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A problem shared
is a problem halved

I

know exactly how Cassandra must
have felt (in Greek mythology, she
could foresee future events, including
tragedies, but no one believed her!). I’ve
been out and about recently and am
struck by the fact that so much of what is
happening on the health agenda is simply
passing busy practitioners by. Even though
local authorities (in England) have been
commissioners for the public health of
school-aged children since April 2013,
and will be commissioners for 0–5s from
next October, there is still often an aura of
disbelief when I explain that services can be
out-sourced in a completely different way
from that which we have become used to.
I duly explain the ramifications of the
Health and Social Care Act (England 2013).
This Act is the legal way in which NHS
services can be commissioned from private
(profit seeking) companies, and is the reason
why the government will not commit to an
increase in school nurse numbers (because
they don’t want to tell private companies
how many staff to employ). However, I can
see from worried expressions that this news
is not welcome.
Recently I went to an entirely different
event: ‘Stand Up for Austerity’, a benefit
stand-up comedy show to raise money for
the People’s Assembly, which organises
opposition to the cuts in essential public
services. I can see now that I need to bring
some fun into my discussions!
If you think you ‘can’t see the wood for the
trees’ then come along to branch meetings
(see, I can do it!) where you will meet with
colleagues from other parts of your area who
may well have a different perspective on
what is going on. It is always useful to stand
back and take stock of your role and your
aspirations, but so easy to get caught up in
the day job. A problem shared is a problem

halved. As a supporter and activist you will
also be in a position to request funding for
our CPHVA conference in November.
So give yourself a bit of time this month,
even if you are not on holiday, and build
yourself a metaphorical sand castle, then
decorate it in your mind with your ‘6 Cs’:
the things you are going to change from
now on so that you are less stressed, more
aware and assertive, and altogether a more
competent practitioner.

Rosalind Godson
Professional Officer
Unite Health Sector

Fiona Farmer – National Officer
Barrie Brown – National Officer
James Lazou – Research Officer
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Scottish health visitor numbers to rise

S

cotland is to see 500 more health visitor
posts created over the next four years.
In March 2014, a total number of
1,624 health visitors were employed across
Scotland’s trusts.
Unite/CPHVA has welcomed the
government’s announcement of the targeted
recruitment but warned an extra 500 posts
were the ‘minimum required’ to meet the
health needs of the Scottish population.
Unite Professional Officer for Scotland,
Gavin Fergie, said the four-year plan should
be viewed as the ‘first constructive step’ in a
continuing programme to develop the health
visiting profession into the next decade and
warned the ‘devil will be in the detail’ as to
how it will be implemented.
Fergie also said he hopes a similar
announcement will be made for school nurses
will be made ‘in the near future’.

Unite/CPHVA Professional Officer, Gavin Fergie, says: ‘After the welcome announcement by the Cabinet
Secretary, the detail of this must now be addressed and with this in mind I, on behalf of Unite/CPHVA members,
will be a member of the implementation group to tackle these very details. There are several questions that
exist in the minds of members in Scotland and these are at the top of our issues to be addressed:
- School nursing and what this group of practitioners requires to address the health challenges they face in their
practice, now and in the future
- The educational package that will be offered to SCPHN students, including the practice placement provided
by appropriately qualified practitioners
- The question of “backfill” to replace those in the NHS who want to participate in this offer.
‘I could go on but I would urge Unite/CPHVA members in Scotland to contact me with their questions, concerns
or enquiries regarding this announcement – or, better still, invite me to their local meeting where I can listen to
their opinions and share my experience of this work. This is a great opportunity to inﬂuence the future of health
visiting and school nursing in Scotland and it would be a shame if the opportunity was not grabbed by the
Scottish membership; but please don’t take too long thinking about it, this work is moving quickly.’

Recruitment and retention briefing published
Employers are being offered tips on how to
recruit and retain skilled health visitors.
Unite/CPHVA has partnered NHS bodies to
publish a briefing for employers.
The briefing sets out the rules within
Agenda for Change that enable employers to
use recruitment and retention premia (RRP)
to support the recruitment and retention
of valuable skills. It also offers advice on
pensions flexibilities, which could help with
skills retention of health visitors considering
retirement.
It is claimed RRP may be particularly useful
where NHS providers are keen to attract

health visitors back to the profession and a
pay supplement may help them to make this
decision; health visitors are employed through
employment agencies rather than substantively
with the NHS provider and a pay supplement
may make working for the provider more
attractive; staff are considering leaving the
organisation and a pay supplement may
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encourage them to stay within the workforce.
Unite/CPHVA Lead Professional Officer, Obi
Amadi, said: ‘I think this document is a really
helpful tool to be used to support recruitment
and retention. This could have a great impact
on the high use of agency staff in some
areas creating the stability that comes with a
permanent workforce.’

NEWS ROUND-UP

DH launches ‘high impact areas’
for health visiting service
S

ix early years high impact areas have been
published by the Department of Health
(DH) in England.
The high impact areas have been designed
to articulate the contribution of health
visitors to the 0–5 agenda.
The government says it hopes they
will aid the transition to local authority
commissioning and inform decisions around
the commissioning of the health visiting
service and integrated children’s early years
services.
The high impact areas are said to describe
areas where health visitors have a ‘significant
impact’ on health and wellbeing and
improving outcomes for children, families
and communities. They are:
l Transition to Parenthood and the
Early Weeks
l Maternal Health (Perinatal Depression)
l Breastfeeding (Initiation and Duration)
l Healthy Weight, Healthy Nutrition (to
include Physical Activity)
l Managing Minor Illness and Reducing
Accidents (Reducing Hospital Attendance/
Admissions)
l Health, Wellbeing and Development of
the Child Age 2 – Two year old review
(integrated review) and support to be
‘ready for school’.
As well as the areas described, there is still
an expectation to deliver all elements of the
Healthy Child Programme within the service
model; Universal, Universal Plus; Universal
Partnership Plus and Community.
During a recent CPHVA ‘Twitter
Tuesday’ – a forum for Unite/CPHVA and
Community Practitioner Twitter followers
to debate and discuss topical issues, which
takes place every Tuesday at 7pm (visit:
www.unitetheunion.org/cphvatt for more
information on how to get involved) –
student health visitor, Hannah Marriage,
warned: ‘It all depends on how [the six
high impact areas] are implemented into
practice, especially with cuts to service and
changes in [the] money pot.’ She said this
was especially true around the focus on the
continued importance of health visitors

delivering the Healthy Child Programme.
Health visitor team leader, Andrea Johns,
tweeted about the importance of health
visitor influence and leadership running
alongside the high impact areas when it
comes to commissioning decisions.
Unite/CPHVA Professional Officer, Dave
Munday, said: ‘We welcome the launch of the
six early years high impact areas documents,
which our members have helped to develop.
They, rightly, highlight the difference that
health visitors make in these six areas but
it’s also welcome that they are mindful of
the continued importance of health visitors
delivering the Healthy Child Programme.
‘As we move towards the changes in
commissioning of health visitor services in
England during 2014 and into 2015, it will
be important to ensure colleagues across
early years have a sound knowledge of this
and we will continue to support this process.

The Health Visitor Implementation Plan
was never just about the numbers; however,
numbers are critical to its success and with
the completion of the plan next year we
expect to see guidance such as this properly
supported and implemented in all local areas
across the country.’
A number of ‘core principles’ have been
identified for each of the high impact areas
including: the importance of universal
services for primary prevention, early
identification and early intervention; the
use of evidence-based programmes for early
intervention; the reduction of inequalities;
every contact counts; and safeguarding.
The six high impact areas were developed
in partnership between the DH, Public
Health England, Local Government
Association, NHS England, Early
Intervention Foundation and Health
Education England.
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FGM is an ‘ongoing national scandal’
S

Education Secretary, Michael Gove, wrote
to all schools in England and Wales warning
them of the dangers of FGM – something
MPs are keen for the DfE to repeat.
The report said: ‘To ensure that the
guidance has been looked at, the Department
for Education should link the receipt of a
proportion of school funding that relates to
social education and child protection to the
electronic notification that the guidance has
been viewed.
‘We further recommend that headteachers
and child protection officers, where they have
not already done so, undergo compulsory
safeguarding training which specifically deals
with FGM.’
The report also called for better services for
FGM survivors, including refuges for women
at risk and said failure to report the violent
act should be made a criminal offence if
FGM reporting does not increase in the
next year.

chools should lose funding if headteachers
ignore guidance on preventing female
genital mutilation (FGM), MPs have warned.
A report by the cross-party Home Affairs
Select Committee has criticised successive
governments for their failure to protect the
estimated 24,000 girls under 15 years old
at risk of FGM, describing it as an ‘ongoing
national scandal’.
MPs backed regular check-ups on at-risk
children, with this opinion being ‘regularly
recorded’ in the child’s personal health record,
thereby mirroring the French model. They
said protection orders should be introduced
for those at risk as well as other measures to
ensure girls living in the UK without British
passports ‘do not slip through the net’.
However, MPs stopped short of endorsing
mandatory gynaecological checks.
MPs have urged the Department for
Education (DfE) to do more to make sure
teachers were informed about FGM. Former

Unite/CPHVA Lead Professional Officer, Obi Amadi,
says: ‘Now is the time to act on the issue of FGM and
the Home Affairs Select Committee report is very
clear cut. The lasting harm FGM does to young girls
and women in later life is at the forefront of public
debate and this report has contributed positively to
the discussion and planned future action. However, this
is a complex area with layers of cultural sensitivities
that can’t be overlooked and which pose challenges to
health and social care professionals, including health
visitors, school nurses and community nursery nurses.
The issue of not having any successful prosecutions has
meant that many are not deterred and so the practice

goes on. The changes that will come should help alter
that. With better identification of risk will come better
reporting and we will achieve this in a number of ways,
not least educating professionals to identify and report
risk appropriately. It is a safeguarding issue and is part
of a professional’s duty to identify, report and refer.
We must improve knowledge among all professionals
working with children so that cultural understanding
– or lack of it – is not an issue. If they need additional
training and support they must be given it as we need
to stop failing children and get this right. There must
be no delay or hesitation when it comes to reporting –
it is child abuse, pure and simple.’

Policy makers should ‘re-think’ GPs’ safeguarding role
GPs are ‘ideally placed’ to take a leading role
in spotting the early warning signs of child
abuse, it has been claimed.
A joint report by the Royal College of
General Practitioners (RCGP), children’s
charity the NSPCC and researchers from
UCL and the University of Surrey, says that
giving GPs the time, support and autonomy
to work with vulnerable families in the
community and referrals to social services
will benefit children and families ‘in the short
and long term’.
According to the NSPCC, there is a ‘large
gap’ between the number of cases of child
maltreatment in the community and the

proportion of cases receiving attention
from children’s social care. Just one in nine
children on a child protection plan are
thought to be receiving services.
The report calls on governments and policy
makers to ‘re-think’ the role of GPs and
maximise the potential of doctor–parent and
doctor–child relationships to create a public
health approach of early intervention to
reduce child maltreatment.
It is suggested GPs are also well placed to
work with other frontline professionals to act
on concerns about issues such as child neglect
and emotional abuse by providing long-term
support and monitoring of children and
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wider family members; helping parents
navigate through the health and social care
systems; and advising and coaching parents
about their own health issues that affect
children, such as alcohol use or mental health
problems.
Chris Cuthbert, NSPCC Head of Strategy
and Development, said: ‘By spotting
opportunities to help families face to face,
and to intervene before problems become
chronic, GPs could ultimately reduce the
number of children needing to enter the child
protection system. This innovative approach
calls for changes in the perception of the GP
role within the health service.’

NEWS ROUND-UP

Women smoking while pregnant ‘lowest on record’

T

he number of women smoking while
pregnant is at an all-time low.
Official figures from the Health and Social
Care Information Centre (HSCIC) show 12%
of women smoke now during pregnancy
(75,910 out of 632,960 maternities) – the
lowest on record.
Since 2006–07, the number of women who
smoked while pregnant has fallen by 16%
(down from 90,890).
However, there is still wide variation across
the country. Pregnant women in the Durham,
Darlington and Tees Area Team were most
likely to smoke (20.6%), with London having

the lowest rates (5.1%).
There is a national target to reduce rates
of smoking in pregnancy to 11% or less by
the end of 2015 and more than one third of
clinical commissioning groups (82 out of 211)
are already achieving this.
Regionally, London had the highest
proportion of clinical commissioning groups
(CCGs) meeting the national ambition (97%
of 32 CCGs), followed by CCGs in the south of
England (52% out of 50 CCGs) and those in
the Midlands and east of England (26% of 61
CCGs). The north of England had the lowest
proportion of CCGs meeting the national

ambition (13% of 68 CCGs). Furthermore,
almost one in 12 CCGs (18 of the 211) found
at least one fifth of women smoking during
pregnancy.
HSCIC Chair, Kingsley Manning, said: ‘It
is encouraging to see that since 2006–07 the
number of pregnant women who smoked
during pregnancy has declined. However, there
is still a little way to go to achieve the national
ambition.
‘The figures highlight there is a still work
to be done and it is fundamental that
mothers-to-be are aware of the damaging
effects smoking can have on their baby.’

Grant means ‘radical change’ to children’s services in London
A children’s charity has secured
funding to improve the lives of
more than 10,000 children in
Lambeth, south London.
The National Children’s Bureau
(NCB) has been awarded a £36m
grant from the Big Lottery Fund’s
‘A Better Start’ initiative to lead on
a programme that aims to ‘radically
change’ the way agencies and services
work with pregnant mothers,
fathers, babies, their families and
communities through improving
breastfeeding rates, reducing
childhood and maternal obesity,
reducing domestic violence, strengthening
families and supporting parents.
Over 10 years, it is hoped the project
will improve the social, emotional,
communication and language development
of babies and children, their social
networks, and the strength of their
communities and the wider environment.
Ruth Wallis, Director of Public Health
for Southwark and Lambeth, said: ‘The
grant from the Big Lottery Fund is fabulous
and very welcome. This will enable us to
not only provide more evidence-based
programmes to meet needs, but also
develop new ones with local people. The
focus on early years and the long-term
commitment means we have a real
opportunity to deepen our partnership
working, improve health and reduce health
inequalities into adulthood too.’
The projects will be delivered at 26 sites

across four neighbouring wards in the
centre of Lambeth: Coldharbour, Stockwell,
Tulse Hill and Vassall; which houses a
quarter of the borough’s children under 18,
25% of whom are under four years old.
More than 50 individuals will be recruited
in the first year of the programme to
become ‘Community Champions’ and
trained to promote key advice and build
connections in the community to reduce
the social isolation of some new parents.
Leader of Lambeth Council, Cllr Lib
Peck, said: ‘We are thrilled to have been
awarded this funding from the Big Lottery
Fund to help change the lives of families in
Lambeth who want to give their children
the best start in life. Lambeth Early Action
Partnership (LEAP) is about creating the
right circumstances for people to be well
all the time, rather than treating illness. By
intervening early and preventing problems

taking root we will dramatically
improve the lives of children and
young people.
‘This innovative programme will
allow us to ensure that all children
in their early years have access to
support that is proven to improve
their language and communication,
social and emotional development
and nutrition, and ultimately makes a
real difference to their lives.’
Unite/CPHVA Professional
Officer, Ethel Rodrigues, said: ‘This
is wonderful news for children
and families and those who work
with them. Unite/CPHVA is glad that
this is a long-term community initiative
that will provide evidence and evaluate
improvements made to the lives of these
communities as well as documenting
challenges encountered.
‘It is also a great opportunity for our
members to play a significant part in
influencing the health and wellbeing of
the community now and in the future.
Hopefully this London initiative will be a
model we will see rolled out to other areas.’
LEAP is made up of Lambeth Council;
Lambeth Clinical Commissioning Group
(CCG); Kings Health Partners (KHP);
as well as local voluntary organisations,
community groups, parents, babies and
children, the Young Lambeth Co-op,
schools, nurseries, statutory bodies
local police leaders and the National
Children’s Bureau.

August 2014 Volume 87 Number 8 Community Practitioner | 7

NEWS ROUND-UP

NEwSDIGEST
Francis leads NHS whistleblowing review
Author of the Mid Staffs inquiry, Sir Robert
Francis QC will head up a new review into NHS
reporting culture in a bid to make it easier for
staff to speak up. New data released by the DH
shows around one in five acute trusts have been
rated ‘poor’ for open and honest reporting. A
2007 study estimated the cost of adverse events
due to medication errors at £774 million per
year and the NHS currently spends around £1.3
billion every year on litigation claims.
Children with a learning disability to be
taught ‘Underwear Rule’
The NSPCC and Mencap have joined forces
to launch a new version of the Underwear
Rule to help parents teach children with
a learning disability about sexual abuse.
Research suggests disabled children are three
times more vulnerable to sexual abuse. The
‘PANTS’ Underwear Rule has been re-written
and designed in easy-read to make it more
accessible.
Privates are private
Always remember your body belongs to you
No means no
Talk about secrets that upset you
Speak up, someone can help.
QNI fundraising cycle from Land’s End to
John O’Groats
On 30 August 2014, Queen’s Nurse, Anne
Smith, and her husband John will be cycling
from Land’s End to John O’Groats and
fundraising for the QNI. They are fundraising for
the QNI’s ‘Right Nurse, Right Skills’ campaign,
which is helping to ensure high-quality
community nursing care for patients. Kicking off
the ride will be QNI Chief Executive, Dr Crystal
Oldman. ‘I haven’t ridden my bike in quite a
while, so I will be as rusty as it probably is! But
I’m delighted to join Anne and John and launch
the ride for our vital campaign.’ To read Anne’s
blog and follow them on their adventure, go to:
http://anniepwb91.blogspot.co.uk
To sponsor her go to: www.justgiving.com/QNAnne-Smith
If you would like to join them on any leg of the
journey, email Anne at: e.a.smith@reading.ac.uk
Government accused of sidelining children of
prisoners
Children’s charity Barnardo’s has called on
the government to take action over the care
of children of prisoners. It is claimed there
are 200,000 children of prisoners in the UK
who have no official system of help offered to
them by the authorities. Barnardo’s is calling
for the Ministry of Justice to appoint a lead
Minister to have responsibility for children of
prisoners, ensuring children are identified from
the point of sentencing or remand, with courts
in England and Wales statutorily obliged
to ask about the children of people sent to
prison and ensuring that adequate child care
arrangements are in place.

