear that in the classes the trainer demonstrates on 
a doll and the mothers work with their own infants. There is no “hands 
on” intervention by the trainer. Once reassured on these points she was 
encouraging in the setting up of these classes.

For the first session I ran (which was part of my training) I invited 
six mothers with infants aged 8 to 10 weeks who were already known to 
myself or to other PHNs in the health centre. Initially I phoned the mothers 
and explained I was completing the massage training. I invited them to 
join the classes I was running as part of this training. Having explained 
the format of the classes I followed this up with a letter confirming the 
details of times, the venue and what they might need.

Equipment Required
Having identified a possible venue I had to ensure that the room was 

block booked ahead for all sessions. Space in the health centre is limited 
and the most suitable room is much in demand. There was then certain 
equipment I had to assemble. As the parent sits on the floor with the infant 
on a small mat I had to acquire the mats - the parent brings their own 
towel for the baby to lie on. I sourced both small 50 ml plastic bottles with 
flip top lids for the massage oil which I provide, and the massage oil. I 
brought in a CD player to enable me to have some appropriate background 
music at the start of the class. As I offer parents tea and coffee provision 
for this was organised. Before these first classes I made out class plans 
and prompt cards to help keep me focused, 6 or 8 young babies may 
provide a number of distractions! I also created several brief leaflets for 
the parents to bring home if they wished underlining what we had done 
within the group. I always suggest they take one illustrating the massage
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strokes to act as a reminder after the sessions. This was something the 
mothers suggested in their evaluations.

Target Group And Continuing Classes
Having completed the training I continued the classes using the same 

format. I run a session over 5 weeks and then break for a week or two so 
that I don’t become stale. Having run 2 more sets of classes for which I 
actively sought out the parents the word was obviously spreading and 
mothers were asking to be included. In Kilbarrack health centre where I 
am based on the north side of Dublin, we have an active breast-feeding 
support group. I run the massage classes earlier the same morning so that 
if they wish mothers may go on to that group rather than coming again at 
a different time and to date this seems to have worked well.

The massage is not solely targeted at breast-feeding mothers; it is 
available for anyone interested. I would be keen to target any mothers 
within the local area, as it has become increasingly clear that attending 
the group has provided an important form of postnatal support. As in any 
group of people with a common interest - in this case young infants - the 
self-support and networking that evolves proves most beneficial.

Contributing To The Health Of The Community
As yet there has been no formal assessment of the impact on the health 

and well-being of the local community. At the end of each course I ask 
the participants to complete a short evaluation questionnaire. To date I 
have used these to assess and make adjustments to the classes based on 
parents’ responses and suggestions where appropriate -1 did not feel that 
the suggestion that we all go to lunch after the final class could be met 
out of the health board budget! However, encouraging mothers to stay in 
touch after the classes finish has become something I suggest, and this is 
happening.

Now that the classes have been running for over a year I plan to use 
these questionnaires as a basis for a qualitative evaluation by contacting 
parents who have attended. The purpose would be to establish what 
benefits parents feel they gained from attending such a class. These would 
include all aspects, physical, social and emotional. A similar evaluation 
was published in 2003 from a survey carried out within a community in 
northeast England by a health visitor who set up community massage 
classes. I am not aware of an Irish study to date.
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Parents’ evaluation has so far been positive and should impact, albeit
in a small way, on family health:
® Many express belief that the bonding relationship has been

improved, helping their baby relax, building and enjoying closer 
contact and recognising and meeting their babies’ needs more 
easily.

© Some expressed particular benefit in areas such as managing 
digestive or sleep problems

© Many expressed the benefits of discussing the various topics 
which are aired in the groups either as a specific pre-planned 
discussion or as raised in the course of the class.

© Whilst classes are available in some maternity hospitals, these
are provided locally enabling easier access and creation of a local 
network of friendship and support. Many of the group members 
continue to meet and socialise for various activities. This is 
important for mothers who feel isolated.

© Research has proved the value to mothers with postnatal
depression (PND) from learning to massage their babies and 
thereby promoting better maternal mental health. Dr Field2 
studied the impact on stress hormone levels in infants bom to 
mothers with PND, and demonstrated the improvement in these 
mothers’ self esteem and coping skills. Similar findings were 
made in a study by Onozawa et al3 at Queen Charlotte’s and 
Chelsea Hospital, London. These classes may be beneficial such 
as where PND goes unrecognised or unacknowledged.

Scope For Development
© Massage classes could be established in many local centres at 

very little cost to provide a community based service as outlined 
above.

© Children with special needs and their parents can gain many 
benefits from a programme of massage either within a group 
or individually from a more specific programme adapted for a 
child’s particular needs.

© There are other target groups varying with each local
community’s needs such as 1) young teenage mothers, 2) families
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where there is substance abuse, 3) parents identified with specific 
inter family relationship or bonding problems.

Conclusion
I have found that through the teaching of infant massage I have learned 

new skills and been able to extend these into my work as a PHN providing 
health promotion and support to families and individuals.

I would acknowledge the support of my manager in setting up this 
initiative. Also finally, last but not least, the mothers and their babies who 
have taught me as much as I hope I taught them.

References:
1) Field,T. Schanberg,S.
“Effects of tactile/kinesthetic stimulation on preterm neonates” Paediatrics May 1986

2) Field,T. Grizzle,M. Scafidi,R. Abrams,S. Richardson,S. Infant Behaviour and
Development 19, (1996) 107-112

3) Onozawa,K. Glover,V. Adams,D. Neena Modi,R. Kumar,C. “Infant massage
improves mother- infant interaction for mothers with postnatal depression”

Journal of Affective Disorders 63 (2001) 201 - 207
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Handouts/information sheets
As children grow and develop massage provides both a shared and 

pleasurable time for parent and child and an important opportunity to 
strengthen the bond of closeness and trust begun with the baby.

General tips
Children under 12 are more touch sensitive and will respond more 

through touch than through other senses 
A brief massage is better than none
Younger children have only short time memories - try to massage at 

least once a week so they don’t forget
Make whatever time special and individual to that child 
Ensure-wherever possible-a quiet time with minimal risk of 

disturbance.

Short schedule for a baby massage
1 ”Cup” the baby’s head - reassurance 2.
2 Forehead- stroking from the mid-line out (like opening a page of

a book)
3 Relax the jaw- small circles each side of the jaw
4 Chest- “open book” stroking from the mid chest line out
5 Rolling the arms
6 “Sun & moon” or “I love you” on the stomach
7 Rolling the legs
8 Thumb press all over the ball of the foot
9 Stroking with both hands back and forth across the back from 

neck to buttocks
10 “Combing” down the back with increasingly lighter strokes to 

complete the massage sequence
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Toddlers
© FIJN is the key - use songs and rhymes - they will like the 

repetition (even if you don’t!)
© Make the strokes playful - “plant a garden” “make a pizza” 

“round and round the garden”
© Help the learning process - name the parts of the body to aid body 

awareness as they start to learn the parts of their own bodies

Pre- school child
© Encourage active imaginations with stories and rhymes 
© Provides the child with the excuse to “revert” and some

“babying” type attention- often important if a new baby arrives at 
this time

© Strokes may be adapted to growing limbs
© Modesty may be evident - respect this - massage with some 

clothes left on

School child
© Provides excellent time and opportunity for one to one 
© Adapt strokes as limbs grow-do the strokes in 2 halves ie.-above/ 

below the elbow/knee
© May like to massaged lying on their stomach
© Oils may be introduced- let the child help choose
© Massage may provide the child with a comfortable & relaxed 

setting to discuss issues/problems 
© Music - particularly the child’s choice may be used 
© Encourage fantasy - “soccer players’” or “pop stars “’routines

Adolescents
© Close physical contact parent to adolescent often shunned 
© Massage hand or foot - or sore limbs after sport
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© Provides an ideal opening to develop communication 
© May chose less “threatening” position - face away from parent 
© Add adolescent’s choice of music
© May use oils
© May massage over clothes - avoid areas of developing sexual 

awareness

Why oil?
Using oil enables you to massage your baby more smoothly without 

causing friction with their delicate skin.

Oil or lotion?
Lotion tends to be absorbed more quickly and has to be reapplied more 

frequently so the massage is interrupted more often.

Scented or not?
Scented oils interfere with the natural bonding process of a baby 

knowing it’s mother’s “smell” therefore unscented oils are preferred.

Aromatherapy?
Use these only on the recommendation of a qualified practitioner. 

Some are absorbed through the skin or may be inhaled and young babies 
internal systems may be too immature to cope. SEEK QUALIFIED 
ADVICE FOR SMALL BABIES.

Types Of Oils
1. Refined oils

These are oils produced from petroleum using chemicals.
Although cheap it is unsuitable for massage 
Makes the skin slippery and the baby hard to manage
Because it leaves a layer on the skin it affects the skin’s normal 
functions
Feels greasy or sticky and may mark clothes
Many are scented and therefore would not be recommended
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2. Vegetable oils
There are 2 groups, both are good for massage:
a) Cold pressed oils
b) Refined vegetable oil 
Both have similar advantages:
© Non-greasy and should not mark clothes 
® Does not make the bay slippery to handle„
® Does not affect the skins normal functions^

Disadvantages:
a) Cold pressed oils 
Quality may vary •
May contain allergens to which the baby may be sensitive.-Patch 
test a small area first.

b) Refined oils
• Refining process may alter oil
• May contain residues of solvents used in processing

Recommended Oils
a) Olive oil
b) Sunflower - (dry oil, blend + vitamin E)
c) Sesame - (good for dry skin)
d) Apricot
e) Grapeseed
f) Coconut (fractionated) this refers to the processing which
removes the allergens and therefore rarely causes allergies caused 
by other nuts.

For this reason almond and peanut (arachnis) are no longer 
recommended.

_
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Are these important?
Yes, they are.
Cues are early communication and may be recognised even in young 

babies.
By watching the ways your baby responds you will come to recognise 

or “read” and understand much of what they are telling you.
Unlike language cues are not precise and all babies’ reactions will 

vary. By watching your baby you will come to recognise their individual 
way of telling you whether they are happy with what is going on or not.

All of these can be helpful when you are massaging the baby as 
indicators of the way they are reacting, and how you should proceed.

These indicators are also a way of judging how your baby is feeling in 
other situations in life.

Engagement cues
1) keeping good eye contact
2) facial expression - soft, relaxed
3) alert and interested - watching
4) smiling or “ooh” shaped mouth
5) cooing or babbling
6) arms and legs relaxed
7) relaxed but attentive - watching
8) reaching out to you

These would all be positive indicators that your baby is enjoying the 
massage - or whatever is going on at this time

Signs of stress
1) avoids good eye contact
2) eyes appear dull or closed
3) yawns, grimaces
4) drops jaw, sticks out tongue
5) coughs, sneezes, spits up
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6) hiccups
7) appears uneasy, extends legs
8) holds hand in front of face
9) uncontrolled movements
10) tightens muscles, stretches fingers
11) arches back

The last 3 or sometimes indications of a higher level of stress than the 
earlier list

Sometimes during massage your baby may show a short fussy period 
with some of the cues above when they are releasing some form of stress, 
but may then settle and enjoy the rest of the massage. Try it and see - this 
is a learning experience for both!
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Title of Submission

Setting up a Mother and Toddler Group

Type of Submission

Summary

Submitted by

Geraldine Murphy

Contact details

Geraldine Murphy,
Public Health Nurse,

Early Intervention Team,
Mullingar Health Centre,

Longford road,
Mullingar.

e-mail geraldinean.murphy@mailq.hse.ie
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Mother and Toddler Group
The Celtic Tiger which was responsible for Ireland’s economic success 

in the late 1990’s resulted in a population shift into the surrounding 
counties of Dublin. Villages and towns in Kildare, Wicklow, Westmeath, 
Meath and Louth swelled with a new population of young, eager families 
attempting to get their step on the first rung of the property ladder. In 2002 
I started working in one such village. After a few months of working in 
the village, it became apparent that there was a gap in the community. 
Many of the newcomers commuted to Dublin not coming home till late 
in the evening, leaving little opportunity for them to mix in their new 
community. On the arrival of their first child many of the new mom’s 
realised they didn’t know their neighbours and had no friends in the area. 
Many of the new mothers expressed a wish to meet new people but there 
was no social setting where this happened naturally. This was a great 
source of concern to me as a Public Health Nurse as social isolation can 
have implications for maternal stress and well being (Sepa et al, 2004).

My target group for this venture included all families within the 
community who had children under five years of age. The community 
where I worked had a very strong community spirit within the original 
members particularly the older member of the community. I hoped 
that in some way that the parent and toddler group could tap into this 
spirit and pass it on to the younger generation and facilitate community 
integration.

I advertised locally for people interested in starting a parent and toddler 
group and initially seven mother appear (no fathers), but the third meeting 
only two of the original ladies continued to consistently appear.

The community already had a very well established club for older 
people set up by a local community group. We consulted with this local 
community group to gain knowledge about establishing a parent and 
toddler group. They offered us the use of the community centre and 
offered to cover the rent for the first year. They also directed us on where 
to get financial backing and on how to facilitate the running of the group. 
The two mothers also visited other local parent and toddler groups to get 
ideas of what might work for them.

The major difficulty we had in starting the group was funding and 
after numerous letters we secured four thousand euros. This money came 
for the Department of Social Welfare and was to be used for parental 
education only. We approached some local business to see would they
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offer us some funding for equipment and the local community group also 
gave us some funding.

I have since left the area and I had the pleasure of revisiting the group 
as part of my evaluation for this project. The first initial thought I had on 
visiting was how many of the local women were present at the group. 
On some occasions they can have as many as 27 mothers at the group. I 
talked to the ladies present on that day and they discussed benefits such as 
meeting different people, the children enjoying themselves and the group 
spirit. One of the problems identified by the core two women who started 
the group was getting the other women to take responsibility for the group 
if either of the women is away.

This experience has thought me the value of having a small core group 
of committed people when embarking on a new project. Starting a parent 
and toddler group was also a new experience for me and I won’t feel as 
daunted by the process of facilitating the starting of a project like this 
again.

The group contributes to the social health of the population of the 
village by providing a natural setting for community integration and 
promotes social gain for families attending the group. The group provides 
a opportunity to parents to exchange information and informal support to 
families. The community participation of the mothers may also promote 
further involvement in community groups throughout their lifetime.

The biggest cost implication for us as a group was the time spent 
organising the group. The work profile of the area and staffing levels 
in the area did not change while I was helping organise the group. This 
initiative is an extra commitment on my behalf and on the core group of 
ladies who organised the group.

I do feel that the social gain from such groups is difficult to measure 
but from the small evaluation that 1 did it does appear to have a positive 
impact on the families who attend such groups. My regret is that the 
mothers who attend such groups are predominately middle class and 
this would also be reflected in this group. As Public Health Nurses we 
must endeavour to target low income group and offer them a suitable 
opportunity for social support.

I have since moved into early intervention working with children with 
developmental delay and I would like to start a parent and toddler group 
for these parents. The ladies from my core group have kindly agreed to 
assist me in my new venture.
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Women’s Community Projects

‘To accomplish great things we 
must not only act, but also dream;
Not only plan, but also believe”

Anatole France 1884-1924

My name is Mary Healy and I would like to share my involvement as a 
Public Health Nurse with the Women’s Community Projects (Mullingar) 
Association Ltd. I inherited my involvement from Catherine Corrigan 
PHN who had been involved with the projects since its foundation in 
1985. The mission statement of the projects is:

“To facilitate the empowerment of women through education 
training and community enterprise development”

Back in 1985 Ireland was in the midst of an economic depression. 
Sr. Finbar Breslin observed a need to provide a service for women. She 
identified that the service would not work unless there was childcare. 
From the start quality childcare facilities were made available to all 
course participants.

The aims of the Projects are as follows:
• To facilitate women in identifying their needs and in developing 

their potential.
• To provide learning and training experiences, which address the 

needs, identified.
• To be a catalyst for bringing Voluntary and Statutory 

organisations together.
• To promote and develop Enterprises for women who have 

undergone training on various projects.
• To provide childcare facilities for participants of the Women’s 

Community Projects and also parents attending other Community 
Education Programmes.

From humble beginnings the Projects now include:
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1. An adult education facility.
The courses provided are varied and include:

• Computer Technology
• Communications
• Maths/Bookkeeping
• Personal Development
• Childcare/Parenting
• Spiritual Guidance
• Community Arts
• Needlecraft
• First Aid
• Calligraphy
• Reflexology and Aromatherapy
• Business English (Pitman)

The choice of courses are subject to an evaluation process done in 
partnership involved in the projects. I have an active involvement in this 
process in my current role as chair of the Education committee. At the 
end of each academic year the participants on all courses and tutors are 
invited to focus groups to discuss how they enjoyed the courses and have 
they any thought about future courses. Two years ago there was concern 
from many about the change in Mullingar from a sleepy market town 
to a satellite of Dublin. All agreed that family life was being affected. 
The following course was designed to attempt to to expose participants 
to alternative ways of engaging in positive thinking and to foster better 
communications in families.

