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Our theme for December is preparation for birth and beyond (PBB).

NCT worked with the Department of Health to develop 
the programme, alongside academics, experienced health 
professionals and other third sector organisations. A systematic 
review of the evidence on antenatal education was carried out 
by Warwick University. NCT has been working with local NHS 
commissioners and children’s centres to pilot PBB courses, and we 
are launching our full PBB service this month.

Shona Gore explains the criteria for an NCT PBB course (p10), while 
Clea Harmer describes the aims and content of the newly launched 
certificate of higher education to become a Birth and Beyond 
Practitioner, accredited by the University of Worcester (p11).

Kim Thomas talks to NCT practitioners leading PBB pilot courses 
with the NHS and children’s centres in Salisbury, Walsall and 
Norfolk about how the new programme is working in practice (p3 
and p6).

Postnatal leaders are especially interested in how it feels for 
women as they adapt to motherhood. They play a dual role: 
encouraging mothers and fathers to have confidence in their own 
parenting skills, but also giving them access to evidence about 
aspects of baby care. Fiona Robertson looks at the challenges for 
practitioners in meeting these two objectives (p8). 

The PBB programme has grown from an increasing awareness that 
education and support in the perinatal period have the potential 
to improve the health, wellbeing and attainment of children, 
with life-long impact. In the first of a series of research overviews 
on behaviour change, Angela Ryan looks at a range of different 
theories and approaches to influencing behaviour (p16).
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Head of research and information, NCT
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Teaching 
Preparation 
for Birth and 
Beyond in a 
children’s centre

Louise Hale, NCT local partnership 
manager, talked to Kim Thomas 
about the challenges and rewards 
of teaching the new PBB courses in 
a children’s centre.  

When the local NHS in Norfolk stopped 
offering community-based antenatal classes, 
it provided the perfect opportunity for NCT 
to step in and offer its services. Emneth 
Children’s Centre, based in a rural area, 
responded favourably to a proposal by Louise 
Hale, NCT local partnership manager, to teach 
a series of classes based on Preparation for 
Birth and Beyond (PBB) – the government’s 
antenatal education programme that 
focuses on caring for the baby as well as the 
physiological aspects of pregnancy on birth. 

NCT has now run two PBB courses at the 
children’s centre, taught by Louise and her 
colleague Lyndsay Shaw. Each course has to 
be commissioned separately, as funding is 
tight for the centre.

A new approach
Both courses ran over four Saturdays, with 
seven couples in each, including younger 
mothers and those from a more deprived 
background. The collaboration between the 
antenatal teachers and children’s centre has 
worked well, with centre staff often sitting in 
on classes and giving feedback afterwards. 

Teaching in a children’s centre can feel very 
different from teaching an original NCT 
course, says Louise: ‘The challenges are 
mostly around the difference of circumstance 
you may be dealing with – difference in social, 
financial, domestic situations, with first-time 
and second-time parents, step-families, 
single parents, young parents and parents 
with different needs. Our teachers are well-
prepared and adaptable, however, and we 
support each other with these situations.’

Both teachers have had to adapt their 
approaches to the structure and content of 
the PBB course. ‘The teacher needs to be 
able to let go of the more traditional style of 
delivering in-depth information, and be happy 
the couples are supported and able to find 
more information if they wish,’ says Louise. 
On the Emneth courses, the groups were 
given some ‘homework’ between classes: 
‘They were asked to look into pain relief and 
feed back to the group on a wishlist chart. 
They found their own information and the 
practitioner added it to the chart to give a 
picture of how their information translated.’

Relaxation as a life skill
The PBB approach requires the teachers to 
cover six themes. These are woven through 
each session, says Louise: ‘Relaxation, for 
example, is not confined to relaxation for 
labour, it is considered when looking at 
pregnancy, and during the early days as a 
parent. We ask: how do they relax now? How 
will they relax with a baby? These all lead into 
further reflections and exploration of feelings 
and the need to communicate positively, 
recruit support and so on.’

Getting dads involved
Louise and Lyndsay have worked hard to 
involve fathers as well as mothers in the 
classes. ‘Dads are engaged by use of separate 
sex group exercises where they have the 
chance to talk about their own feelings and 
concerns,’ says Louise. ‘They are also given 
the chance to talk about their roles in labour, 
birth and as dads in the early days, and how 
they may feel.’

The feedback from both mothers and fathers 
has been extremely positive, with almost 
everyone at the end of the first course 
giving it a rating of ‘excellent’. Scores on 
the postnatal evaluation forms, on which 
parents rated the helpfulness of the course 
in preparing them for labour and birth and, 
separately, for early parenthood, ranged from 
8 to 10 (out of a maximum 10). 

The children’s centre has also been happy 
with the courses. ‘The courses were tailor-
made for each group of parents that came 
along,’ says Marsha Jones, the children’s 
centre’s lead worker. ‘It was very flexible, very 
relaxed, welcoming, and parents were quite 
willing to share any worries or issues. They 
didn’t feel intimidated – everybody talked and 
discussed things.’

Louise is now managing a series of contracts 
to run antenatal classes in children’s centres 
in Northamptonshire. Despite the challenges, 
Louise has found the PBB approach works 
well: ‘You could see the value of new 
information and things they hadn’t thought 
about, and life after the baby. We didn’t feel 
such a need to focus on the ins-and-outs of a 
caesarean, for example, as long as they had an 
understanding about it, and felt able to cope 
if it happened to them and feel positive about 
it. They just loved being able to talk about 
these things in that environment.’
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What parents say

At the end of the course
‘I didn’t want to come to these 

classes but I am so glad I have as 

there is so much to learn.’ (Father).

 ‘I particularly enjoyed talking about 

and trying out different pain relief 

options and equipment, e.g. TENS 

machine and birth ball.’ (Mother).

At the postnatal meet-up
‘I found that I was completely 

prepared for birth and knew what to 

expect. The helplines and guidance 

for aftercare as well were very useful.  

If I had not been to the antenatal 

classes I would not have had any 

support from the breastfeeding club 

and also we were able to find out 

about clubs and classes.‘ (Mother).



Not all teenage parents have difficulties 
looking after their babies and raising their 
children, but as a group they have been 
the subject of concern for government 
policy makers and professionals who work 
with families in the antenatal and postnatal 
period. Teenage parents are more likely to 
smoke and drink, less likely to breastfeed, 
and three times more likely to have postnatal 
depression and other mental health 
problems. They are also more likely to be 
on benefits and living in poverty. As a group 
they often do not meet the threshold of adult 
mental health services and when they do 
these services may not offer support to them 
as parents. They are often described as a 
‘hard to reach’ group. 

The wider concerns about teenage parents 
and the recognition of the importance of 
early intervention in pregnancy encouraged a 
small multidisciplinary team at the Tavistock 
Clinic in London, consisting of two child 
psychotherapists, one child psychiatrist and 
one clinical psychologist, to set up a specialist 
service for adolescent parents and their 
babies. The Camden First Time Young Parents 
Project was open to young parents up to the 
age of 24, and the average age of referrals 
was 18 years for mothers and 20 years for 
fathers. We received 50 referrals in the first 18 
months of operating.

Early intervention
The aims were two-fold: 

• To intervene early, using that continuity 
of contact to support parents to develop 
their capacity to think about their baby’s 
development, including their baby’s 
emotional development. 

• To offer a service that supported the new 
parents’ relationships with significant 
others who might be a potential source 
of support or, alternatively, present 
obstacles to their functioning as 
responsive parents. These could include 
the relationship between the young 
couple, for example, or each partner’s 
relationship with their own parents.  

The service aimed to offer a therapeutic 
intervention that encouraged self-reflection  
to help parents develop a more mature  
state of mind – a maturity that is essential 
to the assumption of the responsibilities 
that come with parenthood. The service 
was intended to be approachable and 
flexible, based in the home or community. 
We emphasised the supportive ‘alongside 
parents’ aspect of the contact with us, and 
the ordinariness of difficulties occurring in  
the transition to parenthood. 

The professional partnerships that we 
developed with GPs, midwives, health visitors, 
children’s support workers and social workers, 
and the associated referral pathways, proved 
vital, offering a containing circle of care 
around parents. We also discovered, however, 
that the anxiety in the professional network 
about whether some parents would be safe 
and competent with their babies was often 

so high that referrals would be sent both to 
us and a range of other professionals in the 
hope that someone would do something to 
eliminate all risk. This often compounded the 
problem for the young parents who could 
not relate to so many professionals and felt 
persecuted.

Some of the young parents had very troubled 
and complex histories. Many parents were 
from families where their own parents had 
suffered from mental illness, alcoholism and 
drug abuse and where there had been a high 
incidence of family breakdown leading to 
periods of foster or residential care. The new 
parents’ relationships could be very unstable, 
often taking centre stage where the baby’s 
needs should rightfully be. 

The capacity of new parents to find a place 
in their minds and hearts for a baby is 
intimately related to the quality of care that 
they received as infants and children. There 
is a real danger that if the young parents 
cannot be in touch with the vulnerability in 
themselves they will find it hard to be in touch 
with their baby’s vulnerability and recognise 
their need for help. 

Case Vignette: Rose and Luc
Rose and Luc, both aged 16, were referred 
by their social worker when Rose was eight 
months pregnant. The social worker was 
concerned about the incidents of domestic 
violence between them. They both wanted 
to keep their baby but they knew that with 
their troubled histories (they had both been 
in and out of care and emotionally abused 
by their own parents), becoming a parent 
and looking after a baby was going to be 
difficult. They wanted support. However, 
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‘The new parents’ relationships 
could be very unstable, often 
taking centre stage where the 

baby’s needs should rightfully be.’
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Supporting 
young parents 
with complex 
needs

Lynne Cudmore, psychotherapist, 
describes a project at the Tavistock 
Clinic that used psychotherapeutic 
techniques to help vulnerable 
young parents.