Welsh pre-teens ‘strongly
aware’ of e-cigarettes
P

re-teens in Wales are being lured to
buy e-cigarettes by child-friendly
‘gummy bear’, ‘strawberry milkshake’ and
‘bubblegum’ flavours.
Social Change UK has found girls as
young as 11 years old in Wrexham had a
‘strong awareness’ of e-cigarettes, where to
buy them and that they contain nicotine.
The report Smoking in girls aged 11–12
years in North Wales suggests girls are
buying the products from pizza parlours
and high street shops.
Health Minister, Mark Drakeford, is
concerned about the impact of e-cigarettes
on children, citing US evidence showing
they are a ‘gateway’ to smoking standard
cigarettes.
The Welsh Government is developing
legislation to ban people from using the
products in public places.
Director of Social Change UK, Kelly
Evans, said e-cigarettes represents ‘the new
territory in the fight to improve public
health’ as they are now being marketed as

‘cool’ products rather than a means to quit
smoking.
However, the report claims that with
‘appropriate regulation’, e-cigarettes can
offer ‘vast potential health benefits’.
Unite/CPHVA Professional Officer, Jane
Beach, said: ‘This study is concerning.
Acknowledging that e-cigarettes may
have a role in minimising the risks of
smoking and in helping smokers to stop
smoking, the study confirms the risks of
e-cigarettes. They are certainly a gateway
to a nicotine addiction, which once
established is long-term and difficult to
overcome. Nicotine is a stimulant that
increases the pulse and blood pressure and
is not without risks to health! Withdrawal
can be extremely uncomfortable and in
chilldren and young people can affect their
behaviour and performance at school.
Mark Drakeford is right to be concerned
and to put policies in place to reduce their
impact on children and young people.’

NI’s student health visitor numbers to double
The number of health visitors in training
will be doubled during the next two years in
Northern Ireland.
Health Minister, Edwin Poots, has reiterated
his view that nursing is an ‘untapped resource’
and as well as committing to increase health
visitor student numbers in 2014/15 and
2015/16, he has pledged to ‘significantly
increase’ the number of district nurses to
ensure they are available on a 24/7 basis.
Up to 20 advanced nurse practitioners
are expected to be deployed in Emergency
Departments across Northern Ireland ‘very
soon’, with the role being further developed in
children’s and primary care.
Poots has also ordered each Northern
Ireland Trust to create 20 new consultant
nurse roles, including those focused on
mental health, learning disabilities, older
people and dementia, and in public health.
He has committed to investing more funding
in the training and development of nurses,
although it is believed the Department of
Health, Social Services and Public Safety faces
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a £160m gap between demand and funding.
Northern Ireland’s Chief Nursing Officer,
Charlotte McArdle, said the measures
announced will ‘further the development of a
career pathway in practice enabling our most
experienced nurses to stay close to the patient
rather than moving into managerial roles.’
Unite/CPHVA Professional Officer, Gavin
Fergie, said: ‘The measures announced by the
Minister are to be applauded; but with the
service in NI faced with a budget shortfall,
Unite/CPHVA members will ask where the
money is coming from.
‘This announcement is also very acute
nursing-focused and there is no detail on
how the Minister is planning on restoring
health visitor numbers to a level that will
take the service out of the contingency
measures (whether formal or informal) that
many colleagues in NI now face. Sadly, once
again the poor relations in the public health
nursing family, school nurses wait wondering
when their service and practitioners will be
recognised, supported and revitalised.’

ASSOCIATION

A day at the palace!
and cakes. We could choose to have tea, iced
coffee or lemon squash to drink but the
hardest choice was choosing which cakes
to have as they looked exceptionally good,
especially the chocolate torte, which had an
edible gold crown motif on the top.
At 4pm the Guards band started to play the
national anthem to announce the arrival of
Her Majesty the Queen, looking resplendent
in mauve and the Duke of Edinburgh in top
hat and tails. They were accompanied by
Princess Beatrice, the Duke and Duchess of
Gloucester and Prince and Princess Michael
of Kent. A guard of honour was formed by
the Beefeaters and the royal family processed
down the line towards the royal tea tent
meeting selected guests on the way.
While the royal family were having tea
we were offered a strawberry or vanilla ice
cream and then all too soon the Queen began
making her way back to the palace walking
right past us.
The day had been a fabulous experience
and the weather was kind enough to stay
fine throughout. We left at 7pm with a few
sneaky photos (no cameras allowed!) of our
wonderful day at the palace.

Stella Mann
Chair, Community Nursery Nurse
Organising Professional Committee, CPHVA

O

n 21 May 2014, Lucretia Baptiste, School
Nurse OPC Chair and I, Stella Mann
CNN OPC Chair were extremely honoured to
be invited to the Royal Garden Party as Unite/
CPHVA representatives.
At 2pm everyone was lined up at the main
gates of Buckingham Palace in all their finery,
complete with hats as per invite, much to
the amusement of the tourists. We walked
through the central archway, underneath the
famous balcony and across the courtyard
where royal carriages turn around and heads
of state are received through the doors of the
palace. Walking across the plush red carpets,
we were soon at the top of the stairs that lead
down to the magnificent palace gardens.
There was about an hour for us to walk
around the gardens and lake, and to admire
the beautiful beds of roses by the summer
house. At 3.30pm afternoon tea was served
and we were given a rectangular plate on
which to put our choice of finger sandwiches

How to get involved with Unite/CPHVA in the South West
Rosalind Godson
Professional Officer, Unite CPHVA

A

s part of your membership you receive
many benefits, including, of course,
CP journal. One other main benefit is the
opportunity to become involved with the
business of the organisation as a workplace rep;
as a regional or national member of one of the
Organising Professional Committees (OPCs,
previously forums) or as a member of one of the
expert reference groups.
The first step, however, is to be an active
member of your local branch. This may be a
Health Sector branch, based around the local
hospital, a CPHVA branch or a community
healthcare branch (not to be confused with
Unite community). You can find contact details
for the chair of your branch from your local

office. You may want to contact the chair before
attending a branch meeting, or to find out exact
details for the venue but otherwise you can just
turn up and they will be delighted to see you.
Ideally, each branch will have a representative
for each of the regional OPCs (health visitor,
school nurse, community nursery nurse, mental
health nurse, speech and language, counsellors
and psychotherapists, arts therapists, applied
psychologists, dental professionals etc, see
‘health sector-your profession’ on the website).
Where your profession isn’t listed you are
advised to join the nearest match.
The South West region covers Cornwall,
Devon, Somerset, Dorset, Wiltshire,
Gloucestershire and Bristol. The main Unite
office is in Bristol; you can find out where
the local offices are from the website: www.
unitetheunion.org then choose ‘Unite in
your region’ and ‘Contact us’. The full-time
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Unite officer with responsibility for the SW
Health Sector is Dorothy Fogg, who works
from Taunton (dorothy.fogg@unitetheunion.
org). The professional officer attached to the
SW health sector is me (rosalind.godson@
unitetheunion.org).
The CPHVA exec member for the SW region
is Sarah Reddington-Bowes and she is also
the health visitor OPC rep (sarah.reddingtonbowes@nbt.nhs.uk). The community nursery
nurse member for SW region is stella.mann@
dhuft.nhs.uk (see p.10 of Feb 2014 CP).
There is a vacancy for the school nurse
OPC in SW region. Please make every effort
to follow up this information. Where there is
a non-functioning branch I am happy to be
invited to help restart it, and I have been in
touch with some of you. Each branch needs a
chair, treasurer and secretary, and above all a
dynamic agenda, which is where I can help.

AntennA

The Healthy Child Programme
review at age 2–2½ and ASQ-3™
T

he Department of Health is writing to
all health visiting leads in area teams to
highlight the government’s plans to introduce
a public health outcome measure showing
child development at age 2–2½ from April
2015 and the action that health visiting teams
need to take to ensure they are well prepared.
The population measure will be included in
the Public Health Outcomes Framework from
April 2015. The Department has worked with
key stakeholders to identify an appropriate
assessment tool to generate data on child
development and has decided that the Ages
and Stages Questionnaire (ASQ-3™) will
be used for the indicator, with ASQ:Social
Emotional (ASQ:SE) to be incorporated at a
later stage. This decision took into account

the findings of research commissioned by the
Department of Health and the timescales for
the outcome measure. Further research looking
at the acceptability of ASQ among parents and
professionals will be published shortly.
Health visiting teams will therefore need
to be using ASQ-3™ as part of their Healthy
Child Programme reviews at age 2–2½ from
2015. This is reflected in the NHS England
health visiting service specification 2014–15.
The Department of Health is working with
Health Education England and e-Learning for
Healthcare to develop training materials to
support health professionals using ASQ-3™
as part of HCP reviews at age 2–2½. The
resource will include information on how
the ASQ-3™ fits into the wider HCP review

and the areas of child development covered
by ASQ-3™, as well as best practice on
scoring questionnaires and communicating
with parents about ASQ-3™. The e-learning
modules will be available later this summer.
The Department is also working closely
with the US authors and publishers of ASQ3™ to develop a British English adaptation
of ASQ-3™, which will be available from
October 2014. Issues relating to licensing and
the format of the British English materials are
under discussion with the publishers. Further
details will be published as the work moves
forward over the coming months. Please
contact Penny Crouzet at the Department of
Health (penny.crouzet@dh.gsi.gov.uk) for
further information.

Reducing unintentional injuries in and around
the home among children under five years
Rosalind Godson
Professional Officer, Unite/CPHVA
rosalind.godson@unitetheunion.org
www.gov.uk/government/uploads/system/
uploads/attachment_data/file/322210/
Reducing_unintentional_injuries_in_
and_around_the_home_among_children_
under_five_years.pdf

T

his document, published by Public
Health England with the Child
Accident Prevention Trust, assisted by
the Royal Society for the Prevention
of Accidents to coincide with Accident
Prevention week, is an analysis of the most
recent five years of data and highlights
the need for more information about the
costs and benefits of injury prevention.
The report states, ‘Injury prevention can be
low cost and there is a tremendous return
for young children in terms of preventable
years of life lost and disability adjusted life
years’.

There are three key
action areas outlined in
the report. The first two
are, of course, a call for
strategic local leadership
and training for the
early years workforce.
The third, however, is
a strong argument to
focus on tackling the
leading, preventable
causes of death and
serious long-term harm:
choking; suffocation and
strangulation; poisoning;
burns and scalds; and drowning.
The statistics speak for themselves – on
average, 62 children die each year (8% of
deaths in England of children aged one to
four years), and there are 452,200 visits to
A&E departments, and 40,000 emergency
admissions. The approximate lifetime costs
for a three-year-old child who suffers a
severe traumatic brain injury is £4.89m.
There is a persistent social gradient for
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unintentional injuries, and inequalities
have widened. See: www.chimat.org.uk/
earlyyears/injuries
Suggestions are to follow National
Institute for Health and Care Excellence
(NICE) guidance, and to use the Make
Every Contact Count approach across
health visiting (especially the two-year
check), primary care (including practice
nurses), the Family Nurse Partnership and
Troubled Families programmes.

AntennA

Research evidence

Mothers who are
securely attached
in pregnancy
show more
attuned infant
mirroring
This US study contrasted
two forms of mother–infant
mirroring: the mother’s imitation
of the infant’s facial, gestural,
or vocal behaviour (‘direct
mirroring’) and the mother’s
verbalisation of the infant’s
internal state, marked as distinct
from the infant’s own experience
(‘intention mirroring’). Fifty
mothers completed the Adult
Attachment Interview during
the third trimester of pregnancy.
Mothers returned with their
infants 7 months postpartum
and completed a modified stillface procedure. While direct
mirroring did not distinguish
between secure and insecure/
dismissing mothers, secure
mothers were observed to engage
in intention mirroring more
than twice as frequently as did
insecure/dismissing mothers.
The findings underscore marked
and ostensive verbalisation as a
distinguishing feature of secure
mothers’ well-attuned, affectmirroring communication with
their infants.

new resources
Infant Behav Dev 2014 37(4):
491–504

The expression of
food neophobia
in toddlers
Food neophobia is a trait
characterised by the rejection of
foods that are novel or unknown
and potentially limits dietary
variety, with lower intake and
preference particularly for
fruits and vegetables. The aim
of this study was to examine
whether maternal infant feeding
beliefs (at four months) were
associated with the expression
of food neophobia in toddlers
and whether controlling
feeding practices mediated this
relationship. The relationships
between infant feeding beliefs
at four months and controlling
child feeding practices and food
neophobia at 24 months were
tested. Higher maternal concern
about infant under-eating and
becoming underweight at four
months was associated with
higher child food neophobia
at two years. Similarly, lower
awareness of infant hunger and
satiety cues was associated with
higher child food neophobia.
Intervening early to promote
positive feeding practices to
mothers may help reduce the

use of controlling practices as
children develop.
Appetite 2014 doi: 10.1016/j.
appet.2014.07.00

Postpartum
emotional
adjustment in
first-time mothers
The role of maternal expectations
in postpartum mental health
remains unclear. The aim of
this US study was to identify
whether maternal expectations
during the postpartum hospital
stay predict adjustment and
depressive symptoms at 6
weeks postpartum. The sample
included 233 first-time mothers
recruited from the postpartum
unit of a hospital. Participants
completed measures of maternal
expectations and depressive
symptoms at 2 d postpartum
and completed EPDS and an
Emotional Adjustment Scale
(BaM-13) at 6 weeks postpartum.
The expectations that new
mothers hold about parenting
soon after delivery are predictive
of emotional adjustment in
the early postpartum period,
suggesting a role for discussion of
expectations in future preventive
strategies.
J Psychosom Obstet Gynaecol 2014
15: 1–7.

Noticeboard
Guide for new school
nurses and health
visitors
CPHVA is compiling what we
hope will be a useful guide for
new school nurses and new health
visitors starting in September.
There will also be one for practice
nurses. Can you suggest advice

and guidance (both professional
and practical) you wish you’d
known when you started the
job? Please email me at: rosalind.
godson@unitetheunion.org

Vitamin D in
breastfeeding mothers
I am a student Health Visitor
working in Brighton and for my

dissertation I am working on a
project about how to improve the
uptake of vitamin D in exclusively
breastfeeding mothers. If anyone
has been involved in this type of
project or has any research they
could point me in the direction of
I would be grateful if you could
contact me. Tel: 01273 295803 or
email: karen.vallis@nhs.net

nICe updating postnatal
care guidance
NICE is updating its guidance
on postnatal care for use in
the NHS in England, Wales
and Northern Ireland following
a request received from the
Department of Health, in which
the surveillance programme
found new literature on
reducing the risk of sudden
infant death syndrome (SIDS).
NICE has developed new draft
recommendations, which were
published for consultation
and the new guidance will
be published in December.
See: www.nice.org.uk/
Guidance/GID-CGWAVE0699/
Consultation

BabySafe Project
The BabySafe Project is a new
public awareness initiative
designed to inform women
about the risks of wireless
radiation in pregnancy and
offers 10 ways to reduce
wireless exposure – including
sleeping as far away as possible
from wireless ‘Smart Meters’.
Visit: http://stopsmartmeters.
org.uk/babysafe-project-knowyour-exposure-protect-yourbaby/#sthash.hojMJYE1.dpuf
national Conversation on
Health Inequalities: Research
The National Conversation
on Health Inequalities is
a Public Health England
programme that wants to
start a conversation about
health inequalities, their
cause and possible solutions.
This small qualitative
study shows the different
interpretations of health
inequality between health
and social care professionals
and members of the public.
It explores why Community
Capacity is not always easy
to facilitate. Visit: www.gov.
uk/government/publications/
local-conversations-on-healthinequalities-summary-offindings
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Sunbed schooling
Worrying research claiming some sunbed operators are guilty of flouting a ban
that prevents under-18s from using sunbeds has been linked to a rise in skin cancer
rates in Britain. While Liverpool City Council says more restrictions over tanning
equipment is the answer, the sunbed industry says it is childhood burning on the
beach that is to blame. Louise Naughton investigates
Louise Naughton
Assistant Editor

‘M

alignant melanoma risk is more
than doubled in people with
a history of sunburn (often
caused by intermittent exposure to highintensity sunlight), compared with people who
have never been sunburnt,’ says charity Cancer
Research UK (2014). What’s more, some have
estimated that if young children are exposed
to too much sun in their first year, 90% of the
damage that leads to cancer can occur.
Thus, the news that a large proportion of
young people remain unaware of the damage
sun or sunbeds are doing to the health of their
skin is surprising; and it is clear many do not
know how to protect themselves. A pilot in
Devon, Cornwall and Somerset was launched
in June 2014 by Public Health England (PHE)
as part of their ‘Be Clear on Cancer’ campaign,
following the release of statistics that showed
the number of new cases of skin cancer
diagnosed was double the national average at
800 in 2012, with more than 100 people dying
from the disease. Of those diagnosed with
melanoma in the area, one quarter will not
survive beyond five years (PHE, 2014).
The same is happening on the other side of
the country. Since 2000, the number of new
cases of malignant melanoma among women
and girls in Liverpool has increased by 129% –
again, double the national average (Liverpool
City Council, 2014). While experts claim the
rise in skin cancer rates in Devon, Cornwall and
Somerset is ‘likely’ to be down to a high number
of outdoor jobs and leisure pursuits as well as an
older population, campaigners say Liverpool’s
high skin cancer rates may be associated with
the city’s large number of tanning salons.

Mixed messages
‘Pre-pubescent skin is far more sensitive
to sunlight than adult skin, so it is very
important that children don’t burn. But there
is absolutely no difference between using a
sunbed and sunbathing in the sun.’ This is the
claim made by Gary Lipman, Chairman of the
Sunbed Association, when asked why sunbeds
are deemed so dangerous for use by under18s. Furthermore, it is claimed some sunbed
salon operators boast about the health benefits
on offer from using their equipment and the
different strengths of UV lamps available.
However, while the maximum output
of sunbeds has now been reduced to that
of the strength of the midday sun in the
Mediterranean, Dr Donald MacGregor, a
Consultant Paediatrician at Perth Royal
Infirmary in Scotland, says he is ‘sceptical’
about Lipman’s claims and warns sunbeds
have higher concentrations of harmful UVA
rays, which penetrate the skin more deeply.
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Add the ongoing vitamin D deficiency
crisis into the mix and it is little wonder
that professionals and parents feel confused
about how much, or how little, sun is safe
and from what source. This lack of clarity
has led the National Institute for Health and
Care Excellence (NICE) to begin developing
guidance on the benefits and risks of sunlight
exposure. The draft guidance should be
released at the end of the year with the final
publication expected in summer 2015.
What all experts appear to agree on is that
the skin of babies and very young children
is extremely sensitive, largely because they
have not yet developed the skin pigmentation
melanin. Parents are advised to keep children
out of the sun between 11am and 3pm when
it is at its hottest, and to keep children in the
shade, covered by clothing and hats, as well as
regularly applying liberal doses of high-factor
sun cream (factor 15 and above). Cancer
Research UK advises using two teaspoons-full
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for your face and arms for an adult if you are
wearing a t-shirt, and less for a child.
Eyes are also sensitive to the effects of the
sun as excessive UV exposure can lead to the
onset of cataracts. Parents are encouraged to
ensure children wear UV protective sunglasses.
Professor Julia Verne, Strategic Public Health
Lead for PHE’s National Cancer Intelligence
Network, warns, ‘If you buy cheap glasses from
a market stall they might just be dark glass or
plastic, in which case they actually let in more
UV radiation because your pupils expand’.
PHE urges all health visitors to talk about sun
exposure with new parents, especially those off
on summer holidays to warmer climes. Professor
Verne suggests babies and young children could
wear UV suits when swimming in outdoor pools
or frolicking on the beach, which are made of
heavy material that has long sleeves and leggings.

