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Your professional
conference
A
s I write this it seems that Scotland is
the media flavour of the moment with
blanket coverage of the Commonwealth
Games in Glasgow having just finished.
The annual jamboree that is festival season
in Edinburgh is about to hit its full stride,
ready to gobble up its share of reporting and
broadcasting hours; and rarely far away is
the question of how Scotland will vote in the
independence referendum on 18 September.
As a Scot living in Scotland it is so easy to bask
in the spotlight to the detriment of elsewhere
in the UK, and to think that Scotland is the
epicentre of the civilised world – well, for at
least this year anyway. The unfortunate ease
with which parochialism can also influence
professional opinion, planning and decisions
cannot be understated. Lessons can be learned
from practice, research or initiatives from all
over the British isles and beyond.
This reality has a bearing on the planning of
the prime professional conference for you, the
Community Practitioner reader. The Unite
CPHVA Annual Professional Conference is being
held this year from 5–6 November for the first
time in Birmingham at the National Exhibition
Centre (NEC). The programme has, again,
been through a rigorous process, incorporating
past delegate opinion, shared ideas from the
professional disciplines within our membership,
colleagues’ recommendations and, ultimately,
planning discussions, to produce a conference
schedule that appeals to all sections of Unite
CPHVA membership.
In the past some have suggested that the
conference has been too England-focused and
too health visitor specific; but this year we have
something for everyone. The main plenary
programme is diverse and rich in content, and
should appeal to all delegates regardless of their
locality or clinical specialty. Once the concurrent
session streams are finalised you will be able
to see that clinical disciplines and the specifics
of practice are given more attention and closer

engagement from the self-selected audience for
these sessions.
In conference planning, the programme is a
live document that changes weekly as invited
speakers are confirmed, exhibitors book their
spots and submitted papers are accepted. I
would recommend you favourite the conference
website (www.cphvaconference.co.uk) to keep up
to date with these developments.
Hopefully, you will be one of the many who
have taken advantage of the superb special
delegate rates this year and booked your place. If
not, please consider attending – it will not be the
same without you.

Gavin Fergie
Professional Officer
Unite Health Sector

Shaun Noble – Communications Officer
shaun.noble@unitetheunion.org
Barrie Brown – National Officer
James Lazou – Research Officer
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Whooping cough vaccine
programme in pregnancy extended

P

regnant women will receive
whooping cough vaccinations for
the next five years, it has been
announced.
The advice from the Joint Committee
on Vaccination and Immunisation (JCVI)
is said to reflect new data on vaccine
effectiveness and safety published by Public
Health England (PHE) and the Medicines
and Healthcare Products Regulatory Agency
(MHRA).
It is claimed vaccinating pregnant women
against whooping cough has been ‘highly
effective’ in protecting young infants
from the disease. Babies born to women
vaccinated at least a week before delivery
had a 91% reduced risk of becoming ill with
whooping cough in their first weeks of life,
compared to babies whose mothers had not
been vaccinated.
A study by MHRA published in the
British Medical Journal found no evidence
of risk from the vaccine to pregnancy or
the developing baby, and rates of normal,
healthy births were similar to those seen
in unvaccinated women among 18,000
vaccinated women from the Clinical
Practice Research Datalink (CPRD).
Latest PHE data show an overall decline in
whooping cough cases since the pregnancy
programme started in October 2012, with
the greatest decrease in disease seen in
infants under six months old. However,
eight infants have died after contracting the
disease in 2013 and so far this year – the
mothers of seven of these eight babies were
not vaccinated in pregnancy – this is down
from 14 infant deaths in 2012.
PHE Head of Immunisation, Dr Mary
Ramsay, said: ‘We welcome JCVI’s advice
that the vaccination programme for
pregnant women is continued, particularly
while whooping cough continues to
circulate at elevated levels. It has been
highly effective at preventing disease, and
deaths in young babies.
‘The latest figures show that around
60% of pregnant women have received
the whooping cough vaccination, which

is a testament to the health professionals
implementing this programme. However,
these infant deaths remind us how
important it is that every pregnant woman
is informed about the benefits of the
vaccine, and given the opportunity to
receive it at the right time so their babies
are protected from birth.
‘Although we have also seen a decline
in cases in older children and adults from
the peak in 2012 the numbers still remain
considerably higher than those in 2011,
suggesting the infection has not fallen to
background levels.
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‘We urge pregnant women to ensure they
are vaccinated between 28 and 32 weeks of
their pregnancy wherever possible, although
vaccination may be given up to 38 weeks.
We are also working with GPs, midwives
and other health professionals to ensure
they have the facts at hand, including the
latest evidence from the PHE and MHRA
studies, to help women take up this highly
effective and safe vaccine.’
The DH announced a temporary
whooping cough vaccination programme
for pregnant women in October 2012, in
response to an increase in cases nationally.

NEWS ROUND-UP

Wales bans smoking in cars carrying
under-18s
T

he Welsh government has become the
first country in the UK to introduce
a ban on smoking in cars with children
passengers.
Announcing the move, First Minister
Carwyn Jones and Health Minister Mark
Drakeford said a consultation on the
proposal will be launched ‘shortly’.
New research, carried out by Childhood
Exposure to Environmental Tobacco Smoke
(CHETS) Wales, has shown that the number
of children being exposed to smoking in
cars has declined as the rates of people who
do not allow smoking in their main car
increased from 71% in 2011 to 76% in 2013.
More than 90% agreed it was ‘unacceptable’
to smoke in a car carrying non-smokers or
children, even with a window open.
More than four out of five people backed
the ban on smoking in cars carrying children

UK first-time
mothers ‘oldest
in the world’
The average age of mothers has hit 30 for the
first time in England and Wales, according
to official figures.
Average family size has fallen in a year
from 1.94 children to 1.85 with the number
of babies born decreasing by 4.3% (from
729,674 live births in 2012 to 698,512 live
births in 2013).
The stillbirth rate also fell in 2013, to 4.7 per
1,000 births, compared with 4.9 in 2012.
The report by the Office for National
Statistics (ONS) found the average age of
mothers increased from 29.8 years old in
2012 to hit 30 in 2013 – a number that has
been steadily rising since 1975. Women aged
30–34 now have the highest fertility of any
age group.
The ONS cites increased participation in
higher education and in the workplace; rising
costs of childcare and unstable relationships

and 90% said they did not expect the ban to
‘affect them in any way’.
However, the research is said to still show
a ‘sizeable minority of young people’ are

as some of the reasons for the rising age of
first-time mothers.
Ann Furedi, Chief Executive of the British
Pregnancy Advisory Service (BPAS), said:
‘UK mothers are now on average older than
women elsewhere in the world when they
have their first baby. There may be many
reasons for this, including the time it takes
to achieve educational and professional
development, as well as financial security
– and it may also be a reflection of how
seriously couples take the responsibility of
having children in the 21st century.
‘We need to support women’s choices to
have children at the age that is right for them.
We certainly need policies in place that enable
women to better combine family and working
life, and in particular ensure that younger
mothers don’t suffer setbacks.
‘While pregnancy and birth in older
women may present slightly different
challenges for healthcare professionals, the
answer is not to cajole women into having
babies before they are ready but to ensure
our family planning and maternity services
are set up to cater for the changing needs
and choices of women today.’

still being exposed to second-hand tobacco
smoke and adults are continuing to smoke in
their cars when children are present.
Mark Drakeford said: ‘The research
findings clearly show there is public
support for not allowing smoking in cars
when carrying children and that this
support – and awareness of the dangers of
second-hand smoke – have increased over
the last three years.
‘Although research findings show progress
has been made in reducing children’s
exposure to second-hand smoke in cars, we
now believe the introduction of regulations
to prohibit smoking in private vehicles
carrying under-18s is needed as the final
piece in the jigsaw to eliminate the harm and
end persistent inequalities in exposure.’
‘We will now consult on these proposals
and I urge people to have their say.’

Gove legacy ‘stress
and unhappiness’
It was announced in July that Michael
Gove lost his post as Education Secretary
in the cabinet reshuffle. He has been
replaced by former Treasury Minister and
Women’s Minister Nicky Morgan, dubbed
a ‘marathon-running working mother’ by
some media outlets.
Unite/CPHVA Professional Officer, Ros
Godson, said: ‘The most disappointing aspect
of Gove’s tenure was the change in culture
from the children and families department to
the education department, and the loss of the
whole child Every Child Matters programme.
This complete misunderstanding of children
and young people, and the role that a secure
childhood plays in developing confident
and competent adults, will have built up
problems for years to come. Added to the fact
that he does not value the professionalism of
qualified teachers and thinks that unqualified
staff can do the job equally as well, his legacy
will be one of stress and unhappiness across
the education system.’
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Rotavirus cases down by 70%
R

otavirus cases have dropped by almost
70% since a vaccine was introduced in
the UK a year ago.
Statistics published by Public Health
England (PHE) show an average of 14,127
confirmed cases of rotavirus – a highly
infectious stomach bug that affects babies and
young children – each year before the vaccine
was introduced.
This number has now dropped to 4,490
between July 2013 and June 2014.
A two-dose, oral vaccine to protect against
rotavirus was introduced on the NHS for
babies at the age of two and three months in

July 2013.
Dr Peter Basile, Medical Manager for
vaccines at GSK, which manufactures the
rotavirus vaccine, Rotarix, said: ‘These figures
are fantastic news. The addition of our
vaccine to the standard set of immunisations
given from birth has been a huge success.’
Unite/CPHVA Professional Officer, Ros
Godson, said: ‘Immunisations are a great
tool in prevention of viral infections; but
at the same time, we must make sure that
ordinary hygiene prevention measures, such
as hand washing and aseptic techniques, are
not abandoned.’

NHS finances reach
‘tipping point’
Half of health and social care leaders
believe it is ‘unlikely’ the NHS will remain
free at the point of use in a decade’s time.
Yet, a third believe NHS care had
‘improved’ over the past year.
A poll by the Nuffield Trust found seven
in 10 healthcare leaders believe NHS
providers will need to go into deficit in
future in order to provide a high-quality
service if current levels of funding remain.
The report by the think tank, Into the
Red?, found that until last year the NHS
was coping well with the unprecedented
squeeze on its finances. However, cracks
are now starting to show, with the NHS
and foundation trusts finding themselves
a combined £100 million in the red
during 2013/14.
This is compared to a surplus of £383m
in 2012/13.
Deficits were most concentrated in
London and the Midlands, and were
predominantly in the acute hospital
sector.
While the think tank urges NHS
organisations to adopt new technologies
and promote out of hospital care to help
balance the books, it predicts both are
‘unrealistic’ without additional funding.
Despite an overall under-spend delivered

by commissioners, a number of clinical
commissioning groups (19) ended the
last financial year in deficit and NHS
England projected a £377m overspend on
specialised services.
Spending on agency staff has increased
dramatically in the NHS, rising 20% in
2012/13 with the cost of contract and
agency staff in foundation trusts alone
increasing by £300m (27%) during
2013/14.
Andy McKeon, Senior Policy Fellow at
the Nuffield Trust and report co-author,
said: ‘The NHS has risen to the challenge
of living within its means over the past
three years. But it has now reached a
tipping point. Our analysis shows just
how poorly placed it is to cope with the
squeeze still to come.
‘Demand for NHS services shows no
signs of abating. With hospital finances
increasingly weak, growing pressures
on staffing, and the goal of moving care
out of hospitals and into the community
proving elusive, the NHS is heading for a
funding crisis this year or next.
‘As our panel of health and social care
leaders suggests, the immediate choice is
rapidly becoming one of financial deficits
or scrimping on the quality of care.’
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Schools allowed to
hold spare asthma
inhalers for pupils
New laws will mean schools can hold spare
emergency inhalers. After almost four years of
campaigning by charity Asthma UK, Health
Secretary Jeremy Hunt announced the change
to the law, which will come into effect on 1
October 2014.
Asthma UK claims 86% of children have been
without their own inhaler because it was lost,
forgotten, broken or had run out. However,
previous legislation meant it was illegal for
schools to hold a spare emergency inhaler even
in the event of a life-threatening asthma attack.
Unite/CPHVA Professional Officer, Ros
Godson, said: ‘Asthma is a serious disease
that still kills a small number of people each
year. Inhalers are only one component of
good asthma management regime. Ideally all
children who need an inhaler should bring
it to school with them and keep it on their
person; their parent or carer should check
that it is in date and has not run out. They
should be checked regularly at the GP or
hospital to ensure their technique and drug
regimen is effective.
‘School nurses should ensure that each school
has an effective asthma policy and that all
staff (not just teachers) understand it. Very
occasionally a child might forget their inhaler,
and every effort should be made to rectify this,
and as a last resort the spare inhaler could be
used in an emergency.’

NEWS ROUND-UP

Unite to ballot members on strikes over pay

U

nite will ballot NHS workers on strike
action over the government’s ‘insulting’
pay offer.
Members in England, Wales and Northern
Ireland should have started receiving ballot
papers from 26 August with the ballot running
until 26 September.
Possible strike action is planned for the
autumn months.
Unite Head of Health, Rachael Maskell,
said: ‘We are calling on our members to give
us a strong mandate for industrial action.
This will send a crystal clear message to
Health Secretary Jeremy Hunt that he needs
to sit down with the unions and listen to our
proposals for fair pay for the biggest workforce
in this country.
‘Industrial action will be carefully calibrated
to balance the real and deep anger that our
members feel about their falling incomes, with
concern for patient care, which is paramount

FGM prevention
funding package
announced
A £1.4 million funding package has been
announced by the Department of Health and
NHS England to help nurses prevent female
genital mutilation (FGM).
It is the largest ever domestic funding package

One million
Scots now in
poverty
Tens of thousands more children are living in
poverty in Scotland than last year.
Figures from the Scottish government show
one million Scots are now in poverty with the
largest rise being shown among families with
children.
Around 19% of children are said to have
been living in relative poverty in 2012/13,
amounting to 180,000 children (220,000 after
housing costs are taken in account), which is
an increase of 30,000.
The increase in child poverty is said to be

for the health professionals we represent.’
NHS pay offers vary widely across the four
countries of the UK.
In England, the offer, which has been
dubbed the ‘divide and rule’ 1% offer, means
600,000 NHS employees received no cost of
living pay rise on 1 April 2014.
In Wales, a ‘living wage’ has been agreed
for all staff as well as an offer of a one-off
payment of £160, whereas in Northern

Ireland, there has been no decision made on
pay as yet.
In Scotland, a 1% pay rise has been agreed
for all NHS staff as recommended by the
independent Pay Review Body (PRB) and
a decision has been made to implement
the ‘living wage’ by paying an extra £300 to
low paid workers. Unite has accepted this
offer and will, therefore, not be balloting its
members in Scotland.

for FGM and hopes to improve how the NHS
tackles the abusive practice.
Announced at the recent Girl Summit,
hosted by UNICEF, the money will help
introduce improved data collection of
FGM to correctly determine its prevalence
in England; improve the training packages
for frontline health professionals to ensure
they respond to FGM and those at risk of
the practice ‘appropriately’; and to help
to clarify the safeguarding role of health

workers.
Public Health Minister, Jane Ellison, said
she was ‘immensely proud’ of the work the
government is doing to eradicate FGM.
She said the package will enhance the
safeguarding responsibility of the NHS
around FGM to care, protect and prevent.
By September 2014, all acute hospitals will
be obligated to report the number of patients
with FGM to the Department of Health on a
monthly basis.

driven by a drop in incomes for working
households with children, with the reduced
entitlement to tax credits contributing.
At April 2013, there was a 26% decrease in
the number of households with children in
receipt of in-work tax credits, compared with
April 2012.
The report shows Scotland’s poorest
households have seen the largest decrease in
income, reducing by 8% in 2012/13 or £20 a
week. Now, six in 10 children living in poverty
are from households where at least one adult is
in employment.
Deputy First Minister, Nicola Sturgeon, said:
‘Scotland is one of the richest countries in the
world and there is no reason for children to be
living in poverty in our society.
‘The fact is that the reduction in poverty
seen in recent years is now being reversed.