Encouraging self-reflection
Many services to parents seek to train 
parents and tell them what to do, in the 
belief that widening the skillset of parents 
is all that is needed. The specific aim of this 
service was to encourage self-reflection, to 
encourage parents to think for themselves 
and to become more mindful of their baby’s 
emotional needs. This help was offered in the 
context of a supportive relationship with a 
therapist that offered regularity, consistency, 
continuity and interested attention. The 
therapist was mindful of the legacy of the 
parent’s troubled histories, the difficulty 
of putting trust in professionals who were 
there to help and support when they had 
often been so let down themselves. Helping 
the young parents recognise this very often 
helped them to receive the support offered 
rather than resist it.

All names in this article have been changed, 
and pictures are posed by NCT members.
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in our meetings it was soon apparent that 
Luc wanted all the attention and Rose 
complained that he could be very jealous of 
her relationship with her mother and very 
possessive. Heated arguments ensued. I tried 
to help them reflect on what was going on 
between them and the importance of trying 
to contain the feelings that so easily erupted 
between them. They could quickly become 
upset by each other and were quick to blame. 
It was clear that there would be little space to 
incorporate a baby and think about a baby’s 
needs when their own emotional needs 
were so overwhelming. I worked closely with 
their social worker and Rose was placed in 
a mother-and-baby home. Whenever Luc 
visited a row ensued and eventually the baby 
was deemed to be at risk and removed from 
their care. 

Case Vignette: Sharon
Sharon, aged 17, became pregnant 
unexpectedly when she was at school. Her 
parents were horrified and asked her to leave, 
and she was placed in a hostel where she 
felt very isolated. Sharon and her parents 
were offered sessions to think about the 
distress they all felt and they became more 
supportive of her during the pregnancy and 
after the baby was born. Sharon separated 
from the baby’s father Michael, but he wanted 
to be involved in his son’s upbringing and 
meetings were held with them both to think 

about the complicated emotions that having 
a baby when they were both at school and 
had wanted to go on studying had stirred 
up for them both. The meetings were an 
opportunity to think about them both playing 
an important part in their son’s life. We made 
a video diary of them interacting with their 
son and this helped them both observe the 
baby and think about how they each related 
to him.

To find out more

For further information about the service 
contact Dr Rob Senior of the Tavistock 
clinic at rsenior@tavi-port.nhs.co.uk
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With nine years’ experience as an NCT 
antenatal teacher, Sarah Day is expert 
at making parents-to-be feel confident 
and comfortable as they prepare for birth. 
But this year she faced a new challenge: 
teaching the first PBB courses to young 
parents in Salisbury. 

The PBB programme was developed by the 
Department of Health (DH), with input from 
NCT and other organisations, as a way of 
improving outcomes for parents-to-be and 
children. It helps parents to understand the 
development of their baby and prepare to 
look after their baby as well as preparing 
them for the birth. The programme covers  
six themes: 

• Our/my developing baby
• Changes for me/us
• Our/my health and wellbeing
• Giving birth and meeting my/our baby
• Caring for my/our baby
• Who is there for me/us – people  

and services

NCT is offering PBB training to its own 
practitioners (postnatal leaders, breastfeeding 
counsellors and antenatal teachers), some 
of whom are now teaching pilot PBB classes 
run by health trusts and children’s centres. 
The commissioned courses differ from 
original NCT classes in two main ways. One 
is length – NCT courses vary in length but 
often consist of eight two-hour sessions. PBB 

courses are shorter: our minimum offer is 
six hours of classes, split into three two-hour 
sessions or two longer Saturday sessions, 
with an option to include an extra two hours 
on breastfeeding. Commissioners are also 
offered the option of a postnatal session. 
(Sarah’s course consists of a one-hour 
introductory session, followed by three 
2½ hour antenatal sessions and then a 
postnatal session.) 

As well as the commissioned PBB courses, 
NCT is offering its own NCT Birth and Beyond 
courses (paid for by the client and booked 
directly with the charity), which have an NCT 
framework and use a 12-hour syllabus.

The other difference is content – although an 
original NCT course will include some content 
about practical parenting skills, over half of 
the course is devoted to preparation for the 
birth, compared to around a quarter in a 
PBB course.

For NCT teachers making the transition, 
this means having to cover a broader 
curriculum in fewer hours. Sarah Day, who 
has run two pilot PBB courses for Salisbury 
Hospital this summer, says that ‘fitting it all 
in is a challenge’ but that she has developed 
techniques to address that. ‘When topics and 
areas have got similar learning outcomes, I 
try to merge them together and teach it as 
a combined topic, and that’s worked really 
well,’ she says. Sarah also finds it important 

Working with parents

Perspective - NCT’s journal on preparing parents for birth and early parenthood • December 2012

NCT Preparation 
for Birth and 
Beyond: the 
teachers’ 
perspective

Joanna Sladden and Sarah Day 
are both experienced antenatal 
teachers who are now teaching 
Preparation for Birth and Beyond 
(PBB) courses. They talked to 
Kim Thomas about how they 
adapted their approaches to the 
requirements of PBB.

to keep focused if someone asks a question: 
‘It’s important to realise you can’t cover 
everything in the same depth as on a longer 
course as you have far fewer hours to fit it all in.’

Working with younger parents
The Salisbury course is aimed specifically 
at parents under the age of 20, as the 
head of midwifery at the hospital felt that 
younger parents often lacked access to the 
information and support they needed, and 
that PBB would be an effective way of filling 
that gap. Initially, it was difficult to recruit 
young people onto the course, which meant 
that the courses began later than originally 
planned, but in fact, says Sarah, the teaching 
has been more straightforward than she 
expected. Each course has attracted six young 
women and their partners or supporters, and 
attendance has been good: ‘Once they do get 
to that first session, they’re really committed 
to coming back, and if they haven’t been 
able to make a session because of a midwife 
appointment or something, they’ve all kept in 
contact to let me know.’ The hardest aspect 
of the course, she says, is that the women 
don’t always bring the same supporter with 
them to classes – one week they might bring 
their mum, the following week their male 
partner or a friend. This has made continuity 
difficult. On the other hand, the courses have 
been a good way of creating peer support for 
the women – many have already swapped 
mobile phone numbers and have been 
texting each other outside classes.



Perspective - NCT’s journal on preparing parents for birth and early parenthood • December 2012

Breaking the ice
Joanna Sladden, who has been an NCT 
antenatal teacher for five years, also has 
experience of teaching an NHS class at 
Birmingham Women’s Hospital. Since 
September this year, she has been team 
leader of a contract with Walsall Manor 
Hospital to run four PBB courses, each taught 
by an NCT teacher, including Joanna herself. 
Like Sarah, Joanna has found it a challenge 
to fit all the content into short courses, 
particularly as the courses take up to ten 
couples, and has had to adapt her teaching 
approaches accordingly. In a typical NCT 
course, for example, much of the first session 
is taken up with introductions. The PBB 
programme doesn’t allow for spending a lot of 
time on introductions, so the teachers break 
their classes up into three smaller groups and 
ask each person in the group to introduce 
themselves, share their due date and share 
one fact they already know about their baby. 
This tends to be things like ‘I know I’m having 
a girl’ or ‘I know the baby kicks like mad every 
night at 10 o’clock, so I think it’s going to be 
a footballer’ which usually breaks the ice and 
leads to a bit of banter. 

From that, says Joanna, the class then moves 
on to the first part of the PBB content, which 
is looking at what babies can already do while 
still in the uterus: ‘They’ve already said one 
thing about what their baby can do, but then 
that leads really nicely into a small group 
exercise about what babies can do at that 
stage in pregnancy.’

Another useful way of making the most 
of the allotted time, says Joanna, is to use 
break-times and time between classes. So 
sometimes she will ask parents to think and 
chat during the coffee-break about how they 
were parented, and use that as a basis for a 
discussion after the break. Time for practising 
breathing, positions for labour and massage 
is short, so teachers emphasise the value of 
practising them at home.  
 
Agenda setting
The time constraints have also meant that, 
in the Walsall classes, teachers haven’t 
begun the courses with agenda-setting, 
asking parents what they want to learn, as 
would normally happen in an NCT class. The 
teachers don’t feel completely happy about 
this, however, and are going to try out a new 
approach next time around. ‘We’re going to 
get the parents to think about what they’d 
like to know before the baby is born, then 
during the labour and birth, then postnatally 
after the baby’s been born,’ says Joanna. This 
guided approach avoids the possibility that 
parents will simply focus on labour and birth, 
which is what parents tend to be interested in 
before the baby is born. ‘By getting them to 

agenda-set in three different areas, it means 
they’re thinking more broadly. And as they’re 
still setting their agenda, it feels to them and 
to us as teachers that it is still really client-led, 
which  we want it to be.’

Sarah’s course includes a one-hour 
introductory session, so she is already using 
agenda-setting, and spends the rest of the 
session making clients feel comfortable 
with each other and the teacher, and having 
a brief chat with the teenage midwife 
coordinator and children’s centre staff. 
Because these courses are pilots, she, like 
other NCT teachers running PBB courses, is 
still reflecting on her teaching and adapting 
it: ‘It’s an ongoing learning pattern because, 
having only run two, I would probably still 
make changes next time as well.’

Classes in the community
Both the Salisbury and Walsall courses, 
although run by the NHS, have been held 
in children’s centre. This has been a good 
way of reaching parents in their own 
communities – the Walsall courses have 
attracted parents who probably wouldn’t 
have considered attending a course held 
in a hospital. A Monday morning course in 
particular has drawn in some Asian women 
who, says Joanna, ‘would not normally access 
hospital classes, but they’re coming into their 
local children’s centre because they trust it, 
and they know it and it’s part of where they 
live. The numbers have been small in this 
centre, but the feedback has been absolutely 
tremendous.’ On the third session, two new 
women arrived who told the centre staff 
on the way out that they hadn’t previously 
realised they had so much choice. ‘Those 
two women probably wouldn’t have felt 
comfortable in a big group, but were made 
to feel very comfortable and valued in a 
small group, and had their unique questions 
answered because they felt confident enough 
to ask them and have gone away feeling more 
empowered,’ says Joanna.