Sun smart routine
Donald MacGregor says the majority of parents
are taking good care of their young children in the
sun, ‘but not everyone’ is. With the UK weather
rather more unpredictable than other European
destinations, he warns it can be harder for British
parents to make being ‘sun smart’ second nature.
‘When I was younger, sunblock just didn’t happen
in Scotland, there was just no need for it.
‘We have started to have a good spell of weather
and parents are asking me for more information
on sun exposure. I tell them it is all about routine,
but it is difficult to get into a routine when you
can have four seasons in one day – we can get
snow during mid-summer out in the highlands.
It is all part of the skills of being a parent.’
Sarah Williams, Senior Health Information
Officer at Cancer Research UK, says when
parents are using sun cream and are spending
time in the shade, children copy this behaviour
instinctively. ‘It is important to remind parents
that their children learn from them, and if
they see you putting a hat on or staying in the
shade, they are more likely to say, “Mummy/
Daddy I’m going outside, where is my hat?”
That is really good, because it shows they are
able to manage sun protection themselves.
‘If we are having a particularly sunny
summer, it might be worth health visitors
mentioning to parents about keeping children
safe in the sun and it is always useful to check
that parents are happy and confident in
protecting themselves and their children.’
Experts have told health visitors to watch out for
parents concerned about the vitamin D deficiency
crisis, which has been linked to the return of cases
of rickets in Britain. The issue has led to a lot of

confusion among parents and professionals as to
how much sun exposure is safe. Professor Verne at
PHE says, ‘The vitamin D debate is very confusing
for everybody. An amount of UV exposure –
around 15 to 20 minutes – I’m sure is good for
you to help the body naturally make vitamin D’.
Cancer Research UK says most people’s vitamin
D levels ‘shouldn’t be a problem’, but there are
those who are at higher risks of being deficient,
including: people who have very dark skin; those
who spend a lot of time indoors; people who are
covered up with clothing; pregnant women; and
children under five. These groups are advised to
take vitamin D supplements.
Sarah Williams says, ‘A lot of the way the
vitamin D debate is spoken about can be quite
confusing and worrying for parents. On the
one hand, they do not want their child to be
sunburnt, but they do not want them to get
rickets either. These are two wild extremes.
‘As long as parents are sensible and are being
sun smart – ie, not getting sunburnt but not
avoiding the sun completely, then you should
be able to tread that line without too many
problems. Sometimes it is a more exciting
story to make out that everyone is going to get
rickets or people are getting too much sun’.

Sunbed use in the under-18s
When boys and girls enter their teenage years,
the desire to look good and ‘fit in’ becomes
increasingly important and the quest for bronzed
skin can be at the heart of this. However, what
is often not known by young people is that,
according to Cancer Research UK, malignant
melanoma risk is 59% higher in people who first
used a sunbed before age 35, compared those who
have never used one (Cancer Research UK, 2014).
To protect children from sunbeds in the same
way as they are protected against the harms
of alcohol and tobacco, Scotland, Wales and
England have all extended a ban on the use of
sunbeds among under-16s to the under-18s,
England being the last to do so in 2011. Despite
this, research funded by Cancer Research UK and
carried out by PHE’s National Cancer Intelligence
Network found that 4.5% of under-18s in Great
Britain were still using sunbeds in 2012 (Wise,
2014). Admittedly, this figure is down from 6.8%
in 2008/9 – something Professor Verne describes
as a ‘public health success’ – but the fact the
figure is not zero is worrying. Gary Lipman of
the Sunbed Association (an estimated 600 of
Britain’s 2,500 sunbed salons are members of the
Association) says the delay of the publication of
the survey by PHE and Cancer Research UK is ‘a
little mischievous’.

‘When you read the survey you would assume
it was carried out this year, when actually it
was done in 2012. The ban was only brought
in during 2011. The findings don’t surprise
me when 18 year olds are being asked for their
recollection of sunbed use during interviews
conducted in 2012, when just a year earlier there
was nothing to stop them using the machines.
‘I’m sure some under-18s do use sunbeds
but not to the level the research has indicated.
I suspect if the research was done in May 2014
instead of January 2012, the results would be
vastly different.’
Professor Verne says she hopes under-18
sunbed usage would be lower if the survey was
repeated today; however, she confirmed PHE
have no plans to do so.
It is claimed sunbed use among children is
largely down to unsupervised access, whether
this is through sunbeds at home or coinoperated sunbeds still accessible in England.
Cancer Research UK has called for England
to be brought into line with the rest of Britain
and a nationwide ban on unsupervised tanning
booths to be enforced. Sarah Willams says,
‘You are always going to have a certain amount
of under-18s accessing sunbeds in the same
way [they] access alcohol and other illegal
substances. It would be extremely difficult to
get the number down to zero, but Scotland and
Wales did have a bigger drop than England
when they introduced a ban on unsupervised
sunbeds, so it would suggest that this does help.’
However, Gary Lipman says Cancer Research
UK is mistaken if it thinks unsupervised
coin-operated sunbed salons are the problem.
‘Of the 2,500 sunbed salons open in Britain,
40 are not staffed,’ he says. ‘I’m not defending
them as we wouldn’t allow unsupervised
salons to become members, but they do have
a sophisticated age verification system that is
managed centrally. Years ago there were some
salons that ran like launderettes and had no
verification, but that went out with the ark.’

Liverpool’s fight against sunbeds
Having staff on hand to advise both under-18s
and adults about how to use sunbeds to match
their skin type is essential if people are to
avoid dangerous burning. The PHE research
shows half of all under-18s who have ever
used a sunbed have been burned at least once,
and that 100% of children using unsupervised
coin-operated sunbeds regularly admitted
they have been burned ‘at least once’.
Due to the high rates of malignant melanoma
among the city’s young women, Liverpool City
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Council has called for a ban on those with
fair skin or those with a family history of skin
cancer using sunbeds. However, Dr MacGregor
says it would be ‘impossible’ to enforce
legislation around sunbed use and skin type.
‘You cannot have a law that says you are
allowed to use a sunbed if you have an African
background, but you can’t if you are from the
West of Ireland,’ he says. ‘It is all about targeted
education.’ It is true that education is clearly
lacking; the PHE survey found that 40% of
sunbed users under the age of 18 have been
offered no health advice over the dangers.
Liverpool City Council decided to take
action after a poll revealed 83% of 900 young
women between the ages of 21 and 30 who
used sunbeds in the city were ‘unaware’ the
practice can lead to an increased risk of cancer
– double the national figure. Campaigners,
led by Councillor Roy Gladden, Assistant
Cabinet Member for Adult Social Care and
Health, argue lives will be saved if the council
is given powers to license sunbed salons. They
stress the current legislation is ‘ineffective’ –
something that is backed by PHE’s survey, in
which more than half of the children polled
said they have never been asked for ID to
prove their age for sunbed use.
‘Liverpool has significant levels of sunbed
use compared to other parts of the country;
yet the City Council has very few powers to
protect residents from the risks of using them,’
says Councillor Gladden.
‘Currently, anyone who wishes to provide
cosmetic-type practices, such as tattooing and
cosmetic piercing, must be registered with
their local council and adhere to health and
safety standards. In light of the risks associated
with sunbed use we believe there is a strong
case for including sunbed operators in this list
of compulsory registration schemes.’
Gary Lipman – who fully supports the
under-18 ban on sunbeds – says he has ‘never
ever’ been into a tanning salon that has
knowingly allowed anyone under 16 under
previous legislation, and latterly under 18, to
use their sunbeds. ‘If an operator is allowing
anyone who is under 18 to use a sunbed the
authorities really should be clamping down
and prosecuting. They are breaking the
law and should be punished and fined the
maximum £20,000.
‘We would not hesitate in reporting any salon,
including a member, that was breaking the law.
As part of a new client’s induction process,
operators will ascertain their age, skin type and
medical history, as well as look at how their skin

behaves in the sun. A lot of salons now have
biometric readers or photo ID membership
cards to make sure their clients do not pass
their cards to underage friends or family.’
As for Liverpool’s war on sunbeds, Lipman
describes it as a ‘load of huff ’. He says there
will always be some pockets around the UK
where age verification and under-age use of
prohibited substances and equipment ‘will be
a problem’. He says he has met with Councillor
Gladden to point out the powers that are
available to the environmental and trading
standards officers under the current legislation,
such as checking cleanliness, ascertaining the
level of training salon staff have, measuring the
sunbed itself to ensure it is compliant with EU
regulations and sending in ‘mystery shoppers’
– under-18s who work for the council to see if
they are refused access to the equipment.
‘The licensing they want will not make a
scrap of difference. I think it is a vehicle to
get further funding for some other work they
want to do’, he says.

Empowering children
Gary Lipman believes the skin cancer debate is
less about sunbeds and more about overexposure.
‘When people say it is dangerous to use a sunbed
for any time at all, that is complete nonsense. The
correct thing to say is it is wrong to overexpose
the skin in the sun or on a sunbed – that is the
dangerous bit. Stand outside a tanning salon and
you will see the odd person come out who is
burnt. Take a look on the average beach in Spain
– everyone will be burnt.’
Lipman claims that instead of tanning salons
limiting sunbed use among clients, people
should be more responsible for themselves
when it comes to limiting their exposure to the
sun in general. ‘The education and campaigning
message should be “Let’s stop children burning”,
not “Let’s blame salon operators”.’
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Sarah Williams encourages schools to get
more involved in promoting safe sun exposure
as a way of empowering children to take
control over their own health. ‘It would be
fantastic if school nurses could run awareness
campaigns over sunbed use or just generally
being safe in the sun over the summer before
schools break up for the holidays every year.’
Dr MacGregor encourages the use of posters to
get health messages around sunbed use and sun
overexposure out to teenagers. ‘Often, websites
do not work because when children are on the
computer they are more likely to muck around.
However, if they are stuck in the dinner queue at
school and there is nothing else to look at, they
are more likely to read a poster.’ PHE’s Professor
Verne says schools are already making progress
in this area, with many introducing hats to their
school uniforms, creating protocols on sun cream
and offering shaded areas to children during
playtimes and sports days on very hot days.
The increasing rates of skin cancer around
Britain are alarming – but what is perhaps
worse is that four in 10 sunbed users under
18 have no idea of the damage being doing to
their health. Parents and health professionals
must make it their business to talk to children
about sunbed use and general sun exposure
from a young age to limit childhood burning.
A simple conversation could be all it takes.
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Profile

Critical commitment
Early intervention champion, Labour MP Frank Field, warns health visitors the bottom of
society is falling away too dramatically for the Implementation Plan to make a difference
to the life chances of babies. He talks to louise Naughton

louise Naughton
Assistant editor

L

abour MP, Frank Field, is undeniably
passionate about social mobility, ending
child poverty and the importance of
early intervention. He has, after all, dedicated
his political career to all three issues.
Elected MP for Birkenhead in 1979, Field is
Chair of the Foundation Years Action Group,
a collection of academics, professionals
and policy makers who have come together
to promote the vital importance of the
foundation years to children’s development
and life outcomes.
In September 2013, Field publicly backed the
cross-party manifesto produced by the WAVE
Trust, 1001 Critical Days – The Importance
of Conception to Age Two. The document
demands a greater focus on the mental
health needs of mothers and young infants
following evidence that shows early emotional
experiences have a major impact on the
development of a baby’s brain.
Speaking at the launch of the manifesto,
Field said: ‘We need to secure a commitment
from all political parties to ensure no child
falls behind. In the manifesto, we list the key
moves to break that link between parental
poverty and a child becoming a poor adult.’
He talks to Community Practitioner about
developing the burning commitment he now
has for early intervention from the political
elite.

Q: How have political parties shown
their commitment to the 1001 Critical
Days manifesto?

A: Members of parties have signed up but
we haven’t actually got the commitment of
political leaders. We are trying to make sure
the manifesto is reflected in the manifestos of
the three major parties, which they are all in
the process of writing. This will show us how
seriously early intervention is being taken. It
appears that all parties are listening but they
are not going to tell us the details before they
are published. We are plugging away at it.

that. Therefore, the emphasis has to change
and good educationalists, and everybody else,
must realise that if we are going to stop poor
children from becoming poor adults, the
earlier we start, from pregnancy and beyond,
the more likely we are to see some success.

Q: Why do you feel it is so important
for politicians in particular to champion
early intervention?
A: We know that once children get into schools

argument by some for some time. The Labour
party was formed literally to prevent poor
children from becoming poor adults and you
would have thought they and all the other
parties would have fallen on the information
we published in the manifesto. And yet,

the difference in life chances are not narrowed,
despite all the efforts that are put into doing
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Q: Do you think early intervention is
being taken more seriously among
decision makers?
A: Early intervention has been seen as a ‘fluffy’

Profile

although they all acknowledge it, one never gets
any sense of a burning commitment, and that is
something we need. As a member of the Labour
party I obviously think we would be the party
to lead on early intervention, but that is one of
the excitements of leading up to the election
because parties start bidding against each other.

Q: What are your thoughts on
this government’s Health Visitor
Implementation Plan?
A: It is most excellent what the government is
doing in increasing numbers, but the bottom is
falling away within our society so dramatically
that I don’t think increasing numbers is
keeping pace with the needs of families.

Q: Can health visitors do more?
A: Health visitors are doing all they largely
can do. They are an ambulance service for
when things are already going wrong or
things that are already damaged. One of the
reasons the Foundation Years Action Group
was established was to identify whether there
has been a rupturing of parenting and how
we repair it. Clearly, a lot of this is about
good parenting, making life-long friendships,
getting jobs and keeping jobs, which is
something that has to be done in schools and
we are looking at that programme too. Young
people want to be prepared.

Q: Can school nurses take on some of
this early intervention work?
A: There is no silver bullet and school nurse
numbers are far too low if they are going to
make a difference in life chances. I have no
idea what will be in the manifestos around
school nurse numbers. [Increasing numbers]
would be an important move, but in the
totality of events, I would put it at second
order when compared with things we have
already been talking about.
The great assumption has always been that
schools do everything; however, if you look at
the data, the class differences that are apparent
when children start school are not narrowed
when they leave.
Abilities and cognitive skills rise, but they
rise for everyone and if anything, they widen.
Schools do not narrow the differences you find
in children during their first week at school.
We should help schools do what they are good

at by ensuring more and more children are
ready to start school.
Every penny that is spent prior to starting
school ought to be judged within the
framework – what is the outcome of this
intervention in helping more children start
school? I would hope that schools would take
over Sure Start – which should have happened
in the first place – to ensure it is integrated
into the outreach of the community and to do
that outreach as early as possible.

Q: Will implementing the 1001 Critical
Days manifesto cost money?
A: Early intervention can’t cost money, it
has got to be within the framework. The
assumption of my work in this area is that, of
course, one could spend more money; but we
now know far better than we did how to spend
money most effectively. I do not believe that
is being done in this area and before we go
cap-in-hand to ask for yet more, we ought to
ensure that money spent is judged against the
outcome: how many more children are ready
to start school successfully. It is not about
cutting waste away but about being focused
for those staff members who have just done
their bit thinking, ‘I have no idea how I fit in
within the great scheme of things’.

Q: The All-Party Parliamentary inquiry
into Hunger and food Poverty
estimates that 3.5 million people will
be living in absolute poverty in Britain

by 2020 and reliance on food banks in
england is growing. How have so many
families been plunged into crisis?
A: Clearly, something serious is happening to
our society. The hypothesis the Commission is
working on is that with rent, food and utilities
rising as a proportion of income spent on
them since 2003, the margins families have as
a buffer against shocks is becoming narrower
and narrower, and more people find that
when something unexpected happens, they are
thrown into a crisis.
One way of being able to manage and keep
the bailiff at bay or the electricity connected
when you haven’t got enough money is to use
food banks. All the evidence is showing that
the numbers of food banks in existence are
growing. If you have to wait for your money
for three months from the Department of
Work and Pensions, you are plunged into the
most dreadful set of circumstances.

Q: Will the move to local authority
commissioning be good for early
intervention?
A: The move to local government is
good for early intervention. It will help
services become more integrated. Once
local authorities make a commitment to
improving the numbers of children starting
school successfully, it will give an idea of the
services available before school, how they are
going to be judged and how they fit into an
overall campaign.
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M

ost school nursing teams in England have
spent many months sorting out their
services so that they are in a shape that suits their
commissioners, and will hope that they succeed in
being commissioned.
One downside of this is that there has been no
time to look around and see what else is going on.
By now, there is plenty of advice and guidance
for local authorities about commissioning public
health, but the concern is that there is insufficient
data around school nursing to use in evidence.
Local authorities are likely to take a ‘life-course’
approach to public health across their populations,
and Public Health England (PHE) has produced
a Framework for Personalised Care and Population
Health for Nurses, Midwives, Health Visitors and
Allied Health Professionals. It is a weighty tome at
82 pages so it doesn’t lend itself to printing – it is
meant to be used as an online tool.
The emphasis now is on personalised care and
population health, which makes the PHE view
a bit of a hybrid as far as public health goes, but
accords well with school nursing. The framework
covers six key areas of activities for population
health (the public health outcomes framework
has four domains and two extra are added here –
supporting health and wellbeing and life-course,
to link in with NHS England nursing documents):
l Improving the wider determinants of health
l Health improvement; making every contact count
l Health protection
l Healthcare public health; quality and
accessibility of healthcare services
l Supporting health, wellbeing and independence
l Life-course.
The life-course approach to public health targets
specific health challenges at different times in a
person’s life, such as maternal and newborn, child
and adolescent, working age adult and older age.
This document is a ‘work in progress’ and currently
only the ‘Early Years’ pages are fully complete.