A wide variety of activities were provided such as:
• Board Games
• Crafts
• Drama
• Fishing
• Theatre
• Communications
• Parenting Healthy Lifestyles
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2. A community enterprise, Homecare Services.
This service provides employment for women who have been involved

at the projects. The main areas of work are domestic, business, cleaning
and catering. Now in it’s third year as a F.A.S. funded Social Economy
Project with 5 full-time staff.

The activities of Homecare Services provides employment for
■ 23 Cleaning Operators - not accounting for the hundreds of 

women placed in employment since 1987
■ 1 Catering Assistant

Homecare Services currently has
■ 8 commercial cleaning contracts
■ 65 clients availing of it’s services

On average 2 cleaning blitz’s are carried out each week.

The Ironing Service provides employment for
■ 3 full-time and 3 part-time staff inclusive of Ironing Supervisor
■ The service caters for up to 150 customers per week.
3. Mullingar Parish Community Employment Project is also part 

of the projects. This project provides support staff for all of the 
Women’s Community Projects activities in the Parish Centre and 
staff for the maintenance of the parish buildings. Employment 
areas include: childcare assistants, Care-taking, Maintenance and 
accounts/administration.

4. Mullingar Money Advice and Budgeting Service is also 
included under the umbrella of the projects and is a hugely 
valuable resource to any public health nurse dealing with 
vulnerable families. The aim of this service is to provide advice, 
assistance and support to enable people to get out of debt and 
manage their money successfully.

5. The Mullingar Community Counselling Service is a vital 
component to any project that deals with people. Many 
participants of the course find themselves availing of this service 
after or during a self-awareness programme. The aim of this
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service is to provide a one to one counselling service. Again this 
service is free and will take referrals directly from the PHNs.

The following statutory and non statuary bodies are involved in the 
projects:
• V.E.C
• F.A.S
• HSE Midland Area
• County Council
• Department of Social, Community and Family Affairs
• Members of the Business Community
• E.S.B.
• Society of St. Vincent de Paul
• Mullingar Credit Union
• Parents
• Church Bodies
• Staff
• Participants

While life has changed in Mullingar since 1985 the projects have 
endeavoured to embrace these changes. Mullingar has, over recent 
years changed from a mono to a multicultural society. The projects have 
attempted to address this change by developing courses to foster good 
intercultural awareness and combat racism. A course was developed in 
association with Waterford Institute of Technology. The aim is to develop 
skills among national and non-national women to be pro-active in the 
community by creating a positive attitude towards intercultural awareness. 
In my work in the community this again has been of great assistance. I 
can offer an isolated mother, new to Ireland, with perhaps little or no 
English a place that will provide language classes and so much more.

Currently The Project has a membership of 252, with 166 women 
currently participating in Education and Training Activities. There is a 
multicultural membership representing 14 different nationalities. Seventy 
to eighty women, on average, attend the various activities daily. Childcare 
caters for 105 infants and children on average daily. 145 children are 
currently registered. The childcare facility also provides childcare to 
parents participating in training provided by V.T.O.S, Mullingar Travellers
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Group, Fresh Start Youth Training Development Agency, Health Board 
Referrals and Women in Crisis. This facility is monitored by a child care 
committee. I was a member and also chaired the committee for two years. 
The Assistant Director of Public Health Nursing now holds the position.

My present involvement is on the education committee of which I 
am Chairperson. The time commitment is about two hours monthly but I 
think you will agree that it is a valuable two hours.
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Contact details

Theresa Griffin 
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Community Services 

Athy Road 
Carlow.

Tel: 059 9136511
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Parenting Programmes

Background:
As Public Health Nurses our aspirations are to be Clinicians, Managers 

and Health Promoters (Hanifin 1997).
The Commission of Nursing (1998) recommends that Public Health 

Nurses should be allowed to focus to a greater extent on a health promotion 
and disease prevention role in the community.

In practice because of our busy workload and densely populated areas 
I feel concerned that our health promotion role is being neglected. The 
invisible role of health promotion is not quantifiable, therefore, in my 
opinion is seen as a secondary role by management.

Introduction:
With Co-Facilitator Trish Anderson, Child Care Worker I run three 

different Parent Plus Programmes. These are practical and positive video 
based courses for managing and solving discipline problems in children 
aged 0-6 years, 4-11 years and for parents of teenagers. Trish also runs 
one-to-one sessions with parents.

In 1998 I came to work in what was then known as the South Eastern 
Health Board. My area comprised of an urban and rural population. In 
the course of my work I realised that there was a gap in my service - 
parenting.

As Pugh et al (1994) outlined I felt that parent education programmes 
were needed to:-
• Develop greater self-awareness
• Use effective discipline methods
• Improve parent-child communication
• Make family life more enjoyable
• Provide useful information on child development

Having made my Director of Nursing aware of the gap in my service 
she facilitated me to attend a two day Facilitator’s Course in Dublin’s 
Mater Hospital run by Dr. Carol Fitzpatrick, Child Psychiatrist and Mr. J. 
Sharry, Social Worker.

Trish, who also attended the same course and I met and discussed how 
to organise a Parenting Course in the Carlow area. We then approached
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her Principal Social Worker and my Director of Nursing for funding to 
begin running regular courses. The funding was readily made available 
from the Principal Social Worker as th need for this service had been 
foreseen.

We decided to start with the 4-11 year course. We made a decision that 
this six week course would be>
• Free to all clients
• Free creche facilities
• Day time run
• During school term

This has helped to decrease the drop-out rate. Like Dawson et al 
(1998) I found the following to be some of the reasons for the drop-out 
rate:-
• Logistical factors e.g. time, day, distance to course
• Single parents
• Low education levels
• Family dysfunction
• Low socio-economic group/lacking social skills
• Ethnic group
• Children with greater number of and/or more severe behaviour 

problems

Target Group:
I decided to offer the programme to all parents in my area with children 

of three years and over. Trish got her referrals through the Social Work 
Department. Flaving the funding available we approached Sr. Nancy, a 
Community Worker in my area who was very helpful in supplying rooms in 
the Community and two creche helpers. We placed advertisements in the 
local parish newsletter and the local paper and spoke to our colleagues. We 
also informed Bamardos and Cando (Carlow Area Network Development 
Organisation) who were considering running something similar, that we 
were starting our first six week course in May, 1999.
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Challenges:
Because we had no secretarial support, Trish and I had to:-

• Photocopy all handouts
• Put handouts in individual envelope folders
• Buy toys for the creche
• Post all applications for the course to the participants.

The time spent doing the above came out of my working day. When 
we commenced the course in May, 1999 I was allocated three hours 
relief per week for the six weeks in my area, but since 2000 no relief or 
secretary’s help has been available.

Evaluation:
The participants completed an evaluation form at the end of each 

course. As a result of these evaluations we have improved our service:-
• We supplied a T.V. and Video for the children in the creche
• Instead of envelope folders we now give ring binders and cover 

each page in the hand-out in plastic which the participants find 
more user friendly.

Since 2001 our service has become more widely known in the area. 
We now receive our referrals from:-
• Paediatricians
• Court Judges
• Probation officers
• Psychologists
• Social Workers
• Public Health Nurses
• Self Referrals

We now have a waiting list for each of our three programmes, the most 
popular one being the 4-11 years age group with thirty two names on the 
list. To address these waiting lists, courses would need to be run more 
frequently.

We run up to four courses a year during the school term. We also 
make sure we have a cross-section of the community on every course i.e.
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from barristers, nurses, unemployed, and housewives to social work and 
court referrals.

Recommendations:
• Parenting Courses should be more widely available
• There also should be one-to-one parenting classes available
• More staff should be trained in parenting skills
• There should be evening as well as day courses
• There should be material suitable for those with poor literacy 

skills
• Courses should be held in the Community rather than in Health 

Service premises
• Always have a cross-section of participants.

Conclusion
The population in my Public Health area in Carlow has increased from 

4,000 in the year 2000 to over 6,000 in 2005. Without Public Health 
nurse relief and clerical support, I will not be able to continue to offer the 
same number of parenting Courses each year. Without the co-operation 
of my Public Health colleagues who constantly pick up the short fall in 
my area, I would not be able to run the courses I hold at the moment
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Parents Plus Programme for Parents of Children 

Aged 4 to 11 years
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May 99 8 7 1 7 1
Oct 99 5 2 0 2 1 2 3
Jan 00 9 6 1 0 2 6 3
May 00 7 4 1 1 2 3 2 PSYC
Se pt 00 7 2 3 1 1 4 1 2
Mar 01 7 4 2 1 3 3 1
May 01 6 3 1 1 1 4 1
Sept 01 7 S 1 1
Jan 02 7 4 1 1 1 4 3 1
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Apr 04 10 8 1 1 5 2 1 2
Nov 04 8 7 1 2 2 3 paed
Feb 05 9 4 1 2 2 7 2
Apr 05 13 11 2 1 5 7

paed = Pediatrician
phn = Public Flealth Nurse
psyc = Psychology
sw = Social Worker
cccl = Community Child Care Leader
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Parents Plus Early Year Programme
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Parents Plus Programme for Parents of Teenagers
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Parents Plus Programme

From May 1999 to May 2005 we have run:
Programmes for parents of children aged 4-11 year
Early Years Programmes
Programmes for parents of teenagers
Cost of Original Material
Training
Consultation Day 
Post and package 
0-6 Years Course 
4-11 Years Course 
Teenage Years Course

Parents Plus Course costs per programme:
Rent of two rooms per course (€25 per day)
Payment of two creche workers
Tea/Coffee etc
Ring Binders/Plastic pockets
Paper and photocopying costs not know
Cost of Facilitator’s time not known
Total per course

17
2
3

€330 each (€660)
€100
€ 15 each (€45)
€480
€380
€380
€1685-€2045

€150-€300 (6-12days) 
€240 
€25 
€20

€435 - €735

Preparation time per Course:
Taking referrals and contact with 
prospective attendees

3 hours Preparation 
and familiarization 
with course content

4 hours (this 
will take much 
longer at 
initial courses)

Preparation of handouts 
(photocopying and putting in plastic 
pockets

8 hours (could be 
prepared by admin 
staff)

Facilitation of each session/course = 3 
hours x 6 to 12 sessions per course 18 
to 36 hours (depending of which age 
group course is being delivered)
Travel time, setting-up, evaluation of 
sessions

3 hours
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PARENTS, PARENTS !!!!!!!!
Would you like to join a small group of parents in a

PARENTS PLUS EARLY YEARS COURSE

The Parents Plus Early Years Programme is a practical and positive video- 
based course for managing and solving discipline problems in children

aged 0-6 years

A FREE COURSE WILL COMMENCE NEAR YOU SOON

WHEN?? WEDNESDAY, 21st JANUARY, 2004 FROM 10 A.M. TO 12 NOON FOR 8 WEEKS

WHERE?? SACRED HEART CLUB, 1 CHAFFE STREET,GRAIGUECULLEN
WHO WILL MIND MY CHILDREN??

CRECHE FACILITIES WILL BE AVAILABLE FREE OF CHARGE
The course is open to all parents.

If you are interested you may register with 
Nurse Theresa Griffin,Public Health Nurse, Telephone (059) 9136511

S.E.H.B. Community Care Centre, Athy Road, Carlow
or

Patricia Anderson, Child Care Worker, Telephone (059) 9136571 
S.E.H.B. Social Work Department, St. Dympna’s Hospital, Carlow

Please sign and return this section below:

PARENTS PLUS BOOKING SLIP

Name

Address

___ Tel. No.

Mobile No:

Please indicate your preference: I will attend I will not attend 
Number of Children availing of Creche Facilities
Please return this section to Ms.Theresa Griffin PHN or Ms. Patricia Anderson, Child Care Worker 
at the above addresses.
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SACRED HEART HALL 
GRAIGUECULLEN, CARLOW

INVOICE

e
4th Feb. 05 To hire of two rooms 25.00
4th Feb. 05 To two helpers at 10.00 per hour each 40.00

11th Feb. 05 To hire of two rooms 25.00
11* Feb. 05 To two helpers at 10.00 per hour each 40.00

18th Feb. 05 To hire of two rooms 5.00
18th Feb. 05 To two helpers at 10.00 per hour each 40.00

25th Feb. 05 To hire of two rooms 25.00
25th Feb. 05 To two helpers at 10.00 per hour each 40.00

4th Mar. 05 To hire of two rooms 25.00
4th Ma. 05 To two helpers at 10.00 per hour each 40.00

IT11 Mar. 05 To hire of two rooms 25.00
11th Mar. 05 To two helpers at 10.00 per hour each 40.00

Total €390.00

12th March 05.

To Nurse T. Griffin 
South Eastern Health Board 
Athy Rd.
Carlow

All payments to be made payable, please, to Sec. Sacred Heart Hall, 
Graiguecullen, Carlow.

T. Clarke. Sec.
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INSTITUTE OF COMMUNITY HEALTH NURSING
I completed the higher diploma in Public Health in 1997.1 began work 

in a rural area of North County Longford, taking in child health, geriatrics, 
terminal post natal etc. Afterwards I worked for sometime in Mullingar 
urban area, and the urban area of Baliymahon, Co. Longford.

Following graduation I took part in part-time study with Dr. V. 
Moloney on the developmental child 0-4 years, which covered basic and 
primary stimulation with a major emphasis on children with special needs 
and developmental delay.

In 2000 a vacancy arose in Longford/Westmeath Health Service 
Executive for a second early intervention nurse, which I applied for and 
was accepted. I was then working in Longford and Athlone, with families 
that had children with different disabilities, supporting the parents, and 
working a programme suitable for their children in conjunction with the 
team.

In late 2002/2003 there was an increase of children bom with special 
needs in the health board region of Co. Longford. I suggested to the 
parents that it would benefit them if they met up with other parents in a 
similar situation. I booked a room in a local community centre and hosted a 
coffee morning to facilitate the meeting. Our first meeting was in October 
2003 and the parents decided to meet after that on a weekly basis. To 
keep the group motivated I organised activities and information mornings 
from Oct-Dec 2003 such as baby massage, a mother who participated in 
Brainwave Programme and Brid Gavin Psychologist spoke on behaviour 
management for children with special needs.

The first A.G.M was held on 31-03-04 we went about accessing 
funding. I contacted the local VEC to visit our group and assist us to set 
up a committee in order to access funding. We formed a constitution with 
the objective of supporting parents and helping parents to understand their 
own child’s development and needs, to inform and assist and complement 
the statutory services available.
• The parents in the short term decided to provide a programme 

of speakers to speak on a number of topics relating to early 
intervention and for this we applied to the Midland Health 
Board for funding (HSE). Our long term aim was to develop 
a programme which involved structured activities to stimulate 
development through play. We applied to Katherine Howard 
Fund, Longford Urban and County Council, Department of
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Social and Family Affairs, Community Foundation of Ireland and 
Longford Community Resources for funding.

We were successful in receiving funding from some of the above 
organisations and our group went from strength to strength and between 
Mar - Dec 2004 we ran the following programmes;
• Nutrition
• Speech & Language Development
• Physiotherapy for special needs children.
• Early Intervention Seminar & Clinic with Dr. Vincent Moloney. 

On a lighter note we organised a visit from Santa to the Centre and a
family trip to a play activity centre in Athlone, Co. Westmeath.

In February 2005, the Longford Child Care Committee funded a seminar 
on conductive education with an emphasis on development through play. 
As a direct result of this seminar, we employed a student therapist, and 
on the 27fl’ April 2005 we commenced a weekly play therapy group. Our 
Play Therapist works with children between ages of 2-4 and parents and 
children receive great benefits from this service.

In March 2005 we organised a sibling workshop with aid of the 
social services of Sisters of Charity of Jesus and Mary, Mullingar, Co. 
Westmeath in our Resource Centre. The programme was ran over two 
days and attended by 13 children and was very successful.

Other activities of the Parent to Parent group include CPR for the 
Parents, twice yearly clinics with Dr. V. Molonery and the newly appointed 
special needs Education Officer spoke to our parents that had children 
starting mainstream school in September 2005. We have a representative 
from our group on the childminding sub group of the Longford childcare 
Committee and also on the Committee for Equality & Diversity.

Activities planned for the remainder of 2005.
Brainwave Seminar followed by a training programme if funding 
available, Early Intervention Clinic 
Sibling Work Shop-, Refresher Swimming 
Food and Nutrition Official Launch

Evaluation:
The number of new parents that have continued to join our group 

suggest its own success. The Group has complemented the Statutory
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Services available but most of all it offers great support to the parents 
and families involved. I never anticipated the success and impact of the 
group. To date all costs have been covered by funding.

Recommendations:
That Health Services Executive services should give more support to 

groups like Parents for Parents. I would also like to see a similar group 
set up in the Athlone Area.

Appendices

CONSTITUTION

NAME: Parents for Parents (PFP)
The name of the organisation will be hereinafter referred to as the 
Group, and abbreviated as PFP.

MISSION STATEMENT.
To provide a support group for parents of young children with 

disabilities. - To help parents understand their own child development 
and learning needs in consultation with the Midland Health Board.