Sarah and Joanna have both found that the 
three-way partnership between the NHS, the 
children’s centres and NCT has worked well. 
In Walsall, teachers are encouraging parents 
to try out some of the services that the 
children’s centres offer, such as pregnancy 
yoga, baby massage or fathers’ groups. Sarah 
has found that the children’s centre has 
been very supportive of the courses, offering 
to pay transport costs if any of the women 
have difficulty affording them. As part of 
the postnatal sessions, she has arranged for 
children’s centre staff to come in and do baby 
massage tasters. The centre has also been 
willing to help postnatally: one young woman 
on the course will have little in the way of 
postnatal support, and the centre, at Sarah’s 

request, has already been in touch with her 
and arranged to visit her near the time her 
baby is due.  
 
An added sparkle
The Walsall course doesn’t include a 
postnatal meet-up, and at the time of writing 
the Salisbury groups hadn’t yet held theirs, 
but the completed evaluation forms at the 
end of the courses have been positive. Sarah’s 
first group of students all rated the course 
as ‘excellent’ or ‘very good’, and comments 
included ‘Particularly enjoyed changing and 
bathing the baby’ and ‘Really enjoyed the 
classes a lot. It was really nice to meet other 
mums to be – thank you for all your help and 
advice.’ The first set of Walsall evaluations all 
rated the courses as ‘excellent’ or ‘very good’ 
and comments about which activities parents 
enjoyed most mainly related to activities 
to do with looking after the baby, such as 
‘bathing’, ‘nappy changing’ and ‘how to put 
the baby to bed safely’. 

More courses will be running in Walsall until 
March 2013, when commissioning becomes 
the responsibility of GPs rather than the 
hospital trust. The success of the first set of 
courses makes Joanna hopeful that they will 
be recommissioned. The Salisbury courses 
are running every month now until March 
2013, with two other teachers joining over 
the next few months. They hope there will be 
further funding after that.  

For the teachers, the experience of running 
PBB courses has been challenging, but very 
worthwhile. The Walsall groups in particular 
have been very diverse, in terms of age, 
education and background, which has made 
the small group work particularly effective, 
says Joanna: ‘When people are mixed up, 
it’s amazing how many will share their 
experiences and knowledge with each other, 
and help each other out. It brings sparkle to a 
group rather than everybody being the same.’
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Becoming an NCT Birth and 
Beyond practitioner 

NCT tutors are offering step-up days to 
NCT practitioners wanting to teach PBB 
courses. These days are heavily booked 
but in the second phase of the PBB 
roll-out more days will be offered. If a 
contract is commissioned, appropriate 
training will be arranged. To find out 
more, contact:  
commissionedservices@nct.org.uk



The postnatal leader’s dilemma
Postnatal leaders face a dilemma. We aim 
to support and encourage all new parents 
who come to our Early Days groups to feel 
confident in their instincts, parenting skills 
and decisions. We notice different approaches 
within any group and value those differences 
as we demonstrate ‘unconditional positive 
regard’ for every parent.1 At the same time, 
we have responsibility for providing parents 
with a certain amount of relevant evidence-
based information. In this article when I refer 
to evidence I am generally talking about 
scientific, research-based health evidence.
In a group setting some parents may have 
already decided to take a decision which 
conflicts with the evidence. This means when 
providing the information the postnatal 
leader may risk undermining some parents’ 
confidence, although, at the same time, it 
may be useful for others. 

Why does this dilemma particularly affect 
postnatal leaders?
Practitioners working in the antenatal period 
provide postnatal information before the 
parents have to make a decision about it, 
so it does not present this risk. For example, 
parents who receive information about the 
risks of placing their baby to sleep on his 
front will easily accept this before their baby 
is born. This information is received very 
differently by an exhausted mother who has 
found that it is the only way her baby can 
sleep for more than 30 minutes at a time. The 
dilemma, for the postnatal leader, is that by 
offering information in a group about how 
putting babies on their backs to sleep reduces 
their risk of SIDS, she undermines that 
mother, yet if she does not offer it, she may 
be seen to be condoning a practice for which 

there is strong evidence of risk.2 Another 
eight mothers might go away thinking,  
‘Well he’s OK so what a great idea for 
getting more sleep!’ 

Practitioners working in the postnatal period, 
but individually with parents, may choose 
to provide only the specific information that 
will be of use to that individual parent, at that 
specific time. For example breastfeeding 
counsellor Kerry Radden says, ‘If she is happy 
giving a bottle of formula in the evening and 
breastfeeding is going well, I will have to offer 
information about the impact of that bottle 
very sensitively and only after establishing 
whether that information would benefit her 
decision making’ (my italics).3 In a group 
setting the postnatal leader needs to take 
into account this particular mother and 
factor in the needs of the other parents in 
the group. She may therefore be more likely 
to give the information about the impact on 
milk supply so that she does not inadvertently 
compromise the breastfeeding of others in 
the group who might otherwise be thinking 
that there are no downsides to giving a bottle 
of formula in the evening.

How do people make decisions?
We like to think we make our decisions based 
on rational thought, yet psychologists have 
gathered significant evidence that human 
beings are very much more irrational than 
we think.4 Decisions are based on emotion, 
habit, beliefs and powerful social expectations 
and cultural norms. All these influence what 
parents do, and some ‘evidence’ thrown 
into the mix may or may not be important to 
them. Even if a parent thinks they are basing 
what they do with their baby on fact, it is likely 
the facts have only a small part to play. 

 Sharing 
evidence-based 
information in 
postnatal groups

In a recent group of new mothers, one 
brought some information to the others 
about how two baby products were identical, 
even being made by the same organisation 
in the same factory, though with different 
branding. One mother decided to switch 
brands as a result of this information, yet 
there was another who decided to stick with 
the more expensive brand, even faced with 
direct evidence that it was identical to the 
cheaper version. Her emotional attachment 
to a brand was unaffected by information. 

The psychologist Daniel Kahneman explains 
the two systems that drive the way we think. 
System 1 is fast, intuitive, and emotional; 
System 2 is slower, more deliberative, 
and more logical.5 His work describes the 
pervasive influence of intuitive impressions 
on our thoughts and behaviour and this is 
evident in our work with parents. No matter 
what evidence-based information we provide, 
parents frequently base their decisions on 
intuition and other factors. 

Postnatal leaders may find it helpful to use 
the ‘Decision Triangle’ to demonstrate how 
decisions might be made, by bringing an 
example of evidence and then perhaps 
referring to how some parents in the group 
have made decisions that conflict with 
this and why. This validates those contrary 
decisions yet allows everyone to hear the 
evidence – I find this non-threatening and 
non-directive.

What are the areas in which parents 
typically reject the evidence?
Postnatal leaders will recognise the common 
areas where parents make decisions opposed 
to ‘the evidence’. Examples of these are:
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Postnatal leader Fiona Robertson 
reflects on the tension between 
sharing evidence-based 
information and remaining 
parent-centred.

Working with parents
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Figure 1 

The Decision Triangle

Information
• Is it reputable? 
• Is the research well conducted? 
• Who funded it and are there competing  

interests? 
• Who benefits from providing this  

information?

• Can YOU trust it?

Source: based on a concept developed by postnatal leader Liane Grimes.

Instincts & Individual 
Circumstances
• What is your own gut feeling?
• What is your ‘mummy chip’ 

telling you?
• What are YOUR circumstances 

and how do they affect YOUR 
decision?

Influences
• Family and old friends
• Media and popular culture
• New circle of parent friends
• What are they all saying? How 

much do you value their input? 
How do you handle their advice?

• How important are these 
influences to YOU?

DECISION



decisions she can for her own baby.

•  I listen actively to every parent in the 
room, giving my full attention so they 
know they are valued. I might carefully 
contrast the approaches of different 
parents explaining how the two or three 
different ways are all ‘right’.

• I discuss the decision-making process 
itself. I may draw the decision triangle, or 
refer to BRAIN7, or to the list of questions 
on my Routines handout. This approach 
helps parents think about why they 
have made their decisions and so feel 
comfortable with them, or indeed about 
changing them if appropriate.

• I find another way for the information to 
be made available. I may ask the group 
what others know about the topic or I 
may provide handouts, weblinks or video 
clips where evidence-based information 
is given, then perhaps ask the group 
to discuss it. This approach can be less 
threatening to parents and preserve 
their confidence.

There is no ‘one right way’. I believe that as 
parents want to do their best for their children, 
so NCT practitioners also want to do their 
best for the parents they work with. We have 
different styles and approaches, we pick up tips 
and ideas from each other, we read evidence-
based journals and popular books. Most 
importantly, we use our reflective practice 
to continuously develop and improve. This 
ensures we use the knowledge we have of the 
evidence wisely and in a way that always places 
the support of parents at the centre.
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• Babies routinely placed to sleep on  
their front

• Babies placed to sleep in separate  
rooms well under six months

• Parents introducing solid foods 
significantly earlier than six months

• Parents leaving babies to cry for several 
hours in the belief that ‘it is for their own 
good and they need to learn to settle to 
sleep without the help of an adult’

• Parents sending tiny babies to nursery  
so they can be ‘socialised’

• Parents swapping from breastfeeding  
or infant formula to follow-on formula  
at six months 

Sometimes parents make these decisions 
even when they know that they conflict with 
recommendations from trusted sources such 
as the Department of Health; sometimes 
they have no knowledge at all of the evidence 
or have filtered it out because it differs 
from what is popular or culturally normal. 
Sometimes parents feel they have no choice 
and their decision is made because other 
factors overwhelm their freedom to choose 
(infant feeding decisions, for example, are a 
minefield of such factors). 