There are 9,377,800 children and young
people aged 5–19 and the public health outcome
measurements for this cohort are reductions in:
l Children in poverty
l Children and young people killed and
seriously injured casualties on England’s roads
l Pupil absence
l First-time entrants to the youth justice system
l 16–18 year olds not in education,
employment or training
l Under-18 conceptions
l Chlamydia diagnoses (15–24 year olds)
l Excess weight in 4–5 and 10–11 year olds
l Smoking prevalence – 15 year olds
l Emergency readmissions within 30 days
of discharge from hospital and improved
emotional wellbeing of looked-after children.
This document will, in time, suggest more
interventions (not just outcome measures) along
the life-course, but as a starter suggests to:
l Support young people to access sexual health
services to reduce chlamydia in this group
from the current 135,000 cases per annum
l Provide services to build emotional resilience
to address the fact that the majority of those
who self-harm are aged 11–25
l Support England’s 166,000 young carers to
respect their caring role and their right to
childhood.
This third point is ambiguous and we must be
careful not to look down the wrong end of the
telescope. The best thing we can do for young carers
in the first place is to insist that statutory services are
in place to look after their relative. Thereafter, we
can support them so that their home circumstances
do not impinge upon their school work and their
growing up. It is obvious that if we want to improve
health outcomes we need many more school nurses
to do the work, so make no apology for continually
reminding people of this fact.
One initiative school nurses might be able
to use better is Making Every Contact Count
(MECC). This encourages conversations based on
behaviour change methodologies, empowering
healthier lifestyle choices and exploring the wider
social determinants of health. Everyone who
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comes into contact with members of the public
has the opportunity to have a conversation to
improve health.
Whether we like it or not, the National Child
Measurement Programme is now in statute and
most areas employ healthcare assistants to carry
this out. However, at a locality meeting I attended
recently the question was raised as to whether we
are making the best of them and whether they are
properly integrated into school nursing teams. There
are various guides and competencies available to
train up staff (www.england.nhs.uk/wp-content/
uploads/2014/06/mecc-guid-booklet.pdf)and they
are invited to locality meetings. However, given that
they are seeing nearly every child in your area, are
they advocating the service sufficiently? Are they
offering brief interventions? Are they liaising with the
school nurses if they have concerns or requests from
schools? Have you got robust information-sharing
protocols? Who is in charge of their governance?
You could also use MECC socially; after all,
summer is the time when we are more likely to be
out and about. Have you got a good paragraph or
two to promote school nursing to anyone you meet
at the neighbours’ BBQ? You could mention, for
example, that half of lifetime mental illness starts
by the age of 14, or that school nurses could be a
lot more effective if there were more of them, as the
amount of face-to-face time they have with a pupil
is only about 10 minutes a year. You never know
what seeds you could sow. Oh, and remember that
both snowboarding and school nursing are ‘cool’
according to my colleague in a recent CP editorial!
When the new school year starts, make a
commitment to attend branch meetings and to
read your CP journal from cover to cover. Health
is a fast-moving agenda and to be forewarned is
to be forearmed. It is no good putting your head
in the sand and hoping for the best; we, and you,
must join together and make the case for better
services for children and young people.
I hope to meet as many of you as possible at the
CPHVA conference in November. Meanwhile, if
you would like me to come to one of your meetings
to talk about current professional issues, do contact
me at: rosalind.godson@unitetheunion.org
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Abstract
This paper outlines a review of the processes
involved in setting up a pilot community group
for mothers and babies around the theme of
postnatal wellbeing. The group was designed
and run by the Caerphilly Family Intervention
Team (an Action For Children Project in South
Wales) to meet what was considered to be an
unmet need in provision in this area. The design
and facilitation of the programme was framed
relationally, with a focus on providing a context
in which women could share their experiences
and allow them to think about the transition to
motherhood and their relationship with their
baby. The report describes the background,
context and intended purpose of the pilot, and
then continues to give detail of the content,
evaluation process and results. This article also
offers a review of what works in this specific area
of practice and suggests that community groups
with a focus on transitions to motherhood,
rather than mental ill health, can have a
significant impact on wellbeing.
Key words
Postnatal mental health, women’s wellbeing,
community group, evaluation
Community Practitioner, 2014; 87(8): 21–25

For many years it has been widely accepted
by researchers and clinicians from diverse
areas, such as paediatrics, psychiatry and
public health, that the wellbeing and mental
health status of women after childbirth is an
important area for consideration.
Psychiatry has focused its lens on perinatal
psychiatry, a relatively new branch of
psychiatric specialty pioneered by Brockington
(1996) and Kumar and Hipwell (1996). While
this highlights an area that might otherwise be
neglected, this article takes the position that
there is the potential to learn more from a less
diagnostically driven agenda. Tomm (1990)
offers a frank critique of the Diagnostic and
Statistical Manual of Mental Disorders (DSMIV) (American Psychiatric Association, 2000)
and the dominant discourse of the diagnostic
agenda to which we would refer readers
interested in this important debate.
The field of midwifery has often focused
more heavily on experiences of trauma
after childbirth and symptoms of posttraumatic stress disorder (PTSD) (a DSMIV diagnosis), again with a potential for
pathologising women at this transitional
time in their lives. However, health visiting
and the third sector have, traditionally, had
a more social/community development
approach to postnatal wellbeing, which this
paper suggests offers a more useful frame.
As a contribution to the debate this article
will focus on a small pilot study by a third
sector organisation relatively new to the field
of postnatal mental health and wellbeing. It
has a specific focus on one project based in
Caerphilly in the South Wales Valleys.

No conflict of interest declared

Background
Local agenda
The Welsh Assembly Government published
the Adult Mental Health National Service
Framework (NSF) in 2002, which set out
service standards with the core aim of
improving mental health for communities; it
is part of the backdrop to service design and
delivery in Wales.

Families in Caerphilly face significant
adversity related to deprivation and poverty
(greatly, although not exclusively, impacted
by the decline in the mining industry) and
are more likely than the national average to
suffer with mental health difficulties. The
Welsh Health Survey (National Assembly
for Wales, 1998) backs this up, suggesting
that the prevalence of depression and/or
anxiety is strongly associated with levels
of deprivation, and finding that mental
‘ill health’ was substantially greater than
average in the most deprived areas.
A relatively recent report by the National
Public Health Service for Wales (2006)
also recognises this and defines Caerphilly
Borough as the fourth highest (of 22) in
receipt of mental health services within
Wales.

The mental health of women
Given this context, attention needs to be
paid to the link between socio-economic
factors and the role of gender in diagnosis,
treatment and service use. Women’s health
and mental health, we suggest, should be
seen in this context to place the needs of
women as a high priority for services that
are set up to support children and families.
The
World
Health
Organization
(WHO) World Heath Report informs
us that women are at much greater risk
of developing mental health problems,
particularly common mental ‘disorders’
such as depression, anxiety and somatic
complaints (WHO, 2004). These disorders
affect approximately one in three people in
the community, with unipolar depression
twice as common in women.
The report also points to serious
gender inequalities in relation to power
and rank, social mobility, financial and
employment inequality and, crucially, the
role of violence against women. These are
commonly felt and experienced by the
population in the communities this project
serves. This important debate is beyond the
scope of this short paper, other than to ‘flag
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it up’ as a highly significant issue.
Intimate partner violence (IPV) affects
more than one in four women within their
lifetimes, and this figure increases at the
time of pregnancy. A study by the Rotunda
Maternity Hospital (O’Donnell et al, 2000)
found that, in a sample of 400 pregnant
women, 12.5% had experienced abuse while
they were pregnant. These findings have
also been supported by more recent metaanalyses of the literature. Howard et al
(2013) highlight the relationship between
perinatal mental disorders and domestic
violence, and establish a three- to five-fold
increase of women with perinatal mental
disorders experiencing depression during
their lifetime.

Parental mental health
‘Rare is the family that will be free from
an encounter with mental disorder’
(WHO, 2001: 5). Depression is the most
common mental health problem in the UK
and is between 1.5 and three times more
common in women than in men. Nearly
10% of women experience a (diagnosable)
depressive episode (in comparison to 6% of
men) every year (WHO, 2001).
Significant research in this area (Duncan
and Reder, 2000; Oates, 1997; Rutter
and Quinton, 1984) has highlighted the
prevalence of diagnosable mental ill
health in the population of adults who
have responsibility for caring for children,
and much has been said about the causal
relationship between parental mental ill
health and psychopathology in children
(Falkov, 1998).
Research by Oates (1997) specifies that a
quarter of female patients newly referred
to mental health services were caring for a
child under the age of five. This points to a
very obvious need for services that respond
to adult mental health to be working with
services that respond to the needs of children
and vice versa, as discussed in many papers
(Falkov, 1998; Jacobsen et al, 1997).
The
relationship
between
mental
health and parenting needs further
exploration. Much of the literature points
to a relationship between child abuse and
neglect and parental mental ill health
(with a focus on parenting deficit), with
insufficient research in the area of ‘good
enough’ parenting and mental health (with
a focus on parental competence) (Salter
and Hardy, 2009).

Postnatal mental health
The term ‘postnatal depression’ is often
used as an all-encompassing term
(excluding the more complex and severe
puerperal psychosis) (AMA, 2000) and has
been a consistent area of concern among
professionals, special interest groups and
in political spheres (National Institute for
Health and Care Excellence (NICE), 2006).
Postnatal depression is not attended to in
DSM-IV and, as such, is not a diagnosable
disorder, but it is often discussed in these
short-hand terms. Most, but not all, of
the types of depression referred to as
‘postnatal depression’ start in the first
three months (Cooper and Murray, 1998)
and many people now refer to depression
within the first year of childbirth as postpartum disorder (Health Service Executive,
2006).
In the UK, 25% of all maternal deaths are
linked to potential mental health problems
(MIND, 2006). There is also an increased
risk of new mothers being admitted to a
psychiatric hospital (Kendell et al, 1987;
MIND, 2006).
Oates (1997) suggests that after the
birth of a child, a woman could be five
times more likely (in comparison to other
women) to develop severe depression
or to be referred to psychiatric services
following childbirth. It is also seen as a
major factor in the wellbeing of children
and child development as discussed by
many, including Cogill et al (1986), Dennis
(2005), Field et al (1988) and Meyer et
al (1994).

Postnatal depression
The experience of postnatal depression
is characterised by a set of ‘symptoms’ or
presentations that include sleeplessness,
tiredness, low mood, tearfulness, loss
of confidence, loss of interest/pleasure/
enjoyment, loss of concentration, guilt,
self-blame and potentially suicidal
thoughts. This is likely to read as a list
of common feelings that could easily
relate to becoming a parent. Therefore,
we need to think and talk carefully
about ‘symptomology’, when it may be
more useful to think about this in terms
of ‘experience’.
It is also useful to consider the language
of adjustment and loss in womanhood
(Nicholson, 1998), rather than the
language of psychiatry and mental illness.
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Aim/purpose
Providing early interventions
Early intervention ie, supporting families
before problems become entrenched, has
a significant cost benefit for the individual
and, at a wider level, the community and
the state. Early intervention for families
has been evidenced as such by the New
Economics Foundation (NEF) (2009) and
their social return on analysis evaluation of
the Family Intervention Team, Caerphilly.
There is also research to suggest that early
intervention in respect of mental health can
be highly beneficial for the individual and
in terms of economic resource (McCrone et
al, 2010). There is much evidence to suggest
that early intervention in serious mental
illness (especially psychosis) has life-saving
as well as resource saving benefits (Melle et
al, 2006).
In terms of more common mental health
problems such as depression and anxiety
the research also points to the benefits of
early intervention (Mrazek and Haggerty,
1994; Newton, 1988). Scott (1995)
points towards the importance of early
intervention before symptoms escalate
to the level of clinical depression and
the significance of early intervention in
reducing the length of depressive episodes.
Scott suggests that early intervention offers
opportunities to interrupt distress before it
reaches the level of clinical depression and
of shortening clinical depressive episodes
(Scott, 1995).
The significance of early intervention,
specifically for postnatal depression, has
also been identified in relation to multigenerational and community benefits
(Commonwealth Department of Health
and Aged Care, 2000).

Process
Setting up the group
The pilot group in Caerphilly was funded
by a Families First grant to complement
and enhance existing Family First projects.
The group provided five sessions, which
ran from February to March 2012. This
represents 7.5 hours of service input,
a
short-term,
non-intensive,
early
intervention service. The group was
promoted as a ‘postnatal wellbeing group
for women’, with the intent of keeping it
within a mental health promotion frame.
Under this umbrella, the service is placed
in a non-stigmatising frame, providing
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the context for the group in a primary/
community setting.
It was agreed that the women attending
the group did not need to have any mental
health diagnosis or specific, identified,
predisposing factors, in line with the early
intervention principles of the project.
The group was targeted at mothers with
babies up to the age of 18 months, based on
research describing the postnatal period up
to 18 months of age (Monti et al, 2008). The
Royal College of Psychiatry (RCP) advises
that most women will get better without
any treatment within three to six months,
but one in four mothers with postnatal
depression are still depressed when their
child is one year old (RCP, 2012). The
group was open to both first-time mothers
and mothers who already have children.
A local community centre was used as the
venue, providing a welcoming context with
separate rooms for the crèche and group. It
was centrally located within the target area,
which proved beneficial for the purpose
of setting up a pilot group. To improve
accessibility, transport was provided where
required. The groups were ‘advertised’ by
posters and flyers, which were distributed
to appropriate agencies within Caerphilly.

Design
The pilot provided five sessions, each
lasting for 1.5 hours. The sessions were
based on giving mothers a notional
space to think about their own needs and
the needs of their children. Each of the
sessions involved the provision of a context
for talking, reflection and mindfulness
meditation. Within this, it was considered
important to provide a contextual space
for mothers to share their experiences of
parenting and to also be able to have a
context where they could reflect on their
experiences of motherhood (with specific
gender reference).

Content
The group focused on key themes. Session
1 focused on ‘parental expectations’, ‘hopes
and fears’ and ‘making time for you as a
parent’. Session 2 focused on ‘mother and
baby interaction using mindfulness and
art’ (baby foot and hand prints were made
on canvasses for parents to keep). Session 3
focused on baby massage, with a qualified
practitioner running the session. This was
accessible for small babies and for toddlers.

Session 4 focused on parental mental
health and wellbeing with discussion on
what it means to be a parent/a woman and
with each participant having a massage
or reflexology therapy. The last session
focused more specifically on mindfulness
and mindful parenting, with a relational
appreciation of self and others (including
the baby).

Evidential interventions
Baby massage
Early interactions conveyed through eye
contact, voice tone, facial expression and
gentle touch play a crucial role in healthy
infant development. Infant massage has
been adopted as an early intervention based
on the premise that touch offers a unique
opportunity to support early interaction
(Underdown and Barlow, 2011). Findings
indicate that there is evidence suggestive
of improved mother–infant interaction,
improved sleep and relaxation, reduced
crying and a beneficial impact on a number
of physiological processes.
The research indicates that there is a
correlation between massage and stress
hormone levels, which also has important
links in terms of attachment processes and
brain development. It is proposed that
massage could affect the release of the
hormone melatonin, which is important
in aiding infants’ sleeping patterns
(Underdown et al, 2006).

Mindfulness
Mindfulness can be described as ‘focusing
attention, being aware, intentionality,
being non-judgmental, acceptance and
compassion’ (Hick and Bien, 2008: 5). It is
a form of meditative practice that involves
paying attention to what is going on in the
mind and body in the present, at any one
moment (Kabat-Zinn, 2001). Mindfulness
has been shown to be effective for the
prevention of depression (NICE, 2006)
and may be a useful approach for helping
vulnerable groups or as a universal public
health measure (Hughes et al, 2009).

Results
Evaluation

an official diagnosis (not in DSM-IV),
this is not intended to be a diagnostic
assessment but a screening to identify
mothers who may be at risk of developing
mental health concerns and mothers who
would benefit from support at this stage.
Therefore, we used it as a screening tool;
a pre-group measure of wellbeing and a
post-group indicator of change.
EPDS is designed to work on a self-rating
scoring system from 0–30, with those rating
9 or 10 or over being indicative of those
at risk of developing postnatal depression
(seeing it as a preventive tool). Simply
put, a score of 9 or 10 is seen as critical in
indicating possible postnatal depression.
A score lower than 9 would suggest the
mother is not at risk; a score of 9 or 10 or
more would suggest a risk, with the higher
score representing higher risk.
We asked the parents who attended the
group to self-score in the first week and
then followed this up after the group to
make a comparative analysis.
As shown in Figure 1, 100% of participants
scored 9 or above in the first questionnaire
‘suggesting’ (it is important to reiterate
that this is just an indicator) that all
participants could be at risk of developing
mental health concerns.
The post-group questionnaire indicates
that scores moved from above 13 to below
13 in four cases (57%), with 100% of
participants (who filled in both a pre- and
post-group form) having scored lower after
the group. The average change in score
was 5.5.
It is important to recognise that
these results are self-reported and, as
such, illustrate the lived experience of
the individual. It is also relevant that
three mothers chose not to fill in their
forms. One hypothesis about this is that
these parents felt too vulnerable in the
first week to share this information when
they may have been feeling quite fragile
at that stage in the group process. This is
something that will need to be considered
for future groups.

Feedback

As part of the evaluation process we used
the Edinburgh Postnatal Depression Scale
(EPDS) (Cox et al, 1987) as a validated
method of screening for postnatal
depression. As postnatal depression is not

To give more meaning to these results
and to re-engage with the women who
formed this group, we have included some
comments that were offered as part of the
feedback process. We asked the women
three key questions to ascertain:
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Whether the women felt listened to and
respected
l If they were satisfied with the venue and
the facilities
l If they were satisfied with the crèche
facility.
l

pre-group self-evaluation
post-group self-evaluation

Score

The questions were formatted using a five
point (Likert) scale from ‘strongly disagree’
to ‘strongly agree’. Each of the questions
received a response of 100% satisfaction in
all three areas, with ‘strongly agree’ given as
the answer in 100% of feedback.
We also invited additional comments,
outlined under three key themes below.

difference

Difference to mood
‘Provided opportunity to discuss concerns
with other mums and realise that you aren’t
the only one that feels that way.’
‘It has made a massive difference to me as it’s
time to think about me. It’s made me a much
calmer person.’
‘I actually feel that the group benefits me more
than antidepressants.’
‘It helps me to realise that I am normal and get
plenty of advice and feedback on parenting. I
also love the peace.’

Difference to relationship (with child)
‘My relationship [with the new baby]
is better than with my daughter. This
group has helped remind me about ways
of bonding.’
‘I think it has made us closer.’

Difference to wellbeing
‘It has given me the chance to experience some
relaxation time and learn techniques.’
‘Helped me to get going in the morning, I had
a purpose to be somewhere.’
‘I feel sure I have gained strength to deal with
continuing challenges.’
‘The group has helped me meet others and
connect in a way that hasn’t come easily
before. It is a safe and caring environment.’
‘I am an older mum and I find that I can worry
about getting things right. The group has
really helped.’

Participants
Figure 1. Edinburgh Postnatal Depression Scale self-evaluation

Discussion
Although the group was targeted at mothers
with babies up to the age of 18 months, it
could be argued that the first year may be
more relevant to focus on (RCP, 2012).
In our experience of talking with families,
many women are ‘diagnosed’ beyond the
early stages of motherhood and may refer to
themselves as having postnatal depression
many years later. This can be because they
are still feeling low in mood and no-one
‘undiagnoses’ them. Therefore, even after
their children are of school age, they may
still feel that they are living with postnatal
depression five or more years later.
NICE (2006) recommends that women
who have experienced mental ill health
before their current pregnancy should have
access to psychological therapies, such as
cognitive behavioural therapy (CBT) or
interpersonal psychotherapy. For women
without previous significant mental
ill health, group support or informal
individual support is recommended.
Group support and early (informal)
intervention has been found to have a
significant impact (eg, Craig et al, 2005)
on the health and wellbeing of women at
this time and, of course, is cost effective in
comparison to medication, formal therapy
and inpatient care. We consider that our
pilot group and the evaluation process
that followed backs up this argument and
highlights the key role that health visitors,
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midwives and voluntary sector groups can
play in early detection and prevention of
mental ill health for women in this period.
For this reason it was important to
liaise with health visitors, GPs and the GP
counselling service who were able to refer
to this group. We also liaised closely with
other voluntary and community groups,
such as Home Start and local parenting
groups. We suggest that any replication
of this type of group should include that
important preparation stage.

Conclusion
The main aim of this paper was to offer
an exemplar of the work of the third
sector. The paper has also discussed the
main threads of some of the current
research in the fields of parental, maternal
and postnatal mental health, and group
intervention was positioned firmly in the
context of wellbeing.
The key findings from this pilot group
suggest that a group such as this is effective
in preventing mental health problems and
is very simple to set up. The key ingredients
appear to be:
l Offering of a context with other mothers
l Providing
a warm and friendly
environment and facilitative style
l Being open and non-judgemental
l Offering a space for parents to feel
relaxed outside of the busy schedule of
their lives
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l

Offering time to talk to others.