AIMS AND OBJECTIVES OF THE GROUP
a. To Provide speakers on a regular basis on topics relating to child 

disability.
b. To develop an early intervention programme which involves 

structured activities to stimulate development through play.
c. To share information and good practice concerning children with 

disabilities.
d. To source funding relevant to the needs of the group.
e. To base with the Midland Health Board for additional services.
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GROUP
a. The Executive Group will consist of Chairperson, vice- 

Chairperson, Secretary, Joint Treasurers and PRO.
b. The work of the Parents for Parents Group will be to execute 

decisions taken by the group and further the aims and objectives 
of the group.

c. The records of PFP Group and the minutes shall be deemed to be 
the property of the current officers of the Group. The Group shall 
cause proper minutes to be kept and all cheques and payments for 
monies shall be signed by two officers of the Group.

d. This Group shall meet not less than 10 times during the year of its 
office.

e. A quorum of half the members plus one must be present before 
the Group can take a decision

f. Notification of meetings with a copy of the agenda must be sent to 
all members not less than 3 days prior to a meeting.

g. Decisions must be agreed by the majority of those present and 
voting. In the case of a tied vote, the chairperson, will have the 
casting vote.

h. The officers Group shall be empowered to appoint sub-Groups. 
These should include at least one member of the officers Group.

i. When a vacancy arises, due to resignation or termination, the 
group have the power to co-opt a person to fill that vacancy.

j. Confidentiality: General confidentiality of the business of the 
meeting shall be respected at all times.

ELECTION OF OFFICERS TO THE EXECUTIVE GROUP
a. The officers Group shall be elected at the Annual General 

Meeting (AGM).
b. Candidates for election to the officers Group shall be nominated 

and seconded by two current members of PFP Group. All 
members have voting rights and they must vote in person.
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c. Those nominated must accept their nominations in person unless 
they have indicated their willingness to accept a position in 
writing.

d. Officers Group members shall be elected to service for a period of 
one year.

GENERAL MEETINGS
a. General Meetings shall be deemed open, ie may be attended by 

nonmembers unless the meeting votes otherwise.
b. Notice of the AGM shall be convened by the officers no later than 

13 calendar months after the previous AGM.
c. Ordinary general meetings may be convened at the discretion of 

the officers Group.

AMENDMENTS TO THE CONSTITUTION AND 
RESOLUTIONS
a. Amendments to the constitution may be put only at the AGM or 

to any EGM called for that purpose.
b. b. Resolutions may be put to any general meeting.
c. Amendments to the constitution shall be proposed and seconded 

by the officers Group, one of whom must be present at the general 
meeting.

TERMINATION OF MEMBERSHIP OF THE GROUP
A member of the Group shall cease to be a member of the Group:
(i) if he/she is absent from three consecutive meetings without undue 

reason being given;
(ii) upon receipt by the secretary or chairperson of the Group of his/ 

her resignation;
(iii) upon behaviour unacceptable or contradictory to the constitution 

of Group.

FINANCE
a. The Officers of the group shall have the ultimate responsibility to

the membership for the financial affairs of the Group.
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b. The Group may seek funding from relevant sources it deems 
suitable under conditions it deems acceptable.

c. The Group may organise and partake in local fund-raising 
necessary for the development of group activities in order to 
enhance the work and development the work of Parents for 
Parents.

Signed:
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Parents for Parents 
LIST OF GROUP ACTIVITIES 

2003/2004
22/10/03 Baby Massage
29/10/03 Baby Massage
03/12/03 Brainwave-Speaker Fionnula Barry 
17/12/03 Behaviour Management-Speaker Brid Gavin Psychologist
24/03/04 Dr V Maloney- Early Intervention Seminar 
31/03/04 AGM with guest speaker Mary Toher VEC 
07/04/04 Nutritionist-Fiona Muldoon 
OS/OS/04 Physiotherapy -Laura Cooke
04/06/04 Language Development- Speech Therapists Joan Keady 

and Rhoda Hogan
11/12/04 Family Trip to Ticky Boo Athlone 
13/12/04 Dr V Maloney- Early Intervention Clinic 
20/12/04 Santa’s Visit to Centre

LIST OF GROUP ACTIVITIES 2005
09/02/OS Social Worker-Rachel 0 Connor
19/02/OS Conductive Education Seminar -Marie Carroll (sponsored 

by the Longford childcare Committee)
14/03/OS CPR Training 
30/03/OS & 31/03/05

Sibshops- workshops for children who have a sibling with a 
disability which enable them to share their
experiences.

27/04/OS Commencement of new weekly play therapy group 
24/OS/OS Special Needs Education Officer Ann Donnelly
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LIST OF ACTIVITIES PLANNED FOR 2nd QUARTER
Summer Outing

Early intervention Clinic
Brainwave Seminar - Followed by training 
programme if funding available Sibshop Refresher

Parents for Parents
Parents for Parents will be holding our next 
meeting in the Family Centre, Longford on 

Thesday the 24th of May at 8pm.

Our meeting will be followed at 9pm by our 
guest speaker Ann Donnelly newly appointed 
Special Needs Education officer who will speak to parents on 

her role in assisting the transition of the child with special 
needs to mainstream National School.

All are very welcome to attend

History of Brain Gym©
Paul Dennison, Ph.D., director of the Brain Gym Foundation, 

developed the Brain Gym program over a period of 25 years as an 
educational specialist, drawing from a broad spectrum of innovative work 
in education and personal development. The current Brain Gym Handbook 
was developed in collaboration with over 29 Educational Kinesiologists 
from around the world.

Dr. Dennison has been an educator for all of his professional life. His 
work is based on an understanding of the interdependence of physical 
movement, language acquisition, and academic achievement. This 
education system grew out of his background in psychology. He received 
the Phi Delta Kappa award for outstanding research at the University of 
Southern California in 1975 and was granted a Doctorate in Education 
for his research in beginning reading achievement and its relationship to 
covert speech skills.
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Dr. Dennison served as director of the Valley remedial Group Learning 
Centres for 19 years, helping children and adults turn their learning 
difficulties into successful growth.

He and his wife, Gail E. Dennison, have published seven books and 
manuals, beginning with Switching On: A guide to Edu-Kinesthetics, 
published in 1980, and most recently Brain Gym for Business: Instant 
Brain Boosters for On-the-Job Success published in 1994 with Jerry V. 
Teplitz.

The Brain Gym Foundation was established in 1987 in Ventura, 
California, USA, as a nonprofit/educational organisation. This foundation 
has since trained thousands of professionals at various levels to facilitate 
the Brain Gym program worldwide. The work is being extensively 
applied in Australia, Africa, Canada, Europe, New Zealand, Russia,
South America, Asia and the USA. At present it is being implemented 
in schools in the USA after being accepted by the National Learning 
foundation in early 1990’s. Translated into 40 different languages, 90 
different countries are currently using Brain Gym(r).

The educational philosophy, language, and procedures basic to Brain 
Gym. synthesise some of the best thinking, research and applications 
offered to date by educators.

Many in Ireland have seen the true value of the wonderful Brain Gym 
simple activities as they have applied these to their classes and on a one- 
to-one basis with students of all ability levels and seen improvements in 
performance, behaviour and physical ability.

The Brain Gym Foundation (founded by Dr. Paul Dennison) has revised 
and updated their techniques in the last number of years and Brain Gym 
can now be done handsfree. This has enabled many wonderful teachers 
and assistants to use the modern version of Brain Gym in a variety of 
learning situations.

The revision of techniques also reflects modem information about 
how the brain works and how to make it function more effective and 
efficiently with the body.

Brain Gym is being taught to teachers, SNAs, and many health care 
professionals throughout Ireland.

0 2004 P King © Brain Gym Ireland © Brain Gym Foundation
USA,UK & Ireland
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Excepts from the Longford County Child Care Committee 
Newsletter

child

development

Longford County Childcare Committee looks forward, to 
assisting, supporting and informing individuals and groups in 
applying for funding under the Equal Opportunities Childcare 
Programme.

Types of funding available include,
To build, renovate or upgrade childcare facilities for Self-Employed 

Providers. To build, renovate or upgrade childcare facilities for Community 
based groups. To support staffing costs for community based childcare 
facilities.
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PARENTS
In this issue we would like to focus on the supports that exist for Parents 

and Childcare providers with concerns about children’s developmental 
progress. Betty Fox is the Public Health Nurse for Early Intervention and 
Special Needs in County Longford who highlights the services available 
to children with developmental needs.

For Service Providers who are concerned about a child, one should
• Have knowledge of their local Public Health Nurse (PHN). 

Any developmental deviations that a provider feels she/he sees in 
a child contact the PHN and arrange to meet and discuss the client 
and concerns.

• The PHN can arrange for the client to be called to a 
developmental clinic and the appropriate referrals to be made 
to the Early Intervention TeThe Early Intervention team 
consists of Community Paediatricians, Speech and Language 
Therapists, Public Health Nurse for early intervention and 
special needs, Physiotherapist, Occupational Therapist and 
Psychologist

• As referrals are made to the Early Intervention Team, the 
Public Health Nurse on this team co-ordinates services for the 
client and supports them throughout all stages.

• In some instances the Public Health Nurse may be able to 
work with childcare centres to provide information talks for 
parents or give informal advice on child health care practice 
at childcare centres.

Parents

The Parent’s first contact with their local Public Health Nurse is 
usually within the first couple of days when they come home from 
hospital with their new baby. The Public Health Nurse works in the 
community as part of the multidisciplinary team. The first visit is usually 
a home visit and over the next number of months the Parent or Carer
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may be requested to bring the baby to the health centre for a screening 
programme for early detection of development problems. Usually the 
Parent and the Public Health Nurse build up a good rapport and 
if the Parent has any concerns about the baby’s or young toddler’s 
development he/she should contact her local PHN or GP.

If it is a speech delay he/she can contact the Health Centre 
in Longford at 043-46211 and make a referral herself to speak to a 
Therapist.

Since last October a Parent to Parent Support Group 
has been set up and meets weekly on a Wednesday morning 
10.30am-12.30om at the Family Resource Centre. St. Michael’s
Road. Longford Town. At this meeting parents of children with 
development needs from birth to 4 years have an opportunity 
to discuss where they are with their children and arrange 
speakers to meet the group and discuss topics that are related 
to their children’s needs. For further information on the 
Support Group please contact Betty Fox, Public Health Nurse for 
Early Intervention

Photographed below are Parents who attended the Conductive Education training day
in January.
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Title of Submission

Early Intervention Team For Children With 
Developmental Delay

Type of Submission

Short report

Submitted by

Geraldine Murphy

Contact

Geraldine Murphy,
Public Health Nurse,

Early Intervention Team, 
Mullingar Health Centre, 

Longford road,
Mullingar.

e-mail geraldinean.murphy@mailq.hse.ie
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Early intervention Team for Children with 
Developmental Delay

I work as a Public Health Nurse for the Early Intervention Team 
in Mullingar. The purpose of our team is to provide Transdisciplinary 
assessment and interventions for children aged 0-6 years with 
Developmental Delay within the geographical area of Mullingar. These 
children present with significant delayed development or conditions that 
can put them at risk of delayed development.

This work involves learning and development, prevention, health 
promotion, supporting parents, establishing access to services and high 
quality. This involves research for children and young people as well. 
Our vision is to provide integrated care for our clients and their families 
focussing on their abilities and skills. The EIT service aims to be organised 
and cohesive and work together towards this common goal

Early Intervention services aims to help and assist the family to
• Learn the best ways to care for your child
• Support and promote your child’s development
• Include your child in your family and community life

It is a family focussed service, which looks holistically at the child 
within the context of the family.

The early years of a child’s life are very important. During the infant 
and toddler years children grow quickly and have much to learn. Some 
children face special challenges and need extra help. Early help does 
make a difference.

As a parent is the most important person in your child’s life. We work 
with the parents to identify their child’s needs, set goals and to help you 
provide interventions.

The Mullingar Early Intervention Team (MEIT) exists to seek to 
improve the health (health gain) and quality of life (social gain) of the 
children aged between 0- 5yrsl lmths with developmental delay.
• place emphasis on the provision of the most appropriate care and, 

in particular, on early intervention
• engage in consultation with interested parties to assess needs, set 

priorities and identify health gain and social gain targets
• improve the quality of services and the manner in which they are 

delivered
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• encourage staff to work together to provide the best quality 
services in the most efficient manner

• develop a culture in which those providing services take explicit 
responsibility and are accountable for the achievement of our 
service targets

Our vision is to provide integrated care for our clients and their 
families focussing on their abilities and skills. The EIT service aims to 
be organised and cohesive and work together towards this common goal 
Integrated care for our clients is working towards
• Incorporating national principles and MHB Hallmarks of Quality
• “Integrated care is care which is person-centred, accessible and 

seamless service based on needs and preferences of people using 
the service”

• “Team working across disciplines and agencies”
Teams Assessment have progressed from being a Multidisciplinary 

to Transdisciplinary assessments according to best practice as evident in 
literature and experience. There are family centered assessments and 
interventions. We focus on the team work together and develop the 
services starting from structuring a Referral Form to the Team. We are 
introducing of validated and high sensitivity screening tool such as the 
ASQ to the Community. Establishing primary and secondary screening 
levels and then moving on to Tertiary referrals. Trying to streamline the 
referral process working towards one post box. Training the therapists 
in common assessment, joint therapy and single file. Working with 
Disability and Mangers to secure location. Secretarial backup. Creation 
of joint planning. Individual Educational Plan. Individual Support Plan. 
Establishing a link worker for each family. Establishing courses like the 
Hanen, Parenting Plus, Lamh to support the families in the Community.

The work involves learning and development, prevention, health 
promotion, supporting parents, establishing access to services and high 
quality. This involves research for children and young people as well.

We have achieved a high level of integrated care in the view of the 
challenges we face. The challenges include, all the professionals are 
not based in the one building. The MEIT does not have it own service 
plan or budget and relies on the continued support of our line managers. 
The achievements of the team in view of these challenges highlights the
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commitment and enthusiasm of each team member to achieve our goal 
and shared vision we have for clients with disabilities.

In the past each professional on the team saw a client with developmental 
delay in a unidisciplinary way taking a case history, carrying out an 
assessment and formulating their own report, and providing their own list 
of recommendations and scheduling the child for therapy or review. This 
gave the family
7 case history forms to complete 
7 professional assessment appointments 
7 reports
7 sets of recommendations and /or guidelines 
7 therapy/ review appointments to start with

Our innovation has a single assessment day for the parents meeting all 
the professionals within a 2 hr period on one day. There is 1 case history 
form, a common assessment and a medical assessment.
The family now has 
1 case history form to complete 
1 appointment 
1 report
1 set of recommendations
1 set review date for all professionals and set joint therapy appointments

In December 2003 the MEIT was selected as a pilot site to implement 
an integrated model of service delivery.

Developments:
Audit of all the different team professionals
each professional on the team was interviewed and
a number of parents attending the integrated assessment day interviewed
team roles explored
common assessment tool decided upon
case history form standard
report template
referral pathways
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open referral system
referral from devised
referral criteria decided upon
information sharing protocol
information leaflet devised
your child’s care records document devised
standard operating procedures being devised
development of a master file/single file

The MEIT was fortunate to be selected has resulted from our fortunate 
to be selected as a pilot site to implement an integrated model of service 
delivery in December 2003.

All team members who worked together to bring our vision for 
the service to where it is today.
Each team member gave commitment and shared the common 
goal.
Line managers support and initial designated time
Senior management in Midland Area offered support and resource
time
Sisters of Charity, (Voluntary Organisation) provide the 
psychology services and the social 
Work services to the team.
Integrated Care One Network (ICON) Project Team provided the 
framework for us to proceed with integrated care.

ROLES OF EACH TEAM MEMBER FOR THE CLIENT.

Early Intervention Team Nurse
My role as Public Health Nurse for the MEIT includes the Initial visit 

to the family home to provide information about the service and to collect 
information (case history) on the child’s development. Subsequently 
I provide home visits, practical and emotional support, information 
regarding relevant benefits and entitlements. The nurse liaises with your 
local public health nurse and medical services as needed.
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Area Medical Officer
The AMO screens the child’s development and medical needs at 

developmental clinics and coordinated onward referrals as needed.

Paediatrician
The paediatrician provides specialist medical assessment and 

provides input for ongoing medical needs of the child. This may involve 
requesting laboratory investigations, scans and onward referrals to other 
specialities.

Speech and language therapist (SLT)
The SLT helps children to develop their communication skills to their 

full potential. The following areas may be focussed on: early interaction 
and socialisation, feeding, play, understanding of language, speech, 
muscles of mouth, and non-speech systems of communication such as 
gestures, signs, pictures and computerised aids.

Occupational therapist (OT)
The OT helps the child develop independence skills in the areas of 

motor co-ordination, play, self help skills and sensory function.

Physiotherapist
The physiotherapist promotes the child’s physical and motor 

development, to maximise their physical fitness, well being, mobility and 
functional independence. The physiotherapist offers advice on equipment 
to assist mobility and development.

Psychologist
The psychologist regularly assesses the child’s developmental progress 

and provides you with advice and recommendations on suitable activities 
for home, pre-school and school placement, behavioural and emotional 
difficulties, support and counselling for parents.