NCT’s parenthood policy states the normative 
assumption that ‘overwhelmingly, parents are 
motivated to do the best for their children, 
sometimes in difficult circumstances, and, 
in the context of information and support 
available to them, will seek to parent in a way 
which they feel is right for themselves and 
their children’.6

My work with parents supports this 
assumption. I believe that if parents make a 
decision contrary to that suggested by the 
evidence, then they have taken into account 
other factors that are more important to 
them than the evidence from research or, 
as above, their ‘choice’ has been taken 
away from them somehow. Yet, as a 
postnatal leader I am also part of ‘the 
context’ and an agent of the ‘support and 
information available to them’ so I feel some 
responsibility for providing accurate, timely 
and helpful information.

A conflict in parental views
Another example of context is that although 
postnatal leaders typically engage with only 
one of the baby’s parents, most babies have 
two involved parents who may have different 
views. We may be engaging with the mother, 
when in fact the father could be the one who 
has made a certain decision. One mother 
was distraught that her husband insisted 
that their baby must sleep alone in her 
nursery at a few weeks old. She did not  
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have the personal resources to take a stand 

in conflict with her partner.

It can be especially upsetting for a parent 
who has made a decision in the ‘no choice’ 
scenario to be reminded of the evidence. 
A mother who has reluctantly turned to 
formula feeding, despite her intention to 
breastfeed, may feel hurt and angry when 
any risks of formula feeding are discussed. 
These are not the feelings a postnatal leader 
wishes to trigger, yet if another mother in the 
group is considering stopping breastfeeding 
she may need information which will help 
her make the decision she feels is right 
for her. NCT practitioners do not want to 
deliberately withhold relevant evidence-
based information either. Responding to the 
needs of all parents in the group can be a 
tricky balancing act.

What information do we provide and when?
A postnatal leader also offers information 
in the form of handouts, video clips, verbal 
information used as an introduction to a topic 
for discussion and so on.

Some of the information I provide is through 
handouts I have written myself. In selecting 
the exact wording I can ensure it is both 
parent-centred and evidence-based. As an 
example I give parents a handout on routines, 
which a) acknowledges that parents have 
personal preferences and styles of parenting 
and that there is no one right way, b) includes 
some relevant evidence-based information 
and c) enables parents to make their decision 
for themselves by giving question prompts to 
help them think through the approach that 
suits them. A copy of this handout is available 
on request (from fionajanerobertson@
hotmail.com), though some of its content 
now forms part of the new NCT Information 
Sheet entitled ‘Approaches to Parenting’, to 
be included in a standard pack of information 
sheets for parents who attend Early Days 
postnatal groups. 

Postnatal leaders also sometimes provide 
information that is not evidence-based, such 
as a newspaper article, precisely in order to 
stimulate discussion. I always emphasise that 
this information is anecdotal or opinion-based 
and add a verbal disclaimer or written note to 
that effect.

These are some of the methods I use to 
manage the conflict between being parent-
centred and evidence-based:

• I ensure the group sets the ground rules. 
Usually someone will say something about 
being non-judgemental. I pick up on this 
and enshrine it in the group’s philosophy. 
I post it on the wall and refer to best 
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Shona Gore, PBB development 
manager, introduces the new NCT 
Preparation for Birth and Beyond 
programme.

carried out by the University of Warwick along 
with extensive interviews with a broad cross-
section of mothers- and fathers-to-be.5

The PBB resource pack
The work of the multi-disciplinary group 
resulted in the Preparation for Birth and 
Beyond (PBB) resource pack issued by 
the DH.4 The pack draws on a range of 
developments in policy and contemporary 
experience, including the family nursing 
partnership. It also calls on neurology, 
sociology and psychology, and theories of 
fetal programming, social capital, self-efficacy 
and adult learning.

During the same timeframe, NCT was 
experiencing a period of significant growth 
along with a series of internal changes. 
To manage and direct this growth, a new 
strategic framework was introduced, with the 
aim of reaching 20 million parents by 2020. 
To achieve this, NCT needs to move beyond 
its traditional service users and develop 
relationships and services with large-scale 
commissioners and service providers.

A new framework
Along with PBB came a new NCT education 
and continuing professional development 
(CPD) framework. This was developed to 
support the introduction of the PBB approach 
and to ensure NCT could use it for the benefit 
of society. This entailed a change of university 
provider, along with significant investments 
in time and money to develop new learning 
programmes and qualifications.

In tandem with developments within 
NCT’s education programmes, the DH’s 
resource pack was adapted into a teachable 
programme. Calling on the expert knowledge 
and experience within NCT, a set of learning 
outcomes and a syllabus were created.

A unique offering
NCT PBB transforms DH’s resource pack 
into a unique NCT service and parent 
experience. It enables parents from across 
the social spectrum to attend a course led 
by experienced transition-to-parenthood 
educators, trained in adult learning, group 
facilitation and active listening. The courses 
help parents-to-be to take on the insights 
offered by the six themes of NCT PBB, and 
to understand how these insights can offer 
lifelong benefits to themselves, their partner 
and their child. 

Six themes
PBB has at its core the principle that, through 

and beyond their transition to parenthood, 
most parents want to do the best for their 
children. But to achieve this they need both 
the personal capacity and resources to do so, 

The NCT Preparation for Birth and Beyond 
(NCT PBB) programme has been developed in 
response to a series of strategic opportunities 
and challenges over recent years:

• The Department of Health’s 2008 child 
health promotion programme called for 
increased support for those entering 
parenthood, particularly first-time 
parents, with the aim of promoting 
the importance of stable, positive 
relationships within new families.1 

• In 2010 Frank Field MP returned the 
policy focus to parenting when he made 
the case, in his independent review 
on poverty and life chances, that good 
parenting could improve the life chances 
of the least advantaged.2 

• In 2011, a report from Graham Allan MP 
drew on contemporary neuroscience 
and developmental psychology to 
suggest that children between birth and 
three years of age are particularly at risk 
of long-term harm from poor parenting 
and neglect.3 The best way to mitigate 
such risk, he argued, was to support 
mothers and fathers in their vital roles  
as guardians of the next generation.

It was clear that an improvement to the 
support offered to first-time parents in 
the transition to parenthood could lead to 
better outcomes. In 2010, under the last 
government, NCT accepted an invitation from 
the Department of Health (DH) to participate 
in a multi-disciplinary expert reference 
group of voluntary agencies working on the 
development of a new approach to antenatal 
support. This was an approach that looked 
beyond the traditional model focused on the 
birth of the child. It was based on a systematic 
review of the evidence of antenatal education 
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NCT PBB courses: 
a response to new 
opportunities
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along with the support of the services and 
communities that surround them. That is, in 
part, why PBB has six core themes:

• Our/my developing baby

• Changes for me/us

• Our/my health and wellbeing

• Giving birth and meeting my/our baby

• Caring for my/our baby

• Who is there for me/us – people  
and services

In NCT PBB, each theme is woven through 
the syllabus, rather than acting as a chapter 
heading. Along with the physical preparation 
for birth, NCT PBB helps parents make sense 
of emotional changes they may experience, 
acknowledging new responsibilities 
and implications for their relationships.
This is particularly true when this is their 
first pregnancy.

Making a difference
The development of NCT PBB is not a move 
away from NCT’s traditional approach 
and markets, but an embrace of the new 
– an initiative that will mean that millions 
more parents will have the opportunity to 
experience what so many already know: NCT 
makes a difference to those who experience 
it, as a customer or consumer.
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In September 2012, NCT launched a new 
qualification: a Certificate in Higher Education 
(Cert HE) called Birth and Beyond Practitioner, 
offered in conjunction with the University of 
Worcester. The course has been developed 
in response to the Department of Health’s 
launch, in October 2011, of the Preparation 
for Birth and Beyond Programme and 
Resource Pack.1 This new antenatal education 
programme was developed by a group of 
experts, and based on the best available 
evidence about what kind of information 
and support new parents need. 

NCT is committed to providing the best 
support possible to parents-to-be, so we 
wanted our practitioners to be able to 
teach these new courses. At the same 
time, after a 15-year partnership with the 
University of Bedfordshire, we made the 
decision to partner with the University of 
Worcester to develop the NCT College. 
Worcester is developing a reputation as 
a centre of excellence for midwifery and 
early years training, and shares NCT’s 
commitment to evidence-based practice 
and widening access. 

In Autumn 2011, there was also a change 
in funding. The government’s white paper 
‘Putting Students at the Heart of Higher 
Education’ removed the Higher Education 
Funding Council for England (HEFCE) funding 
that had previously supported NCT students.2 

We reviewed our courses to make sure that 
students had access to excellent vocational 
training that could be completed in a shorter 
timeframe and represented good value for 
money. It gave us an opportunity to develop 
training that had something to offer current 
practitioners as well as new students.

Birth and Beyond 
Practitioner: a 
new qualification

The launch of NCT’s 2010-2020 strategy also 
helped to shape the thinking behind the new 
qualification.3 NCT aims to reach 20 million 
parents by 2020 and our vision is a world 
where parents are valued and supported 
to build a strong society, believing that a 
child’s early years significantly impact upon 
the future they help to shape. NCT College 
has a key part to play in realising the vision, 
enabling us to offer training that is flexible 
and fit for purpose for both practitioners 
and students.

A new kind of training
Tutors from NCT’s three specialisms 
(antenatal teachers, breastfeeding 
counsellors and postnatal leaders) formed 
a core development team and decided 
that, rather than creating three separate 
programmes, they would pool their expertise 
to create a single programme. The team 
identified the key strengths and skills that a
re held in common by the three specialisms, 
with the aim of creating core training at 
level 4, and to use level 5 to teach the 
specialist elements.

The structure of the Cert HE
The core development team decided that the 
course should teach two key skills: 

• Facilitating learning in groups. This would 
include an understanding of how groups 
work, as well as listening skills and an 
appreciation of how adults learn. 

NCT has launched a new course 
in partnership with the University 
of Worcester. Clea Harmer, NCT’s 
education manager, explains what 
the course does and why we need it.

Service development & policy
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‘Our vision is a world where 
parents are valued and supported 

to build a strong society.’

• Reflective practice.

It would also offer three modules, providing a 
knowledge base in these areas:

• Developing Baby

• New Family

• Giving Birth 

As with all NCT courses the approach is 
parent-centred and research-based.

