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Introduction

An RCN survey of school nursing in 2009 revealed a range of issues. The survey in
2016 sought to get up to date evidence on school nursing, including the impact of
service delivery changes and new models of provision

School nursing is a universally accessible service that is non-stigmatising and
accepted by most families and school communities, with school nurses having a key
role in promoting the health and wellbeing of children and young people. Today’s
school nurse is a specialist practitioner working across education and health, providing
a link between school, home and the community to benefit the health and wellbeing of
children and young people. Essentially, the school nurse functions as both health
promoter and health educator, and works in collaboration with teachers, youth workers
and counsellors.

Background

England

The Health and Social Care Act 2012 gave local authorities statutory responsibility for
commissioning public health services for children and young people aged 5-19 years,
including the school nursing service. School nurses are identified as the leaders of the
second stage of the Government's Healthy Child Programme (a public health
programme for children, young people and families) focused on those aged 5-19
years.

In 2012 the Department of Health published ‘Getting it Right for Children, Young
People and Families — Maximising the contribution of school nursing’, setting out a
new vision and guidance for school nursing. The aim was to highlight the role and
contribution of school nurses and refresh the service model, focusing on the needs of
more vulnerable children and young people including excluded children, young carers,
and those with mental health needs. Such guidance was also timely given the new
commissioning environment. Although key areas of knowledge and skills were
identified, no numbers or targets were set for the future school nursing workforce either
nationally or locally. Further guidance for local commissioners and providers setting
out the core school nurse offer and supporting the development of locally determined
service specifications was published in 2014.

In contrast, national projections of student numbers by the Department for Education
demonstrate that there has been a steady rise in the number of pupils in state schools
in England, with numbers projected to reach 8.02m by 2023.

Scotland

The Chief Nursing Officer in Scotland has recognised there are issues and challenges
facing the school nursing workforce and has carried out on-going work to refresh and
refocus the role of school nursing. National working groups have developed new
pathways to refocus the role of school nurses in Scotland. The new pathways focus
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on nine priority areas: emotional health and wellbeing; substance misuse; child
protection; domestic abuse; looked after children; homelessness; youth justice; young
carers and transitions.

The new pathways are being tested in two health boards. These early implementer
sites are also looking at the education and training needs for school nurses in each of
the priority areas. Currently in Scotland many school nurses do not have a specialist
gualification for the role. However, no funding has yet been agreed to support essential
continuing professional development for those who do not currently hold a specialist
gualification.

Northern Ireland

In Northern Ireland’s integrated health and social care system, services for children
and young people are commissioned by the Health and Social Care Board and the
Public Health Agency and delivered by five Health and Social Care Trusts. The
Northern Ireland Executive’s ten year strategy and action plan for children and young
people (2006-2016) set out a number of high level outcomes, the first of which is that
all children and young people are healthy. Despite some progress in recent years, it
is estimated that 22% of children in Northern Ireland still live in poverty.

In its campaigning for the recent Northern Ireland Assembly elections, the RCN called
for public health priorities, including early intervention and preventative measures
aimed at children and young people, to be included in the Northern Ireland Executive’s
Programme for Government for 2016-2021. The RCN has continued to highlight the
need to support the delivery of health care services for children and young people by
appropriate investment in the school nursing workforce in particular, pointing out how
staff shortages and an ageing demographic profile in these areas of practice are
affecting the capacity of the HSC to tackle health inequalities amongst children and
young people in Northern Ireland.

Workforce figures published by the DHSSPS illustrate that, during 2014-2015, there
was one whole time equivalent school nurse for every 3219 schoolchildren in Northern
Ireland. Furthermore, the percentage of school nurses aged 45 and over has
increased from 51% in 2010 to 63% in 2015. The RCN believes that, until the
numerical under-representation and ageing demographic profile of the school nursing
workforce is addressed through robust workforce planning, the capacity of school
nurses to promote the health and well-being of children and young people in Northern
Ireland will not be maximised.

Wales

In 2009 the Welsh Government published A School Nursing Framework for Wales.
This can be viewed at
http://gov.wales/topics/health/publications/health/reports/nursing/?lang=en and was
the result of an RCN campaign.

This set out a clear strategic direction for school nurses. The Health Board was to
deploy school nurses in teams to support the health of school-aged children in their
locality on a year round basis. The team would include specialist skill sets (e.g. sexual
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health) but there would be an emphasis on the specialist school nurse qualification.
Each secondary school in Wales would have a named school nurse. At the same time
£4.7 million was set aside to boost the health boards recruitment to these posts. This
aim was achieved and indeed the drop in teenage conceptions in Wales in 2011 was
attributed by the Welsh Government to the success of the school nurse network.
However the strategy has not been refreshed since 2009 and current figures on the
number of nurses working with schools have not been published in Wales. 98
assignments with a school nurse qualification are listed in the NHS statistics (Statistics
Wales). This is a sharp jump from 2009 when only 59 such assignments were listed.
However there are 207 secondary school in Wales.