Social Worker
The S W provides support for the families. She provides a link between 

the special pre-school in the area and the EIT. She is an invaluable link 
and support in the transition stages form home to pre-school and pre
school to school
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Children with disabilities and their families benefit hugely from this 
Early Intervention Service. Parents are actively involved in individual 
education and planning and interventions. They have rapid access to 
the Community and the Hospital for ongoing care. The programmes in 
the Community like the Parenting Plus and Hanen Parent Programme is 
hugely successful and there is an extremely positive feedback from the 
parents.

From the service point of view there is cohesion and organisation. 
Integrated care for the client that is seamless.
For the professionals it has led to continued professional 
development and transdisciplinary working, working across 
boundaries with shared goals 

The family now has 
1 case history form to complete 
1 appointment 
1 report
1 set of recommendations
1 set review date for all professionals and set joint therapy appointments 

One parent has commented “all the professionals are working together 
with me for my child”.

We are following best practice for children services with disabilities.

What are the potential learning outcomes?
The potential learning outcomes for other professionals is Learning 

to work together as good team players. Working with a common goal. 
Working with families. Establishing services as per best practice 
guidelines.

We are already beginning to implement the integrated care model 
within Athlone and Longford

We have shared our learning with other teams in different care group 
areas and in different sectors regarding our learning to date within the 
HSE Midland Area.
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Recommendations?
The continued development of the Transdisciplinary model of care 

for the child and families. As a team to further this approach to care we 
have started to work on family focused care planning. We also intend to 
extend our transdisciplinary model of care to include the newly appointed 
Education Officers,

Our plans for the future include the commencement in September of 
a parent and toddler group for children with special needs. To further 
develop the support we offer to families with a positive behavioural 
support programme for parents of children with challenging behaviour 
and to continue running such programmes as parents plus and a swimming 
camp for children with disabilities.
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Title of Submission

Selection Of Special Beds And 
Pressure Relieving Mattresses

Type of Submission

Short report
Joint project with Occupational Therapists

Submitted by

Donegal Public Health Nurses 
Occupational therapist involved Geraldine Herron, Anne

Flannery,

Contact

Catherine Me Bride
Assistant Director of Public Health Nursing Co. Clinic 

Letterkenny, Co. Donegal 
Tel 074 9123764

e-mail Catherine.mcbride@mailb.hse.ie 

or Denise Gillespie
Public Health Nurse, Health Centre, Ramelton,

Co. Donegal 
Tel 074 9151527
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Selection of Special Beds and pressure relieving 
mattresses

Overview
A joint initiative between occupational and public health nurse team 

The expected outcome was to standardise the approach by staff 
involved in the relevant assessments and recommendations for 
equipment.

A working group was set up. A literature research was undertaken and 
consultation with acute hospital community hospitals public health nurses 
and occupational therapists The pressure to buy from a particular sales 
representative was over come by an evaluation of the product involved.

The decision to now ordered equipment is now done with higher level 
of knowledge and is evidence based. Following a holistic assessment 
the most appropriate piece of equipment for the client is now ordered this 
has resulted in not necessarily the most expensive being ordered. The 
provision of the right aid/equipment has enable clients to be maintained 
at home.

The team are now planning to develop standards relating to hoist and 
slings.

Summary of Presentation of the Project
Mount Errigai Hotel, Letterkenny, Co. Donegal

Interdisciplinary working between Occupational Therapists and 
Public Health Nurses in Co.Donegal
Developing Protocols for choosing Special Beds and Pressure 
Relieving Mattresses with Public Health Nurses Issues that arose

Why did the project evolve?
. Increasing numbers of clients being cared for at home.
. High dependency needs.. High equipment needs.
. Greater risk of developing pressure area damage 
. Increased Health & Safety risks for carers.
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“Traditional Practice” - before 2002
Occupational Therapy and Public Health Nursing Services both 
ordering beds mattresses.
Limited monitoring of products.
Limited sharing of information.
Increase in staffing levels in both services.

Working group established _ why?
To examine current practices.
To establish best practice guidelines.
To develop protocols based on client need.

Issues that arose
Lack of standardised approach, minimal guidelines and inconsistencies 

in criteria
Little sharing of information about products
Varying levels of skills in assessing for products
Inequity in service delivery
Concerns regarding over-prescription of products
Difficulties in stock control due to diverse range of products
Concerns regarding storage, cleaning and recycling of equipment
Budgetary implications

Agreeing existing criteria
Initially developed by the Occupational Therapy service 
Reviewed in conjunction with Public Health Nursing Service 
Agreed criteria adopted by both services

Reviewed in conjunction with Public Health Nurses Service. 
Agreed criteria adopted by both services.

Selecting an Assessment Tool
Agreed that:
All patients should be assessed using same framework.
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All patients should be assessed using a number of set criteria.
Patient risk potential would be highlighted.
“Common language” used by all staff.
Literature review of risk assessment tools and pressure ulcer grading 

system undertaken.
An appropriate 'community based’ risk tool could not be found. 
Agreement to use ‘Waterlow’
Stirling pressure ulcer severity scale adopted.
Clinical judgement.

Matching score to product
Need to limit use of highest profile equipment to clients with greatest 

need.
Identified Shipperley’s flow chart and categorisation tool.
Classify products into appropriate categories.
To guide staff to most appropriate choice of equipment according to risk 

assessment.

What Happened Next?
System piloted in Letterkenny area by Public Health Nurses for 3 

months.
Enthusiastic support for new model.
Inter-disciplinary training sessions provided for all staff across county. 
Each staff member provided with protocols.

Outcome
Profile of pressure care has been elevated.
Educational/training needs have been identified and addressed.
Patient care has improved.
Over-prescription has reduced.
Attitudinal change in prescribes.
Confidence has increased.
Manual handling issues have improved.

ICHN- ‘A Glimpse’

180



October 2005

Increased awareness of each services role.

One Year On
Protocols are being reviewed.
Need to develop risk assessment tool for cushions.
Need to review range and properties of cushions being used. 
Reduction in amount of very high spec mattresses being ordered. 
Plans for centralised cleaning/recycling centre underway.

Criteria for Provision of Aids and Appliances.
A - Special Beds -

1 - Standard Hospital Bed
2 - Height Adjustable Manual Bed
3 - Height Adjustable Bed - Electric
4 - Profiling Bed - Manually operated
5 - Profiling Bed - Standard
6 - Profiling Bed - Double

A. Special Beds
Description - A piece of equipment designed to facilitate:
1) Increase the client’s level of independence in relation to bed 

transfers and bed mobility, and/or
2) Specifically address any health and safety issues for Carers.

Assessment by appropriate Personnel i.e.
a) P.HN - for uses of Nursing Care, pressure management etc. or 

Carer’s Health and Safety.
b) O. T. - for issues in relation of functional ability and 

independence, or Carer’s health and safety.
Please note that beds no. 1- 4 are not currently being ordered by 

Donegal Community Services and are included here only because of the 
fact that there are a number of them in use at moment and thus may be 
available for recycling/reissue.
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Special Beds are available in the following categories:

1. Standard Hospital Bed
Description - a metal frame bed, of fixed height, on braking casters and 

with/without an integrated angle adjustable backrest.

Criteria for Provision
Client meets eligibility criteria for the provision of medical aids 
and appliances.
Confirmation of medical diagnosis.
Existing bed has been assessed by appropriate personnel and 
regarded as unsuitable.
Provision will improve client’s level of independence.
Client’s condition makes use of standard bed difficult or 
impossible.
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2. Height Adjustable Manual Bed
Description - A metal frame bed with integrated back rest and braking 

casters which is adjustable in height by the hydraulic means, usually a 
foot operated mechanism.

Height adjustment needed to accommodate changes or heights required 
for users and/or Carers.

Note: Although these beds are already in use within the N.W.H.B., they 
should be used with caution, because of health and safety guidelines - i.e. 
the hazard’s involved in the physical activity of activating the hydraulic 
mechanism - thus compromising the carer’s own posture.

Criteria for Provision
• Client meets eligibility criteria for the provision of medical aids 

and appliances.* Level of physical ability makes use of standard 
hospital bed difficult or impossible.

• Constant electricity supply is not available.
• Client or Carer is not cognitively capable or reliable in managing 

an electrically operated bed.
• Carer has physical ability to use hydraulic model, see note above.
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• Use of height adjustable bed will reduce burden of care on 
Carer.

• Use of height adjustable bed will ensure health and safety of the 
Carer.

• Client has been assessed by professional who has recommended 
need for same - see assessment criteria

3. Manually Operated Profiling Bed
Description - A hospital type fixed height bed with a manually operated 

profiling action - usually a hand lever.

Criteria for Provision
• Client meets eligibility criteria for the provision of medical aids 

and appliances.
• Level of physical ability makes use of standard hospital bed 

difficult of impossible.
• Constant electricity supply is not available.
• Client or Carer is not cognitively capable or reliable in managing 

an electrically operated bed.
• Carer has physical ability to use hydraulic model, See previous 

note.
• Client has been assessed by professional who has recommended 

need for same.

4. Profiling Bed - Standard
Description - An electrically operated height adjustable bed which has 

additional features of upper and lower body elevation to facilitate the 
required positioning.

All features can be controlled by either the user or Carer by the use 
of a hand held control.These beds accommodate/include the use of 
various accessories eg. Monkey pole, cot sides, hoist etc. and are 
usually used for clients with high level needs/disability.

Criteria for Provision
• Client meets eligibility criteria for the provision of medical aids 

and appliances.
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• Level of physical ability makes use of standard beds difficult or 
impossible.

• Provision of bed would enable user to move from lying to sitting 
position, and vice versa, independently.

• Use of profiling bed will ensure health and safety of Carer.
• User and/or Carer are capable of intellectually and physically of 

managing the controls and accessories provided.
• Non provision may result in home-care breakdown and may result 

in admission to hospital/residential unit.
• Use of above bed options have been assessed as inappropriate.

5. Double Profiling Bed
Description - As for standard profiling bed but is 6ft wide by 6 ft 8 

inches long and presents as two sin beds within one solid frame. (Note - 
this length is required for reasons of safety and comfort in using profiling 
action.).

Variation in the profiling actions are available and can be specified 
following assessment.
Points to consider when ordering double profiling beds..
Both mattresses heights should be kept level.
N.B. Double profiling beds are not issued as standard within the North 

Western Health Board.

Criteria for Provision
• Client meets eligibility criteria for the provision of medical aids 

and appliances.
• Level of physical ability makes use of standard bed difficult of 

impossible.
• Provision of bed would enable user to move from lying to sitting 

position, and vice versa, independently.
• Use of profiling bed will ensure health and safety of Carer.
• User and/or Carer are capable of intellectually and physically of 

managing the controls and accessories provided.
• Non provision will result in home-care breakdown and may result 

in admission to hospital/residential unit.
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Use of other bed options have been assessed as inappropriate.
1 Recommended for reasons of safety and comfort by appropriate

personnel following assessment.
1 Being part of a couple.

A COMPARISON OF PRESSURE ULCER RISK FACTORS 
USED IN VARIOUS RISK-ASSESSMENT TOOLS

Risk Factor Norton

Mobility V

Activity V
Nutritional Status X

Mental Status V

Incontinence/Moisture V

General physical condition V 
Skin appearance X

Medication X

Friction/shear X

Weight X

Age X

Specific redisposing 
diseases

Gosnell

V
V

V

V
V
X

V
V 

x 
x 
x

x

Waterlow Braden

V 

x
V 
x
V
V

V

V 
x
V

V
V

V

V
V
V

V

X

x
x
V 

x
X

X

Waterlow Pressure sore prevention/treatment policy
The Waterlow assessment scale has evolved from a risk assessment card 

(Waterlow 1985) to a combined prevention/treatment policy (Waterlow 
1991) and is one of the most common pressure sore risk assessment scales
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used in the UK. The scale contains a great many presumed risk factors 
grouped into seven categories, some of which reflect those devised by 
Norton et al (1975); each category contains 4-7 weighted items. Scores 
of each category are summed and the total‘s used to identify whether the 
patient has a low, medium, high or very high risk, a high score indicating 
a high risk. It is intended for use on a wide range of patient groups, 
including elderly people, but it lacks discriminatory power when used to 
predict risk in this client group- most elderly inpatients being identified 
as high or very high risk. To date the published literature contains no 
satisfactory reports on the discriminatory ability of the risk factors, the 
testing and development of the risk factor weightings or the derivations 
of the thresholds classifying levels of risk.

RING SCORES IN TABLE, ADD TOTAL. SEVERAL 
SCORES PER CATEGORY CAN BE USED

Build for weight/height Skin type visual risk 
area

Sex Age Special Risks

Average 1 Healthy 1) Male I----- tissue Malnutrition
Above average 1 Tissue Paper 1 Female 2 Eg. Terminal Cachexia
Obese 2 Dry 1 14-49 1 Peripheral Vascular 8
Below Average 3 Oedematous 1 50-64 2 Disease 5

Clammp(temp raised 1 65-74 3 Anaemia 5
Discoloured 2 75-80 4 Smoking 2
Broken/spot 3 81+ 5 1

Continence Mobility Appetite Neurological deficit
Complete/Catherised 0 Average 1) E.G Diabetes, M.S,
Occasion Incont 1 Fully 1 Poor 1 CVA 4
Cath/Incont of Faeces 2 Restless/fidgety 2 N.G.tube 2 Motor sensory
Doubly Incont 30 3 Fluids only 2 Paraplegia 5

Apathetic 4 NBM/Anorexic 3 6

Restricted

Inert/Traction

Chair-bound
Major surgery/trauma Medication Total Score
Orthopaedic Cytotoxoics 4 At Risk 10
Below waist, spinal on 5 High Dose Steroids 4 High Risk 15
table more than 2 hours 5 Anti-inflammatory

4
Very High Risk 20+
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Stirling Scale

Stage 0- No clinical evidence of a pressure sore.
0.0 Normal appearance, intact skin.
1.1 Healed with scarring
1.2 Tissue damage not assessed as a pressure sore.

Stage 1- Discolouration of intact skin (light finger pressure 
does not alter discoloration)
1.1 Non-blanching erythema with increased heat.
1.2 Blue/purple/black discoloration - The sore is at least Stage 1.

Stage 2 - Partial-thickness skin loss or damage
2.1 Blister
2.2 Abrasion
2.3 Shallow ulcer, no undermining of adjacent tissue.
2.4 Any of these with underlying blue/purple/black discoloration or 

sore is at least Stage 2.

Stage 3- Full thickness skin loss involving damage/necrosis of 
subcutaneous tissue, not extending to bone, tendon or joint 
capsule.
3.1 Crater, without undermining adjacent tissue.
3.2 Crater, with undermining of adjacent tissue.
3.3 Sinus, the full extent of which is uncertain.
3.4 Full-thickness skin loss but wound bed covered with necrotic 

tissue masking full extent of tissue damage.

Stage 4 - Full-thickness skin loss with extensive destruction 
and tissue necrosis extending to underlying bone, tendon or 
capsule.
4.1 Visible exposure of bone tendon or capsule.
4.2 Sinus assessed as extending to bone, tendon or capsule.

Source: Reid and Morison (1994)
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Guidelines for the selection of Pressure Relieving Equipment.
Pressure relieving equipment has been divided into five categories 

(A-E), according to its effectiveness. It should be requested by category 
rather than by the manufacture’s name, for example 'mattress category 
B’.

A flowchart based on the Waterlow Risk assessment tool has been 
designed to help staff choose the most appropriate equipment for each 
patient. Any existing pressure damage should be graded using the Stirling 
pressure ulcer severity scale. The Waterlow Scale should be used to aid 
the assessment process. It is not reliable on its own and the assessor must 
therefore also use his or her clinical judgement. All members of the team 
involved in the assessment process must use this tool in the same way. 
Once a patient score has been identified, the flowchart can be used 
to indicate the appropriate category of equipment. The aim should 
be to provide the lowest level of pressure relieving equipment to 
prevent damage or help it heal.

Patients must be reassessed regularly. If their condition deteriorates, 
they may need equipment that is in a higher category. If a patient shows 
signs of pressure damage once the equipment is in place, such as non
blanching erythema; it should be replaced with an item from a higher 
category. If there is an improvement in the patient’s condition, the 
equipment should be replaced with an item from a lower category. 
Dynamic replacements mattresses (Category E) are usually 
supplied only to patients who are in bed 80% of the time and/or 
have existing grade three or four pressure damage. The use of this 
expensive equipment should be reviewed regularly and should 
continue only until the patient’s condition has improved.

Patient Assessment for Equipment
1. Waterlow Risk Assessment
2. Grade existing Pressure Sore (Stirling Scale)
3 Clinical judgement/mitigating Factors
4. Use Flow Chart (handout)
5. Identify correct category of equipment
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Clinical Placement Co-ordinator in the Community 

Introduction
An exciting new development in community nursing practice is 

the introduction of the pilot role of community clinical placement co
ordinator (CPC). The community role of the CPC was recommended by 
the Nursing Education Forum’ in their published report - A strategy for 
a Pre-Registration Nursing Education Degree Programme. The national 
evaluation by the DOH&C2 confirmed that the hospital CPC role had 
been crucial to the support of students on clinical placement. This support 
includes preparing the clinical site in terms of learning, supporting clinical 
staff with regard to practice development, and the implementation of best 
practice.