It has been argued that the careful positioning
of such a group in a community health
promotion frame also added to its success.
The use of the EPDS provides robust
screening for such a client group and we
suggest is more rigorous than the NICE
‘three question approach’ (2006). Equally, a
specifically designed friendly questionnaire
added qualitative data that highlighted the
importance of relationships and context.
In many ways, although the interventions
were simple in design, the thought and
preparation for the group were sophisticated
and complex, and paid attention to the
subtleties of relationships that form part of the
rich tapestries of women’s lives.
It was important to pay attention to the
role of gender, culture, societal pressures
and expectations, the role of diagnoses and
psychiatric definitions of health and ill health
and the interplay between all of these factors.
The authors strived to pay attention to the
negative connotations of mental ill health
for women and the family and the usefulness
of such a definition when considering the
normative transition of parenthood, which can
be anticipated and planned for and for which
early intervention and a preventive, community
focused service can play a key role. This pilot
project, and its small but significant outcomes,
will hopefully provide a platform for future
developments in this area.
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Abstract
This paper highlights resilience as a key concept
when working with young children to improve
their emotional wellbeing and reduce anxieties.
Supporting children aged 4–7 years with anxiety
is a significant area of advancement in terms of
therapeutic approaches over the last decade.
This paper outlines one such approach that
was implemented within a Tier 2 Community
Child and Adolescent Mental Health Service
(CAMHS) within the northern region of England
to determine whether findings from Australian
studies could be replicated in the UK. A pilot
study was undertaken with a group of young
children aged 4–7 years old with symptoms of
anxiety. All of the children had been referred
to the service because of anxiety related
issues, such as social phobia, generalised
anxiety disorder and obsessive–compulsive
disorder. They received a group intervention,
FUN FRIENDS, over a period of 12 weeks.
By enabling the children to become more
self-sufficient this allowed greater emotional
and social skills development. All the children
demonstrated improved anxiety scores post
intervention, as measured by the Spence Child
Anxiety Scale.
Key words
Resilience, prevention of childhood anxiety,
cognitive–behavioural approach, early
intervention, universal programme
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A pilot study was undertaken within a Tier 2 Child
and Adolescent Mental Health Service (CAMHS)
service within a northern region of the UK to
ascertain whether a group-based intervention,
FUN FRIENDS, for children aged four to seven
years old with anxiety, could demonstrate
improved outcomes, as indicated by Barrett et
al (2001). The FUN FRIENDS programme was
delivered to six children aged four to seven years
of age in a northern region of England in a group
format over 12 sessions (see Box 1 for session
outline and content).
Group numbers are recommended to be
between six to eight children. All of the children
had been referred to the service by community
based professionals (GPs, health visitors, school
nurses or paediatricians) for anxiety-related
issues such as social phobia, separation anxiety,
obsessive–compulsive disorder and generalised
anxiety disorder (eg, fear of dogs, lifts, public
toilets, the dark.) Its implementation in Australia
had demonstrated significant outcomes in terms
of mental health improvement in young children.
The pilot study’s aim was to explore if these
findings could be replicated in a group of children
receiving the intervention in the UK.
Building on the concept that resilience theory is
now emerging in the field of childhood anxiety as
an effective intervention supported by the World
Health Organization (WHO, 2004), the FUN
FRIENDS programme has been shown to be a
suitable approach that should be accessible to all
children at a universal community venue.

Introduction
The FUN FRIENDS programme is designed to
assist children at their appropriate developmental
level to learn coping skills and techniques to
manage anxiety more effectively. FUN FRIENDS
is an acronym for the description of the
programme’s key concepts (see Box 2). There is a
focus on play-based, experiential learning within a
cognitive behavioural therapy (CBT) framework.
The programme is based on the work of Arend et
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Box 1. FUN FRIENDS programme
session outline and content
Session 1: Getting Started
‘My Family and I’
Session 2: My Feelings
‘Understanding Feelings in Ourselves’
Session 3: Your Feelings
‘Understanding Feelings in Other People’
Session 4: Our Bodies and Relaxation Games
‘Understanding Body Clues’
Session 5: ‘Red’ and ‘Green’ Thoughts
‘Learning about ‘Red’ (Unhelpful) and ‘Green’
(Helpful) Thinking
Session 6: Changing ‘Red’ Thoughts into
‘Green’ Thoughts
Session 7: Doing Things One Step at a Time
‘Learning to set goals and trying to do new
things
Session 8: Steps to Being a Good Friend
‘Learning to be a Good Friend’
Session 9: Giving Ourselves a Pat on
the Back ‘Learning about Rewarding
Ourselves’
Session 10: Family, School, Neighbours
and Friends
‘Learning about Role Models in our Lives’
Session 11: Our Circle of Love and Friends
‘Learning about Support Teams in our Lives’
Session 12: Dress Up Party!
‘Learning to be Happy with our Efforts’

al (1979), who found that five year olds who can
think of more options to interpersonal problems
are more likely to display ego-resiliency, defined
as ‘the ability to respond flexibly, persistently and
resourcefully, especially in problem situations’
(p.951). They emphasise that: ‘Individuals
presumably have a typical or preferred level of
threshold of control. Being ego-resilient implies
the ability to modulate this preferred level of
control in situational appropriate ways’ (p.951).
In contrast, the ego-brittle individual ‘implies
inflexibility – an inability to respond to the
changing requirement of the situation and a
tendency to become disorganised in the face of
novelty or stress’ (p.951). This individual will be
‘impulsive (or constrained) even in situations when
such behaviour is clearly inappropriate’ (p.951).
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Therefore, having multiple ways to solve problems
provides flexibility that creates an ego-resilient
individual. The FUN FRIENDS programme
supports children and parents to problem solve
effectively, finding solutions to everyday challenges
and, in turn, aiming to promote the development
of ego-resilience.
A large component of the programme is based
on the interplay between cognitions, problem
solving and interpersonal skills. The programme
also encourages and fosters in children how to be
empathic and how to be a good friend to others. It
embraces several important cognitive behavioural
components, which coincide with areas of socialemotional learning. It focuses on teaching children
cognitive problem-solving skills for dealing
with interpersonal challenges: recognising and
dealing with body clues (ie, physiological arousal)
through breathing control and progressive
muscle relaxation; cognitive restructuring
(recognising and changing unhelpful ‘red’
thoughts to helpful ‘green’ thoughts); attention
training (looking for the positive, happy aspects
of a given situation); graded exposure to fears
(creating coping step plans); and family and
peer support.
Cognitive behavioural skills are delivered to
correspond to social-emotional learning areas.
Social-emotional learning interventions help
children accumulate knowledge and skills that
facilitate the optimal emotional processing of, and
response to, their social contexts (Elias et al, 2003).
The five major areas of social-emotional learning
covered in the FUN FRIENDS programme are:
l Developing a sense of self: who am I?
l Social skills: looking people in the eye, smiling,
speaking with a confident voice
l Self-regulation: the ability to adjust to new
situations, awareness of own feelings and the
ability to manage emotions
l Responsibility for self and others: demonstrates
self-direction and independence, respects and
cares for the classroom or group environment,
follows routine and rules, social awareness
l Prosocial behaviour: plays well with others,
recognises others feelings and responds
appropriately, empathy, shares, respects the
rights of others, and uses thinking skills to
resolve challenges and conflicts.
Working in a collaborative way was an important
element in the implementation of the programme.
As a universal programme, it is of particular
relevance to community practitioners with health
visitors, nursery nurses and school nurses playing a
crucial role in supporting the mental health needs
of young children (Munro, 2011; Allen, 2011).

Box 2. FUN FRIENDS acronym: key concepts
F amilies
U niting to
N urture (Social and Emotional Development of Children)
F
R
I
E
N
D
S

eelings (talk about your feelings and care about other people’s feelings)
elax (do ‘milkshake’ breathing, have some quiet time)
can try! (we can all try our best)
ncourage (step plans to a happy home)
urture (quality time together doing fun activities)
on’t forget – be brave! (practice skills every day with friends/family)
tay happy

Background
Anxiety disorders are the most common mental
health concern in children and teenagers;
approximately one in five children and adults have
significant anxiety problems. According to a review
by Cartwright-Hatton et al (2006) such disorders
are more prevalent in pre-adolescent children than
either depression or behavioural disorders. One in
10 children aged two to five years experience anxiety,
depression or other mental health issue. Anxiety
disorders were the largest category, occurring in
9.5% of children, in the form of separation anxiety,
social anxiety, specific fears or generalised anxiety
(Egger and Arnold, 2006).
Anxiety is a common risk factor for developing
depression. Anxiety or depression is more
prevalent than drug use, attention deficit
hyperactivity disorder (ADHD) or any other
mental health problem. Anxiety significantly
impairs learning and school attendance, and
has a negative impact on development, social
functioning and friendships (Wood, 2006 cited by
Cresswell et al, 2007; Green et al, 2005).
Boschen (2008) indicates that childhood anxiety
disorders reflect only a small proportion of the
total publications on anxiety disorders, suggesting
a need to gather further insight into the condition
in childhood as well as exploring suitable, evidencebased interventions and their availability. In terms of
improving accessibility and reduction of therapist
hours provided individually to the children, the
FUN FRIENDS programme potentially offers
a cost benefit, which has utility when delivered
within a universal context such as that provided
within the community CAMHS setting. The FUN
FRIENDS intervention can be delivered within
the school environment, children’s centres or
community venues. In addition, further knowledge
about anxiety disorders in early childhood is critical
for improving early identification and informing
efforts to intervene early and effectively during the
pre-school years (Hirshfeld-Becker et al, 2010).

Methodology
Measures
The pilot study used a mixed methods approach of
both quantitative and qualitative data collection and

analysis. Ethical considerations were undertaken
and the study adhered to the trust’s Clinical Audit
and Information Governance Principles to conduct
the evaluation. All data were anonymised. Parents
of children who consented to be involved in the
project completed a questionnaire pre-intervention
and post intervention, the Pre-school Anxiety
Scale (PAS; Spence, 1998). The PAS has adequate
psychometric properties and good construct
validity. This is a 34-item parent report assessment
designed to assess childhood anxiety symptoms, as
defined by the Diagnostic and Statistical Manual
of Mental Health Disorders, 4th edn (DSM-IV)
(American Psychiatric Association, 2000). The PAS
provides a total score of anxiety (minimum score
0, to a maximum score of 112), in addition to five
sub-scale scores: separation anxiety, physical injury
fears, social phobia, obsessive–compulsive disorder
and generalised anxiety disorder.
Qualitative data were captured during an
evaluation event held with the parents in which a
focus group discussion was undertaken. Views of
parents were also provided when they were invited to
post comments on a flip chart of what they thought
of the programme for their children (Box 3). Due
to time constraints we were unable to provide
the children’s own verbal and written evaluation,
requiring further consent and ethical approval.
Observations of the children during the group
process were also noted. Group facilitators
collaborated with school staff through weekly
communication and correspondence, updating
them on topics covered. Additional consultation
was provided for one child when a facilitator was
invited to attend their Individual Educational
Programme review meeting.

Participants
Six children took part in the study (four boys and
two girls). Group size is recommended to be six
to eight. The children’s age ranges were between
four and seven years, in line with the programme’s
requirements. The children who participated were
from a wide variety of socio-economic backgrounds.
The reasons for referral were due to numerous
symptoms of anxiety eg, separation anxiety, social
anxiety, toileting anxiety and anxiety around trying
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Box 3. ‘Green’ thoughts shared by parents at evaluation event
l ‘My son has met friends, listens well, had a big impact on his life. Going to miss all the help
from friends and helpers’
l ‘It helped a lot with my daughter’s confidence. Red and green thoughts especially’
l ‘The use of red and green thoughts have really helped calm most situations much quicker
than it did before. My son is much more helpful and tries to make friends a lot when before
he would just stand back and watch other children play. Thank you very much’
l ‘Red and green thoughts has been much better to stop worrying and seems to mix
better with other children. Telling other friends about red and green thoughts’
l ‘My son now stops and thinks about others’ feelings. I can manage better to calm him down
when he gets upset’
l ‘My daughter has really enjoyed it, if I were to give ideas for improvement I think parent’s
participation in the class would be beneficial’

new foods as well as difficulties in managing and
regulating feelings and emotions (hyper-arousal).
Parents in the study consisted of six females and
four males. All of the parents completed the preand post-intervention questionnaires but only the
mothers participated in the focus group discussion
at the end of the programme.

Intervention
Each group session with the children corresponded
with one of the five areas mentioned for socialemotional development. All of the 12 sessions
were broken down into 10–15 minute learning
activities (four to five learning activities for each
session) so that the programme objectives were
reinforced through experiential, play-based
activities such as the use of play, dramatic role-play,
puppets, games, story telling, music, movement
and art. Every session was designed to run for
approximately one to 1.5 hours. In the playroom
setting it was useful to have children work together
on activities in pairs or small groups with an adult
helper, in this case a teaching assistant, or nursery
nurse. They then returned to the large group for a
general discussion.
The use of co-facilitators/helpers in the playroom
proved very helpful in managing the group
process and in assisting a few of the children who
had reading or writing difficulties. Facilitators

were provided with a leader’s manual with the
content and process of each session (Barrett,
2007a). Group facilitators attended an accredited
teacher training workshop before implementing
the programme within the CAMHS setting.
Parents were actively involved in the programme
and were encouraged to attend several parent
information sessions where they learned the skills
taught in the programme. Mothers mostly attended
although we were aware through verbal feedback that
fathers were actively involved in using the materials
with their children at home during ‘home practice’
sessions, which were encouraged throughout the
process. The programme includes a Family Learning
Adventure workbook for parents and children,
which provides step-by-step instruction for home
implementation of the session skills (Barrett,
2007b). Involving parents was fundamental with
young children as parental involvement can increase
sustainability of skills within the home.
It was very positive that the children with social
anxiety engaged enthusiastically, talking and
participating – the use of a steady flow of well paced
and timed activities seemed to keep the children
engaged effectively. This structured approach was
helpful for all the children, particularly for the
youngest members of the group, or those who
were overactive and found it difficult to sit for
very long.

Figure 1. Scores on the Spence Anxiety Questionnaire (SAQ), parent report, at pre- and postgroup intervention for children who received the FUN FRIENDS programme
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Some of the children who were easily distracted
with poor concentration and attention difficulties
required frequent prompts not to disrupt or
interrupt the activities. Reference back to the
‘Group Rules’ (visually on wall near activity table)
and reinforcement of good listening skills worked
successfully to re-engage them.
As the group dynamic progressed there were
occasions when we were required to use further
strategies and approaches, such as a ‘traffic light
warning system’ and use of ‘reward chips’ to ensure
children learned to reflect on their behaviour and
were encouraged for making good choices. Any
opportunity to catch the children doing or saying
something positive (giving it a go, trying their best,
being brave) was recognised and acknowledged.

Results
Data collection, analysis and outcomes
Preliminary results from the pilot of FUN FRIENDS
delivered within a Tier 2 Community CAMHS
setting in the northern region of England have
focused primarily on anxiety reduction from pre
to post intervention. These analyses have indicated
that children who received the programme
had decreased anxiety scores from pre to post
intervention (see Figure 1). As well as replicating
the findings from Australian studies, areas for
further exploration were identified. These findings
highlight the effectiveness of the programme.
Further qualitative analyses were undertaken
with the parents at an evaluation event and focus
group discussion, following successful delivery of
the programme.
Several of the children were shy at the start of
the group but the focus on creating a fun, calm,
welcoming atmosphere seemed to contribute to
them settling in quickly and none experienced
extreme separation anxiety from parents. A
further contributory factor that facilitated this
process could have been pre-group meetings
with parents and children to support and prepare
the children sufficiently. All of the children were
already attending a nursery/school setting so had
overcome any separation issues to a large extent – a
strength on which to build. One child in particular
gained increased confidence and presented to the
group a piece of art work she had created, telling
them about her love of wildlife and nature. This
was a great accomplishment given that she had
suffered from social anxiety and shyness.
Clearly, it is shown that social and emotional
development within the early years of life is of
great importance. It is essential that interventions
begin at an early age in order to obtain optimum
change by way of strengthening resilience and
social-emotional skills.
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Discussion and implications for practice
Weekly communication and feedback (verbally
or written) was provided to school staff to assist
them in supporting the children’s progression (eg
through further practice and skills taught such as
being brave, giving things a go, being a good friend
etc). Facilitators’ attendance at children’s individual
educational programme review meetings was very
beneficial where appropriate.
A major element of the programme focused
on helping the children identify ‘red’ (unhelpful)
thoughts and ‘green’ (helpful thoughts). This
encouraged the development of the children’s
healthy thought schemas at an early stage, ensuring
greater relapse prevention and the need for tertiary
services in the future. Parents are actively encouraged
to participate in helping the children change a ‘red’
thought into a ‘green’ thought through modelling
and the use of fun games and activities eg, green and
red card game. Particular attention was noted of any
signs of anxiety in the children as a whole through
picking up body clues such as blushing, lack of eye
contact, over-activity, requesting to go to the toilet
frequently (as an avoidance behaviour or necessity).
The study has the potential for significant
cost benefits in relation to reduced demand for
treatment and intervention in the future given
that the Australian studies demonstrate positive
outcomes three years post treatment (Barrett
et al, 2001). Given the positive findings already
extrapolated within the northern region, further
feasibility or randomised, controlled trial studies in
the UK are indicated.

Limitations
As the pilot study was small scale and undertaken
only in one setting the transferability of the
findings is limited. However, both qualitative and
quantitative findings are very positive and strongly
suggestive of further replication.

Recommendations
l The

FUN FRIENDS programme delivered
within a Tier 2 CAMHS service in the
north of the UK has demonstrated similar
finding to studies in Australia (Barrett et
al, 2001).
l As parents expressed a wish for more parental
inclusion to support their children, these findings
indicate a need to explore parental involvement
and participation further, either within the
children’s group or separate sessions, which provide
additional education around the theoretical basis of
the programme. This will assist in greater benefits
for the children and further endorse the home
practice element of the programme and how
parents have a crucial role in ‘modelling’ skills.