Westminster welfare reforms, such as the
reduction in in-work tax credits, are reducing
incomes for some of our poorest households.
‘The Scottish Government has focused
on doing everything we can to mitigate the
harmful effects of Westminster welfare cuts –
and we will continue to do so – but the impact
is still being felt by the most vulnerable in our
society.
‘What is even more worrying is that 70% of
the welfare cuts are still to come – Scotland
will see its welfare budget reduced by over
£6 billion by 2015/16. And some estimates
suggest that up to 100,000 more children could
be living in poverty by 2020 if we continue
with Westminster policies. In other words,
the unacceptable increase in the number of
children living in poverty revealed by today’s
statistics could be just the tip of the iceberg.’
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NeWsDigest
Professional indemnity arrangements
become a legal requirement
The UK government has introduced a new
mandatory requirement for all healthcare
professionals to hold ‘appropriate cover’
under an indemnity arrangement. While the
arrangement does not necessarily need to
be individually held by the nurse or midwife,
the new law states it is their responsibility to
ensure that appropriate cover is in force. As
from July 2014, when nurses or midwives join
the register, or renew their registration, they
will declare to the Nursing and Midwifery
Council (NMC) that they hold appropriate
cover under an indemnity arrangement or will
hold such cover whenever they practice.
Young people’s platform in Wales set to
close down
Funky Dragon, the Children and Young
People’s Assembly for Wales, which has
provided a national platform for young
people across Wales to influence the policies
of the Welsh Government and the National
Assembly for the past 12 years, is set to
be closed down. The current members of
Funky Dragon’s Grand Council elected from
schools, communities and local authorities
across Wales want to save Funky Dragon by
persuading the Welsh Government to reverse
its decision to withdraw funding. It has
launched a campaign to make the case for
continued funding for Funky Dragon and to
illustrate the negative impacts of the Welsh
Government’s decision. To sign the petition
visit: www.assemblywales.org/epetition-listof-signatories.htm?pet_id=1042
Nurses ‘cautious’ when it comes to
independent prescribing
Nurses view independent prescribing as ‘risky
activity’, according to a study. Researchers
from South Staffordshire and Shropshire
Healthcare Foundation Trust interviewed
14 nurse prescribers as well as nine medical
mentors. They found nurses were ‘reluctant’
to make independent prescribing decisions
‘even within their specialist fields’.
Press the ‘pause’ button on ‘grotesque’
NMC registration fee hike, says Unite
The NMC’s plans to increase its registration
fee by 20%, while the UK’s nurses, midwives
and specialist community public health
nurses are having their incomes seriously
eroded in real terms, has been branded as
‘grotesque’. Unite has come out strongly
against the plans to increase the fee from
the current £100 a year to £120 in March 2015
in its consultation response. Professional
Officer, Jane Beach, said: ‘Our members
are still reeling from absorbing the last
58% increase – from £76 to £100 – in the
registration fee, which is, basically, a tax on
jobs. Without NMC registration, you can’t
work, it is as simple as that. Many of our
members regard it as grotesque that the
NMC should even consider such a hike and
Unite is calling on the NMC to press the
pause button on this.’

NI child obesity ‘top of
the health agenda’
A

round half of parents in Northern
Ireland ‘don’t know’ how physically
active their under-fives should be and more
than a third say they are ‘too busy’ to cook
healthy food for their children.
The Royal College of Pediatricians and
Child Health (RCPCH), which has recently
opened an office in Belfast, has found
childhood obesity is top of the health
agenda for 90% of doctors.
A poll, commissioned by the RCPCH
Ireland, is said to support the notion
that a lack of public health awareness is
contributing to the growing problem of
obesity and mental health in Ireland.
Out of the 350 parents surveyed, 57%
of the public think it is cheaper to buy
unhealthy food, a third of parents don’t
know how big portion sizes should be or
what constitutes a balanced diet and 57%
linked poverty to the cause of mental ill
health in Northern Ireland.
Dr Emma Curtis, the Royal College of
Paediatrics and Child Health’s Officer for
Ireland, said 27% of children in the country
are now classed as overweight or obese – a

figure that has doubled in the past 15 years.
‘Judging from the findings from this public
poll, more must be done to raise public
health awareness,’ she said.
‘Healthy children become healthy adults,
so it’s crucial that healthcare professionals
communicate basic health and wellbeing
information at every point of contact. That
means communicating how much exercise a
child should be doing, how big portion sizes
should be and the different types of food
they should be eating – a simple measure
that will help tackle the obesity problem if
done by all healthcare professionals.’
Almost two-thirds of doctors in Northern
Ireland are treating more children in their
clinic who are overweight or obese, and of
these more than half confirmed an increase
in the number of children who had asthma
as a direct result of their weight.
Dr Hilary Cass, President of the RCPCH,
said the College’s presence in Northern
Ireland means it is in ‘a much stronger
position to train, educate, engage and
campaign to begin alleviating [obesity]
fears’.

Join the People’s March
for the NHS
The People’s March for the NHS is a perfect
opportunity to build support for the health
service and to join up with amazing NHS
campaigners across the country.
The march started on 16 August and has been
following the basic route of the 1936 Jarrow
Crusade, an October 1936 protest march against
unemployment and extreme poverty suffered
in the north-east of England during the Great
Depression. The 207 marchers travelled from
the town of Jarrow to the Palace of Westminster
in London, a distance of almost 300 miles (480
km), to lobby Parliament. The People’s March
for the NHS will head to Parliament in exactly
the same way. On route the aim is to make the
public aware of what the coalition government
has been doing to our NHS and what has been
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happening to our hospitals and health services.
The following dates are the leaving dates of
each town, and various events and rallies are
scheduled on arrival of the march in each town
(the night before the dates shown below):
September
1st
Market Harborough
2nd
Northampton
3rd
Bedford
4th
Luton
5th
St Albans
6th
Edmonton
6th
London
For more information and to register your place
visit: http://999callfornhs.org.uk

ASSOCIATION

Unite/CPHVA Annual Professional
Conference to take place 5–6 November
2014 at the NEC in Birmingham
T

he work environment for community
practitioners has changed drastically
in recent years. With increased accessibility
to information and social media comes
added pressure on our members to handle
patient information with the utmost care
and protecting children from inappropriate
digital content. This year’s conference will
address the key issues currently facing our
members to ensure public health nursing
can deliver the right and appropriate care
for children, young people and families in a
modern world.
The conference will cover how to navigate
through the world of social media, manage
patient information, revalidation, and
commissioning, as well as how we can
protect the girls and women in our society
from FGM and sexual predators, and how
to help armed service personnel integrate

back into civil society. In addition to
this, delegates will benefit from clinical
workshops, master classes, best practice
sessions, industry updates, and a unique
opportunity to network with colleagues from
all over the UK.
Although the programme is still being
finalised we can already confirm that
speakers will include NMC Chief Executive,
Jackie Smith, who will address what
revalidation, the fee increase and the Law
Commission’s 2014 report will mean for
members. Also speaking, Chris Cloke,
Head of Safeguarding at the NSPCCC, will
address the community practitioner’s role in
safeguarding children.
Across both days there will be several
overarching themes, including addressing
the holistic needs of our children as well
as providing care in a changing social

landscape. In addition, Lorraine Khan,
Associate Director for Children and Young
People at the Centre for Mental Health, will
provide an analysis of the mental health
problems likely to cause most concern for
community practitioner. This will include
a CPHVA challenge to all conference
participants: ‘What are you going to do
about it?’
With a clear focus on helping members
shape their work environment and delivering
a platform for discussion and debate on the
future of health visiting and community
practice, this year’s conference will equip
participants with the knowledge and
confidence required to meet the public
health challenges members face.
For more information and to book your
place at the conference please visit the
website: www.cphvaconference.co.uk

How to get involved with Unite/CPHVA in the
East Midlands region
Rosalind Godson
Professional Officer, Unite CPHVA

A

s part of your membership you receive
many benefits, including, of course, the
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 East Midlands region covers
Derbyshire, Leicestershire, Lincolnshire,
Northamptonshire and Nottinghamshire.
The main Unite office is in Derby; 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 Unite officer with
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responsibility for the EM Health Sector is
Garry Guye, who works from Nottingham
(Garry.Guye@unitetheunion.org).
The professional officer attached to the
EM health sector is me (rosalind.godson@
unitetheunion.org).
The CPHVA exec member for EM region is
Barbara Evans, Barbara.Evans@leicspart.nhs.
uk and she is also the Community Nursery
Nurse OPC representative.
The health visitor OPC member for the
EM region is Mandy Amin (Mandy.Amin@
leicspart.nhs.uk).
There is a vacancy for the school nurse
OPC in EM region. Please make every
effort to follow up this information. We are
currently re-establishing the Leicester Health
Sector branch with a new chair, who will
need all the support you can offer. If you
want further branch information then do
contact Garry or myself.

AntennA

Cochrane Review update: psychological
and educational interventions for atopic
eczema in children
Helen Farasat
Senior Lecturer, School of Health and Social
Care, Bournemouth University
Ersser SJ, Cowdell F, Latter S et al. (2014) Psychological and educational interventions for atopic
eczema in children. Cochrane Database Syst Rev
1: CD004054.

Objective
This review examined the effect of psychological
and educational interventions in the care of
children with atopic eczema.

Background
Eczema affects 15–20% of children under seven
years (Williams, 1997) and is the most common
chronic skin condition affecting children
worldwide (Asher et al, 2006). The impact of
symptoms on quality of life for the child and
family may be significant, with sleep disturbance
for the child and parent very common. Current
clinical guidelines for atopic eczema (AE)
recommend an holistic approach that addresses
the impact of symptoms on the child and
family (NICE, 2007). As treatment is primarily
self-managed by the parent or child, educational
interventions are recommended as a necessary
component of clinical care (NICE, 2007). While
there are many examples of such interventions
being used in practice, little is known about
their effectiveness in reducing disease severity
and improving the quality of life of the child
and family. There is also limited evidence of the
relative cost-effectiveness of such interventions.

Method
This review examined studies in which
educational or psychological interventions were
the primary interventions the experimental
groups were exposed to. Only 10 randomised,
controlled trials (RCTs) examining the effect
of providing parents or children with an
educational or psychological intervention to
enhance their management of AE met the criteria
for inclusion. Nine studies (2003 participants)
tested educational interventions and one
study (44 participants) tested psychological

interventions. All interventions were provided
alongside conventional treatment for AE.

Results
The educational interventions were primarily
aimed at parents and, with only one exception,
these were delivered in hospital settings. The
interventions were of varying duration and
were delivered by a range of practitioners from
nurses or doctors to multidisciplinary teams.
The briefest intervention was a 15-minute
consultation and the longest a 12-hour
programme delivered over six weeks by a
multidisciplinary team. Interventions were
delivered to either groups or individual parents.
The primary outcomes of interest for this review
were: participant-rated global assessment;
reduction in disease severity (reported as
objective SCORing Atopic Dermatitis); and
improvement in sleep and quality of life. None
of the studies reported on participant-rated
global assessment or improvement of sleep.
The largest and most robust study (Staab et al,
2006) (n=992) provided six standardised, ageappropriate group education sessions. Results
reported a significant reduction in disease
severity and improvement in quality of life in
intervention groups. Improvements in objective
severity using the SCORAD clinical tool were
statistically significant for all intervention
groups when compared with controls. Several
other studies also reported statistically
significant improvements in SCORAD results
for the intervention groups (for example, Grillo
et al, 2006). The findings of the single study
using psychological approaches suggest that
relaxation methods may be more effective in
reducing disease severity than discussion only
(Sokel et al, 1993).
Most of the studies provided limited
information about the intervention and in most
cases the theoretical base was not evident. The
outcome measures used for disease severity
and quality of life also varied between studies.
Methodological weaknesses in some studies
and the heterogeneity of the interventions and
outcome measures limited the scope for data
synthesis and meta-analysis.
The small number of studies eligible for

inclusion in this review and the methodological
weaknesses identified indicate caution is
exercised in drawing conclusions. However,
two studies do show promise: the large-scale,
age-related MDT programme delivered in
a hospital setting (Staab et al, 2006) and the
small scale study of psychological interventions
(Sokel et al, 1993).
None of the trials compared different
educational interventions, so little is known
of what would constitute the most effective
intervention. The findings provide some
indications that structured educational
programmes for children with AE may lead
to improvements in disease severity and
dermatology-related quality of life. Further
research in this area is necessary, in particular to
address issues of the relative cost-effectiveness of
delivering education by multidisciplinary teams
or by nurses alone.

Implications for community practitioners
This update provides some evidence of the
benefits of educational interventions using
nurse-led or multidisciplinary models of
education as an adjunct to conventional
treatment in AE. However, the dearth of RCT
studies of the effectiveness of psychological and
educational interventions limits the evidence
base to support practice in this area.
The population most affected by AE is
the under-sevens and the main caregivers
are parents. Health visitors, practice nurses
and school nurses are routinely engaged in
supporting the parents of children with AE.
Additionally, there are examples of community
practitioners pro-actively developing services
in response to parent needs (Francis, 2010).
Practitioners require a reliable evidence
base for their work with these children and
families. Current clinical guidelines for disease
management provide a consistent evidencebased approach to diagnosis and treatment of
AE (NICE, 2007). However, while the guidelines
recommend educational interventions as an
adjunct to treatment, this area is generally underresearched, providing only limited evidence of
the measurable effects of such interventions.
Psychological approaches for breaking the
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itch–scratch cycle are also important elements
of disease management and there is some
evidence of these being included in treatment
guidelines (Ring et al, 2012). However, given
the significant role played by parents in disease
management and the well recognised impact of
AE on the child and family, very little research
has investigated the psychological support needs
of parents.
The Eczema Education Programme (EEP), a
recent, large-scale, theory-based programme to
educate parents about AE and its management
was designed to cascade specialist knowledge
from a dermatology nurse to community
practitioners (Jackson et al, 2013). A specialist
nurse trained and mentored 23 community
practitioners to deliver a six-hour programme
over three sessions to groups of parents.
The practitioners were enthusiastic and highly
motivated but attrition of trainers was
high due to competing demands in practice and
concerns about maintaining specialist knowledge.
The parent participants valued the involvement
of the community practitioners but were
aware of the competing demands on the health
visitors’ time. The programme was subsequently
delivered primarily by specialist nurses. Although
not an RCT the EEP programme was subjected

to a rigorous service evaluation and statistically
significant outcomes were reported for parental
self-efficacy, child quality of life and service
impact (Ersser et al, 2013).

Conclusion
While the evidence base for managing medical
treatments for AE is robust, this review has
revealed a dearth of evidence for interventions
to meet the psychological and educational needs
of parents and children with AE. Although
the EEP model of cascading skills (training)
from specialist dermatology practitioners to
generalists in the community failed, there is
significant scope for enhancing the role of
community practitioners in AE care.
In particular, there is potential for
health visitors and school nurses to work
collaboratively with dermatology practitioners
and clinical psychologists on future
developments in psychological and educational
interventions for AE. To promote rigorous
development, evaluation and implementation
of future trials of psychological and educational
interventions in AE the authors recommend
these should be informed by the Medical
Research Council (MRC) guidance on complex
interventions (MRC, 2008).
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new resources

Research evidence

The influence of
parents and older
siblings on infant
development at
nine months
The aims of this study carried
out by Belfast researchers were
to examine the influence of
the child’s proximal social
environment and the effects
of interactions between socioeconomic status and social
environment on developmental
outcome. Their results showed
there was a gradient of increasing
likelihood of failing in gross
motor, problem-solving and
personal-social development
with increasing numbers of
siblings. Care by a grandparent
decreased the likelihood of
failing in communication and
personal–social development.