The one year pilot of the community role commenced in September 
2003 with six public health nurses (PHNs) drawn from the selected pilot 
sites throughout the republic of Ireland attending a three week training 
course hosted in Dublin by the Nursing and Midwifery Planning and 
Development Unit (NMPDU) of the then Eastern Regional Plealth 
Authority.
Preparation for role of community CPC

The first and third weeks of this course were held in the classroom and 
the middle week was spent shadowing a CPC in the hospital setting that 
was linked to the undergraduate programme of each of the six pilot sites. 
The classroom subjects taught included

Learning Styles Teaching & Assessing 
Evidenced Based and Reflective Practice 
Quality Clinical Learning Environments 
Practice Development 
Interpersonal Skills 
Change Management and Leadership 

This course was followed up six months later with a two day session 
in Stewarts Hospital Dublin where the six community CPCs met up to 
share experiences. Such a small group of students allowed for a more 
participative and interactive learning experience. The six pilot sites were 
subsequently evaluated by a research team from UCD. The report on this
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evaluation was forwarded to the Department of Health and Children in 
September 2004 and recommendations from this report are still awaited. 
Roll out of the pilot in Community Care Area 7, Northern Area, 
HSE.

My pilot site was arranged for CCA7 in the then Northern Area Health 
Board. Following the three week training course, I set up office at one of 
the nine health centres within this community care area. The third level 
institution responsible for the undergraduate programme was University 
College Dublin (UCD) and the hospital setting for the students was the 
Mater Misericordiae University Hospital. The fact that this community 
nursing role had never previously existed was both interesting and 
challenging, I had had to transfer from one community care area to 
another and therefore had to make new friendships and to leam a new 
work culture.

There were many rales laid down by Forum 2000’ which I had to use as 
a guideline for implementation of the community CPC role. Most of these 
had been addressed and debated on the training course. However, I also 
assumed the freedom to interpret and implement the role of community 
CPC as I thought appropriate.

Impact of change from diploma to nursing degree course on;

Students:
Moving from a diploma to a degree course meant that nursing students 

were based in a third level academic institution. They would now receive 
a course of lectures on community health and community nursing prior 
to their community placements. I would also meet the students in the 
university setting, explain my role to them and brief them on their student 
role in the community. Although most of the students were in their second 
year they would have less experience in the hospital clinical setting than 
previous students when undertaking their community placements and this 
clinical experience was now at supernumerary level.

Public Health Nurse Preceptors:
Public health nurse preceptors were required to attend a teaching 

and assessing course based on the new nursing degree. Negotiation 
with the third level institution and the teaching hospital agreed a two- 
day preceptorship course in the Centre for Nurse Education at the Mater 
Misericordiae University Hospital. A register of attendance that I hold
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shows that, to date, nearly two thirds of preceptors in CCA7 have received 
certification of completion of this course. Hospital CPCs facilitate these 
courses and it has been helpful for the PHNs to be introduced to the 
original CPC model. It also offers PHNs an opportunity to give feedback 
on their teaching role with students.

These new links between hospital and community have provided 
other valuable educational opportunities far PHNs. Some of the PHNs in 
CCA7 attended an eight week course in bioethics in the Centre for Nurse 
Education from January to March 2005, inclusion of PHNs in future 
educational courses is also planned. In my role as community CPC, I 
can foster this liaison with the hospital through my work with the CPCs 
and the practice development team, I am also a member of the hospital 
nursing education sub-committee.

Community CPC.
Another change in practice is that the students are allocated to a named 

PHN preceptor. To support this change I have taken over the role of 
allocation of students, a duty which was formerly the responsibility of an 
Assistant Director of Public Health Nursing. This duty requires accurate 
information about preceptor availability at health centres and ongoing 
contact with the allocations officers in both the university and the teaching 
hospital. A 100% attendance is now expected of students so any time lost 
needs to be renegotiated and full attendance signed off. As all students are 
now the responsibility of the University, their placements are streamlined 
to fit the university calendar. This has meant that concentrated blocks 
of students are placed at arranged times during the year in specialist 
placements such as the community.

Recently, An Bord Altranais3 has reduced the minimum requirement 
to two weeks in each speciality placement. Other specialities include 
accident and emergency, child care and paediatrics, mental health and 
psychiatry, care of the older person, operating theatre and maternity care. 
Eighteen weeks in total is the requirement for specialist 
placements. Of the two weeks required in community speciality 
placement only one week is allocated to the public health nurse.
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Clinical Learning Environment:
Another requirement was that there would be 'a written, structured 

and facilitated student orientation to the clinical practice placement’ An 
Bord Altranais4. A preliminary document which included student learning 
guidelines for the placement, an area map, information about CCA’7 and 
the role of the public health nurse was compiled. This draft document 
was then circulated to all preceptors and the nursing management team, 
for their comments. The revised copy was placed in health centres for the 
students’ use. The folder was further upgraded following feedback from 
the first block of students and informal feedback was also gleaned from the 
students at their reflective practice sessions on Fridays. Students attend a 
group orientation session early on Monday mornings with the community 
CPC, an individual session with the CPC at their allocated health centres 
midweek and then a further group session on Friday afternoons. They are 
given mobile and landline numbers far the community CPC should they 
need to make contact at other times.

To support my work as CPC across the nine health centres, the 
community nursing management team, the university and the teaching 
hospital, I was granted access to a mobile phone, a laptop and e-mail, 
luckily I had typing skills as there is limited secretarial support available 
to community nurses.

Both students and preceptors subsequently completed questionnaires 
which were designed to collect feedback on selected aspects of the 
placement and the role of the CPC. Feedback from these questionnaires 
was forwarded to the university and the teaching hospital and used for a 
further upgrade of the student folder. The results of this evaluation also 
highlighted the need for a more concrete tool which students could use to 
provide a focus for their reflective practice sessions with me on Fridays. 
An exercise which the students were asked to complete following a family 
visit in the home setting which had had an impact on them was developed. 
This tool has proven very useful as a trigger for describing and sharing 
their experiences in the community.

Evaluation of Placements:

Students
Questionnaires were given to the first block of 32 students at their 

reflective practice sessions an Fridays. Feedback from the students on their

195



ICHN - ‘A Glimpse ’

placement was very positive. They appreciated the amount of individual 
time given to them by their PHN preceptors and saw the preceptors as 
excellent role models. They found the student folder informative and 
the support of the CPC invaluable. Although they enjoyed the visit in 
the home the most, same students were shocked at the social conditions 
which they encountered when home visiting.

The overall difficulty they mentioned the most was the lack of time 
and the brevity of the placement. They considered a longer placement 
would allow them time to adjust to and appreciate the community 
environment and therefore have more valuable clinical questions. They 
would have time to review assessments made in the first week and the 
extra experience may allow them to have some of their skills list signed 
off. Their skills list includes competencies such as wound care, the giving 
of injections, catheter care etc.

Preceptors
Questionnaires were circulated to the PHN preceptors when the first 

block of thirtytwo students had completed their placements. The PHN 
preceptors were very positive in response to the student placements and 
the role of the CPC. They had felt that overall the students had been 
self directed learners, were aware of their learning guidelines and that 
there were sufficient learning opportunities in the clinical environment to 
enable these students to achieve their learning needs.

Barriers identified to learning included lack of time, lack of space in 
the health centre environment and the need for improvement and update 
of practice guidelines for PHNs. The PHNs commented positively on the 
students’ knowledge of and adherence to their dress code and also to their 
Code of Professional Conduct5. The preceptors saw the CPC role as 
supportive to both students and preceptors and their comments showed 
that they were both aware of and supported the practice development 
aspect of the role.

Other aspects of the CPC role:
Undergraduate students are allocated for distinct blocks of weeks 

throughout the year which ideally supports and allows dedicated time for 
the practice development aspect of the community CPC role. The fact that 
the Director of Public Health Nursing (DPHN) made the decision to base 
the pilot community CPC at a local health centre has meant that the CPC
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sees daily the evidence of the complexity of clinical demands on public 
health nursing. This in turn provides direction to the areas of practice 
which require further development.

Being health centre based has also provided me personally with an 
invaluable and irreplaceable support system. I owe the ongoing success 
of my role as community CPC to the day to day support I receive from 
my PHN colleagues. In order to maintain and add to my own clinical 
skills, I have completed training as an infant massage instructor and offer 
this service to parents and infants at a local family support centre. Unlike 
PHN caseload work, it is a structured programme with a limited amount 
of families which I can schedule to fit within my CPC role.

Last year a User Group was formed at the health centre where I am 
based. Members include the multidisciplinary team and a member from 
the administrative team in the area. The purpose of this group is to address 
health centre issues in relation to access, safety, equipment and repairs 
etc. I have agreed to act as secretary to this group, and in doing this, I have 
learned more about the roles and responsibilities of the administrative 
staff and also about health and safety and risk management.

Practice Development
Although the pilot community CPC role has been designated at generic 

PHN level, my reporting relationship is to the Director of Public Health 
Nursing (DPHN) who I meet with frequently to negotiate the development 
of my role. My DPHN has facilitated my role in practice development by 
including me in debating and working on some of the issues that emerge 
from day to day practice in the area. The projects which have emerged 
not only keep me in touch with the needs of the area but contribute to my 
own professional development and lifelong learning. Taking part on the 
reference group for role development in public health nursing services set 
up by the NMPDU is one such instance.

Links with UCD have also involved me in work with lecturers on the 
Higher Diploma of Public Health Nursing Course. Learning guidelines for 
these Higher Diploma students have recently been revised and I was more 
than happy to contribute to this exercise as the guidelines were now to be 
developed using the same framework as the undergraduate programme 
i.e. The 5 Domains of Competence, An Bord Altranais**.

Access to the internet and to e -journals has allowed me to search 
for, download and circulate, up to date information on clinical topics for
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PHNs and community RGNs. This access has been particularly helpful 
in keeping up to date with innovations worldwide in primary health care 
nursing. One of the health centres in this area which provides placements 
for undergraduate students has been designated as a pilot site for the 
primary care strategy.

Designing a poster with the PHNs in Ballymun Health Centre for their 
Early Year Open Day in March 2004 was not only an enjoyable experience 
but one which provided ideas which other health centres could replicate. 
The PHNs in Summerhill Health Centre have now adopted some of the 
ideas used by the PHNs in Ballymun for their own Early Years Open Day 
poster in June 2005. This continual contact with all of the health centres 
allows for cultivation and transfer of clinical ideas, it has also opened a 
window for me on some of the differences in the practice of community 
nursing from one health centre to the next.

In August 2004 a representative group of PHNs from CCA7 came 
together, our purpose was to create a mission statement for public health 
nursing. This piece of work required us to critique mission statements 
written by other agencies. We also had to sit and agree on how we would 
define public health nursing in a way that would reflect the work that 
PHNs actually did and have this acceptable to both clients and colleagues. 
The following was the statement which was proudly presented to our 
colleagues at an area meeting:
'We believe that individuals, families and communities have a right to 
determine and respond to their health needs in partnership with a public 
health nursing service that promotes equity, advocacy, quality and lifelong 
learning, in collaboration with the primary health care team ’
Mission Statement Public Health Nurses, CCA 7 August 2004
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Practice Development 

Population Health
My own special interest in practice development has been in the area 

of population health and the necessity for health needs assessment to 
guide practice, skill mix and service delivery. Within the first week of 
commencing post in October 2003, 1 had agreed with the then DPHN 
to initiate work on population health. The organisation of systems to 
allow more fully for this approach has been my starting point for this
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particular project. A Street Index listed by District Electoral Divisions 
(DEDs) showing populations and deprivation scores by health centre and 
caseloads is nearing final draft. This will not only provide the foundation 
for more advanced work in the area of health needs, but has had the 
impact of bringing the notion of health needs assessment on to the agenda 
for public health nursing.

To visually support this work, wall and hand maps of community care 
area 7 have been created which show the boundary line of the community 
care area, that of the 40 DEDs which it contains, and the population and 
deprivation scores of these units. These maps have been very well accepted 
and I have had many orders from other multidisciplinary team members 
for copies! It is easy to see how the rising tide of the development of 
practice also supports the clinical learning environment for students and 
concurrently elevates many boats!

Conclusion
I have been a public health nurse for twenty two years and believe 

fully that it is one of the most frustrating, rewarding but also one of the 
most potentially powerful roles in nursing. I accept at this point that there 
will never be enough resources to meet all needs, but this is not a good 
enough argument to delay making the necessary changes. Rather it should 
be the impetus to commit fully to developing community nursing towards 
its potential. I see the role of the community CPC as the most appropriate 
and synchronous opportunity to develop community nursing into the 
future. Hopefully, the evaluation document which is held in the DOH&C 
will provide evidence for implementation of the community CPC role 
nationally and in particular dedicated time for the practice development 
feature. That this evidence is acknowledged, made visible and acted upon 
is vital for the professional development of community nursing.
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Abstract
Breastfeeding is normal. However we live in a world where it is 

viewed as a key public health measure, which is important to the mother 
and child (UNICEF, 1998; Sikorski et al., 2002). In this current climate, 
promotion of breastfeeding requires the active involvement of everyone 
in the health services. Health workers can play a key role in the protection, 
promotion and support of breastfeeding. The critical role of breastfeeding 
knowledge, skills, and education for health care workers is stressed in 
the interim report (Dept of Health 2003). There have been significant 
changes in breastfeeding education in Ireland over the past ten years. 
This thesis endeavours to explore nurse training in breastfeeding from the 
perspective of experienced trainers of the 18-hour breastfeeding course. 
The exploration is carried out through the lens of adult education and 
from a systems perspective. A qualitative research design was employed, 
using semi-structured interviews as a means of gathering data from five 
trainers.

The research project elicited qualitative data and a thematic, grounded 
analysis was conducted as described by Bumard (1991). Findings revealed 
that trainers on the 18-hour Breastfeeding course around the country face 
many challenges. There is no standardized course. Only one formal audit 
of an 18-hour Breastfeeding course has been done over the past ten years. 
All trainers, while being qualified and practicing midwives, are also 
International Board Certified Lactation Consultants. Trainers who are in 
Clinical Midwife Specialist posts seem to have a more formal, supported 
structure where the role of trainer is incorporated into their job description. 
Other trainers do not seem to have that structure and support, particularly 
those in the community. Findings also reveal serious concerns related to 
secretarial support and training in the use of audio-visual equipment.

There needs to be an urgent review of the course structure and delivery 
at national and regional levels. This review should be done in partnership 
with representatives from third level institutions involved in midwifery 
training and representatives from the Nursing Midwifery Planning 
Development Units. This curriculum content review should consider the 
development of modules based on adult education theories. This would 
allow for a more participatory and reflective type of learning to occur.

The trainers are, despite the current challenges, all very aware of the 
learning needs of the course participants and because they are all involved 
in clinical practice, very in tune with the needs of the Irish breastfeeding 
mother.
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Breastfeeding Support Groups 

Background to study:
There has been intensive research documenting the importance of 

breastfeeding for mother and child, family and society (Lewis 2003). The 
global strategy on infant feeding recommends exclusive breastfeeding for 
the first 6 months of life and to continue up to two years and beyond with 
adequate complementary feeding. Breastfeeding rates in Ireland are one 
of the lowest in the developed world. The National Health Promotion 
Strategy (Department of Health & Children, 2000) highlighted that the 
previous breastfeeding targets set were not being achieved. They reported 
that only 29% of mothers breastfed their last child. It was in the context of 
these low incidences of breastfeeding and the desire to engage community 
members, that the Western Health Board developed breastfeeding support 
groups. These initiatives aimed to encourage and promote breastfeeding 
in the community by rebuilding and revitalising support networks for 
mothers utilising the skills of local volunteer peer supports. In this study 
the author evaluated the support groups and examined the impact the 
group had on mothers who attended.

Why you started this particular aspect of your work?
Irish breastfeeding rates are low, much lower than other European 

countries and we need to increase them. In 2002 in my work area 47% 
of postnatal mothers on discharge from hospital were breastfeeding. 
There was only one breastfeeding support group in country Galway and 
this only occurred once a month at 7 o’clock at night (22 miles away). 
Therefore, there was a huge need and demand for another breastfeeding 
support group.

Your target group?
Our target groups are all ante-natal and postnatal women who are 

interested in breastfeeding. They are welcome from any location or 
distance.

What you hoped to achieve?
We hope to protect, promote and support breastfeeding in accordance 

with recommendations from the WHO. To increase the knowledge, 
interest, rates and duration of breastfeeding.
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How you went about setting it up?
Another public health nurse (Maria Flannery) and I sent out invitations 

to all the mums we knew, who were breastfeeding and asked them to 
attend a coffee morning to discuss setting up a breastfeeding support 
group. They were also encouraged to bring any one else they knew who 
was breastfeeding. There was a great turnout. By the end of the meeting 
mums had decided to have the group on the 1" and 3d Thursday of the 
month from 10.45-12.45 hours (this did not coincide with any other 
mother/child groups in the locality). We formulated an application for 
a grant to the Women’s Health Section, Western Health Board. This 
included aims, objectives and a list of items we required for the group i.e 
Play mat, la couche cushions, books on breastfeeding, equipment specific 
to breastfeeding, soft toys, etc. They granted us £500 to set up the group. 
The local Irish Wheelchair Association premises in Tuam provided us 
with a suitable room. We collect El.50 per mum to pay for tea, coffee 
and scones provided there. Some mums got together to design a poster 
to advertise the group. The poster was displayed in the Gp’s surgeries, 
hospitals, shops, churchs, health centres etc. An invitation was put in the 
church newsletter. We advertised in the local paper and the local radio 
station. Also as we meet each ante natal lady or postnatal mother who 
is breastfeeding, we tell them about this group and encourage them to 
come.