Key points
l FUN FRIENDS is a developmentally tailored evidence-based cognitive behavioural programme
recognised by the World Health Organization
l Early intervention with children and families reduces the onset of youth anxiety and depression –
a preventive effect is evident for high-risk children
l Approximately 10–15% of young children experience internalising problems. Anxiety is the most
common mental health concern with 20% of preschool children showing moderate to clinically
significant levels of emotional and behavioural problems
l The development of social–emotional competence is of key importance during the
preschool years
l Health visitors and school nurses have a crucial role to play in building emotional resilience and
supporting the mental health of young children. Universal programmes such as FUN FRIENDS
are of particular relevance
l Establishing

links with school staff and public
health practitioners is key to the child’s progress
and efforts, given that teachers and significant
others often become a secondary attachment
figure for the child (Bergin and Bergin, 2009). The
success of the programme very much depends
upon effective, collaborative ways of working and
there is an indication that school support and
targeted intervention are crucial, not only for the
child but also in terms of working in partnership
with parents. There is a need to explore further
ways in which closer links with teachers and
public health practitioners to develop this
collaboration and use of strategies within school,
home and clinical settings is highlighted.
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Abstract
Like the UK, Australia has a number of school
nursing models and programmes. The School Based
Youth Health Nurse Program (SBYHNP) is a new
and unique model of school nursing in Queensland,
Australia. The SBYHNP represents a philosophical
and structural shift from traditional school nursing
programmes. The purpose of this qualitative case
study is to explore the reasons School Based Youth
Health Nurses (SBYHN) leave school nursing.
Sixteen in-depth interviews were conducted with
participants who practised as SBYHN and left
the SBYHNP. The case study suggests nurses
considering school nursing as a specialty should
seek opportunity to understand this complex
role, ensure realistic expectations and undertake
relevant qualifications. This approach may secure the
investment made by nurses and schools and create
demand for a highly sought after position.
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Like the UK, there are different models of
school nursing in Australia. Traditionally,
school nurses are employed by health service
districts as community based nurses to provide
health services, such as vision screening and
health education, to geographically defined
state primary and secondary schools. These
nurses are registered general nurses (RGNs)
with the Queensland Nursing Council
(QNC). School nurses are also employed by
state special schools and private schools.
A new model of school nursing, the
School Based Youth Health Nurse Program
(SBYHNP) was implemented in Queensland,
Australia in 1999. The SBYHNP represents a
philosophical and structural shift from school
nurses based in community health centres
to school nurses based at state secondary
schools. This philosophical shift is designed
to create a sense of belonging between the
SBYHN and the school to provide a conduit
between the school and health services.
Details about what SBYHN do on a daily
basis; their background and training; other
school nursing roles in Australia; and what
school nursing existed before, have been
published elsewhere (Sendall et al, 2011;
2013a; 2013b; Su et al, 2013).
Six years after the inception of the
SBYHNP, Carlsson (2005) reported a
frequency of turnover of SBYHN. Attrition
rates of SBYHN are not publicly available,
so the extent of the problem is unknown.
Consequently, comparison with other
national and international school nurse
programmes and models is not possible. The
purpose of this case study was to explore
the reasons why SBYHN leave school-based
youth health nursing.

Literature review
There is an abundance of literature about
attrition rates of pre- and post-registration
nurses. The high attrition rates from
30 | Community Practitioner August 2014 Volume 87 Number 8

undergraduate nursing programmes and
within the first few years of postgraduate
practice have been described as ‘international
phenomena’ (Johnson and Cowin, 2013:
111). In the UK, attrition rates are reported
to be 25% (Pryjmachuk et al, 2009) and
as high as 40% (O’Brien-Pallas and Hayes,
2008). Attrition rates from undergraduate
nursing degrees in the USA are reported to be
approximately 18% (Sadler, 2003). Newtown
and Moore (2009) suggest the attrition rate
is much higher, up to 50%. Attrition rates
range from 10–25% in Australia (Andrew et
al, 2008). A study found the average attrition
rate of undergraduate nursing students from
Queensland universities is 24.5% (Gaynor et
al, 2007). In 2012, a national survey indicated
15% of nurses intended to leave the profession
in the following 12 months (Holland et al,
2012).
The literature about the reasons for attrition
is also prolific. The evidence suggests there
are predictors of attrition. For example,
Harris et al (2014) refer to evidence of atrisk characteristics for undergraduate nursing
students such as age, ethnic background and
academic ability. There are also demographic
at-risk characteristics, such as failure early in a
nursing course, poor examination results, low
grade point average, weak verbal and written
results, a lack of social support and a high
number of employed hours per week.
There is robust empirical literature about
the impact of psychosocial issues on attrition.
For example, Peterson-Graziose et al (2013)
indicate self-esteem is significantly associated
with attrition of nurses in the first semester
of an undergraduate degree. Other authors,
such as Johnson and Cowin (2013) report a
major contributing factor is the gap between
the perception and reality. Student nurses
perceive nursing in an idealistic, maybe
glamorous way, to have this view destroyed
during clinical experience.
There is substantive literature about vertical
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recorded with consent, except one which was
not audio-recorded. In-depth interviews were
conducted at a time and place convenient
to the participant and lasted from one–
1.5 hours.
Demographic details have been published
previously; however, relevant details have
been included in Figures 1 and 2.

Data analysis
Figure 1. Number of years participants were employed as SBYHNP
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Figure 2. Participants’ area of employment after leaving SBYHNP
indifference and normalised disempowerment
of new nurses. This impacts nurses’ sense
of belonging (Sedgwick et al, 2014). Other
evidence indicates staff-related conflict
includes sexual harassment and gender abuse.
In MacKusick and Minick’s (2010) study,
all participants shared at least one incident
of abuse in the workplace. Participants
were exposed to belittling confrontations,
sexual harassment, or gender abuse with coworkers. Participants indicated the behaviour
was accepted as the norm and did not feel
empowered to stop this cyclic abuse.
One of the significant causes of attrition
is inadequate support mechanisms. Jeffreys
(2007) found that 80.65% of nurses in a
study sample had no access to ‘institutional
advice and assistance’ for daily logistical
problems.
Hughes
(2005)
indicates
nurses perceive ongoing professional
development positively; however, leadership
styles influence nurses’ value of ongoing
professional development, their ability to
reflect and apply learning.
Another well documented cause of attrition
is stress. Stickney (2008) suggests student
nurses quit due to stressful workloads and
an inability to manage classes. These barriers
impact students’ motivation, self-efficacy
and capability to continue work. As negative

experiences mount, student nurses leave the
course and work placement positions. As with
students’ stressors, general nurses cite chronic
fatigue and exhaustion as reasons for leaving
professional practice. MacKusick and Minick
(2010) report nurses describe their condition
as ‘bone tired’ or ‘bordered on burn-out’
before resignation.
There is negligible literature describing the
reasons for attrition among school nurses.
However, there may be parallels between
pre- and post-registration nurses and school
nurses. This paper will consider the findings
of this school nurse case study in the context
of the literature about the reasons for preand post-registration nurse attrition.

Methodology
Data collection
In-depth interviews were conducted with 16
participants who practised as SBYHN and had
left the SBYHNP. Participants were excluded if
they had not practised or were still practising
as a SBYHN. Purposeful and snowball
sampling were used to recruit participants.
The researcher knew three SBYHN personally
and began snowball sampling. These
participants passed the researcher’s contact
details onto others. Thirteen participants
contacted the researcher. In-depth interviews

The final question in each in-depth interview,
‘Can you explain to me why you left the
programme?’ produced rich and textured
responses. The responses to this question were
separated from the rest of the text data. Data
analysis included open and cylindrical coding,
thematic analysis and co-judge concordance.
The raw data were read several times before
coding. Open coding was undertaken by the
fourth author who identified 70 significant
statements. Significant statements are
identified because they lend weight and
represent a boldness or uniqueness. Fiftyone significant statements were coded in a
spreadsheet and allocated to themes.
Twenty-eight quotes were not allocated to
themes. Seven themes were identified. The
researcher conducted co-judge concordance by
blindly allocating all 51 significant statements
to a theme. Two significant statements were
not allocated to a theme. These were the
same two significant statements not allocated
to a theme by the fourth author. The match
percentage was 43%. This was double checked.
The researcher consulted the second and
third author and decided to re-do analysis.
The researcher re-coded and allocated
quotes to new themes. The researcher was
conscious of the potential for bias because
of involvement with the data analysis of the
whole and sub-data sets. However, there is
a bias towards ‘negative theme/s’ because of
the nature of the question. The researcher
remained open to the data by ‘checking
herself ’ to elicit a true and honest account
of the participant’s responses.
Six themes were identified. Five of 51
significant statements were not allocated to
a theme. Once the data had settled, co-judge
concordance was conducted with the second
and third authors. The researcher blindly
selected a range of quotes across all themes. A
match percentage of 86% was achieved.
Ethical approval was granted by the
Queensland University of Technology:
Approval Number: 070000 0505.
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Figure 3. Visual representation of the reasons why SBYHN leave school based youth
health nursing

Findings
This case study revealed six themes, which
represent the reasons participants left the
SBYHNP.

‘The politics’: navigating the
organisational divide
Participants expressed sentiments about the
difficulty of working between two government
organisations. An element of this organisational division is the different philosophical
approaches. One participant articulated the
school’s philosophical approach to the management of students’ behavioural problems
and how this differed from their philosophical position. This participant identified the
school’s approach as disciplinary and punitive.
The participant identified their philosophical
approach as holistic, included social, emotional, familial and cognitive elements.
‘The philosophy between: I found at times that
working within the school structure was quite
punitive. If there were behavioural problems,
it was dealt in a punitive way. As opposed to
where I was coming from, a health perspective,
let’s look at the whole individual.’ (ESA17)
The ‘politics’ of the organisational divide
is linked to mandatory reporting laws.
Participants disagreed with mandatory

reporting laws because of potential adverse
student outcomes. They were frustrated
by hierarchical political conflict and
discretionary powers of school staff. These
politics contributed to participants’ decision
to leave. For example, this participant said:
‘The politics I probably didn’t like and the
frustration of some of the things that were
happening. The absolute nail in the coffin was
this change to the confidentiality, the change
of the child abuse thing. You had to report.
Mandatory reporting. I felt like I was betraying
kids and kids that had their confidence in me.’
(ESA19)
The ideas of respect and value were expressed
fervently. Participants felt undervalued and
disrespected in the school environment,
despite a legitimate operational framework
and support from Queensland Health:
‘Yeah, I think undervalued. Maybe a lack of
knowledge from the teachers not really knowing
what you do so that you’re not utilised really
well in the school at times.’ (ESA10)
‘Sometimes I felt that they were not even
respectful of my role, despite numerous
explanations and support from other
Queensland Health staff.’ (ESA13)

32 | Community Practitioner August 2014 Volume 87 Number 8

Participants identified issues related to team
cohesion. In particular, participants spoke
about team cohesion in the community
health team. The community health team may
comprise only child and youth health nurses
or may consist of other community health
nurses and allied health members. Some
participants felt a lack of peer support from
other nurses in the community health team:
‘I found that the nurses I was working with
were constantly trying to come up with new
programmes and they weren’t really well
received. Everyone needs warm “fuzzies” now
and then. Everyone needs to know that they’re
doing a good job. You know, everyone needs that
unconditional positive regard.’ (ESA11)
Some participants felt the lack of support
came from the old style of line management.
This participant referred to a well-known
slogan ‘nurses eat their young’ (Meissner,
1986):
‘We all know there are different management
styles and her management style was really of
the old culture. Nurses eat their young, if you
know what I mean. I’d been used to a very
nurturing way of nursing and team nursing,
and we all work together and we all got it done.’
(ESA11)

‘Absolutely exhausted’: maintaining
physical and emotional strength
Participants revealed ideas related to being
completely physically and emotionally
exhausted. Initially, these ideas were identified
through concept ual frequency. However,
the use of lay language with less professional
jargon, expressive words and phrases, an
emotive tone and nature of the comments
imparted a sense of magnitude. This issue was
very personal and real.
Participants placed a significant weight on
the intensity of the position. For example,
participants felt overburdened by continually
dealing with extremely high-risk students
with sexual abuse or suicidal issues.
‘I think it’s the intensity of the job. Intensity
in regards to individual consultation with
sometimes staff, but also mainly students. Most
students you see, depending on what area you’re
in, if it’s a low socio-economic area and it’s got
a lot of problems, you might see students on
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a daily basis that are really quite needy and
therefore it’s about being able to concentrate
on consultation with a young person 100% to
make sure that you haven’t missed anything.
Consultations can be, you know, very intense as
well as exhaustive.’ (ESA10)
Participants used the term ‘burn-out’ to
exemplify emotional and physical exhaustion.
One participant spoke about a ‘chronic state of
burn-out’ not sufficiently alleviated by annual
and other leave. Participants were passionate
about the students but felt this level of burnout required change.
‘Absolutely exhausted. I could not have done
another day. I think, I was just beside myself,
yeah. I’d felt like I’d done everything I could have
and that’s the honest to god truth.’ (ESA18)
‘I mean, I’d take long service leave. I’d take a
holiday, and just climb back up and [do] it
again. You know, it was time to leave. Yeah,
I just think it was completely burnt out and
partly that was the lack of support.’ (ESA19)

‘Definitely geographical’: managing the
tyranny of time and distance
Participants discussed the problems associated
with geographical distance. The first problem
was associated with being too far away from
support and resources. Participants felt a
sense of dislocation in schools located a long
way from the community health base. They
did not have easy access to line managers and
referral sources.
‘My furthest school was 90 km away from [my
line manager]. Although we would talk on
the phone at least once a week, may do email
contact in between and if I was organising
something or something big was going on, or I
needed professional supervision [if] I had kids
who were harming or something like that, I
wasn’t supported.’ (ESA21)
The second problem was living too far away
from their school. Participants felt that
commuting negatively impacted on their day,
their ability to do their job, and their lifestyle
and wellbeing.
‘One of them was definitely geographical. Where
it was a long way for me to go and I think,
had I been closer to home because with the
geographical difference, you know, it was eating

into my lifestyle as well. Had I been closer to
home, probably I would have considered staying
on.’ (ESA8)

‘If things fell into place’: thinking about
what could have been
Participants reflected what a great job school
nursing could be if things fell into place. One
participant acknowledged the aims of the
SBYHNP are exciting and unique. Another
participant was sentimental and spoke with
fondness while acknowledging the position
should be a rewarding and satisfying job:
‘I think that the school based youth health nurse
programme is really exciting and it’s a unique
programme in Australia that doesn’t happen in
the way that it does anywhere else.’ (ESA21)
‘I mean, realistically, it was and is an extremely
satisfying job, if things fell into place the way
they are meant to. But once the government
departments can, one, work together and [two]
both look at it as positive, then it would be an
extremely satisfying and I dare say really sought
after job.’ (ESA14)
Many participants suggested SBYHN should
be located in one school full time. Participants
suggested the part-time nature of the position
does not allow enough contact hours to build
student relationships and address health
outcomes. If SBYHN are in one school full
time, they would have more time to do quality
activities such as planning and lessons.
‘I think a big problem for the programme is the
part-time nature, as in you are only a couple of
days in each school. You could easily make much
more of the role if you were there every day. But
I think we would be far better off if we were full
time in the school because we would have more
time to fit in with the curriculum and do the
health education stuff. We would have more
time to do our health promotion.’ (ESA7)

‘A stepping stone’: moving onto
the next nursing position
Participants disclosed an agenda associated
with finding another nursing position.
Participants identified two significant factors
that contributed to using the SBYHN position
as a stepping stone. First, participants were
bored for a range of reasons; for example,
the continual isolation in schools and underutilisation of programme benefits.

‘I have these kids come with mental health
issues and whilst I could get them into the
service, I couldn’t follow them through or see
any outcome from that. I started to get really
sick of doing nothing for big blocks of time.’
(ESA11)
Second, participants suggested their skills
were more valued elsewhere. This idea is
linked to qualifications and experience. The
role was not aligned with their professional
skills and interests; for example, mental
health and special education. This caused
participants to consider positions that would
use and value their skills.
‘I wanted to get up back into mental health. So
my sole reason to get into young people’s health,
to work as a school based youth health nurse
was to get back into the community. So it was
to do community nursing, but ultimately, it was
a stepping stone for me to go back to mental
health.’ (ESA9)
‘I’ll take my professional skills where they’re
needed and I feel a little more validated.’
(ESA11)
These themes are represented in Figure 1.

Limitations
There are some limitations to this case study.
Participants had resigned from the SBYHNP
so they may have felt disgruntled, forgotten
some details or may have psychologically
‘moved on’. The participants in this case study
did not necessarily represent those SBYHN
currently practising.

Discussion
This case study is of interest to school
nursing globally because there is an absence
of empirical evidence describing the reasons
for attrition among school nurses. The
findings have implications for other school
nursing models in Australia, the UK and other
countries because it provides an evidence base
to consider strategies to reduce attrition.
Participants in this case study suggested
that this model of school nursing is unique
and complex. Most participants had not
practised as a school nurse and did not have
a ‘point of reference’ for school nursing
practice. Participants found the position
more complicated than other nursing roles
and underestimated the complexity of school
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differences in first year nursing attrition. Nurse Educ
Today 28(7): 865–72.

Key points
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Six years after the inception of the School Based Youth Health Nurse (SBYHN) programme in
Queensland, Australia in 1999, a frequency of turnover of SBYHN was reported
There is abundant literature about the ‘international phenomena’ of high attrition rates of undergraduate and early postgraduate nurses but limited evidence about school nurse attrition
SBYHN leave because they no longer want to navigate the organisational divide, survive without team cohesion, maintain physical and emotional strength and manage time and distance
Nurses considering school nursing should undertake activities, such as completing relevant
qualifications, to understand the complexity of the role and ensure realistic expectations
Better prepared school nurses may impact attrition by securing the investment made by nurses
and schools and create demand for a highly sought-after position

nursing. This idea about preparedness is
documented in the existing literature about
nurse attrition. For example, Adams and
Barron (2010) developed the only instrument
to measure school nurses’ needs. The results
were encouraging but the tool requires
refinement to accurately assess school nurse
needs. Rouse and Rooda (2010: 361) suggest
a ‘thorough orientation’ to elucidate intensity
and first-hand testimonials may be helpful.
Sortedahl (2012) found online journal clubs
increased school nurses’ knowledge of, intent
to and use of evidence-based practice.
This case study highlights participants’
expectations as a reason for attrition. School
nursing is not included in undergraduate
clinical placement rotations or as a clinical
practicum
in
postgraduate
courses.
Participants begin practice not knowing what
to expect and discover it is very different
from what they imagine. This idea about
expectations and reality aligns with the
existing literature about attrition. There are
numerous studies about the relationship
between student expectations of nursing and
the reality of nursing courses as an explanation
for later attrition. For example, like student
nurses, participants indicated there was a
gap between the perception and reality of the
position (Johnson and Cowin, 2013).
Peterson-Graziose et al (2013) found
self-esteem to be associated with attrition
in student nurses but discovered a poor
correlation with self-efficacy and life stressors.
Self-esteem per se did not surface as an issue
for participants in this study, but there were
concepts associated with effectiveness and
value as well as stress.
A strategy to address complexity and
expectations may be mandating relevant
qualifications. The first key selection criterion
for SBYHN positions across all Queensland
Health districts is essential: registration as
RGN with the QNC. All other key selection
criteria are desirable and at the discretion

of each health service district. There is no
directive from the SBYHNP to include
relevant qualifications (for example, health
promotion or public health, sexual health
or alcohol, tobacco and other drugs) as an
essential key selection criterion.
Much of the existing literature about nurse
attrition finds the standard of entry level
qualifications impacts attrition. For example,
Harris et al (2014) highlight admission
requirements to address academic indicators
for attrition. Higgins (2005) acknowledges
admission criteria and a preadmission
assessment is important as an indicator of
success. Similarly, Pryjmachuk et al (2009)
recommend entry-level qualifications as a
strategy to address attrition.