These findings do not support
the majority of research that
finds positive benefits for twoparent households. Similarly, the
findings suggest limited effects
for non-parental care. However,
the observed negative effects
of siblings support both the
confluence and resource dilution
models of sibling effect.
Infant Behav Dev 2014 37(4):
546–55

Maternal reflective
functioning
among mothers
with childhood
maltreatment
histories
This study examined relationships
among maternal reflective
functioning, parenting, infant

attachment and demographic
risk in a relatively large (n=83)
socio-economically diverse
sample of women with and
without a history of childhood
maltreatment and their infants.
Reflective functioning was assessed
with the Parent Development
Interview, parenting was coded
from videotaped mother–
child interactions, and infant
attachment was evaluated in
Ainsworth’s Strange Situation by
independent teams of reliable
coders masked to maternal
history. Reflective functioning
was associated with parenting
sensitivity and secure attachment,
and inversely associated with
demographic risk and parenting
negativity; however, it was
not associated with maternal
maltreatment history or PTSD.
Attach Hum Dev 2014 16: 1–19
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School pupil survey:
smoking, drinking and drugs
A report from the Health and
Social Care Information Centre
shows that just 3% of pupils
were regular smokers in 2013
compared to 9% in 2003. In
2013, 9% of pupils had drunk
alcohol in the last week, which
is less than half the level in 2003.
See: www.hscic.gov.uk/pubs/
sdd13

Welsh Health Survey obesity
web resource published
The Public Health Wales
Observatory has published
a web-based resource on
obesity in adults, using
data from the Welsh Health
Survey. The resource presents
information on the prevalence
of overweight and obesity by
age and sex, at a range of
geographical levels. Visit: www.
publichealthwalesobservatory.
wales.nhs.uk/obesity

Questioning development
Reviews of child measurement contact points are
taking place across all four UK countries as the need
for an evidence base around early intervention
services grows. Louise Naughton investigates
Louise Naughton
Assistant Editor

A

s it stands, there is no universal
population measurement for infants in
England – but that is all set to change.
The Department of Health (DH) in England
has decided now is the time to introduce an
outcome measure for child development at
age 2–2 ½ to compare and track progress
regionally and nationally, inform the planning
and commissioning of services, and identify
areas for improvement, as well as finding out
if investments in early intervention are making
any difference. The current lack of data among
0–5 year olds is in stark contrast to school-aged
children, where pupils are measured and tested
at many intervals.
‘The Healthy Child Programme (HCP)
review at age two is designed to help identify
need and to put in place any support that is
required. Bringing in this population measure
will give professionals another tool to help
them make an overall judgement,’ says Penny
Crouzet, Policy Lead, Outcomes and Indicators,
Maternity and Starting Well at the DH England.
‘A really important point is this tool is being
brought in as a population measure and not as a
screening tool or a tool for screening individual
children. What we are asking is that health
visitors and community nursery nurses view the
measure as part of the Healthy Child Programme
review and as part of the information they draw
on to come to a professional judgement about a
child’s development.’
During a fact-finding mission, Community
Nursery Nurse (CNN) and Chair of Unite/
CPHVA CNN Organising Professional
Committee (OPC), Stella Mann, found areas
around the country have adapted the HCP to
fit their population needs; so much so that she
hasn’t met ‘two people who are doing the same
thing’ during the two-year review. Therefore, it

seems the move to one mandatory tool for this
new population measure is likely to be quite a
shock to the system for many.
The CNN OPC is working to make contact
with the profession across the country to discover
the range of tools they are using and which
member of the heath visiting team is carrying
out the work. Unite CPHVA is aiming to present
members with a fact sheet on the changes at its
annual professional conference in Birmingham
on 5–6 November 2014, where the UK’s four
chief nursing officers will be there to listen to
your comments and concerns around this very
topic.

Ages and Stages Questionnaire
As we announced in the August issue of
Community Practitioner, the tool of choice to be
used for this new outcome measure in England
is the Family Nurse Partnership favourite,
the Ages and Stages Questionnaire (ASQ). To
come to this decision, the DH commissioned
University College London (Bedford et al,
2013) to investigate a range of ‘suitable’ tools.
The strengths and limitations of 35 possible
tools were identified by the research team, led
by Helen Bedford, Senior Lecturer in Children’s
Health at the UCL Institute of Child Health.
ASQ and Parents’ Evaluation of Developmental
Status (PEDS) were shortlisted as the tools that
most closely fulfilled the requirements for a
population measure, with the ASQ winning
out thanks to its already widespread use across
the country. The ASQ, which originated in the
US, can be issued to parents in person, posted
through the door or online. Each questionnaire
includes: a short demographic section; 30
questions about the child’s development divided
into five domains with response options of ‘yes’,
‘sometimes’, and ‘not yet’; and nine open-ended
questions regarding parental concerns.
Health professionals will be required to be on
hand to support the kind of activities parents
need to do to answer the questions. It will be

14 | Community Practitioner September 2014 Volume 87 Number 9

down to health professionals to ensure the tool
is being used consistently by families throughout
the country to allow data comparisons to be
made. UCL estimates ASQ takes parents 10–15
minutes to complete and health professionals
2–3 minutes to score out of 60 for each area
– communication, gross motor, fine motor,
problem-solving and personal–social skills.

Strengths of the ASQ
One of the biggest strengths of the ASQ is that it
allows parents to be ‘active participants in their
child’s development and encourages ‘enjoyable
interaction between parent and child’ (Bedford et
al, 2013). Parents found the ASQ ‘easy and quick’
to complete, helping them to learn more about
their child’s growth and development. Parents
were quoted as saying: ‘ASQ gave me ideas about
what my child is able to do. Very useful’ and ‘Every
mother worries about their child’s development.
It was useful to benchmark my two-year-old and
put my worries at rest before the review.’
Health visitors agreed, saying: ‘I think [the
ASQ] gives them more of an idea at the end of
the day of what they should be expecting their
child to be doing by the time they are reaching
whatever age’ (Bedford et al, 2013).
Other strengths identified were that the ASQ
is cost-effective as it is a one-off purchase and
questionnaires and other materials can be
photocopied as required, it has already been used
among children at high risk of developmental
problems, and its flexible format means health
professionals can go through the items with
parents at the time of the review, a useful way to
improve access for parents with literacy issues.

E-learning support
The ASQ has been translated into various
languages for use in France, Norway, Finland,
Spain, the Netherlands, North and South
America, South Asia and Australia. It is being
developed from its original US English into
British English, with the new version expected
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to be available from October 2014. The DH is
working with the US publishers of ASQ after
researchers from the University of Hertfordshire
claimed some of the ‘Americanisms’, such as
‘diaper’ instead of ‘nappy’ may be ‘off-putting’ to
parents. Helen Bedford says the translation has
put the brakes on getting professionals familiar
with, and using, ASQ. ‘Rather than everyone
rushing out to get hundreds of US ASQs, they
would be better off waiting until the British
English version is available. This also means they
can take advantage of the e-learning support
that will be on offer by then.’
Researchers Professor Sally Kendall and Abie
Nash from the University of Hertfordshire
have identified health professionals involved
in the two-year review will require some
additional support and training in using ASQ.
An e-learning package is being developed
by Health Education England (HEE), and
the DH has recommended anyone involved
in delivering a Healthy Child Review to take
advantage of the offering, which is expected
to go live this month on HEE’s e-Learning
for Healthcare website (www.e-lfh.org.uk).
This will be in the same format as the existing
Healthy Child Programme modules are with
the session falling into two parts, lasting around
30 minutes each. The e-learning package will
cover the ASQ and its use as a population
measure, how you choose which questionnaire
to use, scoring, and understanding and
interpretation what the scores mean to parents.
The DH hopes to answer concerns the ASQ
will not adequately cover emotional and social
development by incorporating ASQ Social
and Emotional (ASQ SE); however, there is no
timeframe as to when this will be rolled out
and made mandatory. The DH advises anyone
using ASQ SE alongside ASQ to continue to
do so. Those who are not should wait until the
second edition of ASQ SE is released, which
Crouzet hopes to tie in with the new British
English version. The rest of the UK countries
are also in the midst of reviewing their
services, all in different ways and for different
reasons with some keeping a closer eye on
England’s move to ASQ than others.

The Northern Ireland perspective
Northern Ireland delivers on the Healthy Child,
Healthy Future: A Framework for the Universal
Child Health Promotion Programme, which
starts during the antenatal period up to the
four-year contact when the child is transferred
over to the school nursing service. It is described
as a ‘progressive surveillance programme’ rather

than picking out specific contacts. However, like
England, this could also be set for change.
Una Turbitt, Assistant Director of Public
Health Nursing for Children and Young People
at Northern Ireland’s Public Health Agency
(PHA), confirmed to CP that a significant
funding stream, dubbed the Early Intervention
Transformation Programme, has brought
about a review of the provision of universal
services. ‘We are being asked to look at what
we are doing and why, as well as the possible
development of measurement outcomes to
enable us to create programmes from more of
an evidence base background’, she says.
As in England, Northern Ireland is looking to
take a family health approach to this work by
carrying out family health assessments looking
at broader issues, such as domestic violence and
deprivation, and how they impact on a child’s
emotional, physical, social wellbeing, with the
parents being responsible for the identification
of any development issues and concerns.
The PHA is four months into this three-year
review and has set up forums bringing together
representatives from health and education
to look at how children meet the milestones
necessary to become ‘school ready’. No decision
has been made as to what age children should
be when these measuring indicators take place.
‘We have not pinpointed the age by which
this should happen or is going to happen,’
says Mary Rafferty, Lead Nurse for Service
Improvement and Development at the PHA.
‘We are currently reviewing the research and
evidence available, and we now need to put
that into our own evidence base within a
Northern Ireland context, taking into account
our own cultural background and experiences.
Queen’s University in Belfast is helping us
gather evidence that justifies carrying out
measures and implementing measures of
children. If we think it is the right thing to do,
we will progress with that.’
Rafferty and Turbitt say they are ‘looking
closely’ at England’s move to the ASQ and will
be going out to parents and focus groups to find
out whether both families and practitioners
agree this is the right way forward for Northern
Ireland. However, Turbitt voiced a note of
caution that, while the ASQ may work well in
some areas of the country, it may need to be
more sensitively handled in others. ‘Whatever
we do and however we implement this, families
must fundamentally know how to engage with
health professionals and what is expected of
them. Some communities have significant
deprivation and issues with domestic violence

or experiences with the troubles, and are trying
to come through a post-conflict situation.
‘How we work with families and land
questionnaires probing into people’s lives has
to be done very sensitively. Coming down
to say we want to do a questionnaire may
meet our needs in helping us understand the
populations we serve better, but our primary
purpose is to support children and families. I
am not ruling anything in or out. We will learn
from England and consider ASQ within our
own experiences, context and evidence base.’

Streamlining in Scotland
For the past two years, it has been mandatory
under the Scottish Child Health Programme
for health visiting teams to measure child
development at 27–30 months. Health boards
across the country have enjoyed the flexibility
of being able to choose between no fewer
than 10 suggested assessment tools, including:
PEDS, PEDS Developmental Milestones (DM),
Schedule of Growing Skills (SOGS), Strengths
and Difficulties (SDQ), Sure Start Language
Measure (SSLM), Modified – Checklist for
Autism in Toddlers (M-CHAT), Eyberg Child
Behaviour Inventory, Home Observation for
Measurement of the Environment: Infant/
Toddler version (HOME: I/T) and ASQ.
Since March 2013, it has been Julia Egan’s
job to review and refocus the health visiting
role across Scotland. As Professional Advisor
for Public Health Early Years and Children’s
Services in the Chief Nursing Officer’s office
at the Scottish Government, Egan says of
the 10 tools available for use, the ASQ, SDQ
and SOGS are the most popular among
professionals. After calls from health visitors
asking for a ‘streamlining’ of the tools on offer
to ensure data are consistent and comparable,
she says it is likely – but not definite – that the
list will be reduced to these three. During the
past two years, the measurement tools have
collected a wealth of data, which has been fed
into the Information Services Division (ISD)
with health boards now receiving regular
manager reports helping them to review
children’s development in their catchment
area – something Egan is keen to capitalise on.
ISD data is already showing health visitors
need to start intervening earlier that two years old
in some cases and as such, Egan will be looking to
introduce a new measure at 13–15 months using
the same 10 suggested tools.
So is England’s new review at age 2–2 ½ too
late? ‘No I’m not saying it is too late, but our data
has shown that, while there are some things that
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cannot be assessed earlier than two, others can
be highlighted and can indicate what will be
required in the future. For example, one or two
health boards could be throwing up measures
of BMI that could be quite high at age two,
which should tell us that we need to be looking
at what nutritional advice we are giving
children younger than two.’

Aligning services in Wales
Like its UK counterparts, Wales is also set for
change in how practitioners measure child
development as work on a new and improved
Healthy Child Programme is under way.
Currently, the universal service runs alongside
the targeted Flying Start programme, which
was introduced in 2006, with the latter using
the SOGS tool at age nine months, two and
three years old. According to Unite CPHVA
member Helen Crosbie, Health Visitor and
Practice Teacher at Aneurin Bevan UHB, the
SOGS tool will be used for all children at
age 27 months under the new programme,
which will look to align the generic and
targeted services. ‘The feeling is that 27
months is a better time to try and identify
speech and language delay aside from the
current assessment points. There is still some
discussion to be had around whether the
ages at which Flying Start measure children
will change or whether we are going to stick
with what we do now, so an awful lot is still
up in the air.’ SOGS is already being used as
a population measure among those on the
Flying Start programme, measuring whether
the targeted approach is having an effect on a
child’s development.