Whom did you talk to or consult with?
We visited the other breastfeeding support group in Galway and we 

spoke with the two public health nurses who facilitate the group. Our 
assistant director of public health nursing was very supportive. We both 
attended the 18 hours study course on current research based practice 
on breastfeeding. I was doing a MA in Health Promotion at this time 
and found many of the modules useful to the group i. e. the community 
development module and the module on facilitation of groups.

Do you know of any other similar initiatives?
At that stage there was only one such group in Galway now there are

6.
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The challenges that you met and how you overcame them?
The group became established instantly really, as the need and demand 

for the group was there. We even had to move into a bigger room at the 
venue to accommodate the group. We still advertise on an ongoing basis 
and would love to get more ante-natal mums to attend. 'Word of mouth’ 
appears to be the most effective method of advertisement. The research 
showed that 60% of attendees found about the group from public health 
nurses.

How you evaluated your activity?
I evaluated the breastfeeding support groups as my research thesis for 

my MA in Health Promotion. The study population was a census sample 
of 180 mothers who attended the 6 breastfeeding support groups, within a 
16 month time-frame in Galway Community Care Area 2

A quantitative research methodology was utilised in which a self- 
completed questionnaire was designed, piloted and delivered to those 
mothers in June 2004. The responses from the completed questionnaires 
were entered in a database for analysis in SFSS (Version 12). The findings 
were then presented in the form of descriptions supported by tables, charts 
and graphs.

Results:
There was a 79% response rate from the postal questionnaire. 11 

nationalities were represented. Results from the research showed that 
mother’s primary reasons for attended were social/company, breastfeeding 
advise, childcare advice and to see the Public Health Nurse. When asked 
about the impact that the breastfeeding support group had on the length 
of time they breast for, 54.4% reported that it had helped to extend the 
duration. 98.5 % of mothers rated the groups as very good or good. The 
majority of participants rated most aspects of the group very positively, 
with the enthusiasm of those running the group being identified by the 
highest number of individuals (95.6%) and being able to talk about 
breastfeeding problems came close behind at (94.9%). Overall there 
was a high level of satisfaction with the service and the research lead to 
recommendations.
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What lessons have you learnt?
In the research mothers were given a list of reasons to tick on why 

they attended the groups, they could tick as many as they wished. Social/ 
company was the most popular reason that mothers attended (64.4%) and 
to see the public health nurse (47.8%).

This is a list of factors in the groups that were rated positively:

Factors No. of mothers

Seeing breastfeeding happen (84.b%)

Being able to talk about breastfeeding (94.9%)

The enthusiasm of those running the group (96%)

Getting consistent advise and information (84%)

Making new friends (69%)

Seeing older babies breastfeed (72.1%)

Increased confidence in breastfeeding (84%)

Increased confidence in parenting (70%)

Somewhere to go with baby (66%)

Having some one to talk to about other problems (80%)

Information on how to express and store milk (80%)

The main reasons that participants discontinued breastfeeding were 
returning to work and having fed as long as had planned.

How does it contribute to health in your community?
It has increased breastfeeding duration (study reported that 54.4% said 

the group extended their breastfeeding duration). It prevents isolation 
and allows new friendships to develop. Many other groups have started 
as a result of this breastfeeding support group, ie. Mother and toddlers 
group, a walking group, 3 mums trained for and ran the mini marathon 
together, Mums from this group have came to the ante-natal classes that
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I co-facilitate and have spoken about their breastfeeding experiences 
to expecting mothers and fathers, thus promoting breastfeeding. This 
innovation has encompassed the 4 goals set out in the health strategy 
better health for everyone, fair access, responsive and appropriate care 
delivery, and high performance.

What were the cost implications?
Room rental, refreshments, play mat, books/library, equipment for 

demonstrations, la couche cushions, advertising.

Recommendation?
From my research it was recommended that there were more groups, 

also that ante-natal ladies were encouraged to come, so we must target 
and use more effective methods to encourage this

What are you planning to do next?
We wish to continue with the group as it is so successful and continue to 

inviting other health professionals to speakers as required by the group,i. 
e Cardiac-pulmonary resuscitation, dieticians, baby massage, reps to 
demonstrate the latest equipment available to assist in breastfeeding. My 
work colleague Mona Monaghan and 1 are the main facilitators this group, 
but other public health nurses relieve us if we are on annual leave.

Department of Health & Children (2000). The National Health Promotion S 
2000/2005. Dublin: The Stationary Office.

Lewis, C. (2003) HHS Blueprint to boost breastfeeding. Consumer Health Journals. 
May-June, 3?(3),127.

t
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Breast is Best
Up until the mid nineteenth century, breastfeeding was taken for 

granted. Society was mostly rural, work was home based and childcare, 
including breastfeeding, was a mothers unquestionable contribution 
towards the economy of the family. In most societies, lactating mothers 
were held in high regard and numerous images survive of mother 
goddesses either holding or suckling an infant. These were thought to 
protect during and after birth. At a time when there was no alternative 
to human milk, the survival of the infant depended on a lactating 
woman. Philosophers and moralists of the ancient world in the second 
centaury A.D. were strongly in favour of mothers of all classes feeding 
their own babies. They emphasized, that the bond of affection and love 
between mother and child began with breastfeeding.(Simpson,M,.pIO). 
Wet nursing, i.e. breastfeeding another woman’s child, occurred in all 
civilizations throughout the world on the death of a mother at childbirth 
or during lactation. (Fildes,V., 1988.)

In the Old Testament, a wet nurse was sought for Moses among both 
Egyptians and Hebrews, as wet nursing was regarded as essential for 
the survival of abandoned babies. The Hebrews, in their book of laws 
specified the time of breastfeeding.(Hanks,J.R.p58) Later, the Koran(6th. 
& 7th.century A.D.)specified the same period of time,(Meister,N. p60) 
and evidence would suggest that most children in the ancient world were 
probably weaned about the age of two years. A11 this evidence would 
suggest that in the ancient world at least breast is best.

The new age in infant feeding began in the mid to the late 19th. 
Century when a substitute for breast milk was found which would supply 
the nutritional needs for infants independently of the mother. A bottle 
with a rubber teat was invented in 1889, this brought about a freedom 
from breastfeeding and the wet nurse. This experiment was rudimentary 
at first but was improved continuously until this day. After World War 
II there was a dramatic improvement in breast milk substitute and this 
increased throughout the 50’s which added to the confidence in bottle 
feeding. It was used apparently without risks and in certain circumstances 
even saved infant lives.

From the late 1960’s scientific research into the properties of breast 
milk increased enormously. As a consequence of clinical, epidemiological 
and chemical studies, there has been a dramatic reassessment of the role 
of breastfeeding as a complex function in the health of the infant which
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is impossible replicate in substitute form. Artificial formulas may provide 
one or other of the properties of breast milk but they can not produce 
the unique combination of nutritional, anti-infective, immunological 
and psycho-physiological characteristics associated with breastfeeding. 
Not only is human milk unique in the properties it combines, but it is 
also unique in its adaptability over time to the particular needs of the 
infant.(Sweeper.)Although breastfeeding was proven scientifically to be 
nutritional superior to bottle-feeding, why then do we see a movement 
away from breastfeeding in Ireland from the 1960’s onwards?

Until the late 1950’s most children were bom at home in Ireland and 
breastfeeding was taken for granted. The National Policy Document of 
1994 stated there was no written policy (other than educational leaflets) 
recommending it. These were displayed side by side with leaflets produced 
by Infant formula companies. For those who had their babies in hospital, 
breastfeeding was compulsory, unless the mother was very ill. This 
continued until the mid 1960’s when choice of feeding was introduced. 
From-then on there was a rapid decline in breastfeeding. The reasons 
for this were many fold; mothers began working outside the home, the 
advent of a car brought with it increased mobility and affluence, overall 
women began to have a new found freedom. The rise of the feminist 
movement brought with it a shift away from childbirth, child rearing 
and the trappings they imposed on the modem woman. This decline in 
breastfeeding in developed countries including Ireland continued until the 
mid seventies. In the UK and Norway alone the percentage of mothers 
breastfeeding fell to 20%

The 1980 ‘s brought further changes, women began to have their babies 
in hospital. This period also saw an increase in clinical specialists i.e. 
obstetricians and paediatrician who had little or no training in breastfeeding, 
they brought with them tunnel vision about their own particular expertise. 
The mother and baby were cared for under separate routines the mother 
under the obstetrician and the baby under the paediatrician.
(Balsamo, Franca, 1980) This added to confusion and frustration as the 
overall care of mother and baby was reduced to segmented care. Further 
more to prevent infection families were excluded from the maternity units 
and delivery rooms were designed like operating theatres. The provision 
of the health services, along with improved sanitation and water supply 
and increased knowledge of infant nutrition were factors that help lead to 
a drop in infant mortality rates in the second decade of this century. In
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this atmosphere of confidence to control hygiene and health, the attitude 
developed that the feeding was an inevitable part of the modernisation 
process.

Young mothers became progressively more dependant on a health 
service which offered them relative freedom from mortality and in this 
clinical driven environment women received very little information on 
breastfeeding. Hospital routine militated against feeding on demand. In 
the type of atmosphere, marketing techniques of infant formula were 
very productive and rapidly escalated after World War D. The infant food 
industry supplied the much neglected nutritional education along with and 
through its advertising and sales promotion. They have been particularly 
successful where they have been channelled through the health services 
producing a situation of endorsement by association. Samples handed 
out at clinics and literature carrying breast milk substitute advertisements 
given out by hospital staff gave a clear message to the mother that breast 
is not best .(Becker, G.,1994,p5-6)

The decline of breastfeeding in the third world is not dissimilar to 
that of Ireland, due to the introduction of infant formula in the 1970’s. 
Women were anxious to make inroads on their husbands earnings and to 
share parenting. Child rearing was left exclusively to mothers, who were 
also expected to fetch water, fire wood and help with cash crops. The 
husband often pocketed the money for their own use. Given the lack of 
clean water, no refrigeration and no proper instructions, the introduction 
of infant formula brought about the notorious scandal of 1973, where 
thousands of children died. Up until then third world mothers would 
have breastfed for until about two years but it would appear that it is now 
reduced to six months. Subsequently this decline in breastfeeding, has 
resulted in higher fertility.

The economic and social conditions of infant feeding have a 
fundamental effect on its chances of success. Women when bottle 
feeding, give up the impossible task of compensating with their own 
bodies for the shortcomings of a social and material environment which 
is hostile to women and children, and put some of the burden of parenting 
and food production over to men. Breastfeeding compensates, somehow 
ineffectually, for a culturally created lack of food for children. (Hastru 
p,Kirsten.,1978,g59) In Western societies, many women explain their 
decision to bottle feed in terms of wishing to share the parental role with 
others.
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Few societies appear to stress the duty of the father to the care of his 
children and their welfare. But it is men in many societies who decide 
if their wives should breastfeed or not. In many societies, boys are not 
socialised to assume caretaking roles in relation to women and children. 
In the past, men in many societies were assured food to the neglect of 
women and children.(Maher,V.) When it was believed that sexual 
intercourse destroyed breast milk, middle classed husbands prevented 
their wives from breastfeeding.

During the 1980’s the Department of Health commissioned a study 
in infant feeding patterns in Ireland in order to provide information base 
for a programme of education to encourage a better awareness of the 
attitude and practice of mothers, with a view to facilitating successful 
infant feeding practices. The study was carried out by Mary Sweeney, 
under the direction of Professor John Kevany, in the Human Nutrition 
Unit, Trinity College. It was completed in July 1982. It monitored the 
feeding methods of 90% of mothers discharged from maternity units in 
Ireland. It studied feeding methods, socio-economic factors and maternal 
age. Their findings were that over half of the bottle feeders had dismissed 
breastfeeding without considering it. Others expressed an actual distaste 
for it and others felt socially inhibited from choosing to breastfeed. It 
indicated that some form of discussion on the subject at a time when 
attitudes are still forming may at least prevent breastfeeding as a positive 
option. It was also found that embarrassment about breastfeeding is a 
handicap in society where rates of breastfeeding have fallen so low and 
where the breast as a sex symbol has been emphasized so much that it 
can be seen as immodest, unnatural or immoral to breastfeed. Several 
mothers found that in the vulnerable period after the baby was bom the 
question of drawing or not drawing the curtains became a significant one. 
23% of bottle feeders had intended to breastfeed and did not succeed in 
their choice. It was recognised that many routine practices in maternity 
units were not conductive to the incitation and successful establishment 
of lactation.

On the question of mothers who intend to return to work, this was 
sometimes given as a reason for not breastfeeding but for those who were 
breastfeeding they were mostly in occupations which allowed them to 
plan maternity leave and a return to work usually fourteen weeks post
natal and therefore to plan a feeding and weaning schedule. A newly 
breastfeeding mother may return home from hospital to a rather isolated
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position of having very little experience of breastfeeding in practice. 
Even when family are living near the lack of experience of breastfeeding 
in some sections of the community may expose her to a range of 
conflicting opinions and uninformed advice,(Sweeney, 1982) The family 
encouraged the mother to bottle-feed in order to mayoress the benefit of 
having someone to hand to look after the baby. Similar surveys were 
carried out in England in 1975,1980,1985 and 1990 have found much the 
same pattern with no significant change in breastfeeding rates, although 
their breastfeeding rates are higher than in Ireland.

Other factors continue to militate against breastfeeding in the ‘90’s. 
In a recent survey carried out by the writer; see ape ii from January to 
March’95, it was found that out of a sample of 50 women interviewed, 
who had breastfed their children. 84% felt that there was not enough 
encouragement to breastfeed. 66$ of these also felt that there was not 
enough support from professionals. It was also found that 40$ got their 
information from reading, while only 20% came from aprofessional source. 
All the women interviewed stated that they considered breastfeeding to 
be natural, healthier and would breastfeed again.

In a similar study of women who bottle-feed their children, they 
were reluctant to do so for a variety of reasons; 72% said they would 
be embarrassed and a further 68% felt they had no encouragement and 
support. It is to be noted that this group also felt breastfeeding to be the 
best for baby (100%). In both bottle-feeding and breastfeeding mothers, 
lack of encouragement ranked as one of the highest factors which 
mitigates against breasting. A committee was set up by the Minister of 
Health in 1992 to develop a national policy to promote breastfeeding. 
The committee itself examined the issues to examine the problems in 
relation to breastfeeding which to focus. The right of the mother to make 
an informed choice about how she-wished to feed her baby and with 
care that no women should be made to inadequate if she chose not to 
breastfeed. The objectives of the policy are

1 to increase the percentage of mothers in all socio-economic 
groups who breastfeed.

2 to increase the number of mothers who practise exclusive 
breastfeeding for at least four months and thereafter with 
appropriate weaning foods.

ICHN- ‘A Glimpse’
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It was agreed that the policy should focus on the following issues;
breastfeeding policy in hospitals,
breastfeeding policy at community level including the role of voluntaiy 

support groups,
the training of health professionals,
the promotion of support for breastfeeding in the wider community,
targets, implementation and monitoring of the policy.

Summary of recommendations;
Every maternity hospital should have a written policy promoting and 

supporting breastfeeding. The policy should be communicated 
routinely to all health care staff and to women and their partners.

Hospital personnel, should have the skills to give an accurate up-to-date 
advice to mothers.

Contact between mother and baby should be encouraged for the first 
hour after birth and the baby should be put to the breast during 
this time with the support of staff.

Rooming in is advisable and should be the norm in all maternity 
hospitals.

Baby led feeding time should be encouraged. Night feeding should be 
encouraged to ensure that prolactin levels are maintained.

Hospitals should avoid supplementary feeds unless they are medically 
indicated.

The use of teats and pacifiers should be discouraged.
Correct positioning at the breast from the first feed to avoid cracked 

nipples
Mothers should be advised to practise exclusive breastfeeding for at 

least four months.
Mothers should be advised that there are very few medical reasons for 

discontinuing breastfeeding.
Mothers should be informed while in hospital of the various

breastfeeding support groups in the community such as La Leche 
League and the Irish Childbirth Trust.
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The Committee recommends the establishment of a breastfeeding 
team including representatives of voluntary support groups, to oversee 
the implementation of the policy.

There should be no discrimination against breastfeeding over bottle- 
feeding babies in public places.

Since breastfeeding is recognised as the optimum health care for the 
normal baby, the media should support and promote a positive image of 
breastfeeding and portray as the norm.