The RCN in Wales is calling on the new Welsh Government (elected in May 2016) to
refresh the school nursing strategy for Wales and renew their commitment to school
nursing

About the respondents

277 members responded to the survey advising they worked in school nursing. The
vast majority were female (97.45%). Respondents were between 25-64 years of age
(see Figure 1).

Figure 1: Age of respondents
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The majority of respondents reported their state pension age as being between 65-68
years of age (see Figure 2). The ‘other’ category encompassed individuals who either
did not know or who had already passed their state pension age.



Figure 2: State pension age
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The majority of respondents reported that they did not plan to continue to work after
reaching retirement age (see Figure 3).

Figure 3: Plan to continue to work after reaching retirement age
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Almost ninety percent of respondents reported that they lived with a partner/spouse
(see Figure 4), with over sixty percent reporting they had children/young people still in
full-time education living with them (see Figure 5) and over twenty percent stating they
had regular caring responsibilities for an elderly relative or other adult with care needs
(see Figure 6).

Figure 4: Live with partner/spouse
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= No




Figure 5: Children/young people still in full-time education
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Figure 6: Regular caring responsibilities for an elderly relative or other adult with care
needs

= Yes
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Respondents were from all Countries and RCN regions, although there was a greater
proportion from the South East (see Figure 7).



Figure 7: Country/RCN region of respondents

144 (52.17%) advised ‘school nurse’ was their job title, while other respondents
indicated a range of role titles (see Figure 8). The category ‘other’ included role titles
such as SCPHN student school nurse, immunisation staff nurse, professional lead and

team manager.

Figure 8: Respondents job titles

The majority of respondents indicated their NHS providers were their employer,
although a significant number were employed in independent day and boarding
schools (see Figure 9). A number reported their employer as being the local authority



Figure 9: Respondents employer for main job
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The majority of respondents had been in their current post for between 1-4 years or 5-
10 years. Some respondents had been in post for 25 years, while some had been in
post for less than 12 months (see Figure 10).

Figure 10: Length of time in current post
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Several respondents had been working in school nursing for more than 25 years, while
the majority had worked in school nursing between 5 and 15 years (see Figure 11)



Figure 11: Length of time in school nursing
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The Majority of respondents indicated that their pay scale was Agenda for Change
Band 6 (or its equivalent) (see Figure 12).

Figure 12: Agenda for Change pay band
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While the vast majority of respondents reported that they had a job description, several
did not (see Figure 13).



Figure 13: Job description

Of those that indicated they had a job description the majority reported that this was
an accurate description of their role (see Figure 14). A significant number however
reported that the job description was not an accurate description of their role, indicating
that role descriptions need revision along with changes in service provision and role
development.

Figure 14: Job description accurate for role

Figure 15
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category included nurses that worked bank shifts, as well as those that covered some
but not all school holiday periods

Figure 15: Hours contracted to work

The majority of those that worked term-time only had chosen to do so, although a
significant number had not done so (see Figure 16).

Figure 16: Chose to work term-time only

The vast majority of respondents were contracted to work between 30-40 hours per
week (see Figure 17). Two respondents indicated that they were contracted to work
64 hours per week.
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Figure 17: Contracted hours per week
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The majority of respondents indicated that they worked in excess of their contracted
hours (see Figure 18). For some this was a few times a month but for others this was
every shift/day.

Figure 18: Work in excess of contracted hours
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The school nursing service
The majority of nurses reported that they covered 4/5-18/19 years of age. Although a
number worked with pre-school aged children (see Figure 19 and 20).

Figure 19: Youngest age of child
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Figure 20: Oldest age of child
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The majority of respondents reported that their service was commissioned by the local
authority (see Figure 21). The ‘other’ category included a significant number of
respondents from independent/private schools and therefore reported that their
service was commissioned by the school. Interestingly one respondent cited the local
GP practice as the commissioner of their service. The latter may be due to the fact
that a local GP is often contracted by an independent school to act as their medical
officer.
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Figure 21: Commissioner of school nursing service

Over fifty percent of respondents reported that changes to commissioning of school
services locally had impacted on the school nursing service (see Figure 22).

Figure 22: Changes to commissioning impacted on service

A number of respondents highlighted positive experiences as a result of changes to
commissioning:
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we transferred in May 2015. The service specification has
remained the same and was written with input from the
team, our stakeholders and service users prior to the
transfer. In terms of delivery of the spec this has remained
the same”.