Health visitor vs CNN
Health visitor Maggie Fisher, Regional Coordinator at Netmums and Co-chair of the
CPHVA Interest Group for Parenting and
Family Support, backs the introduction of
the ASQ in England thanks to its popularity
among parents. However, she has concerns
over the lack of health visitor involvement in
the two-year review.
‘In many areas, it seems it is the CNN
who is carrying out the ASQ at the two-year
review stage. It needs to be the health visitor
who carries out this integrated health review
because they know the family and see the
child within the context of those relationships.
CNNs, although they are fantastic and have
many skills, they cannot do the family health
assessments health visitors can.’ Fisher is
concerned that because of this delegation

to CNNs, health visitors are losing the skills
required to assess development at the two-year
stage and is insistent that training must be
made available to health visitors to renew and
sharpen their focus around this line of work.
‘There are many things that health visitors
should be doing but due to the shortage of
health visitors, they have had to delegate the
work to others and this has now become
the norm.’
In contrast, Stella Mann is of the opinion that
CNNs may be better placed than health visitors
to carry out the new population measure, as
long as they are qualified and a Nursing and
Midwifery Council (NMC) registrant has
allocated the workload ‘appropriately’.
‘Sometimes, the CNN is the most skilled in
the team to carry out developmental reviews
at this age because it is the CNNs around the
country who have been doing this work for
a long time now. Personally, I have always
carried out the two-year review and my team
are happy that I am the best placed to do so
because I have the most knowledge of this
age range. I can see where health visitors are
coming from but we have to protect the CNN
role and ensure it is still valuable. We don’t
want to lose our skills just as much as the
health visitor doesn’t want to lose theirs. We
have to promote the CNN role, especially in
the area of child development, because that
is what we are trained in. Health visitors may
actually need to go through some up-skilling
work if they are going to carry out
this work.’
From an English perspective, Helen Bedford
and Penny Crouzet agree that the person
carrying out the review should be down to
local determination as long as the health visitor
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is leading the team and is responsible for
ensuring the assessments is being carried out
‘appropriately’. ‘It is about the person having
the right skills, not necessarily about the title of
that person,’ says Bedford.
Northern Ireland’s Mary Rafferty says there
is a role for skill mix within the health visitor
service as long as families have a ‘trusted
relationship’ with a health professional that
sees them through the antenatal period to
the four-year contact, handing them over to
the school nursing service. However, Julia
Egan’s ‘refocus’ of the Scottish health visiting
service has re-emphasised the importance of
health visitors carrying out child development
assessments in the home to assess family health
as well as child health.
‘I’m not saying there isn’t a place for wider
skill mix teams and CNNs; but all the evidence
points to the fact that key assessments
should be carried out by health visitors,’ says
Egan. Like England and Northern Ireland,
Wales appears to have no reservations about
CNNs carrying out child development
assessments. Helen Crosbie says CNNs are
‘extremely competent’ doing this work as child
development is their ‘bread and butter’.
If early intervention is to be taken seriously
across the UK, services need hard evidence
to prove the work they are doing is making
a difference. It is encouraging that all four
governments recognise this and are taking
steps to ensure the survival and progression
of health visiting and early years practitioners.
This must be applauded.
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BREASTFEEDING IS BEST FOR BABIES*

ADVERTORIAL FEATURE

How common are infant feeding problems
and how can they be managed?
The ﬁrst few months of an infant’s life can be a stressful time as they
adapt to digesting a range of nutrients and they will often experience
mild gastrointestinal (GI) disturbances.1
In fact, up to 55%of babies will suffer with symptoms such as mild
constipation, colic and wind in the ﬁrst 6 months of life.1

Modifying standard infant formula
to help digestion
Adaptations can be made to standard ﬁrst infant formula which may
help alleviate the challenges faced by an immature GI tract.

SMA Comfort is an easy to digest
infant milk. It is designed speciﬁcally
to care for healthy babies who are
experiencing tummy troubles.
It is nutritionally complete and can
be used from birth.
The only comfort milk without
a thickener (no need to use
a fast ﬂow teat)

Partially hydrolysed whey protein

SN-2 enriched fat blend

Halal approved and suitable
for vegetarians

Breast milk provides a very fast gastric
emptying time that reduces the risk of digestive
disturbances. For formula fed infants, partially
hydrolysing the proteins to form smaller
peptides makes the formula easier to digest.2

An SN-2 enriched fat blend structurally
resembles that found in breast milk and is well
absorbed by infants.4

Available on Healthy
Start scheme

Reduced lactose
In the immediate weeks after birth a young
baby’s body is often unable to efﬁciently
digest lactose, and this can cause discomfort
due to wind.3 The symptoms of colic; fussing,
crying and wind, can be difﬁcult for both
baby and mother.
Reducing the levels of lactose is one potential
strategy to help reduce the amount of wind
babies produce. For some colicky babies,
decreasing the concentration of lactose
in formula has been found to result in an
improvement in crying and wind.3

As the fats are more easily absorbed, formula
using an SN-2 enriched fat blend is proven
to reduce soap formation in stools and help
make stools softer.5
A recent study has also found that infants fed
formula with an SN-2 enriched fat blend spent
signiﬁcantly less time crying than babies whose
formula did not contain the same fat blend.6

Practicalities of preparation
and feeding

Supporting you
to support mums

Some comfort formulas contain thickeners
which require the use of a fast ﬂowing teat.
They have a thicker texture which can become
more viscous as the liquid cools and have the
potential to block normal ﬂow teats. SMA
Comfort milk has been designed to be easily
digested and therefore there is no need for
a thickener.7

*IMPORTANT NOTICE: Breastfeeding is best for babies. Breast milk provides babies with the
best source of nourishment. Infant formula milk and follow on milks are intended to be used
when babies cannot be breast fed. The decision to discontinue breast feeding may be difﬁcult to
reverse and the introduction of partial bottle-feeding may reduce breast milk supply. The ﬁnancial
beneﬁts of breast feeding should be considered before bottle feeding is initiated. Failure to follow
preparation instructions carefully may be harmful to a babies health. Infant formula and follow up
milks should be used only on the advice of a healthcare professional.

Visit us: smahcp.co.uk
or smahcp.ie
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Profile

Profiling parenting
Professor Lynne Murray’s book, The Psychology of Babies, hopes to enable health
professionals to offer targeted interventions and support for parents in the early years of a
child’s life. She talks to louise Naughton
Q: How can health professionals spot
depressed mothers?
A: Depressed mothers can vary an awful lot;

louise Naughton
Assistant editor

C

hild development expert and
psychologist, Professor Lynne
Murray, has published almost 200
academic journal articles and book chapters
during her career so far, which has spanned
several decades. Professor of Developmental
Psychology at the School of Psychology and
Clinical Language Sciences and co-Director of
the Winnicott Research Unit at the University
of Reading, and Professor Extra-ordinary at
Stellenbosch University in South Africa, she
has recently published her second book, The
Psychology of Babies, which aims to make the
knowledge and data Murray has gathered
throughout her research more accessible to
parents. Charting the four key areas of a child’s
early development: social understanding;
attachments; emotional self-control; and
cognitive skills, Murray highlights the
importance of ‘picking parenting apart’ to
enable health professionals offer more targeted
interventions and support. She speaks to
Community Practitioner about her hopes that
the current enthusiasm for early intervention
among MPs and policy makers will translate
into something useful for practice.

Q: Why did you decide to write The
Psychology of Babies?
A: I have done research on the development of
babies for more than 30 years now and during
that time I accumulated so much knowledge
and data. I felt it was really important to share
that with real people, rather than it sitting
in academic journals. I think a lot of what
we know as scientists is really fascinating for
parents, as well as potentially being very helpful.

I thought the information would be of interest
to parents and also to health professionals to
help those who may be struggling a bit with an
infant’s development.

Q: What inspired you to look into
the relationships between depressed
mothers and their children?
A: I started the research when I was an
undergraduate studying developmental
psychology. I did my PhD on early infant
experiences and social development, looking
at how very young infants can communicate
with other people and how sensitive people
are in responding to them. It was during my
PhD when I was filming a baby and his mother
in the lab that I noticed the baby was very
avoidant and that he seemed to really dislike
her when she tried to make contact with him.
I spoke to the mother and found out that
she was really quite depressed and that got me
interested in the implications for an infant if a
mother isn’t managing very well. This started
a long career looking at the development of
children when mothers are depressed. I have
since broadened this out to include mothers
who have anxiety disorders and those living in
very impoverished conditions, which has led us
to do a lot more of our work in Africa.
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some can be very withdrawn and disengaged
from the baby and others, especially if they
have got more anxiety, can be more overactive
and are anxious to stimulate the baby. Those
who are withdrawn find it difficult to respond
to their baby’s signals and cues compared to
mothers who are well because they are often
preoccupied with their own difficulties in
seeing the world quite negatively. They might
imagine that their baby never looks at them
or smiles at them and they might imagine that
their infant doesn’t like them when it fact that
might not be true. Overactive mothers are also
at risk of missing their baby’s cues because they
are so intent on interacting themselves, they
might not see what is in front of them. Part of
the purpose of the book was to help parents
notice the baby’s behaviour and take an attitude
of finding it interesting to just observe them
and think about what is happening rather than
diving in. If you can help depressed mothers to
see what is happening then the hope is you can
try and change how they think about things so
they don’t have those sorts of difficulties.

Q: What are the areas of child
development that you explore in
the book?
A: There are four separate areas of child
development and relationships, which often
diverge from each other. The first is the
child’s social understanding, that is how a
little newborn baby changes from very basic
interactions with other people to being able to
understand by the time they are two years old
that other people have different experiences
from their own. The second area is what we
call attachment relationships – how parents

Profile

respond and understand their child’s feelings
of being vulnerable and emotionally needy.
The third area is about emotional self-control
– one of the big challenges babies have is to try
to control their difficult feelings. When a baby
is very small everything feels very immediate
and intense – even feeling hungry can be
difficult for young people to tolerate. It can be
really challenging for parents to support this
because it can provoke feelings of irritability in
us and our wish to control it. Parents can easily
slip into patterns of being harsh with the baby
and not being consistent, and we know that if
you do get into those patterns, you can become
locked in a cycle where a baby’s behaviour
becomes oppositional.
The final theme looks at cognitive
development and how babies learn language
and the basics of intelligence. This requires
parents to observe the baby, look out for their
signals and cues and how they are exploring
the environment. What helps them explore
effectively is giving them gentle support, which
has to be pitched at a level the baby can cope
with. Specific strategies like sharing books with
babies has been shown to be very useful to
the baby’s language development and general
cognitive attention span. For each of these
areas we tracked a number of babies from the
earliest weeks up until two years old. I took
video films of babies in ordinary, everyday
family situations and then used the videos to
select out picture sequences that illustrate the
baby’s experience and show how parents can
support it.

Q: How important is it that parents
and health professionals think of
child development in these four
separate areas?
A: Parents aren’t always the same and
similarly strong in these different areas of
child development. So while a parent could
perhaps be really good at playing with the child
and stimulating them cognitively, their baby
could suddenly throw a temper tantrum and
put them all at sea and not feel as though they
have got good strategies to cope with that. It
is really useful to pick things apart so that as
health professionals we might be able to move
towards profiling parents’ strengths and areas
where they are not so strong so we can develop
interventions and support that is a little bit

more specific so we are not going in with just
global support. We can help parents with more
targeted techniques.

Q: Do health visitors require any
additional education or training to
support parents in this way?
A: One of the things I want to do next – which

Q: it has been claimed antenatal
depression is as common as postnatal
depression as it has the same
implications for a child’s emotional
development. Should more be done
during the antenatal period?
A: It is true antenatal depression is quite

has come directly from the book – is to work
together with healthcare professionals to see
if we can meet any needs that they have for
training so that we can produce material on
what kind of parenting support or infant
cognitive development is required. That is our
next move.

common and it does have an effect on the
child. This may be because it is very common
for a mother who is antenatally depressed to
go on to be postnatally depressed, therefore
a lot of the effects may still be connected up
with the difficulties parents have with the
way they are interacting with their children
postantally. There has been a lot of efforts
to prevent postnatal depression in treating
people who might be vulnerable antenatally
and they have been disappointing in their
outcomes. Some of these interventions have
a postnatal component and it seems from
analysis that it is the postnatal component that
is the effective element. If you just provide
support antenatally and then stop when the
mother gives birth, it doesn’t seem to prevent
postanatal depression on its own. So while I
welcome mothers being supported antenatally,
I still think there still is a very important role
for postnatal intervention. We know that
professionals such as health visitors can go in
and offer counselling or cognitive behavioural
support and be very effective in relieving
depression in a great majority of cases.

Q: Do you think early intervention
is being taken more seriously
among policy makers, parents and
professionals?
A: The 1001 Critical Days manifesto shows
willingness and enthusiasm [for early
intervention] but whether it translates into
giving health visitors more time for training,
making sure they have a caseload that is really
workable so they can spend the time they feel
they need to spend with families remains to
be seen. It will be really key to see what the
translation of all this talk there is out there.
And what it actually means for practice. It is
a hard task to get parity of esteem between
mental health and physical health, especially in
children. It is important to raise the awareness
of the evidence base of getting things set up
early on. By giving parents this very specific
targeted support and giving them tools to
use where they are having areas of difficulty
during the first two years of a baby’s life, then
we might be able to save a lot of money down
the line.
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A

s we remember the outbreak of the Great
War in 1914 we should also remember
that the period just before was the beginning
of the UK government legislating for
improved public health outcomes for children
and young people. In 1906, the government
allowed local authorities to provide free school
meals for poor children.
In 1907, school medical inspections began,
although it was not until 1912 that free
medical treatment was available. In 1908,
juvenile courts and borstals were set up.
These reforms, including forbidding the
sale of cigarettes and alcohol to children
under 16 years of age, were given the name
‘Children’s Charter’ because it was believed
these measures would guarantee a better life
for young people. However, the provision of
school meals was not made compulsory until
1914 and researchers found that during school
holidays the growth of children slowed and
body weight often declined (BBC, 2014).
Although children’s health has improved
markedly over the century, it is interesting
to realise that some problems persist. School
nurses have been beavering away delivering
health outcomes for over 100 years; but as there
hasn’t been consistent collection of robust
data over that time it is tempting for others to
assume that we haven’t been effective.
Sadly, this feeling is permeating through to
the very people who should be rewarded for
the work they have been doing. You all have
empirical evidence that you are effective in your
drop-ins, in your classrooms as well as working
with vulnerable families, and need make no
apology. However, in some areas re-organisation

because of out-sourcing (transferring to another
employer) is leading to down-banding, which
can only be detrimental to the workforce morale.
We have been effective in our campaigning and
the Labour Party does realise that qualified school
nurses and health promoting schools are the way
forward. From now until the next election, very
many prospective parliamentary candidates and
local councillors will be asking for your vote – so
do remember to ask them what they are going to
do to increase the numbers of qualified school
nurses in state supported schools. Meanwhile,
six is the current magic number. Around 1 in 6
people in the world are adolescents – that is 1.2
billion people aged 10 to 19 (WHO, 2014). Six is
the maximum number of SCPHN school nurse
students I’ve heard about at any one university
this year; any advance on this? The Marmot
review (2010) had six main recommendations:
l Giving every child the best start in life
l Enabling all children, young people and
adults to maximise their capabilities and
have control over their lives
l Creating fair employment and good work
for all
l Ensuring a healthy standard of living for all
l Creating and developing sustainable places
and communities
l Strengthening the role and impact of illhealth prevention.
The World Health Organisation (WHO) lists
six preventable adolescent behaviours and
conditions that impact through adulthood:
l Mental and emotional health
l Behaviour that results in injury and violence
l Alcohol tobacco and substance misuse
l Dietary and hygienic practices that cause
disease
l Sedentary lifestyle
l Sexual behaviour that causes unintended
pregnancy and disease (WHO, 2014).
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There is a children and young people’s
communications hub on the English chief
nursing officer’s ‘6Cs’ website (www.6cs.
england.nhs.uk/pg/groups/78062), where all
children’s nurses, including school nurses, are
invited to exchange good practice and actively
participate. It is an opportunity to modernise
other nurses’ views of school nursing.
Public Health England (PHE) has a
framework of six activities for population
health (Department of Health (DH), 2014):
the wider determinants of health; health
improvement; health protection; public
health; health, wellbeing and independence;
and the lifecourse.
PHE is soon to launch six impact areas
for local commissioners to concentrate on:
dementia; tuberculosis; alcohol; obesity;
tobacco; and giving every child the best start in
life. In addition, there will be six priority areas
for school nursing: mobilising and supporting
workforce; immunisations; supporting
vulnerable children; healthy weight; supporting
pupils into school; and school absence
outcomes. However, how are any of the above
going to translate into actual improved health
outcomes over and above those which we have
been doing already? Who is the person to lead
in delivering these aspirations? (Clue: it’s you).
From September, under the Children and
Families Act (2014) school governors in
England have responsibility for making sure
that all children, regardless of long-term
condition or disability, will have equal access
to the curriculum. There will be a single
assessment process and an Education, Health
and Care (EHC) plan to support children and
young people from birth to 25 years. This will
replace statements of special educational needs
(Department for Education (DfE), 2014).
There will be a requirement for a health
professional to become involved, but many
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school nurses are already realising that they
cannot possibly fulfil the requirements as
they are too few in number. We have our
children and young people in compulsory
education for 12 years; and yet personal,
social and health education (PSHE) is not
compulsory and is often done cursorily.
Most importantly, there is no proper
evaluation of its impact and, where it
is done, there can be a hotch-potch of
unchecked outside speakers, keen teachers
and school nurses, ad hoc subjects that are
not related to the rest of the curriculum,
and ‘flavour of the month’ off-the-shelf
teaching schemes.
No other subject is approached in this
random way. School nurses are the ideal
people to work with teachers to promote
better public health through schools, but are
seldom trained or commissioned to do so.