Basic physiology relating to the breast should be a component of a 
social and health education programme in primary and, Secondary schools 
with a view to promoting from an early age the value of breastfeeding. The 
curricula should foster a positive body image, with the aim of enabling 
young people, both male and female, to be comfortable with the idea of 
breastfeeding.

There should be greater legislative flexibility in relation to post natal 
maternity leave. Initially this might involve more extended optional 
unpaid leave with a gradual extension in the long term of the length of 
paid leave.

Employers should provide facilities where breastfeeding mothers who 
are working can express milk.

Workplace facilities should be extended along the lines recommended 
in the Second Report of the Commission for the Status of Women. The 
public sector, and in particular the health sector, should give a lead in 
providing creche facilities and lactation breaks.

The decision to breastfeed is made against the background of an 
attitude prevailing in the wider society as well as those of the mother’s 
more immediate network 6f family and friends. The behaviour and 
attitude of a- mother’s own mother would appear to be important.(National 
Breastfeeding Policy). Research also suggests that the baby’s father 
plays a significant role in a mother’s decision to breastfeed, if he has 
a definite preference, in particular as a witness to and main counterpart 
of a woman’s new status. In this case model, the mother achieves 
maternal status by “de-mothering’”her own mother and by assuming a 
more powerful role with respect to her husband, rather than seeking a 
particular relationship with her child. Not breastfeeding or breastfeeding 
for a short time only, but on the other hand allows the husband to help 
with the child, on the other stresses the conjugal and sexual privilege 
of the husband.(Maher,Vanessa.,) Similarly an association has been
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found between the giving of information to the father and the duration of 
breastfeeding. 81% of husbands whose wives breastfed said they would 
prefer their wives breastfeeding, and 25.5% of husbands whose wives 
bottle-feeders preferred if their wives breastfed. From the mid-198Q’s 
on, social awareness has changed, mainly thanks taken by the feminist 
movement such as La Leche League.

Interest in breastfeeding has grown, partly as a result of an informal 
but thorough campaign in the mass media. Nowadays all paediatricians 
advice breastfeeding, at least for the first few months of life. Breastfeeding 
provides a financially free source of nutrition for infants in the first months 
of life. It is ironic therefore that those in the lower socio-economic group 
are least likely to breastfeed. In 1989, for example 68% of those from the 
higher socio-economic group were breastfeeding compared to only 14% 
from the unskilled workers to only 10% from the unemployed group.

There is evidence that Ireland compares unfavourably with many 
other countries birth in terms of initiation and duration of breastfeeding. 
In 1990, there were 31.7% of Irish mothers were breastfeeding when 
discharged from hospital and only 15% were still breastfeeding at three 
months. In England and Wales it is up to 65% on discharge from hospital 
and 25% at four months. From the 1970 on, in the US there was an 
upsurge in breastfeeding to 60% with as many as one in three give it up 
within the first few weeks post partum.

It is evident that many women have revolted against breastfeeding for 
many different reasons. The popularity of the wet nurse was supported 
by husbands, from the upper strata of society, to enable their wives the 
freedom to socialise. The women’s movement furthered freed women in 
the modem age. The move away from the extended family, to mothers 
working outside the home with no facilities to care for baby at work 
or to express milk have all militated against breastfeeding. With the 
advent of the infant formula and its availability in hospitals, would give 
the impression to most mothers who knew little about babies or feeding 
that this is the best way to feed a baby. Many mothers want to involve 
their husbands and further more husbands see breasts as a sex symbol 
belonging to them exclusively. The writers research in Ballinamore further 
indicates that while most husbands support their wives in breastfeeding, 
they believe that it should only continue for a few weeks.

It has been scientifically proven that breastfeeding is nutritionally 
better- for babies and substitutes have not come up with the exact replica.
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Breastfeeding provides emotional bonding between mother and baby 
which psychologists back- as far as Freud find significant in the emotional 
wellbeing of an individual. It is more economical not just for the family 
but also for the country as breastfeeding provides immunity in the early 
years of life.

The implementation of the National policy of Ireland should bring 
about a brighter future for breastfeeding in Ireland.
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Methodology
Research for this essay was carried out from January to March. 

Relevant information was obtained from a number of libraries including 
St.Angela’s College Sligo, UCD, The Department of Health, An Bord 
Altranais, Nutritional Unit, W.H.O., The National child Birth Trust in 
Dublin and Glasgow, the La Leche League and Sligo General Hospital.

During the course of this research four approaches were used to 
ascertain information..
[1 ] Letters were written and various phone-calls were made 

to departments and personnel from which much valuable 
information was obtained.

[2] The interview Questionnaire.
Across section of personnel who deals with mothers and 
breastfeeding were interviewed. A number of case studies were 
described.

[3] Research visits
The following centres were visited:
A] Maternity Unit, Sligo.
B] Educational Unit, Sligo General Hospital.
C] An Bord Altranais.
D] Breastfeeding support groups.

[4] Survey questionnaires in the Ballinamore research.
A questionnaire and interviews were carried out among fifty mothers, 

from five District Electoral Divisions, Co. Leitrim. All of the mothers had 
children under the age of four. Half of them had breastfed and the other 
half had bottle-fed their children.

The general comments from the breastfeeding group were:
(1) It was a good experience and they would do it again.
(2) Many said they would like more support and encouragement from 

professionals.
(3) Others said they would like more acceptability from the general 

public and friends.
{4} Some expressed a need for a local support group with some 

expertise advice.
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(5) One mother thought that breastfeeding education was necessary 
for husbands.

A13 said they would breastfeed again but think more support in general 
is necessary in the beginning.

The general comments from the bottle-feeding group as to why they 
did not consider breastfeeding:
(1) 1 knew nothing about it as I didn’t come from a family who

breastfed.
(2) it was inconvenient and would limit my freedom.
(3) I would be embarrassed in front of my friends and in public, none of

my friends breastfed.
(4) My baby was ill and moved to another hospital.
(5) Many said, I did try but was unable to establish feeding.(21%). One

mother said, my nipples were too large and the baby was unable 
to suck.

(6) Others said in view of returning to work, that weaning might pose a
problem and they wanted to share parenting with their husband 
from the start.

(7) Another mother said she would have considered breastfeeding only
her in-laws lived with them.

All of them did say, they felt that breastfeeding was nutritionally better 
than bottle-feeding.

WHO statistics own research
3 Those effected - mother baby society economy lower socio -economic

group 3rd. world.
4 Why is done not done today-embarrassed / inconvenient
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HEALTH EDUCATION “BREAST IS BEST”

History of Breastfeeding
What brought about the change,
Who benefits from Breastfeeding

- to Child
- to Mother
- to father
- to Society - Short and Long Term
- to The Health Services - Economically

Why the movement Away From Breastfeeding 
Wet Nurses
- Industrialisation - 
Feminist Movement
Health of Mother (Occasionally)

Who is Affected by the Movement Away from Breastfeeding 
Baby
- Mother
- Society (Predominantly the Lower Socioeconomic Groups) 
Economy of Countries (Especially Third World Countries)

Health Risks
Lower Socioeconomic 
Groups - Third World

What Can be Done to Counteract the Negative View of Breastfeeding 
Educate people on the Health Risks associated with not breastfeeding 

(especially among the Lower Socioeconomic Groups and Third 
World Citizens)

Image of Breastfeeding needs to be improved 
World Health Organisation in their document on Breastfeeding for 

Hospital Staff
Feminist Movement taking responsibility not to downgrade

breastfeeding - there is no shame in staying at home to breastfeed 
and care for your baby
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Recreate the womanly art of breastfeeding
Responsibility of Milk Producing Companies to not push their products 

especially in areas lacking clean water and sanitary
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An Exploration of the Role of the Public Health Nurse in 
the Formation of National Health Policy.

Broad purpose of study:
Policy affects nursing practice at every level, from national to local 

and individual level (Chavasse, 1998). Therefore, the beliefs, attitudes, 
experiences and perceptions of Public Health Nurses (PHNs) are 
becoming increasingly important in the planning, organization, delivery 
and evaluation of community care services. Patient empowerment, 
patient choice and partnerships in care have become key concepts within 
the nursing profession (Gough, 1995). The present health Strategy 
Primary Care A New Direction-Quality and Fairness a Health System for 
You Health Strategy (Department of Health and Children (DoHC), 2001b, 
p.7) states that primary care is the “appropriate setting to meet 90-95 per 
cent of all health and personal social service needs”. This has particular 
relevance for PHNs being the longest established (National Economic 
and Social Council, 1987) and the largest group of professionals working 
within the community care programme (Me Carthy, 1997). The role of the 
PHN is three-dimensional, that of manager, clinician and health promoter 
(Hanafin, 1997). This complex role addresses multiple health and social 
care needs at an individual, family and community level (Leahy-Warren, 
1998) that are frequently client-lead (Raymond, 2001) and unpredictable 
(Hanafin, Houston and Crowley, 2002; Clarke, 1999). The generalist 
nature of the role of the PHN includes individuals of all ages within 
the community care setting who require a domiciliary nursing service 
(Leahy-Warren, 1998; Hanafin, 1997; Me Carthy, 1997; Mansfield, 
1995). Thus, the public health nursing service spans a broad spectrum of 
patient/client care including infants and children, the elderly, people with 
physical and intellectual disabilities, chronic young sick (Kelleher, 1995), 
palliative care (Riper, 1995) and people discharged from psychiatric 
services (Leahy-Warren, 1998). In addition, other patient/client groups 
who fall within the remit of the PHN includes those who are bereaved, 
depressed, recovering from a suicide attempt, an abortion or miscarriage, 
or have just received a diagnosis of a terminal illness (Parahoo, 1997). 
Such groups constitute vulnerable populations (Parahoo, 1997). Appleton 
(1994) found that the term vulnerability, though frequently used, is an 
ambiguous concept that is poorly defined. Raymond (2001, p.85) links the
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term ‘Vulnerable groups” with individuals who share similar experiences 
that renders them more susceptible to compromised health. The PHN has 
primary responsibility for the holistic care of the individual patient/client 
within the confines of his/her own home (DOH, 1997). Much of this 
work is highly private and a hidden activity that takes place behind closed 
doors frequently in “veiy degrading and debilitating circumstances” with 
vulnerable people or groups that society has tended to “marginalize and 
ignore” (Gough, 1995, p.358). Hence, PHNs are in a pivotal position 
to identify the differential health impact of public policies on various 
individuals (Raymond, 2001).

In addressing community health needs, An Board Altranais (1992) 
recommend that PHNs should have a major input into future development 
and planning of community care services. Hanafin (1997, p.295) 
states that the broad-based education that PHNs have enables them to 
“contribute fully” to community health needs. Furthermore, PHNs by 
virtue of their role within the community care setting are well placed 
to bring community health needs to those who have the power to affect 
significant change especially where statutory commitment is required 
(Hanafin, 1997). This view is supported by Mason, Talbott and Leavitt 
(1993) who suggest that nurses should develop a proactive approach to 
shaping policy and the policymaking process especially within the context 
of the working environment. However, in reviewing the literature, it 
has become apparent to this researcher that PHNs and nurses in general 
have a negligible influence on national policy making. Furthermore, 
the humanistic and holistic approach, which PHNs have, seems to be 
at variance with the narrow reductionist bureaucratic view that informs 
health policy (Chavasse, 1998; Antrobus, 1997).

As previously mentioned, much of the caseload encompassed in 
the PHNs role bears some element vulnerability. PHNs are “crucial 
informants” for public health needs (Mason and Clarke, 2001 ,p. 13). 
Thus, this researcher seeks to explore the attitudes, beliefs, experiences 
and perceptions of PHNs in the context of national policymaking within 
the healthcare arena and endeavours to elicit the resultant impact on 
practice and patient care outcomes. This research also seeks to explore 
ways which will empower PHNs to become more politically involved so 
that a public health nursing vision and values can be incorporated into 
health care planning and the formation of timely appropriate health care 
policy. The overall aim of this research is to provide an insight into ways
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which will empower PHNs to translate their professional commitment 
into, when necessary, public and collective argument, lobbying and 
campaigning for a health service which is adequately resourced, which 
treats patients/clients according to need and which is in line with the 
aspirations of the service itself, taking due regard of the professionalism 
of PHNs. This will enable PHNs to take the lead in influencing change 
in the context of present and future health policy developments, develop 
relationships with the varying levels of vulnerability within the context of 
the communities with which they work to encompass an active role in the 
policy making process and patient/client advocacy.

Aims and Objectives:
The aim of this study is to gain an insight into PHN participation in the 

policymaking process, more specifically health policy for which PHNs 
are charged with responsibility to implement. The researcher explores the 
subjects understanding, perceptions and level of involvement as a lobby 
group in this process including opportunities afforded to them, or otherwise 
and the implications which this has for practice, needs, resources and 
patient care outcomes. In addition, the researcher examines PHN views 
on future participation in a changing health care system.

Rationale Underpinning a Qualitative Approach:
Arguments abound in the literature pertaining to the most appropriate 

method of enquiry or methodological approach to be taken when 
conducting research. For the purpose of this research, the researcher 
will explore how PHNs working within a sub-section of the Southern 
Health Board participate in the formation of national health policy. The 
researcher will also explore PHNs experiences as a group of health care 
professionals in the context of influencing the policy making process.

Qualitative research seeks to research an entire event in an unstructured 
manner by participation and interpretation of events from a subject’s 
perspective (Polit and Hungler, 1999). In addition, qualitative research 
seeks to explore the participants’ experience and understanding of their 
life’s work to generate theory from data (Holloway and Wheeler, 2002). 
Early anthropologists provided journalistic accounts of people, their lives 
and their worlds by observing, talking and living with them (Holloway 
and Wheeler, 2002). Qualitative research approaches value respondents’
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views and seek to gain an understanding of the world they live (Parahoo, 
1997).

The rationale for employing a qualitative approach for this study 
is founded in the literature review which demonstrates that pressure 
group activity is a highly complex phenomenon. Furthermore, there is 
a divergence of opinions in the context of how effective pressure groups 
are in influencing public policy formation. Cognisant of the researcher’s 
interest in public policy, particularly health policy, which hugely impacts 
on public health nursing practice and patient care outcomes, has lead 
to the consideration of a qualitative approach. A qualitative approach is 
essential in enabling the researcher to explore the participants’ reality from 
their individual perspectives and how they perceive their own potential in 
influencing health policy formation. Therefore, the research approach for 
this study is qualitative. The researcher adopts a case study to delineate 
the boundaries of the study where it is appropriate to explore past, present 
and future (Parahoo, 1997).

An extensive review of the literature enabled the researcher develop 
the ‘omnibus theoretical model’ for effective pressure group activity. The 
application of this omnibus theoretical model has been chosen as the most 
appropriate to examine the case study in question and will thus be used 
as an analytical tool to explore the views and experiences of PITNs in 
relation to their to potential in lobbying for much needed resources with 
the health policy arena as well as their contribution to national health 
policy formation in the context of past, present and future potential 
within a changing health care system. The pre-determined categories that 
emulate from the literature review indicative of effective pressure group 
activity are as follows:
¥ Authority and Leadership
* Information and Knowledge
¥ Compatibility of Group’s Objectives with Government

Compatibility of Groups Objectives with Public Sympathy
* Reliable Track Record
* Possession of Powerful Sanctions

The methodology encompasses a survey comprising of a postal 
questionnaire (n=66) chosen from a convenience sample of PHNs working 
within a subsection of the Southern Health Board; semi-structured
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interviews with PHNs (n=6) as well as a review of recent health strategy 
documents and access to material in relation to the consultation process 
for the current health Strategy Quality and Faimess-A Health System for 
You Health Strategy (DoHC, 2001a).

Ethical Approval:
Obtaining informed consent from subjects’ forms the basis of ethical 

research (Parahoo, 1997). The researcher initially made verbal contact 
with the Director of Public Health Nursing to seek permission and 
support to conduct the research. Following receipt of ethical approval 
the researcher again made contact with the Director of Public Health 
Nursing and requested the names and work addresses of all PHNs 
meeting the study criteria. Permission was sought to write to all PHNs 
outlining a brief explanation of the study and inviting them to participate 
in the enclosed questionnaire. Subjects who wish to expand on issues 
raised in the questionnaire were invited to participate in semi-structured 
interviews (n=6). In this study, names are mentioned on the tapes but not 
on the transcripts and all tapes are stored in a safe place. All drafts include 
fictitious names to ensure participant anonymity and all drafts are filed 
safely to ensure confidentially.

Summary of Findings:
As previously mentioned, the predetermined categories that emulate 

from an extensive review of the literature form the omnibus theoretical 
model of pressure group activity. This model is used as an analytical 
tool to examine the views and experiences of PHNs regarding their 
participation in national health policy formation. Thus, in this section, 
the researcher presents a summary of the research findings pertaining to 
this case study.

The findings of this study suggest that the apparent lack of human 
resources and proactive supportive leadership are the major and key 
inhibiting factors for PHN participation in national health policymaking 
and implementation. Nonetheless, this researcher has unveiled many 
weaknesses within the current PHN group structures i.e.

There is a notable lack of authority and leadership amongst PHNs 
as a group.