“Revision of the service, streamlining of the service, more
robust processes in place and additional supervision,
support and learning opportunities”

“New service delivery, more public health focus, more
partnership working”

“We have been fortunate to have been invested in and this
has had a positive impact. We have more staff, better
resources ....and ....a voice!!”

“I believe young people are getting a far better service as
they have access to a school nurse in every secondary
school 5 days a week. This can however take a toll on the
school nurse as they are now very much lone working —
we do have a weekly team meeting but that isn’t the same
support wise as being based in a single office”

“Each secondary school has its own designated school
nurse, as a result more children and young people have
used the service as accessibility has improved”

“We continue to do a lot of child protection but we now
have a greater focus on health promotion and education”

Some respondents highlighted a mixed picture:

“Agreed pathways between mainstream and specialist
school nursing team. More parent workshops and group
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for PSHE now, as this is not one of the targets. Despite
this they are supportive and they do listen sometimes.
They have invested in school nursing in XXXX, whereas
in XXXX they lost sight of the aims of the service, so |
moved counties!”

Others however highlighted negative experiences:

“40% service cuts since the local authority started to
commission us — much less contact with children and
young people”

“Service delivery directed by local authority priorities not
priorities of local population and individual children”

“Ridiculous handover to local authority. Budget and funds
not assessed or transferred. Loss of posts and increase in
workload resulting in red risk register”

“Following a consultation in December 2014 our team lost
a full-time Band 6 and a full time Band 4. Replaced by 2
Band 3 health care assistants”

“For approximately the last 2 years there has been no
school health board nurse visiting due to staffing
sickness/shortages, no drop in service provided, minimal
contact with school health colleagues which has impacted
on delivering health promotion lessons”

“Confusion! More than one ‘boss’. Lack of understanding
from local authority and NHS about staffing and role”

“Less time to be present at schools. Less time to work with
children, their parents and teacher. There are some
services that | can’t no longer do, like | used to do
unlimited health promotion sessions. Now there has to be
a few a year”

“No longer screen at school entry. Less health promotion.
No longer able to deliver as much PSHE. Less one to one
work for emotional health and wellbeing”

“There has been a split in provider services, so the public
health side is commissioned for one team and the CCG is
commissioned differently and immunisations also are
separately commissioned. It has fragmented the service
and led to a loss of qualified school nurses, and cuts to
service provision”
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Figure 23: Other school nurses employed as part of the school nursing team

The number of other school nurses employed on a full-time or part-time basis in the

organisation varied, with some employed on a variable and occasional basis (see
Figure 24, 25 and 26).

Figure 24: Number of school nurses employed full-time in the organisation
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The number of other school nurses employed on a full-time or part-time basis in the

cluster/locality/team varied, with some employed on a variable and occasional basis
(see Figure 27, 28 and 29).

Figure 27: Number of school nurses employed full-time in the cluster/locality/team

Figure 28:
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Figure 29: Number of school nurses employed on a variable/occasional basis in the
cluster/locality/team

Figure 30 highlights the range of staff employed as part of their cluster/locality/team,
including registered nurses with the Specialist Community and Public Health Nursing
gualification, as well as House Matron’s in independent/private boarding schools. The

21



Figure 30
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Figure 34: Allocation of schools
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The total number of children/young people in the schools/colleges where respondents
are the main school nurse varied considerably, from less than 50 to twenty five
thousand (see Figure 35)

Figure 35: Total number of children in the schools/colleges
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As the main school nurse the number and range of institutions covered as an individual
and as a school nursing team varies considerably as can be seen in Figure 36. Other
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includes home schooled children, youth offending team, special needs pre-school, day
nursery and local authority children’s homes.

Figure 36: Number and range of institutions covered
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Over sixty six percent of respondents undertake home visiting as part of their role as
a school nurse (see Figure 37), with 41.4% seeing children who are educated at
home/have been removed from school for home education (see Figure 38).

Figure 37: Undertake home visiting as a school nurse

= Yes

= No
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Figure 38: See children who are educated at home or been removed from school for
home education

Monitoring school nursing performance

Respondents highlighted a range of mechanisms by which school nursing
performance is recorded and measured (see Figure 39). The ‘other’ category includes
key performance indicators set by the local authority, audit of practice, parent/pupil
and teacher feedback.