Actions

l Get publicity in your trust’s internal

Here are your six actions this month:
l Find out whether or not you have a local
children’s commissioner and invite them to
your locality meeting
l Find out who is the lead person for children’s
public health on your local Healthwatch
and invite them to meet you. Prepare a local
briefing of school nurse activity
l Ask your manager to pay for you to attend the
CPHVA conference in November, and book
your place (http://cphvaconference.co.uk)
l Write again to your local MP asking
them to support the School Nurse 121
campaign for an increase in school nurses
so that public health outcomes can be
improved (www.unitetheunion.org/
how-we-help/list-of-sectors/healthsector/
healthsectoryourprofession/cphva/
schoolnurses)

communication this month
l Offer yourself as an expert adviser to the

health and wellbeing board.
Send any comments to rosalind.godson@
unitetheunion.org and do invite me to your
meetings.
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Influenza vaccination programme: health visitors and school nurses

W

orkforce capacity is a major challenge
for implementation of the immunisation
programme and CPHVA is working with
stakeholders, including all Departments of
Health, to consider the training needs of various
practitioners and practical ways forward. The
main immunisation offered (Fluenz Tetra) is
given directly into the nasal passages, so it
is considered that suitable non-registered
staff will be able to give it under a patientspecific direction. There will be strict protocols
surrounding this and not all countries are
going down this route. Where this live vaccine
is unsuitable, children will be offered an
inactivated intra-muscular alternative. The short
shelf life of the live vaccine means that the
entire programme must be delivered within
approximately 12 weeks.
In view of the fact that different employers and
some private companies have already started to
provide information it is important to have an
overview, so please would you kindly send me
any local protocols, training packages, guidance,
apps or websites you have come across so
that the stakeholder group can consider them.
I would also welcome your thoughts on this
campaign, as it is important to know what issues
affect practitioners. Also, if you are working
in a pilot area, please get in touch and invite
me along to a session (rosalind.godson@
unitetheunion.org).
England
In England, the programme began in autumn
2013 with all two and three year olds being
offered the inhaled flu immunisation in primary
care, and seven pilots of primary-aged children

in secondary care. This autumn, all two, three
and four year olds will be offered immunisation,
and the pilot programme will be extended to
include 12 secondary school areas, as well as the
primaries. As the roll-out continues over the next
few years, the schedule will reach all primary
school children before all secondary school
children. For the most part, immunisations
of school-aged children are being offered at
school, but local areas can decide how they wish
to commission this, so there could be variation
across the country. Workforce issues are acute
as, although this government and others before
have been fully aware of the lack of school
nurses, there is still no commitment to remedy
this. There are also severe pressures on practice
nurses.
Structurally, England is complicated as NHS
England has responsibility for immunisations,
but local authorities via Public Health England
(PHE) have responsibility for commissioning of
public health services for school-aged children
(which may include school nurses). Furthermore,
Health Education England has responsibility for
workforce planning and continuing professional
development. There are various resources
including a training slide set on these pages
(www.gov.uk/government/collections/annual-fluprogramme).
Wales
For the autumn 2014 flu season, immunisation
will be offered to all children aged 2–4 years
through primary care and all children in school
Year 7 primarily through school health services.
Gradual implementation of the programme to
include all children aged 2–16 years is expected

to follow over subsequent years (http://tinyurl.
com/pgpjutk).
Scotland
During autumn/winter 2014, flu immunisation
will be offered to all primary school children in
Scotland. NHS boards are only required to offer
one vaccination slot in primary schools. This
means that children absent from school on that
day (for any reason) will not receive the vaccine.
In addition, some children offered one dose of
vaccine in primary school will require a second
dose. In all of these circumstances, NHS boards
have been asked to ensure that adequate local
arrangements are in place to offer an alternative
opportunity for vaccination where this is
possible. Specific arrangements should be made
to ensure provision of alternative injectable
vaccine in relation to faith concerns about pork
gelatine. The flu vaccine will also be offered to
younger pre-school children aged 2–5 through
their GP practice. However, there is no central
invitation being issued for pre-school children
this year. GPs are responsible for call and recall
of those children including ‘at-risk’ children
in this age group (http://tinyurl.com/m59tbtf)
(http://tinyurl.com/ox22dvs).
Northern Ireland
This country managed to cover the pilots using
school nurses, and has not yet had to consider
the use of unqualified staff. They will immunise
all 2–4 year olds and all children in Primary 6
(www.fluawareni.info) (www.nidirect.gov.uk/
flu-vaccine-for-children). There is an updated
chapter on influenza in the Green Book (http://
tinyurl.com/pm6bel7).

September 2014 Volume 87 Number 9 Community Practitioner | 23

PROFESSIONAL AND RESEARCH: PEER REVIEWED

An analysis of Time 4U, a
therapeutic group for women
with postnatal depression
Introduction
Kathy Hall BNurs RGN HVCert
Health Visitor South Lakes, Children and
Families Care Group, Cumbria Partnership NHS
Foundation Trust
(Formerly Health Visitor, Community Services
Bury, Pennine Care NHS Foundation Trust)
Sheila Grundy RMN
Primary Care Mental Health Nurse, Primary
Care Bury IAPTS Services, Pennine Care NHS
Foundation Trust
Correspondence: kathyhall@nhs.net
Abstract
This article examines the effectiveness of the
Time4U therapeutic group for women with
postnatal depression, introduced seven years
ago in Bury. The group is facilitated by a health
visitor and primary care mental health nurse,
and offers a combination of group therapy,
cognitive behavioural therapy, peer support and
social support. This paper analyses the scores
and evaluations of the mothers who attended in
2012 and shows that the mothers’ depression,
anxiety and social functioning improved. The
reasons for the group’s success are discussed
and include partnership working between
community services, primary mental health
services and children’s centres.
Key words
Health visitor, postnatal depression, therapeutic
group, cognitive behavioural therapy
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Time 4U is a therapeutic group for postnatal
depression in Bury that has been running for seven
years. It is an eight-week course held in a children’s
centre and is facilitated by a primary care mental
health nurse (PCMHN) and a health visitor. It
is well established in Bury as part of the mental
healthcare pathway and is valued by the partner
agencies and the clients attending the group. This
article describes the group and provides some of the
outcomes for five groups run in 2012. It examines
the evidence that the Time 4U project offers
clinically effective interventions and demonstrates
how it meets the NSPCC’s recommendations for
services for perinatal mental health illness:
l Evidence-based group therapeutic services
l Access to sources of social support, including
the opportunity to share experiences and
support one another
l Help mothers to provide sensitive and
responsive care, and develop healthy
relationships with their babies
l Involve and support fathers (NSPCC, 2013).

The Time 4U group was set up as a partnership
between children’s centres, primary care mental
health services and community health services.
The health visitor who initiated the group was
working as a health facilitator for Sure Start and
then in practice with a work stream for maternal
mental health. The PCMHN also has a specialist
remit for maternal mental health. The dedicated
posts have allowed training for health visitors,
primary care staff and children’s centre staff in
the identification of PND, and the policy and
care pathways in place.

Study aim/purpose
The aim of the group has been to increase
mothers’ understanding of PND and how many
of the signs and symptoms are interlinked in
depression. It aims to provide mothers with
strategies and coping mechanisms to aid
recovery, and to offer peer, social and partner
support in that process. This paper examines
the evidence that the Time 4U project offers
clinically effective interventions.

Background

The group

Bury lies to the north of Manchester and is part of
Greater Manchester. Bury has a birth rate of 2,500
births per year and evidence suggests that, with
a rate of mild-to-moderate postnatal depression
(PND) of 10–15% (NSPCC, 2013), potentially
there are 250 women suffering from PND a year.
The National Institute for Health and Care
Excellence (NICE) guidance on maternal mental
health (NICE, 2007) uses a stepped care approach
to services; and for mild-to-moderate PND
recommends counselling, cognitive behavioural
therapy (CBT), interpersonal psychotherapy and
group social support. There is clear evidence to
show that group psychotherapy can be effective
in depression (McDermut et al, 2001). Reviews
of specific CBT groups for PND indicate it is
an effective treatment (Marrs, 2013; Alexander,
2013). Findings from a systematic review
indicated that group therapy can be valuable for
women with PND (Scope, 2012).

Time 4U is advertised widely by posters in
primary care centres and children’s centres. The
two main sources of referrals are via the GP to
the Bury Primary Care Mental Health Service
and by health visitors directly to the group.
Self-referrals are accepted and there is a review
of the group on the Netmums website (www.
netmums.co.uk).
Community staff have a valuable role
in preparing mothers to attend, including
promoting the benefits of the group to mothers
and reducing the stigma around seeking help.
After referral, each mother is assessed at home,
either by the health visitor or PCMHN. This
means that inappropriate referrals can be passed
on to other support services or therapies, and
mothers can make an informed choice about
attending the group. Those who choose group
therapy can prepare to attend and begin the
therapeutic alliance with the facilitators.
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Criteria for attending the group are that
mothers’ symptoms indicate postnatal
depression and that they are willing to engage
in group therapy, and have a baby under a year
of age. The group is a closed group after Week 2.
The children’s centre is welcoming and provides
a comfortable, non-clinical environment for the
mothers with a free crèche.

The sessions
The facilitators aim to ensure the group is
supportive, non-judgemental and confidential,
and that members feel respected and safe in
sharing their issues. The facilitators aim to be
non-directive, taking a client-led, collaborative
approach and encouraging individual and
group problem-solving skills. Throughout the
course, mothers are encouraged to recognise
their own needs and make time for themselves.
They are praised and progress is acknowledged.
Parenting is a common thread throughout and a
baby-sensitive approach is fostered.
The course starts with a pooling and
discussion of the signs and symptoms of
postnatal depression. This has been found
to be a valuable informative session when
mothers realise how complex and varied the
symptoms can be, and that other mothers are
also having the same experiences. It helps the
group to establish universality and mothers
have often said that to know they are no longer
alone gives them a great sense of relief. Being
together can instil hope and allows them to
benchmark where they are on their journey of
recovery from postnatal depression.
The signs and symptoms are then classed in
terms of thoughts, feelings, physical reaction and
behaviour, and mothers are introduced to the
cycle of wellbeing (Figure 1), which is continually
used and referred to in subsequent sessions
(Williams, 2009). The cycle has been adapted by
the facilitators for use in the group. The subjects
covered in the group are outlined in Box 1.
At each session, mothers are given ideas to try
during the week and encouraged to maintain a
diary throughout. They are given hand-outs to
support the content of each session. Each group
is offered one session in the evening for fathers/
partners or the person who is supporting the
mother to attend. The session is an information
session to help increase their understanding of
PND and support that is helpful for the mother’s
recovery. In these sessions it has been recognised
that some of the fathers may also benefit from
further support/intervention.
At the end of the group mothers are seen
individually to assess their progress in the group

Box 1. Contents of the course
The course includes the following subjects/
topics based on the cycle of wellbeing:
A life situation, relationship or
practical problem
l Transition to motherhood
l Antenatal issues, delivery and
postnatal experiences
l Change in relationships with partners,
grandparents and siblings
l Relationship with baby
l Lifestyle changes owing to financial changes
and changes in employment
l Parenting issues
l Bereavement of close family member or
previous miscarriage or stillbirth
Altered thinking
l Recognising negative and

unhelpful thoughts
l Challenging negative thoughts
l Balancing negative and extreme thoughts

with facts and positive thinking
Altered emotional feelings
l Increasing self-esteem and mother’s sense of

her own self-importance
l Reflection, diary keeping and recognising

better days, use of mood charts
l Reducing feelings of guilt
l Finding pleasure in activities

Altered physical feelings/symptoms
l Reducing stress and anxiety
l Understanding panic attacks,

relaxation, mindfulness
l Role of antidepressants and

alternative therapies
l Improved sleep patterns
l Improved diet and eating patterns

Altered behaviour
l Behaviour activation, goal setting
l Increasing motivation/mastery and pleasure
l Prioritising daily tasks, recognising

and challenging obsessive and
compulsive tendencies
l Returning to work
l Having time to themselves
l Becoming less isolated
l Increasing exercise
l Joining local activities often with other
group members

and ascertain if any further support or therapies
are indicated. All mothers are encouraged
to join the exercise on referral scheme Bury
Exercise And Therapy Service (BEATS) and
are offered a group introduction session.
Exercise is recommended by NICE (2007) and
a systematic review indicating exercise should
be offered along with other treatments (Daley
et al, 2009). The mothers who attend BEATS
not only benefit from exercise but also the
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social aspect of meeting up weekly. Mothers
are encouraged to participate in their local
children’s centre activities. Mothers often
continue to meet up or maintain contact via
text or a Facebook closed group.

Method
Data have been collected on an ongoing basis
and were analysed retrospectively alongside
the participants’ and facilitators’ feedback. For
this study we have used the data collected from
mothers who attended five groups held in 2012.

Data collection
The group attendance is recorded. Each
week, the attendees complete a Generalised
Anxiety Disorder scale (GAD7), Patient Health
Questionnaire depression score (PHQ9), and
Work and Social Adjustment Score (W&SAS).
These scales are validated as measures for use
in primary care (NICE, 2011). In the final week
mothers complete an evaluation form comprising
open questions to ascertain their learning and
satisfaction with the group.

Results
In 2012, there were five groups and 132 mothers
were referred to the group. Sixty-five were referred
to the health visitor, 63 to the PCMHN and three
were referred to both. This shows that at least
52% of the expected incidences of PND in Bury
are referred for talking therapies. In a national
survey, only 41% of mothers were offered talking
therapies, which are more likely to bring about
long-term solutions, as opposed to 70% being
prescribed antidepressants (4Children, 2011).
Fifty-four mothers attended the courses,
and four mothers started the course but did
not complete it. This gives a drop-out rate of
7.4%. The size of groups ranged from five to
12 mothers.
The age range of the mothers was 19 to 42
years. The mean age of the mothers was 29.5
years; 57% of the mothers were first-time
mothers and 43% had one or more children.
The average age of the baby was seven months
and there was one set of twins.
The results (Table 1) indicate the average score
for depression (PHQ9) has reduced from severe to
moderate. Anxiety (GAD7) scores from moderate
to mild and the impact of their condition on their
functioning has reduced (W&SAS). The lowest
score achieved while attending the group has
been included as many mothers have reported
that when they complete their scores on the final
session they are anxious about how they are going
to react when the group ends.
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Table 1. Mood scores of mothers attending Time 4U in 2012
PHQ9

GAD7

W&SAS

Start

End

Lowest

Start

End

Lowest

Start

End

Lowest

15.4

10.8

8.12

13.8

10.48

7.97

20.6

14.8

11.7

Table 2. Group evaluation
Reason for success

Indicators of success

l Publicity of the group across the borough

l Low drop-out rate of 7.4%

l Ease of access to the service with

l Reduction in GAD7, PHQ9 and

self-referrals and referrals by professionals

W&SAS scores

l Joint working across partner agencies

l Positive client feedback

l Training of community staff

l Maintenance of peer support and

l Home visit by facilitators to begin to forge

engagement with follow-on services, such
as children’s centres, Bury Exercise And
Therapy Service (BEATS), health trainers
and Home Start
l Low rate of referral on to other
services – 11%

l
l
l
l

the therapeutic alliance
Skill mix of facilitators
Free crèche facilities
Welcoming atmosphere of the
children’s centre
The group process and peer support

The facilitator’s evaluation of the reason
for success of the group is shown in Table 2.
The facilitators have observed how postnatal
depression is a complex condition with many
varying symptoms and the mother’s journey
to recovery is often faltering and complicated.
The data and scores are only a crude indicator
of what mothers’ experiences are and cannot
capture all the events happening in their lives
affecting their recovery.