# There is an obvious lack of unity at a collective level.
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$ The lack of a structured forum for discussing policy related issues 
lends to PHNs not pursuing issues at a constructive level.
PHNs do not lobby for needs and resources.

¥ The majority of PHNs are not accustomed to speaking the
language of persuasion used in politics and do not understand the 
policymaking process.
The role of the PHN and government are largely incompatible 
for which both government and PHNs are responsible lending to 
a major lack of participation and partnership between PHNs and 
government. On one hand policymakers are unaware of the role, 
value, education and practice of PHNs while on the other hand 
PHNs do not demonstrate their value to policymakers nor actively 
seek to influence government policy.
The track record, which PHNs have, does not empower them in 
political and policy circles.

¥ PHNs have poor public support encompassed in an outdated 
negatively viewed stereotypical service.

• PHNs possess a key and redeeming trump card in that they 
possess powerful sanctions over government, which appears 
largely undervalued and unrecognised by PHNs.

Recommendations:
The purpose of this research is to ascertain the views and experiences of 

PHNs in relation to the formation of national health policy making. Thus, 
it would be remiss not to consider the recommendations and proposals 
that subjects of this study contributed. The areas of structural weakness 
identified by respondents in this study that inhibit PHNs from having a 
more participative role in policymaking include the following:
• Their views not being sought and their views not being 

acknowledged
• Developing a structured forum for discussion regarding policy 

issues at every level form practice level through the various 
levels of PHN management to the higher ranks of authority and 
decision-making
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—

• Developing the role of the Assistant Directors of Public Health 
Nursing (ADPHNs) to encompass a proactive leadership and 
supportive role in relation to policymaking

At a functional level, workload commitments particularly on 
curative and tertiary care appear to be the min culprit in inhibiting PHN 
participation in policymaking. This is further aggravated by the lack of 
human resources including suitably qualified PHN relief staff, RGN and 
clerical support as well as waiting lists within other services and disciplines 
lending to the increased and ongoing need of the services provided by 
the PHN. Additionally, it is acknowledged in this study that PHNs are 
most comfortable in their traditional caring role. However, Ketefian and 
Masterson (2001) draws our attention to the seismic changes that have 
been brought about by advances in science and technology throughout 
the world and suggests that in light of this nurses will never again find 
themselves in an orderly world of certainty and comfort. Hence, Ketefian 
and Masterson (2001, p. 160) lends some advise to nurses in this respect by 
advising them to rise to this challenge and “prevail, evolve and grow” to 
ensure that they positively influence society. Mason et al (1993) suggests 
that if nurses are to become serious contenders in the policymaking 
process, it must be meaningful which in effect means that there is a need 
to have a shift in power within the healthcare organizations and society 
which traditional power-holders neither welcome nor facilitate.

Subjects in this study were invited to make an overall commentary on 
future PHN participation in policymaking. It is notable that trade union 
involvement and the need for the group to unite and regroup to revise 
the current situation appear the lowest priority with no reference made 
to utilising the ICHN potential. The aforementioned would appear to be 
the obvious baton for the group to run with in order to gain power and 
recognition. This begs the question as to how much confidence PHNs 
have in the possibility of group success.

Multiple factors contribute to the lack of a full appreciation and use of 
nursing services by policymakers (Shamain, 1997). Optimum health of the 
population can only be attained only through a “synergistic partnership” 
between policymakers, executives and professionals (Shamain, 1997, 
p.84). Involvement is the “very stuff’ of politics (Zusy, 1998). PHNs 
need to make visible the essence of their non-quantifiable work to ensure 
the continuing presence of the PHN service in future primary care 
programmes and active political involvement is viewed as a necessary
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part of the future survival of the public health nursing service (Clarke, 
2004; Zusy, 1998).

Conclusion of Study:
This study set out to uncover the hidden processes and features 

embedded in PHN participation in national health policy formation. 
Primary health care forms the central tenant in contemporary health 
policy. It is clear that PHNs operate at the heart of primary health care 
and there is no doubt but that PHNs bring a value-added component 
to primary care. However, an incompatibility clearly exists between 
government policy and public health nursing practice whereby on one 
hand, policymakers do not uphold the onus they have to ensure that all 
policymaking and implementation is open to the key stakeholders, which 
should include PHNs in the policymaking process. On the other hand, 
there is a need for PHNs to take ownership, responsibility and value 
themselves in relation to participation in policy issues and not merely 
be dictated to by policymakers whereby they are expected to implement 
policy in the absence of the required resources. Addressing this will 
require PHNs and policymakers to establish base-line criteria regarding 
what constitutes effective participation in policymaking as well as 
successful implementation of the policies for which they are charged with 
responsibility to implement.

In conclusion, there are many issues that evidently effect PHN 
participation in the policymaking process which need to be addressed and 
include: a dire need for the role of the PHN to be defined, clarified and 
articulated to improve the functional capacity of the PHN at every level; 
the recruitment of adequate suitably qualified staff to enable PHNs to 
deliver an equitable policy driven service in the community particularly 
in light of the current seismic approach to health policy and the health 
service reform programme. Additionally, evidence suggests that the 
absence of a co-coordinated strategic approach to policymaking driven 
by ADPHNs places PHNs in a position whereby they find it difficult to 
prioritise care while simultaneously participate in policymaking to ensure 
that their aspirations are actualised in policy directives. The subjects of 
this study indicate that it is extremely difficult for PHNs to fulfil their 
caseload commitments and develop policy initiatives simultaneously. 
Nonetheless, evidence also suggests that there is a lack of will on the 
part of PHNs to engage in anything that appears political. This may well
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have contributed to the current policy-practice gap, whereby PHNs are 
overburdened with excessive workload commitments arising out of policy 
directives compounded by a notorious lack of resources and crowned 
with a mandate to deliver on. Addressing the aforementioned would go 
a long way in enabling policymaking to become an integral part of PHN 
practice whereby PHNs advance and thrive on opportunities afforded 
to them rather than adapting a passive acceptance to policy or reacting 
against it. However, the attraction of PHNs towards policymaking will 
require PHNs to be educated in the process to enable them to understand 
the political environment in which they work, to assess their strengths 
and limitations, validate that assessment and articulate a PHN vision for 
policymaking that is realistic, comprehensive, attainable and subject to 
constant re-evaluation in the context of an ever-changing political, socio- 
economical and health care world.

The omnibus theoretical model for pressure group activity that was 
devised by this researcher offers a potentially valuable tool for PHNs to 
conceptualise and operate as an effective pressure group. The influence 
that any particular group has in the policymaking process depends on 
a number of factors. Evidence suggests that the PHNs of this era are 
not sufficiently represented in the policy making process. Evidence 
also suggests that the role and representative powers of trade unions and 
the ICHN are under-utilised by PHNs. Getting more PHNs and their 
organizations involved in the policymaking process poses challenges for 
the policymakers and for PHNs alike.

It is hoped that this research contributes to an increased understanding 
of the role that PHNs play and have potential to play in the formation of 
national health policy. Although these findings are based on a relatively 
small number of PHN participants it is representative of a larger population 
and do provide knowledge on PHN participation in policymaking. The 
findings from this study suggest that there is a huge role of policy activism 
for PHNs in taking leadership, lobbying for legislative and policy change 
as well as ensuring the inclusion of their unique perspectives in government 
policy. Thus, PHNs must seize this leadership role and take it seriously 
in order to translate their professional commitment into, when required, 
public and collective argument, and lobbying for a health service that 
threats people according to need, that is sufficiently resourced, which is 
in line with the aspirations of the service itself and takes due regard of the 
professionalism of the PHN. In this way PHNs will become established as
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a truly recognised group that will ensure its sustainability and thus enable 
PHNs to deliver a high quality of care and actively participate in building 
a quality driven health care system.

This researcher is of the belief that this case study is carried out at 
an opportune time and has an important contribution to make in the 
development of research aimed at promoting the public health nursing 
contribution to national health policy. However, this researcher also 
accepts that the research question requires ongoing engagement, debate 
and, most of all, further research.

Contribution made by this study to vulnerable people in the 
Cork City and Cork county area:

This research is not so much to provide solutions but to raise an 
awareness among the PHNs of Cork City, county and elsewhere of some 
of the covert or implicit difficulties involved in influencing healthcare 
policymaking. Thus, it is hoped that the findings of this study will stimulate 
debate amongst PHNs on issues that impede their contribution to health 
policy formation and evoke innovative thinking on meeting the needs of 
the vulnerable populations that they serve from this perspective.
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Primary Health Care, Concept, Policy and Practice- The 
role of the Public Health Nurse, within the Irish Health 
Service

Status of the Author and Investigator.
Mrs Siobhan Carroll- O’Brien as investigator and Masters Degree 

student at the Department of Government and Public Policy, University 
College Cork has carried out this study. The study is under the supervision 
of Dr. Andrew Cottey, The Department of Government and Public Policy, 
University College Cork.

Purpose
To consider the opinions held by (a) Public Health Nurses working on 

the coalface in the delivery of Community Care services and (b) Clients, 
in receipt of Public Health Nursing services, in relation to the current role 
of the Public Health Nurse and the provision of the Primary Health Care 
model in practice.

Objectives
The primary question that this research sets out to answer is: What is 

the role of the Public Health Nurse within the context of a Primary Health 
Care Model of Health Care?

To answer this question, the objectives of the project are to:
1. Profile a sample population of Public Health Nurses, working on 

the coalface in the delivery of services.
2. Identify the opinion of Public Health Nurses in relation to 

current practices and future developments within the Community 
Nursing.

3. Determine the views of Clients in relation to current services and 
health care needs.

4. Consider and reflect on the research findings in projecting a vision 
of the future role of Public Health Nursing, within the context of 
Primary Health Care.

Based on the primary aim and objectives of the research study the 
following hypotheses have been tested.
Hypothesis
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1. Recognition of the multi-faceted dimensions of health is a 
significant feature of Public Health Nursing practice.

2. A changing health care environment has impinged greatly on the 
evolution and demands of the Public Health Nursing Service.

3. The Public Health Nurse has a role to play in the provision of 
health care, within the context of Primary health care.

Research Abstract
From the review of the literature and further to research undertaken 

in this paper, the author proposes that a comprehensive and widely 
accepted definition of primary health care, which incorporates disease 
prevention, health promotion, community involvement and multi-sectoral 
co-operation is needed, in achieving a health care system, which is 
underpinned by equity, accountability and quality of service (Department 
of Health, 1994)..

The research undertaken in this study reveals the extensive and 
holistic nature of services provided by the Public Health Nurse, within 
the Irish health care service, involved with people at every critical point 
in their lives, developing partnerships with people and communities, 
underpinned by the philosophy of primary health care. A significant and 
re-occurring theme presented in this paper is the need for standardisation 
of practices and policy development within Public Health Nursing, in 
pursuing the highest standards of professional practice. Of particular 
significance in the research undertaken in this study is the inclusion of 
a Client perspective, in evaluating the delivery of Public Health Nursing 
services. The findings of this research reflects the high regard and key 
role which Clients consider the Public Health Nurse has to play in the 
provision of community services and indeed this study supports the view 
that the Public Health Nurse is uniquely placed and well prepared for a 
primary care role.

Considering the International literature the author suggests that the 
Public Health Nurse has many similarities with The Family Health Nurse, 
piloted by The W.H.O. in Scotland, focusing on smaller population sizes, 
enhancing the capacity to engage in more preventative aspects of health 
care. Indeed there is growing concern that unless there is substantial 
increase in resources, the clinical role of the Public Health Nurse,will
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continue to erode co-coordinating and health promotion roles within the 
community setting (Hanafin, 1997(a)).

Public Health Nurses as providers of health care within the community 
must assume a leadership role in the development and implementation 
of primary health care strategies as leaders in the design, delivery and 
evaluation of effective health care, informed by practice skills, experience 
and competencies.

Implications of the Study:
Central to the development of strategies in Nursing and Midwifery 

practices, is the review of the opinions of Public Health Nurses on the 
coalface, and Clients in receipt of such services. It is hoped that the findings 
from the study will be valuable in assisting the design of a Strategy for 
Nursing and Midwifery in the community, which will be based on needs 
as identified as close as possible to the point of delivery. In this way, 
the study will assist in informing developments in Community Nursing 
practice in the future, within the context of Primary Health Care Policy.
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Title of Submission

Enuresis Management

Area of practice:
School Health Programme

Types of submission

Abstract

Name of Staff involved:

Mary O’Dowd, Assist.Dir P.H.N Mayo,
Nuala O’Hora, School P.H.N Mayo,
Mary Breen, School P.H.N Galway,

Catherine Joyce, School P.H.N Galway, 
Rosemary Trayers, School P.H.N.Roscommon.

Organisation
School P.H.N.-Western Area.

Name of contact person

Mary O’Dowd,
Primary, Community and continuing care,

Mayo Headquarters, Old Westport Road, Castlebar Co.Mayo. 
Telephone: 094-9042206,

____________ E-mail: mary.odowd@mailn.hse.ie____________
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Development of a practice manual for the management of 
Enuresis

Abstract:
The school P.H.N’s in response to demand researched and drew up a 

practice manual to facilitate the setting up and running of enuresis clinics 
in the western area .The manual is easy to follow and includes all the 
details and referral forms needed to carry out a assessment.
• Previous enuresis programme,aetiology and causes
• Wetting episodes
• Fluid intake pattern
• Medical history
• Social history
• Current routines
• Three Systems Model of Assessment and Management
• Nursing diagnosis
• Management plan
• Review

Up to 46.000 parents and children are dealing with the problem of 
bed wetting on a regular basis but only one in six actually seek help. 
According to Butler (2000) up to 15% of 5yr olds and 5% of lOyr olds 
suffers from enuresis.

The Irish enuresis Advisory Group in association with the Irish 
College of General Practitioners developed the Three Systems Model of 
assessment and treatment.

We developed a standard practice based on this model and the UK 
“Eric”model.

Education on “Enuresis management”and the standard was delivered 
for all school P.H.N.’ s in Mayo, Roscommon and Galway.The School 
P.H.N.’s are using this model with much success and the evaluation of the 
clinics will be available in Jan 2006.

JCHN - ‘A Glimpse ’
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Three Systems Model

1. Lack of arousal from sleep
• Inability to wake to bladder sensations
• Sleeping through wetting

2. Low level of Vasopressin
• Wetting soon after going to sleep
• Large wet patches
• Dry nights occurring when child wakes to toilet

3. Reduced Bladder Capacity
• Sense of urgency
• Frequent daytime voiding
• Low voided volume
• Multiple wetting
• Variable size patch
• Wakes after wetting
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APPENDIX

PORTFOLIO OF GOOD PRACTICE
As part of its 20th birthday celebration the Institute 

wishes to collate a collection of papers reflecting public 
health nursing practice throughout the country. It is hoped 
that the portfolio will demonstrate the range of work 
undertaken by Public Health Nurses and their teams, and 
as such be a resource for all members of the profession 
and for policy makers. The portfolio will be launch at the conference to 
be held on October 8th in Portlaoise.

Prizes to be won
Members of the Institute have expressed support for the idea but we 

have yet to receive any where near the 100 articles required to make the 
portfolio viable. To encourage you to submit an article there will be some 
prizes.

What is the Institute looking for?
A kaleidoscope of the every day practice of public health nursing that 

demonstrates your response to a perceived or expressed need within your 
community or population. Whilst it will contain academic papers it is 
hoped that the majority of the portfolio will be from Public Health Nurses 
writing about their everyday activities.

What should you do?
As a first step if you are engaged in an interesting area of work why 

not call, write or e-mail one of the professional officers at the Institute. 
Their e-mail address is lilymcpeake@ichn.ie

mauraconnolly@ichn.ie 
Their direct line telephone is 01 634 9666

What is required from the submission?
Your submission does not have to be an academic paper; a 2 to 4 page 

A4 summary will be acceptable.
We want you to tell us about:
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booklets, leaflets or flyers, that you have designed or produced, send us 
some copies and tell us why and how you produced them.

Clinics, support groups, new activities, alternative ways or approaches 
to your work

development of information systems, or other programmes, involvement 
in research

journal groups, peer support/review groups 
use of the media to focus attention on health issues or needs 
inter-disciplinary projects or programmes of work 
This list is not exhaustive

What to put in the submission
Your paper will need to include the following:
1. Why you started this particular aspect of your work?
2. Your target group?
3. What you hoped to achieve?
4. How you went about setting it up?
5. Whom did you talk to or consult with?
6. Do you know of any other similar initiatives?
7. The challenges that you met and how you overcame them?
8. How you evaluated your activity or plan to evaluate it?
9. What lessons have you learnt?
10. How does it contribute to the health of your community?
11. What were the cost implications?
12. Recommendations?
13. What are you planning to do next?

You can include pictures ( remember to get permission first if there are 
people in them), leaflets or flyers that you have develop as part of your 
activity.

When
To allow for collating and editing and then printing all submission 

should be received at the Institute by the end of June at the latest
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Remember

You may have already written something for your local service 
plan

Please do not hesitate to contact the professional development officers 
or your representative on the Institutes council if you require any further 
information.

How will people know what you are doing unless you tell 
them?

ICHN - ‘A Glimpse’
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