Conclusion
School nursing is a specialty that requires
a unique suite of skills and abilities. Nurses
considering school nursing can undertake
activities to better prepare: join a journal club
to access literature; speak with experienced
school nurses and managers; converse with
teachers who work with a school nurse;
shadow an experienced school nurse on site;
join a professional association for school
nursing to facilitate networking; access
professional development programmes; and
undertake relevant qualifications.
These strategies may help nurses to be better
prepared for school nursing by understanding
the complexity of the role, ensuring
realistic expectations and having relevant
qualifications. This approach may impact
attrition by securing the investment made by
nurses and schools, and help create demand
for a highly sought-after position.
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Death and bereavement:
a whole-school approach
Jill Adams
Child Bereavement UK

T

oday’s ‘tell-all’ media style and
current world events have resulted
in children being more aware of
death and dying than most adults realise.
Few things in life are guaranteed, but dying
is one of them. This reality means that
death and bereavement are subjects that
schools cannot ignore even if they might
want to. In the UK:
l Every day around 60 children and young
people are bereaved of their mother
or father
l Every day eight children and young
people die as a result of illness or
accident
l Approximately 70% of primary schools
have at least one recently bereaved pupil
on roll.
Death and bereavement is very much
a whole-school issue that impacts on
everyone, including pupils, teaching
staff, support staff, families and the
wider school community. Often a school
community is unsure what to do or say
and it is the school nurse that they turn to
expecting all the answers.
School nurses already have many
demands on their time and energies,
compounded by ever-reducing resources.
The practitioners who call the Child
Bereavement UK Support and Information
Line tell us they would love to give so
much more, but constraints of time and
energy mean they often feel they are not
able to do everything they would like.
The team who answer the calls are able to
reassure these callers that, without doubt,
they are providing much more support

than they realise. The children and young
people we see at Child Bereavement
UK tell us that what they need is not a
bereavement expert but someone they
trust who cares and who will listen.
School nurses already have the skills and
experience to do this.
Not all grieving children want to talk;
sometimes they just need a bit of time out
and space away from the hurly burly of the
classroom. One 10-year-old boy described
how, when he could feel his anger bubbling
up, he was allowed to leave the classroom
and go to his school nurse. She kept a
cushion in her cupboard especially for
him, which he then proceeded to bash.
Over time he destroyed four cushions, but
no longer had outbursts in the classroom.
Few words were exchanged but the pupil
and the nurse had an understanding, and
the nurse was perceptive enough to realise
that persuading him to talk was not what
he wanted nor needed at that time.

Confusion and fear
Evidence suggests that young people who
have been bereaved are more likely to be
poor attenders; are more likely to change
schools or to be excluded; and are less
likely to participate in clubs, in or out of
school. It is not what has happened that
creates the vulnerability, but how it is dealt
with. Without easily accessible and timely
support that meets their needs, grieving
children and young people are more likely
to under-perform, have health problems
and generally feel that life doesn’t offer
much that is positive. A little help, given at
the right time, can make a big difference
towards positive outcomes and schools are
well placed to provide this.
It is a helpful principle that no one
assumes that a bereaved child will have
understood everything that has happened

Without easily
accessible and timely
support that meets
their needs, grieving
children and young
people are more likely
to under-perform
or even what being ‘dead’ means. Adults
tend to try to protect and mistakenly
assume that children are unaware.
Children of all ages overhear
conversations and pick up on things being
‘not right’ but are not sure why. The result
is confusion and fear, their imagined
worries being harder to deal with than a
difficult, but truthful reality.
Effective bereavement support operates
between schools as well as within schools.
As a consistent presence in school
communities, a school nurse can remind
staff that children and young people grieve
for life and their loss will always be with
them. This is particularly crucial around
transition when the change to a new
school can act as a trigger for a child to
revisit difficult feelings and emotions.

Acknowledge what has happened
Staff are often unsure what to say. Ignoring
the death of someone important in a
child’s life is to deny that the person
existed. A few words will give a crucial
message. ‘I was very sorry to hear of the
death of your mother. That must be very
hard for you.’ The pupil may not respond
but they will know that someone cares.
You can remind staff:
l Not to put the spotlight on a bereaved
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Box 1. How to help bereaved pupils
l

l

l
l

l

l

l

Talk to them using age-appropriate honest language and don’t be afraid to use
the word ‘dead’. Euphemisms such as ‘lost’ or ‘been taken from us’ just confuse
children
Offer a confidential listening ear; many pupils appreciate being with someone
who is not a teacher
Offer them somewhere to just ‘be’ without being pressurised to talk
Remind them it is OK to have fun and they do not need to feel guilty about doing
so
Reassure that grief is normal. It doesn’t go away but they will learn to live with it.

pupil, but to keep a watchful eye and a
listening ear
To remember key dates, such as
anniversaries of the death, as a pupil
may find these days difficult
That the best approach is normality
with compassion.

intention. When a teacher is unsure if a
topic may be upsetting, the best approach
is to explain to the bereaved child what
the lesson is about and then ask them
how they would like it handled. The child
will appreciate being consulted and most
choose to join in with classmates.

Child Bereavement UK also runs a
very successful bereavement awareness
programme for primary schools called
Elephant’s Tea Party, a package of fun
resources and lesson plans. The aim is to
help equip children with coping skills for
bereavement and loss now and in later life.
See: www.elephantsteaparty.co.uk

Support for pupils’ families
The Child Bereavement UK website has
an expansive range of information sheets
offering support and advice, and there are
also videos from people we have supported
in the past telling their stories. It includes a
Family Forum, a place to share experiences
and feelings and where they can make
contact with other bereaved families.

Support for school nurses
The children we support say that they
resent adults making decisions on their
behalf, even when done with the best of

Encourage your school to
be proactive
Suggest that they have a bereavement plan,
or policy, and not to wait until something
happens before putting one together. You
can never be totally prepared but being as
prepared as you can be will make a huge
difference to your own and the school’s
ability to put together an appropriate
response. There is an example policy in the
Schools section of the Child Bereavement
UK website.
Put together a ‘Bereavement Tool
Box’ of books and resources to be used
with bereaved children. You will find
suggestions of suitable books on the
website.
Have a look at the ‘Training for Schools’
section on the Child Bereavement UK
website (www.childbereavementuk.
org) and pass on the details to whoever
organises staff development. Explain
that training will highlight the benefits
of addressing this emotive subject. Best
delivered before it is needed to be put
into practice, awareness training will give
confidence to anyone not sure what to
say or what to do. This can take place at
your school or by using our e-learning
programme for schools, which only takes
one hour to complete. More information
is available at www.childbereavementuk.
org/elearning
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Talking to a pupil or member of staff about
someone who has died can bring back
up to the surface losses that we have not
addressed or thought that we had dealt
with. We all need help sometimes but who
is supporting you? The Child Bereavement
UK Support and Information line 0800 02
888 40 offers a confidential listening service
and you are very welcome to call.
If the schools you work with can be
encouraged to develop an open and honest
culture around this emotive subject,
hopefully this next generation will grow
up without the burden of unresolved and
unacknowledged grief. It does not cost
money; it just requires everyone in a school
community to have the confidence to
address the subject.
When someone dies, no one can wave a
magic wand to instantly make things better.
However, with the right support, at the
right time, Child Bereavement UK believes
that a difference can be made. Please do not
hesitate to get in touch, or visit the website,
if you think we might be able to help.
The Support and Information line 0800 02
888 40 can be used by families and school
staff to receive support and guidance. We
also produce a schools information pack,
Supporting Bereaved Children and Young
People in School.
This can be ordered online or tel: 01494
568900.
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My Book Bus journey
Wendy Kelman
Community Nursery Nurse, Caithness
Wendy was awarded the MacQueen Travel Bursary
for Public Health at the CPHVA Awards 2013

to inspire them to read. Since then they have
set up reading schemes in Zambia, Malawi,
Ecuador and India where over 5,000 children
now have access to books. The project’s aim is
to reach a further 10,000 children by 2015.

Background

Starting my journey

It is a shocking statistic that around 770
million adults around the world have reached
adulthood unable to read and write (UNESCO,
2013). According to the Book Bus project
website (www.thebookbus.org) this is a
situation mainly caused by a lack of books and
opportunities to read. The project was founded
by British publisher, Tom Maschler, with the
aim of supplying books and making them
accessible to children.
In 2008 the Bus began delivering books to
schools in Zambia and working with children

My Book Bus journey took place in
Livingstone, Zambia, where the ability to read,
write and understand language has a big impact
on the opportunities open to children. These
skills can have a hugely positive effect on their
long-term health and wellbeing, improving
their chances of finding work in the future.
I first decided to undertake the journey after a
conversation I had with a friend who had heard
about the project. After doing my own research
I discovered that the project’s ethos on literacy
was as passionate as my own and, in early 2012,

I made initial enquiries to the staff. I booked
my place to Zambia in September 2013.
The months that followed were taken up
with a round of fundraising events, including
an Africa-themed night, and knitting and
selling scarves, among other events. I was very
fortunate to be able to apply for, and win, the
Unite/CPHVA MacQueen Travel Bursary Fund,
which helped towards my travel expenses and
resulted in a lovely trip to the CPHVA Awards
ceremony in London.
I left Wick Airport in Caithness on 12
September 2013 and, with a stopover in
London, arrived at Livingstone Airport in
Zambia on 14 September.
Before my trip many people had asked me
how I was feeling – but it was not until I was on
the plane on my way to Zambia that I had the
opportunity to actually stop and think. I was
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full of mixed emotions, leaving my husband,
family and friends for two weeks and not
really knowing what I was going to be facing.
Although I had researched the project and
knew that the children I would be meeting
were not as privileged as the children at home,
I wondered if my emotions would get the
better of me. I was going to be meeting other
volunteers, but would I get on with them? I
knew I was going to be sleeping in a tent and
that the facilities would be basic, but how
would I cope without my home comforts back
in Sunderland? At the same time, I was excited
and ready – or ready as I would ever be – to
undertake my journey to Zambia.
On arrival I was met by my team leader,
Kelly. It was Kelly’s fifth year with the Book
Bus in Zambia, so it was reassuring to know
that I was going to be well looked after. After
being shown the facilities it was time for my
project debrief. The Book Bus is well known in
Livingstone, and Kelly and her volunteers are
welcomed at the schools they visit. In my first
week there were three other volunteers, but in
the second week it was just Kelly and I. This
was also the last week of the Book Bus visits
until 2014.
Our longest trip was to Twabuka school in
the village of Cinde, an hour’s drive outside
Livingstone, into the Mosi-oa-Tunya National
Park. The school was built by a British family
who run a lodge within the park. The first
half of the trip was made by road, which then
became a bumpy dirt track through the bush.
We passed villages of mud huts with straw
roofs, and goats and chickens roaming free. All
the children, and some adults, came from their
houses to wave showing the Book Bus is really
appreciated in the community.
After the visit, we were taken on a tour of
Cinde, led by one of the pre-school teachers.
She explained how the mud houses are built
and how the village hierarchy works, with
each of the smaller settlements having a
headsman who reports the village’s needs to
the local chief. We were shown the football
and netball pitches, where we were proudly
informed that the village men regularly beat
teams from other villages. The main source
of income for the village is making charcoal.
They grow a few crops in the wet season but
this attracts elephants who destroy the maize
and damage property.

The school system in Zambia
The school system in Zambia is split into two.
Some schools are run by the government and
others by members of the community, often
volunteers. Some operate as a mix of the two,
with both government and community staff.
Children start school at the age of seven,
because before this they would be too young to
walk the long distances to classes. Most schools
are overcrowded, so it is common for children
to attend only the morning or afternoon
session and this gives them time to complete
chores at home.
The official language of Zambia is English
and all education in Zambia is conducted in
English. However, most of the children come
to school speaking only the language of their
tribe, with little or no exposure to English.
Part of the aim of the Book Bus Project is
to expose children to written and spoken
English. Many Zambian teachers feel it would
be beneficial to include a year of English
tuition before beginning other subjects. The
purpose of visiting pre-schools is to expose
children to English before they start school,
but the government does not fund pre-school
education so this option is not available to
everyone.
Alhough primary education is state funded,
usually this is woefully inadequate. Twabuka
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School received $280 for the year, which works
out less than $1 per pupil. This means that,
although it is illegal for primary schools to
charge fees, many are forced to make conditions
for entry; for example, in the first term each
child must bring a bag of cement and in term
two a ream of paper. Without this, schools
would be unable to keep running,but sometimes
families cannot fulfil these requests and then
their children cannot attend.
Zambia’s community schools were originally
developed for children who could not afford to
attend government schools. They were started
by members of the community, under a tree or
in a church building. They are under-funded,
under-resourced and often employ volunteer
staff with no formal teacher training, although
most have a real passion for teaching. Recently,
the government has begun to acknowledge the
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importance of these schools, particularly in
areas where the population is growing. Some are
being integrated into the Ministry of Education,
employing a mixture of paid trained teachers
and volunteer teachers, who mostly obtain a
small salary from the community.
Another of my school visits was to Kamatanda
Village, where there is a community pre-school
and a school with grades 1, 2 and 3. The nearest
government school is a 9km walk from the
village, which prevents younger children from
starting school until they are older. As a result,
the local community, backed by a retired teacher,
started its own school. The school building is
a straw and mud hut, but it is clear that all the
children who attend love to learn.
Another community I had the privilege to
visit with the Book Bus was Muke, which is a
rural community about 20km from Livingstone.
It has around 300 households, all without
electricity or running water. Most people are
subsistence farmers, although some work in
nearby commercial farms. There is no school
and children have to walk to Simoonga, so many

of them begin school late as the walk is too far
for them to start at the age of seven. Edwin, the
founder of the preschool, saw that the need for
a preschool was great and set about organising
with the village headman and elders.
Some of the community were behind him
but even today many parents still don’t see the
importance of education, as they themselves grew
up without it. At present the pre-school meets
in the mud brick church building and conducts
lessons outside under the tree. They are part way
to building their own school and add a little to the
structure every time they get some funds.
I spent three mornings at Muke over my twoweek visit to Zambia and I felt a strong bond
with this pre-school. I got to know the children,
Edwin and his colleague Chumma, and saw
the passion that these two teachers had for the
education of the children. Edwin had previously
shown me round this community and I met
some mothers and babies. Although I knew
I could not change the lives of these people, I
knew I wanted to do more for them, so on my
last school visit to Muke I asked if I could come

back and meet some mothers with their babies
and perhaps do some baby massage.
I was invited back the next morning and I
sat in anticipation under the tree waiting for
mothers and babies to come and meet with me.
Two mothers came along and I asked them if
they would like to try baby massage. This was
something that had never been done before so
with some wariness they allowed me to show
them how to massage their babies.About 10
minutes after they left 10 other mums and babies
and their children came to join me. They were
delighted to have learned a new skill and a new
way to interact with their babies. I took the
opportunity also to do some nursery rhymes and
singing with them.
The visit to Muke village was very special and
a lovely way to end my two weeks on board the
Book Bus.
The memories of my visit, the smiles on the
children’s faces and the mothers I met will have
an everlasting effect on me. One day soon I
would love to have the opportunity to return to
Zambia and make those smiles even bigger.

Could you be a Care Maker?
Care Makers are an enthusiastic network of health and
social care staff (student and qualified) who are passionate
about the 6Cs and spreading the word about
Compassion in Practice.
Find out more about the Care Maker
programme and how you
could be a part of it at
www.nhsemployers.org/caremakers
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If the NHS is the best health service in the
world, this government didn’t make it that way
James Lazou
Research Officer, Unite Health Sector

A

fter all the headlines over the past two
years you would be forgiven for thinking
that the NHS was a terrible service that
failed patients left, right and centre. That is the
message the government used to justify the biggest
top-down reorganisation in the history of the
NHS, AKA the Health and Social Care Act 2013.
It is also the message that Health Secretary, Jeremy
Hunt, would like you to believe in order to justify
the cuts to staff pay, hospital closure legislation
and the rapid privatisation of large swathes of our
beloved health service (70% of contracts going to
the private sector at the last count). That is why
it was so galling when the Prime Minister told
the House of Commons (PMQs 02/07/14) that
according to a recent report the NHS under his
government was the best in the world.
David Cameron is misleading us with this.
The report by the Commonwealth Fund DID
indeed release an international study in June
saying that the NHS was top out of 11 major
industrialised countries BUT the report looks
at survey data from 2011–13. Given the Health
and Social Care Act 2012 only fully came into
force in April 2013 then it is clear that the
data used pre-dates Cameron’s chaotic and
unnecessary reorganisation. In fact, the report
contradicts many of Cameron and Hunt’s
claims about the NHS, while reinforcing what
campaigners were saying at the time.

The UK picture
The report shows that the NHS was not
only better than the obvious examples, such
as the US health system, where even after
ObamaCare, nearly 30 million people are still
not covered; but actually, it rated better than
those countries with a better record of social
security and welfare provision, such as Sweden,
Norway, France, Germany and Holland.
The UK ranked first overall, scoring highest
on most quality, access, and efficiency measures

reviewed. Patients in the UK were the least likely
to report having cost-related access concerns
(4%). Care was better integrated than in other
countries through widespread and effective use
of health information technology (HIT) in the
UK, high scores on the chronic care management
indicators, as well as its performance on system
aspects of preventive care delivery. Overall, the
UK outperforms all countries on each of the
seven chronic care management indicators.
The UK also provided some of the best
results for patient-centred care, access and
communication within the health service with,
for example, the highest rates of follow-up visits
with a doctor or other healthcare professional
made upon leaving the hospital (87%). The UK
had the highest ratings for timely information
for patients and patient feedback systems. It
also had the highest numbers who said the
doctor always tells them about their options
for care and asks their opinions, discusses goals
and gives clear instructions about symptoms to
watch for and when to seek treatment.
The report concluded: ‘It is a common mistake to
associate universal or near-universal coverage with
long waiting times for specialised care’, pointing
out that the UK ranks highly on all measures
of timeliness, with short waiting times for basic
medical care and non-emergency access to services
after hours. The UK also has improved waiting
times to see a specialist and now rates fourth.
The UK scored first on efficiency, where the
report examined total national expenditures
on health as a percent of gross domestic
product (GDP), as well as at the percentage
spent on health administration and insurance.
Lastly, the UK scored highest on overall equity,
with small differences between lower- and
higher-income adults on most measures.