Induction
In September this year, 68 new students and 
15 tutors attended an induction weekend 
at the University of Worcester. Half of the 
students, who ranged in age from 20 to 
late 50s, were full-time, half part-time. Just 
under a third already had a higher education 
qualification.  

The weekend introduced students to the 
resources available, the use of the university 
online system to submit work electronically, 
the Blackboard learning platform and the 
Pebblepad electronic portfolio system. It also 
gave them a chance to consider how adults 
learn and how to use research. Students 
experienced the kind of physical skills work 
and interactive facilitation that they will be 
using as practitioners. 

This is the first time an NCT programme 
has started with all new students attending 
the same event, and the students clearly 
appreciated the opportunity to meet each 
other. It clearly also gave them a chance to 
get a feel for the course as they started. ‘It 
helps to understand my place in NCT and how 
I can grow and develop,’ one said. Another 
student summed the experience up by saying
‘It was inspirational to listen to the passion, 
pride and care with which the women who 

Visit www.nct.org.uk/nct-college

Work alongside midwives and other health 
professionals to support new and expectant 
parents as you build a fulfilling career as an 
NCT practitioner.

Train as an NCT Birth and Beyond 
practitioner and have the opportunity to 
specialise as a postnatal leader, antenatal 
teacher or breastfeeding counsellor.

Applications to study with 
NCT in 2O13 are now open. 

NCT College  
foundation degree
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Course overview

Level 4 Modules

1. Facilitating Learning in Groups –   

30 credits

2. New Family: Changes and 

Challenges Part 1 – 30 credits

3. The Developing Baby –  30 credits 

4. Introduction to Reflective 

Practice – 15 credits 

5. Giving Birth – 15 credits

Level 5 Modules

PNL Specialist Practitioner 

Facilitating Postnatal Groups – 30 credits 

New Family: Changes and Challenges 

Part 2 – 30 credits 

BFC Specialist Practitioner 

Counselling Skills for NCT Practitioners 

– 15 credits 

Applying Counselling Skills for NCT 

Breastfeeding Counsellors – 15 credits 

Developing and using Breastfeeding 

Knowledge and skills – 15 credits 

Understanding Women’s Experience of 

Breastfeeding – 15 credits 

ANT Specialist Practitioner 

Challenges and Choices around Labour 

and Birth – 30 credits 

Undisturbed Birth – 30 credits 

What are credits?
Credits are an indication of how much learning a student has had to do to obtain a 

qualification. A certificate of higher education typically requires 120 credits.  

NCT Yoga for Pregnancy (YfP) Practitioner 

Relax, Stretch and Breathe – 15 credits 

NCT Yoga for Pregnancy – 15 credits 

NCT Doula 

Dimensions of the role of Doula –  

15 credits 

Realising the role of Doula – 15 credits 

Relax and Stretch with Baby Teacher

Relax and Stretch with Baby – 15 credits

Other modules

Understanding and using Research –  

15 credits

Understanding Loss – 15 credits

Understanding the Neonatal Unit 

Experience – 30 credits

Working with Health and Social Care 

professionals – 15 credits

Meeting Different Needs using  

Diverse Media – 30 credits

Level 6 modules

1. Reflecting on Assessment Practice 

– 30 credits 

2. Adult Learning – 30 credits 

3. Curriculum Design, Development 

and Management – 30 credits 

4. Independent Study (NCT 

specialism) – 30 credits

Catalogue 2012

Resources for 
healthcare 

professionals

0845 8 100 100        
www.nctprofessional.co.uk

Ideas for Improving the Birth Environment, 
Breastfeeding Rates and Support to Parents.

www.nctprofessional.co.uk

Resources for students, practitioners, 
midwives and health care professionals:

• Teaching aids
• Key learning sheets
• Information sheets
• Birthing aids
• Birth room equipment

Catalogue available
Order your copy online or phone us on 0845 8100 100

0845 8100 100

spoke regarded the work of NCT and their 
own roles within it. I am excited to be able to 
become a small part of this.’4

What next?
In September 2013 the new Level 5 and 
Level 6 modules will be launched. These will 
be open both to the new Birth and Beyond 
practitioners and our current practitioners.

At Level 5, students can train in any of the 
three specialisms, and current practitioners 
can train in other specialisms if they want. We 
hope that the wide range of Level 5 modules 
will allow practitioners to build a personal skill 
and knowledge base that reflects both their 
interests and the needs of parents in their 
area. The ability to opt for individual modules 
will give practitioners the time and space to 
do this at a pace that works for them.

Level 6 modules are open to anyone with 
the diploma who wishes to top it up to an 
honours degree. The only pre-requisite 
is that they need to have completed the 
research module at Level 5. So that current 
practitioners can start in September 2013 if 
they want, the research module will be run 
in-house from January to July 2013.
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Learning from 
breastfeeding 
peer support 
programmes 
in Sheffield

From 2009 to 2011, NCT provided 
training for breastfeeding peer 
supporters in Sheffield. Mary 
Newburn, head of research and 
information, and Angela Sherridan, 
freelance researcher, report.

Following a call for tenders from Sheffield 
PCT to provide breastfeeding peer support 
for the whole of Sheffield, Action for Children 
submitted a successful bid in collaboration 
with two NCT breastfeeding counsellors, 
Sophie Macfadyen and Ruth Oscroft, 
drawing on NCT’s national pilot study 
of peer supporter training1 and growing 
understanding of the value of community-
based breastfeeding support.2 

NCT’s breastfeeding counsellors provided 
training and supervision for ten groups 
of local mothers at children’s centres in 
Sheffield, building on the approach developed 
by NCT as part of the Department of Health-
funded pilot project.1 An eleventh group of 
volunteer mothers was recruited via NCT.

Why support for breastfeeding matters
Breastfeeding can make a major contribution 
to public health, contributing to a range of 
government health targets.2,3 It is considered 
one of the most effective ways of reducing 
health inequalities between more privileged 
and more disadvantaged families.4 Yet 
many women in the UK find breastfeeding 
more difficult than might be expected of a 
physiologically normal activity. Although 80% 
of UK mothers initiate breastfeeding, there is 
a steep decline during the first few days and 
rates continue to fall sharply.5 The training of 
peer supporters to work alongside midwives, 
health visitors and breastfeeding counsellors 
is designed to extend access to emotional 
support and reliable information, and to 
offer access to skilled practitioners who can 
address a mother’s concerns early. 

The NCT model of peer support training
In the NCT model, each local programme 
has a coordinator who recruits volunteers 
to train as peer supporters and provides a 
training venue and preferably crèche facilities. 
They take responsibility for the peer support 
service, liaise with local health professionals 
and provide opportunities for peer supporters 
to spend time with breastfeeding mothers. 
NCT provides the peer supporter training 
and training materials. Unfortunately, the 
Sheffield contract did not include provision 
for crèche facilities.

NCT peer supporter training is informed by 
Rogers’ theory of person-centred counselling, 
used to train NCT breastfeeding counsellors, 
which emphasises the importance of 
protecting the mother’s sense of agency and 
respecting her autonomy.6 The approach 
promotes a sense of control for the mother 
over her own experience of feeding and 
feeding support.2 

The course, which includes about 16 trainer 
contact hours over eight weeks, is designed 
to be accessible for women with a range of 
literacy and English language skills and has 
been validated by the Open College Network 
(OCN). Learning outcomes include:

• Basic understanding of how breastfeeding 
works and common problems

• Attachment and positioning of the baby, 
and times when growth spurts occur 

• Acceptance of the views and choices  
of others without compromising ones’ 
own beliefs

• Readiness to offer support and 
encouragement (not advice) based on 
effective and active listening

• Understanding of the importance of 
respecting confidentiality

• Understanding the limits of the role 
and where to suggest mothers seek 
further support

Recruiting volunteers
The Sheffield students came from different 
backgrounds, including professional people 
with spare time, women with no qualifications 
who were the only person where they lived 
who breastfed their baby and those from a 
particular minority language group.

Peer supporters’ trained
A total of 101 women registered for training, 
made up of 54 volunteers and 47 who were 
paid to provide peer support in children’s 
centres. Altogether, 92 completed the 
training (see table 1), 73 completed the 
workbook and received OCN accreditation. 

Feedback from the trainee peer supporters
A total of 101 women registered for training, 
made up of 54 volunteers and 47 who were 

paid to provide peer support in children’s 
centres. Altogether, 92 completed the 
training, 73 completed the workbook and 
received OCN accreditation. 

The trainers collected feedback from trainees at 
the end of each course, using different feedback 
tools. Out of the 101 who started training, 42 
trainees provided some feedback (42%). 

The feedback included an assessment of their 
own knowledge and skills. They were also 
asked to assess themselves on understanding 
their own limits, feeling able to ask for help, 
maintaining confidentiality, and their ability to 
give encouragement and information rather 
than advice. Due to limited space here, we 
present only the statistics on self-reported 
listening skills and some of the responses to 
open-ended questions on the feedback forms.

Asked to assess to what extent they could 
listen without interrupting, the first four groups 
were given the options of ‘usually’, ‘I need to 
work on this’ and ‘I really struggle with this’. 
For group 5 the categories were changed to 
‘always’, ‘most of the time’ and ‘some of the 
time’. For groups 6-11 the categories were 
replaced with a 0-10 point scale (0 = none of 
the time, 10 = all of the time). The change of 
design means that it is not possible to group 
all of the data for reporting. We have grouped 
the responses in tables 1.1 (n=45/52) and 1.2 
(n=39/52) below. 

Although these data are difficult to report 
because of the design changes, the results 
from the different data collection tools 
indicate how much the categories offered for 
closed responses can influence the results. 
While about half of the respondents felt they 
could usually listen without interrupting, only 
a minority claimed that they were always able 
to this (14-18%). When offered the option, 
approximately half of the trainees felt that 
they still needed to work on this. Being able 
to reflect and consider their own skills and 
characteristics critically is itself a skill that 
the course had enabled the trainees to 
learn and practise. 