For a mother with postnatal depression to attend
a group is a very bold step, which can cause
anxiety. Many mothers worry about leaving their
child in a crèche and some of them come to view
the facilities and meet the staff beforehand.
On the first morning, some mothers are stressed
and anxious, but all are in the same situation and
acknowledge this. This is the first stage of the
group experiencing commonality. It has been
noted by the facilitators that the mothers who do
attend are very motivated, work hard in the group
and want to get better.

Altered thinking
From
I am not a good mother
I am not coping
To
Challenge negative thoughts
Think more positively
Praise yourself

Background of attendees

Altered emotional feelings
From
Sad, low mood, guilty, no
enjoyment in things
To
Develop a sense of achievement,
bring pleasure back into activities
Accept compliments

Altered physical symptoms
From
Sleep disturbances, tired, irritable,
not eating properly, tense, aches
and pains
To
Look after yourself, improve
eating, sleeping,
relaxation, exercise
Figure 1. Cycle of wellbeing

Discussion

Attendance

A life situation
From
Delivery of baby
Caring for baby
Change in relationships
To
Accept what cannot be changed
Change what needs to change
Problem solve
Small steps
Give yourself permission

Altered behaviour
From
Not going out, not wanting to
socialise, arguing, tearful
To
Start to go out, socialise,
contact friends. Do things you
enjoy, treat yourself

Four mothers were referred on to counselling
and two to CBT. This is a referral rate of 11% to
follow-on therapies. The evaluation forms were
positive; 86% indicated the group had met their
expectations. Seventy-eight per cent indicated
the best thing about attending the group was
meeting other mothers in the same situation;
30% reported it was learning strategies to cope
and 26% indicated sharing experiences and not
being judged.

Although the main trigger for mothers’ postnatal
depression is not systematically recorded, for the
majority a multitude of factors are involved. Many
women have had previous issues of depression,
anxiety or obsessive compulsive disorder (OCD)
that increased before or after childbirth. The most
common situations include:
l Unexpected events in the antenatal period,
such as redundancy
l A health scare for the mother or her
unborn child
l A previous loss, such as miscarriage, stillbirth,
bereavement of a close family member
(mother or father)
l A breakdown in the relationship with the
baby’s father.
Many mothers disclosed they have conceived
through IVF treatment or had fertility treatment.
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The events around childbirth itself are
significant in most cases and the mothers often
describe not being in control during delivery,
and experiencing some degree of trauma either
physically or emotionally. Many have cited
negative comments by the midwife or relatives at
the delivery as triggers that led to a sense of failure
and a belief that they are not a good mother. The
experience of poor intrapartum care has shown
to have a negative effect on the psychological
functioning of the mother (Michels et al, 2013)
and this is reflected by discussion in the group.

Relationship with the baby, care,
responsiveness and stimulation
Some mothers attending the group describe
difficulties in feeling close to their baby and
a disassociation from the baby. Often, this
has been the result of a separation of mother
and baby after birth. However, many mothers
attending the group report that they do not
believe they are depressed as they love their baby
and have a feeling of anxiety and overwhelming
desire to care for and protect their baby,
sometimes to the extent of not wanting anyone
else to touch their baby.
There is a commonly held belief often portrayed
by the media that a mother with PND does not
love or want to care for her baby. In the group
it has been noted that the majority of mothers
put all their energy into the care of their baby to
the detriment of their own health, leaving them
exhausted and with a feeling of guilt that they are
not a good mother. The babies present as very
well cared for, settled, responsive and sociable.
Mothers also express concerns that their
depression will have a long-term effect on their
baby’s development and life chances. This may be
fuelled by their extreme thoughts and tendency
to catastrophise, which results in them overcompensating in their care of their baby.

Parenting issues
Mothers’ mood and coping skills are influenced
by parenting issues; they become distressed and
find decision making very difficult, and often
feel guilty in everything they do. The two main
issues raised in every group relate to the method
of feeding and the safe sleeping guidelines. The
mothers continually talk of what they could or
should be doing as evidence for not being a good
mother. The group can help mothers challenge
their extreme thoughts and put daily activities
into perspective. The method of feeding the
baby, whether breast or formula, is a source of
worry for the mothers and this is explored in
the group.

Key points
l Time 4U group is an effective therapy for postnatal depression and this is demonstrated

with statistical data and client feedback
l Mothers who opt for group therapy are motivated and progress well in the group
l Time 4U offers group therapy, cognitive behavioural therapy, peer and social support
l The success of the group is a result of partnership working
l Fathers/partners are involved in the mother’s recovery

Group therapy/process
The process of attending a group appears to work
well with PND. There is the commonality of PND
and being a mother. Sharing experiences of the
birth and parenting issues can be very bonding.
The mothers support each other in the theory and
strategies discussed in the group. Mothers often
challenge each other about their thoughts and
behaviours during discussion and support each
other in the change process.

Implications and recommendations
On the basis of our findings the Time 4U group
could be replicated in other areas. The areas of
further research that would be of interest include
the incidence and experience of mothers who
have IVF or fertility treatment that experience
PND. Some mothers have reported they were so
focused on becoming pregnant they completely
lost sight of what being a new parent involved.
The care, stimulation and long-term physical
and emotional outcomes for babies of mothers
with mild-to-moderate PND require further
research. The focus of research has been on
outcomes for babies whose mothers suffer with
severe, long-term and untreated mental health
issues (NSPCC, 2013). Mothers need to be aware
of the importance of early identification and
timely, appropriate treatment to prevent longterm problems for the family.

Conclusion
‘Having never experienced anything like PND
before in my life I really did not know what was
happening to me! My health visitor and GP
referred me to Time 4U with Kathy and Sheila. I
was really apprehensive about attending the first
session but soon got over it when I realised that
there are many new mums who suffer with PND. It
was great to talk things through and listen to other
people’s experiences of this horrible illness. Sessions
looked at different coping strategies, which I found
really beneficial. Both Kathy and Sheila have a lot
of experience in this field and I found their support
and reassurance that I was not going “mad” so
comforting! Sessions have now finished and I am
feeling well on the road to recovery. I have made
many friends who I will be meeting up with.’ (Liz
posted on netmums.com, 2012)
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The group has run for seven years and 240
women have attended. It has been shown
that it is effective and valued by the mothers
and their families. In Bury, Time 4U meets
the recommended criteria by the NSPCC for
therapeutic intervention. The key points for
success are outlined in Table 2. The group has
demonstrated that it can be effective for mothers
who are motivated in engaging in group therapy.
Mothers present as being in great distress when
starting the group. Time 4U provides them
with the therapeutic environment to help them
start and plan their recovery. The group offers a
combination of group therapy, CBT, peer support
and social support. It helps mothers improve their
decision making, thought processes, motivation
and confidence in social situations, allowing them
to enjoy caring for their baby. The effectiveness
has been supported by empirical data and this has
been achieved by partnership working.
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Abstract
Domestic violence and abuse (DVA) is a serious
societal and public health issue that takes place
within family-type intimate relationships and
forms a pattern of coercive and controlling
behaviours, which can escalate over time.
DVA rarely exists in isolation from other social
‘ills’ and can have an enormous impact on
people’s health and wellbeing. Recently, family
violence has become more visible to health
visitors and increasingly presents challenges to
practice. Some are practical challenges faced
by practitioners who seek to comprehend the
evolving phenomenon and others involve the
clinical dilemmas surrounding service delivery.
The deeply vexed question is how health visitors
can work towards ending the cycle of DVA,
especially where there are unclear parameters
between the victim and perpetrator, and when
clients are accepting of, and dismissive about,
DVA. The recent government strategy-based
move towards greater emphasis on prevention
has provided an opportunity for health visitors
to intervene in DVA. In light of the nature of
safeguarding responsibilities, and a wider public
health role as providers of universal health
services, health visitors are well placed to offer
early support to families.
Key words
Health visitors, domestic violence, support,
interventions
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This paper will use the government (2013)
definition of domestic violence and abuse
(DVA), which includes a ‘range of controlling,
coercive or threatening behaviour, violence
and abuse between those aged 16 and over
who have been intimate partners or family
members regardless of gender or sexuality’
(Home Office, 2013).
Crime statistics show that DVA is most
commonly experienced by women and
perpetrated by men. There have been many
theories put forward for this phenomenon
with resulting differences in professional
response advocated to deal with the problem,
from individual/athological theories, a family
system approach, structuralism theories, and
more recently to post-structuralist theories
arguing that the language of DVA lies at the
root of social and professional construction of
the discourse (Lombard and McMillan, 2013).
Within a feminist arena, DVA is seen as a
manifestation of an extreme gender-based
attitude of entitlement, with an abusive use of
power and control by men over women, rooted
in cultural ‘acceptance’ of DVA by many of its
victims (Stark, 2013). There is a parallel debate
going on that views DVA as an ‘epidemic’ in
our society (Roberts, 1996). Dobash and
Dobash (1999) suggest that shifting the issues
from what was seen to be a private matter on
to the broader societal and political agenda has
resulted in DVA becoming a more transparent
problem. The paper aims to provide health
visitors with the information they need to
identify and support families suffering from
DVA.

Overview of the problem
DVA is a major risk factor for psychiatric
disorders with lifelong sequelae, including
depression, smoking, alcohol and drug abuse,
and physical injuries including self-harm
(Boyle et al, 2004; Campbell, 2002). It is
potentially detrimental to children’s welfare
and is a central issue in child protection
(Osofsky, 1999). It is shown to be a factor
recorded in 63% of serious case reviews
(Brandon et al, 2012).

The financial cost of DVA is estimated to be
£36.7 billion, with the cost to health services
around 3% of the NHS budget (Home
Office, 2010). It is important to recognise
that, although the vast majority of victims
are women and perpetrators men, violence
may also take place in any kind of intimate
relationship and between any family members
(National Institute for Health and Care
Excellence (NICE), 2014). DVA establishes a
pattern of behaviour that legitimises violence
as a means of resolving conflict and it is the
abuse that is unacceptable.
Victims of DVA have increased contact with
health professionals compared to the general
population (Fanslow at al, 1998), but may not
always be identified as experiencing abuse
(Taskforce on the Health Aspects of Violence
Against Women and Children, 2010). The
high prevalence of DVA among pregnant and
postnatal women highlights the critical role
health professionals can play in responding
to the problem (Burch, 2004). The experience
of abuse during pregnancy increases the
possibility of miscarriage, premature birth and
decreased antenatal care (Mezey et al, 2005).
DVA may be associated with a range of
physical injuries among women, with between
19% and 55% reporting some form of injury
(Boyle et al, 2004). Health visitors are often
a woman’s first point of contact and it is
important that they recognise indicators of
DVA (Box 1) ensuring that the children are
not ‘invisible’.
Witnessing violence has been associated
with emotional, behavioural and learning
problems in children. The effect on children
is dependent on the risk and the protective
factors in the family (Osofsky, 1999) (Box 2).

Responding to domestic violence
The literature widely supports the efficacy of
a multidisciplinary approach in tackling DVA.
Recent Department of Health (DH) guidance
highlighted the significant role of health
visitors in dealing with DVA, which generally
fall into primary, secondary and tertiary
interventions (DH, 2013) (Box 3).
An increasing evidence base indicates that
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Box 1. Indicators of domestic violence
l

l

l

l
l
l
l

Unexplained multiple injuries often hidden
by clothing
Delay between injuries and care-seeking
behaviour
Partner present at visits and/or speaks for
the woman
Appearance of low self-esteem
History of anxiety, depression, self-harm
History of alcohol and drug abuse
Frequent visits to clinic for somatic
complaints and perceived child issues.

l

Box 3. Role of the health visitor

Primary
l Universal Plus and Partnership work
l Health education of communities
l Link with statutory and voluntary domestic
violence and abuse (DVA) services
l Community forums
l Increase awareness (posters resource cards)
l Postnatal depression support
l Helping parents manage how they resolve
conflict.
Secondary
Routine screening for DVA assessment:
l Recognise risk/factors/potential vulnerabilities
Barnardo’s Matrix, CAADA-DASH
l Identification of families at risk (family stress,
past history, inadequate family resources,
chaotic parenting)
l Provision of early age-appropriate intervention.
Tertiary
l Refer to specialist services
l Assessment and referral for co-morbid
conditions
l DVA programmes, counselling, Multi-Agency
Risk Assessment Conference (MARAC),
independent domestic violence advisor
(IDVA), health teaching, perpetrators and
survivors support services.

early identification, support and appropriate
referrals are effective strategies to prevent
damaging patterns of behaviour being
established. Building mothers’ resilience
and coping strategies is identified as an
important preventive task. The key vehicle
for delivery of health visiting, home visiting,
is seen as an important component in the
prevention of DVA(Peckover, 2002).

Primary intervention
The health visitor may get involved in
primary prevention by advocating for clients
at various community forums, working
within a community setting and promoting
links with the voluntary sector, such as
refuges, allowing for multidisciplinary

Box 2. Impact on children
Foetus–2 years
Miscarriage, stillbirth, low birth weight, brain damage, failure to thrive, eating/sleeping problems,
excessive screaming, poor attachment to mother leading to emotional deprivation, permanently
altered development of the infant’s central nervous system resulting in ongoing levels of anxiety,
hyperactivity and mood disorder
3–7 years
Bed wetting and soiling, poor sleeping habits, aggressive/withdrawn, attention seeking, hyperactive,
poor concentration, anxious, poor social skills, torn loyalties, passive
8–12 years
Over-/under-achieving at school, poor attendance, self-harm, eating disorder, depression, bullies
others or is bullied, lack of trust, shame, anger, lack of confidence, somatic complaints, regressive
behaviour
Teenage years
Constant fear for safety, forming unhealthy relationships, post-traumatic stress disorder symptoms, run
away from home, early pregnancy, offending, drug and alcohol abuse, stress-related illnesses, poor
school performance.

work. In clinics and children’s centres health
visitors can communicate to the public that
they are aware of the problem by running
community preventive programmes and
also displaying posters or facilitating a panel
with ‘victims of abuse’, which may open the
door to communication.

Secondary intervention
Assessments for DVA by health professionals
have been recommended as good clinical
practice (DH, 2013). This includes asking
questions (Box 4), risk assessment, safety
planning, and support and referral to
relevant agencies (DH, 2013). Having
knowledge of ‘how’ to ask questions about
abuse may make the subject easier to broach.

Tertiary intervention
Tertiary intervention involves long-term
planning. For a woman in a DVA situation
the choice of leaving or staying in the
relationship is hers. Often, she will remain
in the relationship because of financial or
family constraints and the health visitor’s
role is in accepting the woman’s decision
and remaining supportive to the family.