Living healthy lives
The one area where the UK fell down in the
Commonwealth Fund report was on people
living healthy lives. The conclusion of all this
must be that you and your colleagues do a good
job. Not only have you been delivering the best

outcomes on a lower budget, but you have been
doing so in a society with some of the worst
health problems than any other country in the
list. That was before the Coalition had a chance
to implement their ‘reforms’. The question is
will the service score so highly next time?
Since then, we know that year-on-year the
NHS has been losing money in real terms – with
funding expected to go back down to around 6%
of GDP, which is lower than most comparator
countries. The wasteful reorganisation estimated
to have cost £3bn caused by the government’s
Health and Social Care Act has meant that the
service has gone through chaos with rising waiting
times, overcrowding in A&E and failing to meet
targets such as those for cancer treatment. While
since last April huge swathes of the NHS have
been contracted out to private providers.
Some of these private providers are quickly
showing their true colours with mounting
scandals, including falsifying data (Serco in
Cornwall); poor-quality care (BMI Healthcare
in Surrey); patient safety fears and unnecessary
deaths (CLINICENTA in Hertfordshire); and
putting patients at risk by using under-trained
staff (Virgin in Croydon). Given the increasing
involvement of these private sector providers and
the government’s pride at ‘giving away control of
the NHS’, it is worth wondering whether the NHS
will still be top by the time of the next study.
Unite knows that despite everything the
government throws at you, you are working
harder than ever to protect and treat the patients
and service users that you work with. This is a
heroic achievement and something that all of
society should value. The best way to do that is to
pay you fairly. That is why Unite has launched a
major campaign to challenge this government’s
vicious pay policy, of ignoring the Pay Review
Body and freezing pay rates. Government’s NHS
pay policy is an insult to the good work you all
do, leading to hardship for you and your families.
You deserve better, you deserve a pay rise!
To find out how you can get involved with the
campaign visit: www.unitetheunion.org/nhspay

August 2014 Volume 87 Number 8 Community Practitioner | 43

PRACTICE: CPD

Novel psychoactive
substances: risks and harms
Christina O’Neill PhD MRes BA
Research Fellow
Institute of Child Care Research
Queen’s University, Belfast

Introduction
During the last few years, some drug scenes have
changed significantly due to the emergence of
novel psychoactive substances (NPS). These
are a range of psychoactive substances (some
of which are designed to mimic the effects
of illicit drugs) not prohibited under the UN
Single Convention on Narcotic Drugs or the
Misuse of Drugs Act (1971) (ACMD, 2011).
NPS include plant-based substances (eg,
salvia), as well as synthetically produced
drugs derived from cannabinoids (eg, spice),
cathinones (eg, mephedrone) and piperazines
(eg, benzylpiperazine) (Winstock and Wilkins,
2011). These substances are often legal to begin
with, providing they are advertised as ‘not fit
for human consumption’ and can be purchased
from online/street-based ‘head shops’ (retail
outlets that specialise in the sale of drug
paraphernalia) and some street drug dealers.
The concept of synthetically manufacturing
psychoactive drugs is not a new one and has been
practised by psychonauts since the 1920s. However,
NPS are currently emerging and evolving at an
unprecedented rate, due to globalisation and the
role of the internet in the sale and distribution
of goods. The emergence of these substances has
resulted in unpredictable drug markets and drug
policy that is not fit for purpose. More importantly,
however, as unfamiliar substances, NPS present a
unique set of public health concerns, which differ
to some extent to those posed by more established
illicit drugs such as cannabis, cocaine and ecstasy.
There is a wealth of epidemiological and social
research on these more established drugs, upon
which policy is (or should be) founded and
practice informed.
The recent emergence of NPS has resulted in
a dearth of scientific data on drug effects, which
inevitably increases risk for users and impacts
on capacity to treat. To further complicate the
matter, forensic analysis of some legal high
products has found inaccuracies in relation to
the listed contents of substances on packaging,
which inevitably causes issues for those
treating patients in emergency medicine or
mental health settings. It is difficult to treat a

patient who presents with adverse side-effects
and reports NPS use, such as mephedrone, but
it is even more challenging to treat if it emerges
that the substance differs in chemical structure
from mephedrone and possibly requires
alternative treatment (Bajaj et al, 2010).
Information on possible side-effects of NPS
and drug interactions are also omitted from
product packaging because suppliers are
breaking the law if they pass this information
on to consumers, as the substances should not
be sold for human consumption (McElrath and
Van Hout, 2011; Pillay and Kelly, 2010; Schmidt
et al, 2010; Woolwich et al, 2006). Thus, users
rely on information available to them through
friends, hearsay, online sources and media.
Prevalence data for NPS use are somewhat
limited as relevant questions have only recently
been included in the British Crime Survey (BCS)
(now the Crime Survey for England and Wales)
and the Drug Prevalence Survey for Ireland
and Northern Ireland. Furthermore, household
surveys often fail to capture marginalised
populations in which drug use can be high, such
as the homeless community, those in prison,
students and young people under the age of 15.
Data from the Crime Survey for England and
Wales 2011/12 (Home Office, 2012) suggest that
mephedrone, the most popular NPS, ranked
fourth in drug prevalence rates last year (1.1%),
after cannabis (6.9%), cocaine (2.2%) and
ecstasy (1.4%). Use of other NPS was very low
at 0.1% in 2011/12.
In Scotland last year use of mephedrone was
estimated at 0.7% among the general population
and 3.6% among those aged 16–24 years (Scottish
Government, 2012). No figures were located
for last year’s prevalence of NPS collectively;
however, a survey specifically designed to capture
prevalence data on NPS was launched earlier
this year. Survey data from Northern Ireland
2010/11 estimated use of NPS in 2013 at 1%,
with reported use significantly higher among
men than women (1.6% vs. 0.3%) and young
adults (aged 15–34 years), in comparison with
older people (2% vs. 0.2%) (NACD and PHIRB,
2012). In the survey, which gathered data based
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on responses from 2,535 people aged 15–64
years, NPS were referred to as ‘legal highs’ and
included ‘party pills, herbal highs, party powders,
kratom and salvia divinorum’.

Box 1. Seven core areas of NPS
risk (Newcombe, 2013)
l
l
l
l
l
l
l

Motivations for use
Existing research suggests that the popularity
of some NPS is associated with availability,
accessibility, legality, cost and potency (Matthews
and Bruno, 2010; McElrath and Van Hout, 2011;
Measham et al, 2010; McElrath and O’Neill, 2011),
particularly using the example of mephedrone,
one of the most popular and widely publicised
NPS to emerge of late. The drug emerged in
2009 and became popular in some European
countries, but particularly so in the UK, at a time
when the purity of MDMA and cocaine were at
an all-time low. Existing drug users, particularly
those connected to club/dance scenes, notably
so among gay communities, incorporated
mephedrone into their drug repertoires and, in
some cases, the substance reportedly displaced
illicit drugs. The appeal of the drug also
extended to young people due to the low-cost
and accessibility of mephedrone (Vardakou et al,
2011). Some have also highlighted the role of the
media in publicising NPS such as mephedrone,
thus contributing to popularity (Forsyth, 2012).

Risks and harms
Some data are available on the toxicity and
acute harms of the more popular types of
NPS, particularly those that emerged several
years ago. For example, mephedrone has been
associated with agitation, panic, overheating,
deyhydration, cardiovascular dysregulation
and paranoid episodes (Winstock et al, 2010).
Ketamine has been reported to cause anxiety,
agitation, change of perception, impairment
of motor function and analgesic effects
(EMCDDA, 2002). However, on the whole, the
health risks to which NPS users are exposed are
largely unknown for three reasons:
l A dearth in longitudinal epidemiological
data to ascertain long-term health risks
l Little knowledge on the way in which NPS
interact with other licit/illicit substances
l Manufacturers’ routine altering of molecular
structure to bypass existing drug legislation,
meaning properties and potential drug effects
are neither static nor predictable. As a result,
data on NPS use are scarce and quickly go out
of date, due to rapid changes in the market and
delays in publishing scientific research. Thus,
identifying the risks and effectively responding
to NPS within such an arbitrary context
has been an impossible task for scientists,

Mixing NPS, ie, polydrug use
Access to NPS
Contents of product
Settings for use
Quantity used
Route of administration
Patterns of use

researchers, practitioners and policy makers.
Newcombe (2013) identifies seven core areas
of risk associated with NPS use (see Box 1).
These core risk areas can be mapped according
to types of harm (health, social and economic)
and level of harm (eg, individual, community,
societal) (Newcombe, 2013). The main harms
associated with NPS use relate to the individual
and include mental disorder, dependence,
physical health problems, poisoning and death.
However, it is not clear exactly how many deaths
have occurred in the UK as a result of NPS use.
In a report based on data from the National
Programme on Substance Abuse Deaths
(NPSAD), Corkery et al (2013) highlight rising
rates of cases wherein NPS are recorded as causes
of death, with figures reportedly increasing from
42 in 2010 to 68 in 2012. However, King and
Nutt (2014) brand these figures as misleading
and attribute discrepancies to the way in which
NPS are defined. There also exist a number of
social and economic harms of NPS, including
crime, social exclusion, personal debt and cost to
public spending (Newcombe, 2013). However,
the extent of these problems is mostly unknown.
The UK government has responded to the
growing NPS market by putting in place early
warning systems to record new NPS and
monitor trends. The Advisory Council for
Misuse of Drugs (ACMD) is also called upon to
advise on the harms of NPS and inform control
and classification, and existing drug legislation
has been amended to control those NPS deemed
most harmful (it has been argued that politics
and the media have also influenced the control
of some NPS). However, NPS manufacturers
very often respond to NPS control by changing
a single compound to alter the molecular
structure of the substance and, once again,
bypass legislation. Thus, the manufacture and
control of NPS becomes a game of ‘cat and
mouse’ and effective response for public health
seems futile. So how do we move forward?

Recommendations
l

It is imperative that healthcare professionals and
practitioners remain up to date with emerging
NPS, compounds, street names, interactions
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l

l

l

l

and effects. The provision of frequent training
on NPS is vital for those involved in the
primary care of users and populations most at
risk eg, existing drug users, adolescents, those
in prison, young people in care.
In terms of prevention, it is essential that NPS
are included in the delivery of drugs education,
and that young people are given up to date and
accurate facts about NPS, in order to make
informed decisions and hopefully safer choices.
When treating NPS use, a multidisciplinary
approach to knowledge exchange is
fundamental in determining ‘what works’
ie, are existing interventions for treating
illicit drug transferable to NPS? Healthcare
professionals, service providers and NPS
users can contribute to discussions around
best practice in prevention (eg, lowering
uptake of NPS among young people), harm
reduction (eg, compiling up-to-date, reliable
and accessible information on safer practices
of NPS use) and treatment (eg, collectively
tailoring existing/shaping more effective
interventions). The key, however, is to ensure
that these interventions are robust enough
to encompass past, present and future NPS.
It is important to consider the interaction
between NPS use and concurrent mental
health problems, often referred to as dual
diagnosis. There has been an increase in
the numbers of people presenting with coexisting drug use and mental health disorders,
and evidence would suggest that this is
particularly relevant to NPS users. In a recent
study by Lally (2013), NPS drug use has been
associated with a reported deleterious effect
on mental state. Therefore, it is incumbent
upon healthcare providers to recognise the
positive correlative relationship between use
of NPS and increased mental health problems
and focus on an integrated model of care
when working with drug users who have this
specific type of dual diagnosis.
Finally, more needs to be done to raise awareness
around the risks of NPS use, particularly
regarding the dissemination of reliable and
accessible information on potential sideeffects of various types of NPS and the risks
associated with use, especially concomitant
NPS use involving alcohol and/or other licit/
illicit substances. Harm reduction strategies
need to reach those most in need in order to
be effective – the majority of NPS users are
not in contact with drug services or treatment
agencies; rather, they are a hidden population
for whom risk behaviour and drug use are
part of contemporary life. More innovative
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means of dissemination targeted towards this
group may improve the possibility of getting
effective harm reduction information to those
less visible but at-risk NPS users.

Conclusion
NPS use is, for the foreseeable future, here to
stay. This paper has presented a brief overview of
the risks of NPS and highlighted the challenges
faced by those working with users. A number
of recommendations have been made for
practitioners and service providers; however,
responding to this problem is not the sole
responsibility of those on the frontline and policy
makers and researchers have an important role to
play. Epidemiological and sociological research
on NPS use needs to be rapid, responsive and
shaped by those working in practice and service
delivery, as well as NPS users. Such valuable
and timely research can then be used to shape
future drug strategies and inform policy using a
person-centred approach, as opposed to one that
is responsive to politics and media.
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CPD questions (please visit www.communitypractitioner.com/CPD to submit your answers)
1. In drug prevalence rates in England and Wales in 2011/12, where
was mephedrone ranked?
A. First
B. Second
C. Third
D. Fourth
2. In 2011/12 which was the most widely used drug in England and
Wales?
A. Cannabis
B. Mephedrone
C. Ecstasy
D. Cocaine
3. In Scotland last year use of mephedrone was estimated at what
percentage among the general population?
A. 0.7%
B. 1%
C. 1.7%
D. 4.2%
4. In Scotland last year use of mephedrone was estimated at what
percentage among people aged 16–24 years?
A. 1.8%
B. 2.4%
C. 3.6%
D. 6.2%
5. It is not clear exactly how many deaths have occurred in the UK as
a result of NPS use. True or false?
A. True

B. False
6. In which year did mephedrone appear on the market?
A. 1980
B. 1998
C. 2005
D. 2009
7. Survey data for Northern Ireland estimated use of NPS in 2013 at
what percentage?
A. 1%
B. 2%
C. 3%
D. 4%
8. Was use of NPS in Northern Ireland in 2013 more prevalent among
men or women?
A. Men
B. Women
9. The health risks to which NPS users are exposed are largely
unknown. True or false?
A. True
B. False
10. Mephedrone has been associated with which of the following
side-effects?
A. Agitation
B. Panic
C. Overheating
D. All of the above
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newborn baby is
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Keep up to date with the latest guidelines, through our
CPD Educational Supplements. They are produced in
accordance with the CPHVA standards and are a
trusted source of information.

REMEMBER You can also download them
from www.communitypractitioner.com

Diary
WWW.BABYMASSAGETEACHERTRAINING.COM
ADD TO YOUR SKILLS
INTERNATIONAL SCHOOL OF DEVELOPMENTAL BABY MASSAGE

For Children’s Centre Staff Family Health
Professionals and Parent Practioners
A Two Day Certificated Teacher Training in
Developmental Baby Massage With Peter Walker
A Physical Therapist, International Author and
Yoga Teacher with 35 Years Teaching Experience
Course accredited by FEDANT (Federation of Antenatal Educators)
with an International Teaching Certificate
Key principles of underpinning neuroscience, psychodynamic and
child development empowering parents to form a warm positive relationship
with their baby and secure their baby’s development from birth to standing.
Course includes
1) A Holding Reassurance Programme
Birth to Eight Weeks
Attachment - Massage and Movement
Lying on the tummy
2) Eight Weeks to Standing Developmental
Baby Massage Including some
elementary motor delay and correction
3) Making friends with Gravity
Best way to assist ‘tummy time’ –‘sitting’
and ‘standing’
High quality resource: A copy of Peter
Walker’s international best selling book
‘Developmental Baby Massage’ plus a full set
of course notes and DVD given to all students.
Peter is an inspirational trainer attend this
course and you will enrich your life with an
amazing gift to pass on to new parents……
Janet Balaskas
Founder of The Active Birth Centre
‘Peter Walker is well known in the baby
massage field. It was therefore to him that we

turned when setting up training days during
which health visitors could learn more about
the value and technique of baby massage.
These days have been a huge success and
resulted in baby massage being offered
free to parents in health centres and clinics
throughout the UK
Sarah Forester RGN HV Cert. Ed.
Professional Officer (Education) Health
Visitors Association, (Baby Massage Piatkus Books)
‘In House’ teacher training given
throughout the UK
Email; walker@thebabieswebsite.com
‘Next Open Courses at
The Active Birth Centre
25 Bickerton Road
London N19 5JT
Developmental Baby Massage
8th and 9th November 2014
Soft Post Natal Yoga for Mothers and Babies
4th and 5th October 2014
Post course support given for all teachers
www.babymassageteachertraining.com

Learn Baby Massage with the
International Association of
Infant Massage
Train to become a Certified Infant
Massage Instructor with the
International Association of Infant
Massage (IAIM), the largest and
longest standing worldwide association
solely dedicated to baby massage. Our
curriculum is taught in more than
45 countries and has been developed
and refined over 30 years through
research, reflective practice and practical
experience. This has resulted in a widely
endorsed and implemented parenting
programme.
Our highly acclaimed comprehensive
training comprises:
● A four-day training course including
supervised practical teaching of a
parent/baby massage class
● A take home written assignment
● Further practical teaching and reading.
By training with our highly respected
organisation you will join a worldwide
network of instructors offering a
supportive environment to teach
life-long parenting and relaxation skills.

Membership of the IAIM UK
Chapter includes:
● A local, national and international
support network
● Continued professional development
including study days with expert
speakers, trainer-led massage stroke
refresher sessions and a biennial
international conference
● Access to relevant articles, information
and the latest research on our website
● A regular newsletter.
Our training courses are run regularly at
centres nationwide and are facilitated by
experienced IAIM Trainers.
Find us on Facebook - IAIM UK Chapter
For further details please visit
www.iaim.org.uk. In-house
trainings are available on request.
IAIM (UK) Chapter
0208 989 9597
info@iaim.org.uk
www.iaim.org.uk

Touch-Learn International’s Baby
Massage Teacher Training Programme
Venues across the UK, plus in-house
option. A five-day, comprehensive baby
massage course for health professionals
and parenting practitioners provided
by Touch-Learn International, the
exemplary training company. This
highly acclaimed programme is
accredited by the Guild of Sensory
Development (GofSD) and the
University of Wolverhampton.
This quality training programme
includes simple massage techniques,
coupled with an in-depth knowledge
to practise safely, ethically and
professionally so practitioners feel
confident to teach parents in a variety
of settings.
Included within the course:

●
●

●
●
●
●
●
●
●
●

Strategies to empower parents
All mechanisms identified in current
research to support parent-infant
relationships
Underpinning theory based on
current research
Practical teaching in the field
Relevant anatomy and physiology
Quality supporting materials and
books
Summative assessment
Free, informative biannual newsletter
Tutorial and on-going support
Free membership of the GofSD.

For further details of in-house training
and UK dates please visit
www.touchlearn.co.uk.

Touch-Learn International Ltd
Tel: 01889 566222 info@touchlearn.co.uk
www.touchlearn.co.uk

Deborah Robertson’s

Breastfeeding Specialist
Course
This does fill very quickly so please note
dates for future courses:

or Autumn IBLCE exam to become
Lactation Consultants.

BIRMINGHAM: Jan – Dec 2015, one
Monday / month. Booking opens July
2014.

CERTIFICATES of attendance awarded
for each day (total 70 hours) and
optional homework (50 hours). CERPS
awarded.

LONDON: July 2015 – June 2016, one
Saturday / month. Booking opens Jan
2015.
NEW: From 2016, eligible candidates
can choose to enter for the Spring

LEAARC-APPROVED COURSE
DIPLOMA upon completion.
www.breastfeedingspecialist.com

Millpond Children’s Sleep
Workshop – Training NHS
professionals since 2007
100% of delegates would recommend to a colleague
TWO DATES ANNOUNCED:
Leeds: Tuesday 11th November 2014
London: Tuesday 2nd December 2014
Our popular one-day interactive
workshop, designed for professionals
working with families with babies
through to school age children.
●
●
●

Explore sleep cycles/needs
Understand sleep problems
Interpret sleep information
questionnaires and diary

●
●

Plan a range of sleep techniques
Evaluate intervention

£175
EARLY BIRD PRICE £160 before
1st October 2014.
T : 020 8444 0040
E: sleep@millpondsleepclinic.com
W: www.millpondsleepclinic.com

For more inFormation or to advertise in Community
PraCtitioner’s diary seCtion, Please Call
Claire on 020 7878 2319alternatively email:
Claire.barber@tenalPs.Com