Valued aspects of the course
Overall 75% of the respondents felt the 
balance of the training was right and 
that it had improved their listening and 
communication skills. Trainees valued both 
the knowledge base that they developed or 
extended as well as the practical skills focus. 
Learning about listening skills was often 
singled out as a valued aspect of the course:

‘(Understanding) the benefits of just listening.’

However, comments also commonly included 
varied lists of topics and skills, in which some 0845 8100 100
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items recurred frequently, such as:

‘Positioning and attachment, hand 
expressing, listening skills, understanding 
boundaries.’

‘Positioning and attachment, the session on 
mastitis and thrush.’

‘The listening skills and also understanding 
more about confidentiality.’

Trainees valued the opportunity to explore 
specific knowledge and practical approaches 
to care, such as ‘troubleshooting nipple 
problems’.

Readiness to support mothers
Forty of 42 respondents said that they felt 
prepared to support mothers as a peer 
supporter once their training was completed, 
and the other two indicted that they were 
‘nearly’ ready. They were also asked to 
explain what if anything else they needed. 
Comments included:

‘After doing this course, yes, as (I) know what 
to do and why. Anything else can be learnt 
through experience and confidence.’

‘Very much so, and with more experience the skills 
that I have learnt will be well used effectively.’

One peer supporter summed up her training as:

‘Brilliant! The tutor is a marvellous teacher! 
(She has) got so much patience and is so very 
knowledgeable. Very inspirational.’

These comments reflect the tone and 
content of most of the comments. There was 
very little negative feedback. Some trainees 
did, however, say they would have liked the 
training to last for longer and that they had 

I am able 
to listen 
carefully 
without 
interrupting.

I really 
struggle 
with this

TotalGroups

1-4

6-11

54%

Score 8-10

17%

100% n=13

100% n= 32

n=45

Usually

46%

83%

Score 5-7 Score 0-4

0%

0%

I am able 
to listen 
carefully 
without 
interrupting.

Some of 
the time

TotalGroups

5

6-11

86%

Score 8-10

83%

100% n=7

100% n= 32

n=39

Always

14%

18%

Score 5-7 Score 0-4

0%

0%

I need to 
work on 

this

Most of the 
time

Table 1.2  

Table 1.1 

not been able to cover everything that they 
wanted. Some, particularly those with lower 
levels of formal education or less study time 
felt the completion of OCN workbooks was 
burdensome:

‘Fast in parts, a lot of information to take in 
and lots of paperwork.’

 ‘We were working with very diverse groups 
and some participants had not encountered 
any education since leaving school, some 
were working in their second or third 
language and others had learning difficulties,’ 
says Sophie MacFadyean.

Peer supporters brought with them a wealth 
of experience and personal resilience. Though 
they brought many (often unrecognised) 
strengths, they felt they gained in confidence, 
through acquiring new knowledge and 
working on practical skills. One mother said:

‘Before doing this course what I knew was 
only self-taught as I had no real support while 
breastfeeding my children. [Strengths for 
me are] knowing the reasoning behind how 
I show these techniques so I can explain to 
mums why doing it in the correct manner 
benefits both them and the baby.’

Lessons learned
The two trainers taught the first peer 
supporter course together, then took 
alternate courses or occasionally working 
together, particularly at the final sessions 
when OCN workbooks were completed and 
course feedback was requested. Many of the 
peer supporter trainees needed support to be 
able to complete their assignments. 

After the first few courses, NCT approached 
OCN to scale back the level of accreditation 
from 5 to 3 credits, so that the course was 

more manageable. It was agreed that the 
work required in order to achieve 5 credits 

was excessive for a short course designed 
to include people with limited educational 
qualifications and in some cases literacy 
difficulties. The extra two credits left less 
time for important aspects of the training, 
says Sophie Macfadyen, without adding to 
the quality of the course. The new, three-
credit version of the workbook was easier to 
incorporate into the training. 

Some of the volunteers had to bring a baby or 
toddler with them. It was challenging working 
with young children in the training sessions. 
NCT would strongly recommend that peer 
supporter training contracts include provision 
of crèche facilities.

Disappointingly, in 20011, the PCT contract 
came to an end in Sheffield, due to economic 
cutbacks, despite the huge achievements. 
However, NCT continues to train breastfeeding 
peer supporters in many areas. 
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Karen Duignan, NCT antenatal 
tutor and hypnotherapist, 
discusses the similarities and 
differences between the teaching 
of self-hypnosis for labour and birth 
and antenatal relaxation sessions. 

There is a growing interest in hypnosis and 
self-hypnosis as part of preparation for labour 
and birth.1 Some maternity services, such 
as NHS trusts in York and Wolverhampton, 
offer courses to parents. West Lothian NHS 
has successfully offered hypnosis with self-
hypnosis taught prior to labour since 1986. 
However, there is still a lot of ignorance and 
anxiety about hypnosis. Professor Soo Downe, 
who is running a randomised controlled self-
hypnosis trial,2 says:

‘Women seem to be put off by the term 
self-hypnosis. We found that it was adversely 
affecting recruitment to the trial and have 
now changed the parent information leaflet 
to say “deep relaxation”.’ 

Hypnosis isn’t a coma, sleep, or being in 
another’s control as often portrayed by the 
media, but an altered state of awareness 
similar to daydreaming, the conscious 
mind quietened and the unconscious mind 
focused, the body deeply relaxed. Hypnosis, 
with the client’s permission, changes the way 
the brain interprets experiences, changing 
perceptions, thoughts, behaviours and 
feelings as suggestions are offered to the 
unconscious mind within a hypnotic state. 
Self-hypnosis is the skill of taking one’s self 
into hypnosis. This can occur following a 
session with a hypnotherapist or practitioner 
who has provided a post-hypnotic suggestion 
of re-entering hypnosis at will. As a life skill 
self-hypnosis requires practice.

Relaxation and self-hypnosis
Hypnosis, self-hypnosis and relaxation in the 
birth context are closely related. If are you 
are skilled at helping people relax, you may 

already have seen signs of hypnosis in some 
of your clients. Hypnosis doesn’t rely on a 
pattern of breathing, but the susceptible 
clients in your class may comment on the 
deep relaxation or your lovely calming voice 
or think they have slept! 

There are many similarities between NCT’s 
yoga for pregnancy and ‘relax, stretch and 
breathe’ (YfB/RSB) approaches and self-
hypnosis. YfB/RSB classes teach women 
to listen to their bodies, calming the mind 
through breathing, visualisation and positive 
affirmations leading to a deeply relaxed 
state.3 Self-hypnosis for birth reframes fear, 
anxiety and sensations through positive 
suggestion and reinforcement, allowing 
deep relaxation. Both take place in a group 
setting. Perhaps the main differences are 
that YfB/RSB is taught to women-only groups 
and it is more physical, placing emphasis on 
women working with their bodies to manage 
the strong sensations of labour, whereas 
self-hypnosis usually includes partners and 
prepares the unconscious mind. Negative 
language, emotions and sensations are 
reframed, the mind is calmed and relaxed, and 
therefore the body is deeply relaxed.

So whereas traditional relaxation and 
breathing may, in susceptible clients, change 
into a hypnotic state, it is what happens 
then that differentiates relaxation and 
breathing from hypnosis. For the hypnosis 
and self-hypnosis to be effective (and 
different from relaxation), we use hypnotic 
suggestion (a positive suggestion given 
during the hypnotic state), post-hypnotic 
suggestion (a suggestion given in hypnosis 
allowing a woman to re-enter hypnosis when 
she chooses), anchoring (post-hypntoic 
suggestion using touch, sound or recall of a 
previous positive experience), forward pacing 
(being guided during hypnosis to imagine a 
future event in detail as the woman would like 
it to be) and glove anaesthesia (a technique 
for selectively numbing part of the body using 
the power of the mind).

Evidence of the effectiveness of self-
hypnosis for childbirth is currently limited 
and somewhat confusing. Landolt and 
Milling’s methodological review involving 
13 research studies shows how complex 
it is to study hypnosis and self-hypnosis.4 
Some studies were unclear as to whether 
women offered hypnosis were also shown 
how to use self-hypnosis during labour, and 
the amount and timing of preparation was 
varied. Although the ‘dose’ and the quality 
of studies was variable, they concluded that 
self-hypnosis ‘holds promise’ as a method for 
managing labour pain. Authors of an updated 
Cochrane review which combines the results 
of seven trials, in which 1213 women were 
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randomised to hypnosis or to control groups, 
broadly agreed, stating that ‘there are still 
only a small number of studies assessing the 
use of hypnosis for labour and childbirth’. The 
findings of no significant differences in use of 
drugs or women’s satisfaction with pain relief, 
or spontaneous births may represent no 
evidence of effect rather than evidence of no 
effect.5 Further, high-quality, research studies 
are needed

Should NCT offer self-hypnosis courses?
Some NCT classes provide a substantial 
relaxation element, and these are a useful 
preparation for labour. However, this does 
need to consist of deep relaxation, as 
there is no evidence that short relaxations 
are effective. 

NCT could go further and include self-
hypnosis or practitioner-led hypnosis in its 
courses However, there is a risk that with a 
crowded curriculum, too little time would 
be devoted to learning and practice of 
the techniques. 

The answer may be to offer standalone 
self-hypnosis courses, following the model 
of YfB /RSB courses. At present the options 
for NCT practitioners to train in self-hypnosis 
for birth are to go to an external organisation 
or take a bespoke course facilitated by a 
hypnotherapist. A level 5 NCT self-hypnosis 
training module is planned.