Routine and targeted enquiry
DVA is seen as a ‘hidden’ problem in society.
It is argued that ‘routine enquiry’ is less
likely to compromise the safety of women
experiencing abuse, allows all women to
be given information and provides an
opportunity for health visitors to assess
risk, offer appropriate support and make
a referral if required (DH, 2005). This will
enable complex stigma surrounding the
issue to be unlocked, which may encourage
the woman to reflect on her situation and
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employ help-seeking behaviour in the future.
It is also worthy of consideration that
women are more likely to disclose abuse to
health professionals with whom they have a
supportive relationship (Frost, 1999). Some
women may be reluctant to disclose violence
in the absence of specific questioning (Taket
et al, 2003) for reasons including shame and
embarrassment (Peckover, 2003), and fear
of children’s services involvement, which
they perceive to focus on their parenting
shortcomings (Bradbury-Jones et al, 2011).
Evidence shows that the professional’s
ability to respond effectively to DVA has
the potential to strengthen the relationship
within the family. By the nature of training,
it is argued that the health visitor is more
likely to pick up social problems and to
intervene sensitively in the context of
concerns (Appleton, 1996). However, due
to the depleted health visitor workforce,
responses to families have focused primarily
on targeted enquiry and interventions
following incidents.
The focus on the most-at risk cases and
child protection issues leaves those deemed
‘less at risk’ vulnerable, and brings into
question the current recommendation of
universal service provision. The reluctance
of health professionals to inquire directly
about abuse in the family has been attributed
to a number of factors, including lack of
knowledge and training, time constraints and
fear of offending women (Baird and Salmon,
2006). Some see DVA as too complicated
to address and others are influenced by
personal and societal misconceptions (Frost,
1999). In direct contrast to this, Peckover
(2003) argues that the majority of women
are in favour of being asked.
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Box 4. Asking questions
l Is everything alright at home?
l Do you get on well with your partner?
l Could you tell me how you got

those injuries?
l Do you ever feel frightened of your partner

or other people at home?
l Does your partner often lose their temper
with you or with your children? If he/she
does, what happens?
l Does your partner use drugs or alcohol
excessively? If so, how does he/she behave
at this time?

the risk assessment, the health visitor should
provide immediate support and refer the
family with consent to specialised services. In
‘high-risk’ cases that meet criteria the health
visitor should refer to a Multi-Agency Risk
Assessment Conference (MARAC).
Health visitors must document interventions
clearly and accurately. This information
should include a woman’s history, and any
direct disclosure must be documented using
a woman’s own words. Records must be
maintained in strict confidence.

Box 5. Dealing with disclosure
l Enquire sensitively and allow woman to talk

about her experience
l Ensure a safe environment for you and

the client
l Focus on safety: assess the risk to woman

l
l
l
l

Risk assessment

Dealing with disclosure

It is important that health visitors conduct
safety assessments in relation to both risk
and protective factors using the CAADADash tool (CAADA, 2010) and the Barnardo’s
Risk Assessment Matrix (Barnardo’s, 2011).
Risk should be assessed when the woman is
alone or a professional interpreter is used.
Supportive, sensitive and non-judgemental
responses by professionals have been reported
to be beneficial by clients (Humphreys and
Thiara, 2003).
There seem to be a particular gap around the
options for effective child protection where the
mother, child and the abusive partner remain
together in the same household (Featherstone
and Peckover, 1997). Outside the criminal
justice system there are limited services to
address the behaviour of a perpetrator and
staying safe after separation presents huge
problems for women and children (Parsons
and Harper, 1999).
In all contacts with clients it is imperative
that they are provided with information about
DVA services and support. If a health visitor is
alerted to DVA or has previous information
through Merlin or Mash processes, she should
arrange to see mum alone at home or in clinic.
Before the contact she should liaise with
children’s social care to ascertain what actions
are in place to safeguard children. Following

Upon disclosure a health visitor faces a new
range of challenges and must respond to
clients in a sensitive way if the negative effects
of DVA are to be reduced (Box 5). Ensuring
safety is a priority, the health visitor must
provide practical and emotional support.
Many women have additional health needs,
such as smoking, alcohol dependency or
depression requiring additional support.
High-quality
service
provision
can
empower clients (Box 6). It is important that
consideration is given to people with special
needs or requirements; for example, cultural
barriers, disabilities and language difficulties.
The current multi-agency response to abuse
tends to focus on the victim and her children,
and fails to engage men, placing an expectation
upon the mother to protect her children –
an act that does not guarantee safety of the
victim or children (Furlow, 2010).

Seeing the child
DVA is clearly identified as a cause of concern
and significant harm in children (Marmot et
al, 2010), and is rooted in the safeguarding
agenda (Furlow, 2010; Peckover, 2002). The
Children Act (1989; 2004) recognises that
children are at risk of significant harm in
families experiencing abuse. Laming (2009)
highlights that the focus should be on the

Box 6. The role of health visitor in relation to domestic violence management
l Listens carefully and responds constructively without being judgemental
l Initiate contact and assessment of risk factors at the earliest point ie, pregnancy
l Focus on safety/ensure child safety is paramount/act upon any child protection issues
l Consider the perpetrator as this can increase the safety of the victim
l Explains the boundaries and limits of confidentiality and offer choices to the woman
l Makes an assessment of safety and discusses a plan of action (safety plan) with the woman
l Collaborate with other professionals
l Be aware when to share information with other agencies
l Ensure seamless transition to the school nursing service
l Use professional interpreters, never family members.

l
l
l

and children, focus on safety using tools
such as CAADA-DASH and Barnardo’s
Give women control of the situation
Consider risk and protective factors –
validate that it is not her fault
Give relevant information and signpost to
appropriate agencies
She may not want to take any action now –
don’t withdraw support
Share information appropriately, subject to
local protocols
Document appropriately, consider safety
and confidentiality
Be aware of your own safety.

child, and identifying children at risk of
DVA is an important component of effective
practice. Both the Laming report and Munro
review (2011) found that children living with
DVA have not been given sufficient priority,
with their needs overlooked when the focus is
on the needs of the parent, resulting in a child
becoming ‘invisible’.
However, the role of the health visitor in
supporting women and focusing on the welfare
of children results in blurred boundaries
between child protection and empowering
women. The relationship and trust between
the mother and health visitor is crucial if
engagement with the service is to continue.
It could be argued that the safeguarding/
empowerment relationship is problematic in
practice, raising the possibility of harming
the trust should a referral to child protection
need to be made. At the same time, the failure
to remain focused upon the mother only is
problematic because the process of obscuring
abuse means that risk has not been addressed
and this may, ultimately, compromise the
welfare and safety of the children involved.
Cases such as those of Victoria Climbié and
Peter Connelly highlight the need for vigilance
when it comes to protecting children.
Research has shown that experience of
living with DVA varies and the need for
support and help will vary (Devaney, 2008).
The effect of abuse will vary according to the
nature, duration and severity of the violence,
the individual’s vulnerability, and the wider
community, all of which may interact to
either increase the risk of harm or mitigate it
and offer some protection.
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Conclusion
DVA is a considerable public health issue and a
source of ‘significant harm’ to society. Healthcare
professionals, particularly health visitors, are
at the frontline of preventing DVA and can
make significant differences to health outcomes.
Good clinical practice related to preventing and
addressing family violence includes:
l Identifying risk factors
l Recognising early signs
l Assessing for violence
l Safety plan
l Providing support to minimise morbidity
and mortality
l Making appropriate referrals to community
resources
l Advocating for changes that promote a
violence-free society (DH, 2013).
Working with families experiencing DVA can
present professional and emotional challenges
for practitioners, especially where the role of
the health visitor ‘falls between the stool’; ie,
between adult-focused responses to DVA and
child protection interventions that either provide
‘family support’ (keeping the family together) or
rely on the mother leaving the perpetrator and
the application of family law after separation
(children having continued contact with the
father) and organisational priorities.
Health visitors will need access to regular
training and clinical supervision to be able to
deliver this role effectively. It is important for
health visitors to realise, however, that this is
not a sole responsibility and must be part of a
multidisciplinary, inter-agency approach. Health
visitors’ focus must be on the development
of a trusted relationship with the client,
empowerment and self-management by the
victim of her situation, and safeguarding of
children; a challenging task in view of the current
practices. The importance of identifying those at
risk can break the cycle of violence, improving
outcomes for women and children exposed to
domestic abuse.
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Conclusion
DVA is a considerable public health issue and a
source of ‘significant harm’ to society. Healthcare
professionals, particularly health visitors, are
at the frontline of preventing DVA and can
make significant differences to health outcomes.
Good clinical practice related to preventing and
addressing family violence includes:
l Identifying risk factors
l Recognising early signs
l Assessing for violence
l Safety plan
l Providing support to minimise morbidity
and mortality
l Making appropriate referrals to community
resources
l Advocating for changes that promote a
violence-free society (DH, 2013).
Working with families experiencing DVA can
present professional and emotional challenges
for practitioners, especially where the role of
the health visitor ‘falls between the stool’; ie,
between adult-focused responses to DVA and
child protection interventions that either provide
‘family support’ (keeping the family together) or
rely on the mother leaving the perpetrator and
the application of family law after separation
(children having continued contact with the
father) and organisational priorities.
Health visitors will need access to regular
training and clinical supervision to be able to
deliver this role effectively. It is important for
health visitors to realise, however, that this is
not a sole responsibility and must be part of a
multidisciplinary, inter-agency approach. Health
visitors’ focus must be on the development
of a trusted relationship with the client,
empowerment and self-management by the
victim of her situation, and safeguarding of
children; a challenging task in view of the current
practices. The importance of identifying those at
risk can break the cycle of violence, improving
outcomes for women and children exposed to
domestic abuse.
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Abstract
This qualitative study aimed to investigate maternal
and infant health needs within Eastern European
populations in Bradford. Evidence suggested that
migrants from Eastern Europe had poor maternal
and child health and increased rates of infant
mortality. Health visitors, community midwives and
specialist voluntary workers were involved. Eleven
interviews took place. They were semi-structured
and analysed using a thematic approach. A
number of health needs were identified in Eastern
European populations, including high rates of
smoking and poor diet. Wider determinants of
health such as poverty and poor housing were
cited as commonplace for Eastern European
migrants. There were numerous cultural barriers
to health, such as discrimination, mobility, cultural
practices regarding age at pregnancy, and
disempowerment of women. Lastly, access to
health services was identified as a significant issue
and this was impacting on staff working with this
population. This study demonstrated
the complexity and interaction of health and
social factors and their influence on utilisation of
health services.
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There are significant inequalities in infant
mortality in the UK, with a 16% gap
in mortality between the lowest socioeconomic group and average population
(Marmot, 2010). Although infant mortality
is decreasing, inequality appears to be
increasing. Life behaviours and experiences
in pregnancy and childhood heavily
influence maternal and child health.
Eastern Europeans are defined in this
paper as coming from the Accession Eight
(A8) countries that joined the EU in 2004;
namely, Czech Republic, Estonia, Hungary,
Latvia,
Lithuania,
Poland,
Slovakia
and Slovenia.
Limited exploration of maternal and
infant health of A8 migrants has been
identified in published literature. Studies
suggest that migrant women may present
late to midwives and have high rates of child
deaths and miscarriages (Bray et al, 2010;
Parry et al, 2007).
Increased health needs and barriers to
health care can result from poor experiences
in countries of origin, adverse circumstances
relating to migration, such as trafficking or
poor living conditions in the UK (Public
Health England (PHE), 2013; Kliner and
Stroud, 2012). In European migrants, three
major barriers to accessing health care
were identified: a poor understanding of
healthcare systems, administrative obstacles,
and language barriers (Watson, 2012).
Bradford is a city in the north of England
with around half a million residents. The
population is diverse, with high immigration
and high deprivation levels. Infant mortality
is significantly higher compared with the
average for the UK (7.9 vs 4.6 per 1,000 live
births) (Bradford Observatory, 2011a). In
the most deprived areas, infant mortality
rates were 11.3 births per 1,000 live births
compared with 3.5 per 1,000 live births in
the least deprived areas.

Identifying people from Eastern European
backgrounds is difficult with routinely
collected data. Data from the 2011 UK Census
found 3% of residents of Bradford were
classified in the ‘other white’ ethnic category,
of which a large proportion are thought to
be Eastern European (Office for National
Statistics (ONS), 2012). Bradford has more
Slovak speakers than any other local authority
in the UK and the third highest number of
Czech speakers (ONS, 2013).
This inductive study aimed to investigate
maternal and infant health and the factors
influencing it in Eastern Europeans in
Bradford, UK.

Methods
As the A8 countries joined the EU in
2004, there had been limited time for
quantitative data collection. Phrases
‘white European’ or ‘white other’ resulted
in difficulty distinguishing Eastern
Europeans from other white groups. As
there was limited evidence on this topic, a
qualitative research design using interviews
was deemed appropriate. Staff working
with the population provided valuable
knowledge for policy makers.

Sample
Eleven participants were chosen by
purposive sampling to ensure that
interviewees had significant exposure to
Eastern European populations. They were
comprised of two voluntary workers,
four health visitors and five community
midwives. All participants were female,
with an age range of 25 to 55 years. By
interview 11 no new observations emerged
and saturation point was reached.

Recruitment
A consultant in public health provided
introductions to head of health visiting
and midwifery at local health services.
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The researchers approached the manager
of an EU migrant project. Support was
obtained from the three service leads who
disseminated information to relevant
staff. Potential participants were asked
to contact the researchers directly if they
wished to be interviewed. All interviews
were arranged in advance at a convenient
time for researcher and participant.

Interviews
The topic guide was based on findings
from a literature review. Topics included
health and social issues, and access to
services. A pilot interview was conducted
and questions on emergent themes from
interviews were incorporated. Interviews
took place at the participant’s place
of work and lasted between 20 and 50
minutes. Written informed consent was
taken. Interviews were audio recorded and
transcribed verbatim. Field notes were
made after each interview.

Analysis
Interviews were analysed using thematic
analysis. Relevant phrases from transcripts
were highlighted and assigned a descriptive
code (Ritchie et al, 2003). This process was
repeated to ensure intracoder reliability,
demonstrating consistency over time.
A framework of codes was developed.
New codes were added, and irrelevant
codes were discarded, and similar codes
combined (Richards, 2005). Themes
emerged from groups of codes, which were
relevant in answering the study question.
Development of themes was deductive.
Coding from the pilot study was agreed
by the second author to ensure intercoder
reliability. Consistency between coders
was established.

Results
Participants saw clients from A8 countries,
with most from Slovakia and Poland. Roma
people were viewed as having the greatest
health needs. Themes were grouped under
headings: health, cultural barriers and
access to services.