Figure 39: Mechanisms by which school nursing performance is recorded and
measured

The v
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Figure 40: Effective ways to monitor and measure school nursing performance

Some of the challenges with monitoring and measuring identified by survey
respondents included:

Lack of clarity around what exactly to enter on the Lorenzo
system. Lack of access to IT. Lack of time to complete the
data collection

Staff find it difficult, to find time to record in electronic diaries
and it is very hard to capture the breadth of work that school
nurses undertake using electronic coding

The job is so varied not everything can be monitored. We are
also employed by NHS England and the local authority
therefore priorities differ

Trying to fit in what we actually do into computer recording
data set up primarily for mainstream nursing team. Cannot
always find the ‘right code' to click

Isolation from mainstream school makes it hard to know what
and how they monitor

Management understanding of the job unrealistic
expectations

The above [Figure 40] captures some of the tasks we do but
it is hard to capture the hours that go into safeguarding and
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Measuring effectiveness of interventions is difficult as no
nationally agreed or evidenced based wellbeing assessment
tools

A lot of public health work can't be measured as outcomes
won't be known for many years! Safeguarding takes a lot of
time but is not measured or accounted for

It is hard to define what we achieve in a day's work.
Immunisations targets are good but we see children and
young people and perform good quality Public Health Service
that cannot be measured on targets

I am the only school nurse and so it's hard for the non-
medical management to know if | am doing a good job or not.
This is also difficult in terms of meeting the revalidation
requirements

Some referrals for children with complex health needs
require significant support and multiple referrals that are time
consuming, they require multiple telephone contacts -
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Not able to evidence that the work we do has significant
benefits and impact on the children and young people s
health in adult life

Role is too diverse & unpredictable to capture all activity. No
two contacts require the same amount of time - what appears
to be a simple contact turns out to be a complex piece of work
whilst another can be a five minute activity

Challenges for monitoring School Nursing performance is
that a lot of our outcomes are qualitative not quantitative

When you are giving support in a difficult situation it is not
appropriate to then ask for the client to complete a feedback
form

A lot of the work is safeguarding and so to measure the
impact school nursing has in this is very difficult. To attend
meetings and undertake health reviews is fine but to know
what impact this is having and to evidence this to
commissioners is very challenging

To provide evidence that the health information given is
helpful and valid. Especially as sometimes people use this
information for later on in life e.g. breast awareness talks and
may find a lump as a result of checking her breasts as the
school nurse mentioned the importance of doing so many
years before

My appraiser has no medical experience and does not really
comprehend the pay structure, how we register or our full roll

Individual children and young people develop at differing
rates according to their own circumstances, so improvement
cannot be given a definitive time span

Ineffective IT is a huge issue which equates to time wasted

Hard to have the time to consider it as your every day job,
you are just too pressured

Role and activities

Respondents were asked to identify activities that were part of their role, those
activities that took up the majority of their time, as well as to identify up to 5 activities
they would like to do less and which activities they would like to spend more time on
(see Figure 41).
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Figure 41: Activities of the school nurse role

The most commonly shared aspect of the school nursing role was educating school
staff (81.7%). The tasks which take up the majority of respondents’ time include
attending to injuries (34.6%), attending child protection case conferences (31%),
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administration (29.7%), attending child protection meetings and providing medication
(27.7%).

Respondents clearly indicated that they would most prefer to spend more time on
educational activities i.e. providing class education (PSHE) (38.6%), health promotion
(32.7%) providing sex education (31.8%) as well as running sexual health drop-in
sessions on site (33.7%) and developing health policies (28.7%).

The survey results indicated that respondents would most like to remove or spend less
time on administration (27.1%) and budget management (18%) in their roles.

When asked what other tasks not represented in Figure. 42 they undertake as part of
their school nursing role, respondents commented:

We test hearing and measure children, provide emergency
department visit follow ups, provide anaphylaxis and buccal
midazolam awareness sessions for school staff, promote
School Nursing in the community in the events like Roma
Day. Develop policies and practice in practice development
groups

Research opportunities should be added

Pregnancy health checks for staff
Staff counselling

Coordination of the counselling service
Supporting carers
Parenting support, parenting classes, safeguarding

Eating disorders management
Asthma reviews

Peer reviews take a great deal of time, | recognise their
value, but this reduces the time | have to use my skills to
support children

We are expected to complete Common Assessment
Frameworks with families which takes up a lot of time
completing the paperwork sending this out to agencies,
arranging meeting, minuting the meeting typing them up
sending paperwork on again to the families and
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| carry out lots of health needs assessments and behaviour
management support
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caseload which requires lots of meeting attendances, home
visits and liaison / referrals

Caseload especially child protection

Being the sole School Nurse for my cohort and there just
not being enough time

Time and the amount of children who use the service on a
daily basis

Time limit associated with number of staff to schools ratio
Time and availability of resources

Never enough hours in the day

Lack of time

Other factors included funding, staff shortaTle /P AMCID[496.63 Tmmmmp0801 EMC
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Respondents highlighted a wide range of professionals they work with on a regular
basis and who refer pupils/students to them (see Figure 42). Parents and teachers are
the groups which respondents advised more often refer children and young people to
them. This was followed closely by health and social care professionals including GPs
and health visitors.