Service development & policy
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By Angela Ryan, public health and 
social researcher, NCT 

Changing behaviour
This is the first in a series of occasional articles 
looking at the effectiveness of educational 
and support interventions during the perinatal 
period aimed at improving health and 
wellbeing for parents and their children. As an 
introduction to this topic, this article considers:

• Concepts and theories related to 
explaining and changing behaviour 

• Recent studies and evidence-based 
guidance in this area 

• Implications for maternity services, 
health professionals and NCT 
practitioners  

Background
Pregnancy is a time when mothers and 
babies use the health service regularly 
for several months and when women and 
their partners are often highly motivated to 
address issues affecting their health in order 
to give their baby a good start in life. As well 
as the chance to improve the outcome of the 
pregnancy, it has often also been targeted 
as a time when the long-term health and 
wellbeing of the baby and others in the family 
can be influenced, particularly for the most 
vulnerable or disadvantaged families where 
the benefits are likely to be greatest. 

Opportunities to intervene by providing 
support to change health-related behaviours 
arise when the woman and her partner attend 
antenatal care. Antenatal education may 
also provide an opportunity for improving 
the health and wellbeing of women, their 
partners and their babies. The usual timing 
of antenatal classes is late in pregnancy and, 
with the emphasis on preparing for labour and 
babycare, may mean that opportunities for 
promoting health improvement are limited. 
Attention could, therefore, usefully be given 
to what kinds of discussion, information, 
support or signposting are likely to be most 
beneficial and what might be a waste of time 
or even harmful. 

This article aims to provide some general 
evidence-based information about changing 
health-related behaviours. It is not a 
systematic review, but instead sets out key 
terms, concepts and theories related to 
explaining and changing behaviours that 
contribute to health, and summarises findings 
from some key reviews of evidence and 
recent guidance about generic approaches 
to changing health-related behaviours. This 
article frames and underpins future articles 
about improving the physical and mental 
health and wellbeing of parents and their 
children during the perinatal period. 

Method
Although this is not a systematic review, key 
sources of information were searched to 
identify relevant documents:

• Clinical Evidence (BMJ Publishing Group)

• Cochrane Database of Systematic 
Reviews

• MEDLINE searched via PUBMED

• NHS Evidence

• Turning Research into Practice (TRIP 
database)

• Website of the National Institute for 
Health and Clinical Excellence (NICE)

• Website of the Department of Health

Search terms used were Behav$ and Chang$ 
($ denotes truncated terms) combined with 
AND. If the number of titles returned was 
too great to look though, filters were used, 
where available, to refine the search, for 
example restricting returned publications 
to reviews or guidelines. This restriction 
was used because this overview aims to 
summarise findings from key reviews of 
evidence and recent guidance in this area. 
Documents were retrieved if they explained 
theories and concepts related to changing 
health-related behaviour or if they made 
generic recommendations about how best to 

Figure 1: An example of a socio-ecological model: Dahlgren’s and Whitehead’s 
1991 model of the main determinants of health.

Research
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Source: Dahlgren G, Whitehead M. Policies and strategies to promote social equity in health. 
Background document to WHO – Strategy paper for Europe. Stockholm: Institute for Future 
Studies; 1991.
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intervene to change health-related behaviour. 
References from identified documents were 
also reviewed and extra references were 
specifically sought where further explanation 
of concepts, theories or interventions 
identified by the initial searches was needed. 
Finally, the first 20 items returned by Google 
pages from the UK were also reviewed to 
identify key documents in the public domain.

Models and theories about  
health-related behaviours
There are many models that aim to understand 
and explain behaviours that contribute to 
health and wellbeing. There are also many 
theories on how behaviours change over 
time and can be changed. A report aimed 
at government social researchers provided 
a descriptive account of over 60 models of 
behaviour and theories related to behaviour 
change.1 These theories and models have 
been developed by people from different 
disciplines and they therefore approach the 
explanation of behaviours that contribute to 
health from different ideological positions.

Socio-ecological models 
Some models that aim to explain health and 
behaviours that contribute to health were 
designed from a public health or population 
viewpoint.2 These so-called socio-ecological 
models emerged during the 1990s. They 
explicitly set out the role of external factors in 
determining health, including socioeconomic 
factors, cultural and environmental conditions, 
living and working conditions, and other 
social and community factors [figure 1]. 
They highlight that many factors outside the 
control of the individual have a major impact 
on health: they may directly affect health 
or affect individual behaviours that impact 

on health. Such behaviours are, therefore, 
not necessarily a free choice and may not 
be easily or directly amenable to change by 
an individual. Although it is important and 
necessary for practitioners to provide support 
with regard to changing behaviour, it is useful 
to recognise that external conditions make 
change difficult for many families.

Models that attempt to explain behaviour at 
the level of the individual

In contrast to socio-ecological models, which 
incorporate higher-level as well as individual 
factors, models that have been developed 
from a psychological standpoint tend to focus 
on factors that contribute to behaviour at the 
individual level.3,4 Although these models may 
recognise external environmental factors as 
having an impact on behaviour, most do not 
make explicit reference to them and instead 
concentrate on the internal and personal 
influences on behaviour.3,4  The individual 
models usually involve:

• Attitudes (defined as an individual’s beliefs 
about a behaviour weighed against the 
value attached to those beliefs) 

• Social norms, called subjective norms in 
some models (defined as an individual’s 
beliefs about how socially acceptable a 
behaviour is) 

Agency or self-efficacy (defined as an 
individual’s beliefs about how easy or 
otherwise it is to perform a behaviour and 
whether doing so will lead to an expected 
outcome).3,4 

 

An example of such a model is the theory 
of reasoned action, which states that 
attitudes and social norms combine to 
form behavioural intentions.5 The theory 

Source: Taylor D, Bury M, Campling N, Carter S, Garfield S, Newbould J et al. A Review of the 
use of the Health Belief Model (HBM), the Theory of Reasoned Action (TRA), the Theory 
of Planned Behaviour (TPB) and the Trans-Theoretical Model to study and predict health 
related behaviour change. June 2006.

of planned behaviour takes this further by 
adding in the concept of behaviour control, 
which is composed of external influences 
inhibiting or facilitating an action and the 
individual’s self-efficacy or confidence in 
performing a behaviour.5

An example of a model of individual behaviour 
specifically related to health and wellbeing 
is the health belief model [figure 2]. This 
states that whether an individual carries out 
an action to reduce a threat to their health 
depends on:

• The perceived threat (composed of the 
individual’s evaluation of the risk of the 
condition and its consequences)

• Their expectations of carrying out the 
action (composed of the individual’s 
evaluation of the benefits of and barriers 
to carrying out the action and their 
confidence or self-efficacy carrying it out).5 

This is all also influenced by socio-
demographic factors, such as education and 
age, and cues to action, such as advertising or 
prompts from family members.5

Behavioural models can help practitioners 
to explain and understand the complex 
interaction of factors that influence people’s 
particular behaviours. There are, however, 
several criticisms of such models that should 
be taken into account including:

• They have usually been developed 
in specific contexts with specific 
behaviours in mind and may not transfer 
well to other behaviours or contexts.

• They oversimplify or cannot fully explain 
very complex issues.

• They do not divide the population 
sufficiently to take account of different 
factors having different weights with 
different groups of people. 

• They do not give sufficient weight to 
the impact of external factors that are 
beyond an individual’s control.

• They describe factors that influence 
behaviour but do not consider the 
process of how behaviour changes and is 
changed.3,4

Models that attempt to explain how 
behaviours change and can be changed

Following on from the criticism that it is not 
sufficient to simply describe factors that 
influence behaviour, there are theories about 
how behaviours change over time and can be 
changed. There are several types of models 
based on these theories, for example diffusion 
models (which show how behaviours diffuse 
through a society) or learning-based models 
(where change is considered in terms of 
learning new behaviour patterns).3 The type of 
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Figure 2: The health belief model
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model that is most widely applied to behaviour 
change among individuals in healthcare 
settings is stage-based, describing change as 
progress through a series of stages.3,6

The best-known stage-based model is 
Prochaska and Diclemente’s trans-theoretical 
or stages-of-change model.1 The model 
describes behaviour change as comprising six 
stages with people progressing through:

• Pre-contemplation 

• Contemplation 

• Preparation 

• Action 

• Maintenance 

• Termination  

The model is represented as cyclical [figure 
3].1 The cycle shows individuals moving out 
when they have changed and can cope with 
high-risk situations, but it also allows for 
relapse back to the initial stages. 

Broadly speaking, all stage-based models 
theorise that one intervention does not suit 
everyone at all times because the barriers 
that are encountered are different at different 
stages.6 An intervention will therefore be most 
effective when it is adapted to an individual’s 
stage in the progression.6 Smoking is often 
used to illustrate how interventions may need 
to be adapted to an individual’s stage-of-
change. For example, 56 focus groups were 
conducted across seven countries, including 
the UK, to explore European smokers’ 
responses to messages on cigarette packs.7 
Messages about the long-term health effects 
of smoking were found to be more salient to 
smokers in the contemplation stage because 
they were more willing to personalise those 
messages. In contrast, smokers in the pre-
contemplation stage made no attempt to 
personalise health messages. Instead, they 
adopted a defensive stance to such messages, 
dismissing them as distant or unlikely.

Although it has been frequently used, there 
have been several criticisms of the stages-of-
change model. The success of interventions 
based on the model depend on being able 
to make an accurate assessment of the 
stage an individual is at, but this can be very 
difficult because the stages are necessarily 
shorthand constructs of complex realities.6 
The applicability of the model to adjusting the 
level of an activity rather than aiming for total 
abstinence, for example consuming fewer 
calories, has also been questioned.1 Finally, 
some critics have questioned whether such a 
model is appropriate at all, suggesting that an 
intervention at any stage can be successful 
and that the pressure to change should be 
applied according to what individuals can 

tolerate rather than their stage in a process 
of change.1 This final point seems particularly 
relevant for practitioners who are considering 
intervening within a specific time-limited 
period, such as pregnancy or early childhood.

What is the evidence? 
This section examines reviews of evidence that 
considered whether any theory or model was 
effective at explaining or promoting health-
related behaviour change across a range of 
situations, that is whether any model or theory 
could be generically recommended to assist 
with behaviour change or designing behaviour 
change interventions. Reviews are considered 
in the order that they were published. 

The stage-based model of behaviour change 
is one approach that has been examined in a 
number of scientific studies. In 2002, a Health 
Technology Assessment review asked ‘How 
effective are interventions using a stage-
based approach in bringing about positive 
changes in health-related behaviour?’.6 Thirty 
seven randomised controlled trials were 
included in the review, addressing a variety of 
behaviours, most commonly (n=13) smoking 
cessation followed by the promotion of 
physical activity (n=7). Twenty of the 37 trials 
compared stage-based and non-stage-based 
interventions and 23 compared stage-
based interventions with no intervention or 
usual care (some compared more than two 
groups). The results favoured the stage-based 
intervention in only ten of the 37 trials. The 
methodological quality of the trials was 
very mixed, but there did not seem to be 
any relationship between quality and the 
effectiveness of the intervention. The authors 

concluded that there was little evidence to 
suggest that stage-based interventions were 
generally more effective than the alternative 
approaches used in the comparison. 
Interestingly, studies including participants 
of low socioeconomic status were least likely 
to report effects, although there were no 
specific conclusions or recommendations 
related to this.

In 2006, a review-of-reviews was undertaken 
on behalf of NICE with a view to developing 
guidance on the most appropriate generic 
and specific interventions to support 
behaviour change.5 One of the aims was to 
assess how effective the health belief model, 
the theory of reasoned action, the theory of 
planned behaviour and the stages-of-change 
or trans-theoretical model were at predicting 
health-related behaviour change.5 Based 
on the evidence available (from 25 meta-
analyses or systematic reviews), the authors 
concluded that the individual models of 
behaviour could predict a substantial degree 
of the observed variance in health behaviours 
in adult populations. The predictive power of 
the theory of planned behaviour was greatest, 
followed by the theory of reasoned action, 
and the health belief model was the weakest 
predictor of health behaviour. The available 
evidence suggested that, in countries like 
the UK, the theory of planned behaviour 
could account for 20-30% of the variance in 
reported adult health behaviour, for example 
explaining 29% of the variance in physical 
activity in one review.8 

Even though a model may explain differences 
in behaviour, it may not be useful when 
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Figure 3: Prochaska and Diclemente’s trans-theoretical (or stages-of-change) 
model of behaviour change.

Source: Report written by Lynn Stockley for the Food Standards Agency. Part of the 
Food Standards Agency’s Food Acceptability & Choice and Food Choice Inequalities R&D 
Programmes. Workshop held on Friday 9th March 2007. 
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intervening to change behaviour. The theory 
of planned behaviour had not often been 
used to design interventions at the time of 
the review, but effect sizes were small where 
this had been done.5 Even stages-of-change-
based interventions, despite their focus on 
the process of change, were found to be 
no more likely to be effective in achieving 
change than other interventions.  

The authors of the review also reflected 
that none of the models were set out in 
such a way that external social, economic or 
environmental factors would necessarily be 
taken into account or even recorded when 
researching behaviour change. As a result 
of this omission, they felt that important 
structural determinants of behaviour might 
be ignored. This, in turn, might increase 
inequalities by focusing attention on people 
from more advantaged groups who are better 
placed to change their attitudes and beliefs, 
factors which are central to these models.

Also in 2006, another review of reviews was 
carried out to evaluate the most effective 
intervention to change knowledge, attitudes 
and health behaviours.9 The focus this time 
was on what works for different behaviours, 
for example smoking or drinking alcohol, but 
the authors also considered whether some 
interventions were effective across a range 
of health behaviours and the effectiveness of 
the different models and approaches used in 
those interventions. Overall, 92 reviews were 
included and most were high quality (90 met 
6 or more of 12 quality criteria). 

For individuals, the authors found that:

• Physician advice or counselling was 
effective for smoking cessation, 
reducing alcohol consumption and 
promoting healthy eating.

• Counselling interventions appeared to 
be effective in smoking cessation and 
reducing alcohol consumption.

• Referencing the 2002 Health 
Technology Assessment review, stage-
based approaches were generally 
no more effective than alternative 
approaches for smoking cessation or 
promoting physical activity.

The authors also considered the impact of 
interventions on particular groups of people, 
including pregnant women. They concluded 
that interventions aimed at pregnant women 
showed some evidence of effectiveness, 
lending support to the idea of pregnancy 
being a ‘teachable moment’. For example, 
they found good quality evidence that a 
wide range of intervention types helped 
pregnant women to reduce or stop smoking,9 
and there was also good quality evidence 
that interventions with an educational and 

counselling component were effective in 
promoting pregnant women’s knowledge of a 
healthy diet10  (although improved knowledge 
does not necessarily translate into behaviour 
change). Subsequent articles in this series will 
describe in more depth those interventions 
that have been found to be effective at 
improving the health and wellbeing of parents 
and their children during the perinatal period.

What is the current guidance?
In 2007, based in part on the two reviews of 
reviews published in 2006, NICE published 
guidance on behaviour change at population, 
individual and community levels.13 They 
highlighted the inconsistent research 
evidence evaluating the relevance and use 
of individual models of health behaviour 
and behaviour change, for example poor 
study designs and studies that failed to take 
account of all confounding factors. Having 
considered the most commonly used models, 
the NICE Programme Development Group 
concluded that the available evidence did not 
support any one particular model. For this 
reason, rather than recommending specific 
models or types of interventions, NICE 
recommended that professionals delivering 
behaviour change interventions should be 
trained to:

• Critically evaluate evidence for different 
approaches to behaviour change.

• Design valid and reliable interventions 

that take account of the social, 
environmental and economic context of 
behaviours.

• Identify and use clear and appropriate 
outcomes measures to assess changes 
in behaviour.

• Employ a range of methods and 
approaches, according to the best 
available evidence.

 
In terms of planning behaviour change 
interventions and programmes, the NICE 
guidance recommended that policy 
makers, commissioners, service providers 
and practitioners should work with 
individuals, communities, organisations and 
populations.13 The resulting plan should:

• Include an assessment of the needs or 
knowledge of the target audience.

• Take account of the circumstances in 
which people live.

• Involve the target group in development, 
evaluation and implementation.

• Set out which behaviours are to be 
targeted and why.

• Clearly justify any models used.

• Assess potential barriers to change.

• Describe the intervention that will be 
used.

• Include provision and clear plans for 
evaluation.

At an individual level, NICE recommended 
that commissioners, service providers and 
practitioners working with individuals should 
select interventions that motivate and 
support people to13:

• Understand the consequences of their 
health-related behaviours for themselves 
and others.

• Feel positive about the benefits of 
changing their behaviour.

• Plan changes in easy steps.

• Recognise how relationships and social 
context affect behaviour and plan 
for situations that might undermine 
changes.

• Plan explicit ‘if-then’ coping strategies to 
prevent relapse.

• Make a personal commitment to change 
by setting clear goals and sharing those 
goals with others.

Similar to the concept of a teachable 
moment, the NICE guidance highlighted 
that significant events or transition points in 
people’s lives, such as becoming a parent, 
present an important opportunity for 
intervening because it is then that people 
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Pregnancy as a ‘teachable moment’

A teachable moment has been 

defined as ‘a naturally occurring 

health event’ when individuals are 

spontaneously motivated to adopt 

‘risk-reducing health behaviours’.11 

Pregnancy is often referred to in 

this way because of the mother’s 

motivation to protect her baby and 

the strong social pressure to avoid 

behaviours that may be harmful to  

the baby.11

The current Westminster government 

has indicated that, with the exception 

of smoking, future policies will not 

focus on changing single health-

related behaviours.12 Instead, they will 

take a life course approach, delivering 

support for a healthy lifestyle with 

information and advice on all topics 

relevant to a person at a particular 

stage of their life. This will maximise 

the potential to intervene at key 

‘teachable moments’, such as when 

people are starting a family.12 



‘High risk situations’ and  
‘if-then’ plans14 

The NHS Health Trainer Handbook says 
that high-risk situations are those in 
which it is very difficult to perform a 
desired behaviour or not perform an 
undesirable behaviour, for example 
smoking when stressed. By thinking 
about these situations in advance (the 
‘if’), people can plan what to do when 
they happen (the ‘then’), for example 
phone a friend instead of smoking. 
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review their own behaviour and contact 
services.13 The guidance recommended, 
therefore, prioritising interventions and 
programmes that intervene at key life stages 
or times when people are more likely to be 
open to change, such as pregnancy.

Conclusions
This paper has described key concepts and 
theories used to understand and explain 
health-related behaviour and behaviour 
change before summarising recent reviews 
of evidence and evidence-based guidance in 
this area. 

There are many models that were developed 
from a psychological standpoint that aim to 
understand behaviour and how it changes 
and can be changed. Such models can help 
practitioners to think about personal factors 
that may influence behaviour and how 
individuals view change, but the available 
evidence does not support the general 
use of any single model or theory when 
designing interventions to change health-
related behaviours. 

Instead, NICE recommends that practitioners 
develop the skills to critically evaluate 
the evidence for different approaches 
to behaviour change and use a range of 
methods and approaches according to 
the best available evidence for any given 
circumstances. Higher education course 
leaders, service commissioners and managers 
will need to ensure that practitioners are 
given the time and opportunity to acquire 
and use such skills. NICE does, however, make 
some practical recommendations about 
how best to motivate and support people to 
change and practitioners should make use of 
those strategies. 

The transition to parenthood is considered to 
be a ‘teachable moment’, a key opportunity 
to intervene to change health-related 
behaviours when women and their partners 
have enhanced motivation to behave 
differently. To assist practitioners, future 
articles in this series will consider in more 

depth the evidence and guidance about 
working with parents during the perinatal 
period to change behaviours that affect 
physical or mental health and wellbeing to 
determine whether any recommendations 
can be made about the use of specific 
interventions for behaviours among particular 
groups of women. 

Finally, it is important for practitioners to 
understand that change may be difficult for 
many people because circumstances beyond 
their control contribute to health-related 
behaviours and affect their ability to make 
changes. Further articles in this series will 
examine how best practitioners can support 
parents to make changes during the perinatal 
period, even in difficult circumstances.