Respondents indicated that they work with Children and young people, parents and
teachers most regularly. Again, this was followed closely by health and social care
professionals such as GPs, health visitors, social workers, special educational needs
coordinators. Careers advisory agencies, pregnancy advisors, youth justice and the
police do not appear to work with survey respondents on a regular basis of at least
once a month.

Almost twenty four percent of respondents reported that their service did not have
explicit pathways and processes in place to deal with referrals and just over twenty
one percent indicated that pathways and processes were partly in place (see Figure
43).

Comments regarding inexplicit pathways and processes included the following:

Referral forms- staff often object to completing these opting for
verbal or email instead. When completing them they are usually
filled in incorrectly

With regards to child protection there are clear pathways. Direct
referrals are self-explanatory and | have an open door policy. If |
am concerned about an incident with a child at school | will also
give parents my contact number- it is also available on the school
website / information sheet

The processes in place are not always used, and often referrals
are made informally. This is not ideal and individual nurses like
myself usually request a basic written referral which includes
specific information, before we will consider accepting it

Referral form used for professional referrals, parents/carers &
children/young people can self-refer by telephone or face to face.
Referrals reviewed by myself and decision made re acceptance.
Letter sent to referrer and parent/carer acknowledging referral
and outcome.

Where referral accepted name added to waiting list then
allocated when appropriate staffing capacity allows. All referrals
taken in date order with exception of safeguarding ones that have
to be prioritised. When intervention complete discharge report
sent to parent/carer and referrer
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Figure 42: Work with on a regular basis and refer pupils/students
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Figure 43: Explicit pathways and processes in place to deal with referrals
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Figure 47: Mobile working devices
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Respondents reported that their organisation used a mixture of paper and electronic
systems for health records (see Figure 48). Electronic systems included Emis, System
one, PARIS, Rio and Care notes

Figure 48: Mechanism used for health records
90.00%

80.00%
70.00%
60.00%
50.00%
40.00%
30.00%
20.00%

0.00%
Paper Electronic Other

Over sixty five percent reported that they could access electronic health records via
mobile working devices (see Figure 49).
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appropriate cover for their duties (see Figure 53). The ‘other’ category included
nearing retirement, a lack of opportunities, funding, child care and family
commitments:

| retire in 5 months!!
Only plan to work another 2 years
Age, near to retirement

Lack of funding. | would have to undertake the degree over
2y and run my caseload at the same time. Which is very
hard. The opportunities to take the degree are very limited.
| would also have to travel a considerable distance

Not being NHS made it difficult to get on to an appropriate
training programme

The school would not fund me, so it would have to be self-
funded, | cannot afford to do that. | would also need
placements outside the school and a mentor. | couldn't take
time off work to do that

Child care
Managing your own family needs

As a single parent sometimes the time required for training
and fitting this in around own family needs

Work life balance and leaving my case load

Figure 53: Barriers to undertaking further training and education
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Figure 57: Professional background of line manager
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Forty percent of respondents reported that they have access to another manager who
has responsibility for professional support (see Figure 58).

Figure 58: Access to another manager for professional support
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Thirty eight percent of respondents reported that school nursing was the professional
background of the manager responsible for professional support (see Figure 59). The
‘other’ category included GP, deputy head teacher, social worker and office manager.
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Figure 59: Professional background of the manager responsible for professional
support
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Figure 61: Meeting with manager held to review personal development plan

Respondents were asked about their views working as a school nurse by responding
to a number of statements to indicate the extent to which they agreed or disagreed
(see Figure 62).

Figure 62 shows that the vast majority of respondents strongly agreed that a high level
of autonomy is required for a school nurse role. A significant number also either agreed
or strongly agreed that their workload was too heavy, that they felt overstretched in
their role and that it will be difficult to progress from their current grade. A large
proportion of respondents strongly disagreed or disagreed that there are sufficient
nurses school nurses in their area.

Respondents expanded on these options by offering additional comments some of
which are captured below:

Accessibility to appropriate  related professional
development is very limited in the environment | work in

I think only child qualified nurses should look after any child
including school children. It is desirable to have School
Nursing, ICU and or A&E experience and preferable to have
an appropriate age School Nurse qualification

| started this post with a background of general, mental
health, midwifery and distric