Health
Wider determinants of health
Housing presented serious problems. Staff
discussed landlords not fulfilling basic
responsibilities and charging extortionate
rents. Rat and lice infestations, damp,

overcrowding and lack of amenities were
common. Roma and Slovakian groups were
viewed as living in the worst housing.
‘A lot of it’s damp, poor ventilation,
bad windows, no heat ... and they’re
over-populated.’
(Specialist
midwife,
interview 11)
Attitudes towards school seemed casual,
with little concern for children missing
long periods of time and moving schools
frequently. Eastern Europeans often lived
off one income or benefits allowance, with
most work being manual labour. Those from
Poland and Latvia seemed to work more
than those from Slovakia. Participants felt
that some employers exploited pregnant
women and had experiences of clients
being used for criminal activity, such
as shoplifting.
‘She’d previously been doing a part-time
job ... They weren’t employing her now she
was pregnant ... You are worried whether
they are being exploited by their employer.’
(Midwife, interview 6)
General health behaviours
Unhealthy foods were readily consumed
because of lower cost, time limitations
and cultural ideas regarding food.
Participants felt that exercise was not a
priority. Particular problems identified
were overweight children and underweight
mothers, more prominent in Slovakian and
Roma women.
‘They are all very, very slim and petite ... I
used to refer a lot of them up to the hospital
with a low body mass index. Whether that
is through choice or whether … they don’t
have access to the food ...’ (Midwife,
interview 10)
Alcohol and illicit drugs seemed
unproblematic
but
were
possibly
undisclosed to healthcare professionals.
There was a serious issue of smoking
during pregnancy, with Eastern Europeans,
particularly Slovakians, smoking from
a younger age. Passive smoking was
problematic where other people smoked
in households and was viewed as a barrier
to smoking cessation. Despite advice and
encouragement, little progress was made
with smoking cessation.
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‘There was about 15 adults in that room all
smoking! They must have been chain smoking.
And it literally was a fog and the baby was in
the Moses basket in the middle of this room.’
(Midwife, interview 10)
Maternal and infant health
Accessing contraception appeared to be
difficult for women due to lack of knowledge
about contraception and health services
and disempowerment.
‘And they are not very good at accepting
contraception ... You usually find that they are
pregnant again before we’ve even got them into
some ... form of contraception.’ (Health visitor,
interview 4)
Some healthcare professionals found
Eastern Europeans unwilling to consider
breastfeeding, while others had more positive
experiences. Polish mothers were found to
breastfeed more than Slovakian women.
‘Anybody that breastfeeds obviously it’s great
... that seems to be norm for them. I just hope
that doesn’t change in the next few years with
the culture from over here.’ (Midwife,
interview 10)
Some problems, such as miscarriage, infant
mortality and low birth weight, were thought
to be more common in infants from Eastern
European mothers.
‘Young women that have ... already had …
multiple miscarriages or babies that [have]
died.’ (Midwife, interview 6)

Cultural barriers
Mobility
Eastern Europeans had high rates of
mobility in and out of local areas, and
sometimes locating women and children
proved difficult. This population was cited
as having issues with child stability, contact
with services and continuity of care. Many
healthcare professionals discussed losing
track of clients and, subsequently, having
to report them missing. Concerns were
raised regarding whether this mobility was
always voluntary.
‘As soon as I start asking the sensitive questions,
that’s when people are disappeared, and
that’s really scary.’ (Specialist midwife,
interview 11)
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Language and communication
Language and communication was cited as
a barrier to health care. Gaining informed
consent was fraught with difficulties. One
midwife described a harrowing experience
where she performed a scan without an
interpreter present.
‘I once had this lady and she was quite far
on in pregnancy … I couldn’t find the baby’s
heartbeat. And how do you sit there, for 20
minutes, trying to say to a lady, you know, “I
can’t find the heart beat”. Trying not to worry
her but you know in your heart ... And that
baby had died. But how do you say that to
somebody, where there’s no English at all?’
(Midwife, interview 8)
Maternal age and family size
The age at which Eastern Europeans
became mothers was a concern for most
participants. One midwife stated how the
youngest pregnancies she had been involved
with were all Eastern European, in particular
Roma, aged 13 or 14.
‘She was 19 years old and she will be expecting
fourth baby.’ (Specialist voluntary worker,
interview 2)
Most healthcare professionals had visited
large families, but family size was mixed.
There was an assumption that these women
had little control over their parity.
‘The women will choose to have a baby every
year because that’s what their mum did and
that’s what grandma did and that’s what
their best friend did and that’s what their
sister did. So to them it’s normal … they
don’t see necessarily that they’ve got a choice.’
(Midwife, interview 10)
Disempowerment of women
Generally, women with partners were
housewives. Women seemed to lack social
networks, so were disadvantaged in hearing
about antenatal services. Some staff knew
of women unable to leave home without
partners and others had experiences of not
being admitted without a partner present.
Certain sensitive discussions were culturally
unacceptable in front of men.
‘I’m not allowed to talk in front of the men
about sexual things, about ... women’s things.’
(Specialist voluntary worker, interview 2)

Many women spoke less English than men
and most staff raised questions of literacy
levels, particularly in Roma people.
‘If they can read and write English, that will
give them confidence. Empower them to go
out and get the pill. Go out and get on a bus.’
(Midwife, interview 10)
Abuse and neglect
Prejudice towards, and within, Eastern
European groups was discussed, with
Roma considered most discriminated
against.
Some
participants
had
experienced a disproportionate number of
safeguarding cases, including neglect and
domestic violence.
‘She’d left two children in her house under the
age of ... there was one that was about two
and one was, in nappies, toddling, probably
I don’t know maybe one-ish ... the little girl
was like, “She’s gone shopping.”’ (Midwife,
interview 8)
The greatest anxiety of staff with Eastern
European women was sex trafficking.
‘We don’t know whether some of the girls
move themselves on or whether somebody’s
controlling them. We’ve had families where
the whole family is being victimised by other
Eastern European people who have their
passports and their papers ... and are taking
their benefit money and they have no food.’
(Specialist midwife, interview 9)

Access to services
Difficulties with engagement
Some women did not view accessing services
as beneficial and others were unaware of
maternity services. Some did not know
how to access them or that they were free.
All midwives agreed late access to antenatal
care was common with high rates of nonattendance at appointments.
‘Lots of women just turn up at full term
and have a baby.’ (Specialist midwife,
interview 9)
It was agreed that, in most cases, Polish
women attended more than Slovakian. The
concept of health visitors seemed new to
Eastern Europeans and understanding of
midwifery services early in pregnancy was
poor. The predominance of midwives rather

than doctors during pregnancy, and less
frequent scans, caused confusion.
Relationship with services
Eastern Europeans attended A&E for primary
care purposes. Walk-in services specifically
for Eastern Europeans were viewed positively.
Pregnant women attending clinics without
appointments placed significant pressure
on midwives who would try to see them
between appointments.
A story regarding English social services
released in Eastern European media had
caused distrust that services had ulterior
motives for removing children from
unsafe environments.
‘On the Slovakian news there was a thing
about in England, that social care was going
and removing children ... we have had real
trouble as health professionals actually getting
in the door since that came out.’ (Health
visitor, interview 4)
Challenges for services
Eastern
Europeans
were
sometimes
considered difficult to work with,
due to intimidation by male relatives
during postnatal visits and safeguarding
experiences. Many healthcare professionals
described shortages in services, including
within their own teams and specific
provision for Eastern European women.
‘I think some specific services for them that
understand their specific need, because they
are a bit of a niche market, and I think trying,
us as general health visitors trying to fit them
in among our caseload, just means that they
get diluted and you can’t give them the focus
that they need.’ (Health visitor, interview 5)

Discussion
This study identified a significant number
of maternal and infant health needs specific
to the Eastern European population. These
varied from health behaviours to specific
issues for maternal and child health and
others linked to wider determinants of
health. There were a number of cultural
barriers to health, such as discrimination,
cultural practices regarding age of
pregnancy, mobility and disempowerment
of women.
Smoking was of considerable concern
due to the relationship between maternal
smoking, low birth weight and infant
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mortality. Breastfeeding has been identified
as a key factor in reducing infant mortality.
Attitudes to breastfeeding varied across
Eastern European groups. One study
observed higher rates of breastfeeding
among immigrant women when compared
to first- or second-generation populations
(Hawkins et al, 2008). Breastfeeding
initiation was 90% in Eastern European
immigrants to Spain (Rio et al, 2011).
Women in Bradford are less likely to
initiate (65.9% vs 78%) or continue (46.5%
vs 50%) breastfeeding for six weeks,
compared to national averages (Bradford
Observatory, 2011b).
Issues of poverty have significant
implications for health but are outside
the remit of health services. Partnership
working with voluntary and community
services may help to bridge this gap.
Unmet health needs of the Roma
population were associated with cultural
expectations, mobility, poor education
and poverty. One study found gypsies
and travellers left education early, often
not completing secondary school (Parry
et al, 2007). This can lead to employment
difficulties, disempowerment and isolation
(Donnelly, 2009).
There are a considerable number of
children born to young mothers, particularly
in Roma populations (Koupilová et al,
2001), and increased rates of infant deaths
and miscarriages (Parry et al, 2007). Teenage
pregnancy and infant mortality are strongly
associated, with an increased risk of up to
60% (Bradford Observatory, 2011b).
Access to health services was identified as
a significant issue. Late booking has been
associated with poor birth outcomes (West
Midlands Strategic Migration Partnership,
2008). Late access and poor attendance
were found in 20% of pregnancy-related
deaths in the UK (Lewis, 2007). Language
barriers caused serious issues during
sensitive consultations and publicising
health services.
Poor attendance at maternal and child
health services may be due to lack of
awareness about services and varied
expectations (West Midlands Strategic
Migration Partnership, 2008). One study
found that the difference in antenatal care
provision between country of origin and
the UK, such as fewer scans and community
based care, led to negative attitudes towards
the NHS (Donnelly, 2009).

Key points
l Bradford is an area of high immigration and deprivation, with a significantly higher infant

mortality compared to national average
l Many Eastern European women were viewed as disempowered and isolated, which

caused problems in accessing health care
l Social problems, such as poor housing, mobility and low educational attainment are of

importance when considering changes to healthcare provision
l Targeted services would allow a focused approach as well as relieving pressure on staff

who may struggle to support Eastern Europeans among other clients

Implications and recommendations

West Yorkshire: Bradford Observatory.

This study represents the views of a small
number of participants from across Bradford.
Participants suggested ways to improve care
for Eastern European women and infants and
that better educational opportunities may
assist in reducing poverty. Promoting later
pregnancy within this population could lead to
reductions in infant mortality rates. Increased
employment of Eastern European healthcare
professionals would improve understanding,
communication and trust.
Targeting information about services in
various languages would assist direct access
to midwives. Networks, health champions
and extended families should be used to
disseminate health information. The primary
recommendation from this study is to improve
engagement with care. With regular attendance
and consistent interpretation services, rapport
can be established, improving reception to health
promotion messages.

Bray JK, Gorman DR, Dundas K, Sim J. (2010) Obstetric
care of new European migrants in Scotland: an audit of
antenatal care, obstetric outcomes and communication.
Scott Med J 55(3): 26–31.

Conclusions

ONS. (2013) Main language (detailed). Available from:
www.nomisweb.co.uk/census/2011/qs204ew [Accessed 3
June 2013].

This study identified health and social problems
affecting Eastern European women and infants.
Poor attendance was of concern for healthcare
professionals as, without sustained contact, they
cannot impact positively promoting health.
Concerns were mobility, language barriers and
lack of targeted services. Poor health behaviours
resulted from both cultural norms and
deprivation and many factors appeared related.

Acknowledgements
Many thanks must go to senior staff in
midwifery and health visiting for facilitating
the project. I would especially like to thank my
participants for being so open and enthusiastic
in their contributions.

References
Bradford Observatory. (2011a) Infant Mortality.
Available from: www.observatory.bradford.nhs.uk/pages/
InfantMortality.aspx [Accessed May 2013].
Bradford Observatory. (2011b) Teenage pregnancy and
sexual health. Bradford Joint Strategic Needs Assessment.

36 | Community Practitioner September 2014 Volume 87 Number 9

Donnelly S. (2009) Health needs assessment of eastern and
central European Roma families living in Newcastle. NHS
Newcastle and North Tyneside Community Health.
Hawkins SS, Lamb K, Cole TJ, Law C. (2008) Influence
of moving to the UK on maternal health behaviours:
prospective cohort study. BMJ 336(7652): 1052–5.
Kliner M, Stroud L. (2012) Psychological and health
impact of working with victims of sex trafficking. J Occup
Health 54(1): 9–15.
Koupilová I, Epstein H, Holcík J, Hajioff S, McKee M.
(2001) Health needs of the Roma population in the Czech
and Slovak Republics. Soc Sci Med 53(9): 1191–204.
Lewis G. (2007) Saving Mothers’ Lives: Reviewing maternal
deaths to make motherhood safer – 2003-2005. London:
Confidential Enquiry into Maternal and Child Health.
Marmot M. (2010) Fair Society, Healthy Lives: strategic
review of health inequalities in England post-2010. London:
The Marmot Review.
Office for National Statistics (ONS). (2012) 2011 Census,
Key Statistics for Local Authorities in England and Wales.
Available
from:
www.ons.gov.uk/ons/publications/
re-reference-tables.html?edition=tcm%3A77-286262
[Accessed June 2013].

Parry G, Van Cleemput J, Peters J, Moore S, Walters K,
Thomas K, Cooper C. (2007) The health status of gypsies
and travellers in England. J Epidemiol Community Health
61: 198–204.
Public Health England (PHE). (2013) Overview of
migration and health.
Available from: www.hpa.
org.uk/MigrantHealthGuide/GeneralInformation/
OverviewOfMigrationAndHealth [Accessed July 2013].
Richards L. (2005) Handling Qualitative Data. London:
Sage Publications.
Río I, Castelló-Pastor A, Del Val Sandín-Vázquez M. (2011)
Breastfeeding initiation in immigrant and non-immigrant
women in Spain. Eur J Clin Nutr 65(12): 1345–7.
Ritchie J, Spencer L, O’Connor W. (2003) Carrying out
qualitative analysis. In: Ritchie J, Lewis J, eds. Qualitative
Research Practice. London: Sage Publications: 219–62.
Watson R. (2012) New report highlights obstacles for
migrants in accessing healthcare in European Union. BMJ
344: 2753.
West Midlands Strategic Migration Partnership. (2008)
Maternity, mortality and migration: the impact of new
communities. Available from: www.wmemployers.org.
uk/media/upload/Library/Migration%20Documents/
Publications/MMM_Document_FINAL_Webversion.
pd[Accessed 19 June 2014] .

AWARDS

2015
Unite CPHVA
and Community
Practitioner
AWARDS journal
are proud to
2015
announce the
CPHVA Awards 2015
2 7 T H M A RC H I OXO TOW E R W H A R F I LO N D O N

CELEBRATING THE BEST IN PROFESSIONAL PRACTICE

T

he CPHVA is immensely proud of the professionalism, passion
and creativity that community practitioners and health
visitors undertake daily, across a diverse landscape of practice
environments.
The Awards acknowledge the exceptional work that our members
carry out with such dedication. To build on the success of last
year’s awards, the 2015 Awards will be incorporating the CPHVA
Education and Development Trust MacQueen Awards.
A date for the diary
The CPHVA Awards will take place in the stunning setting of
the Oxo Tower Wharf, London on Friday 27 March 2015, at a
lunchtime ceremony that is the annual opportunity to recognise
the achievements of the profession at your own national awards.

The categories for 2015 are:
● Community Practitioner of the Year
● Health Visitor of the Year
● School Nurse of the Year
● Community Nursery Nurse of the Year
● Team Manager/Team Leader of the Year
● Community Practitioner Team of the Year
● Student of the Year
● Educator of the Year
● CPHVA Advocate of the Year
● MacQueen Travel Bursary for Public Health Activity Abroad
● MacQueen Award – Professional Development
● MacQueen Award – Excellence in Research or Leadership/
Practice Development

Nominations will be opening soon – look out for details in the next issue of Community Practitioner
For further details regarding the MacQueen Awards visit the Education and Development Trust page at: www.unitetheunion.org

PREVIOUS SPONSORS:

www.thompsons.law.co.uk

INFOGRAPHIC

121 campaign in
PrIMary schools

16,
784
PrIMary PUPIls

4, 300, 000

9, 419,100

5-19 year olds

bUT There
are oNly...

1,208

(WTe) school NUrses

secoNdary schools

3, 281
secoNdary PUPIls

3, 200, 000

INFOGRAPHIC

2004

2005

2006

893
1,045
1,167
1,104
1,165
1,174
1,148
1,208
6,638

815

2003

665

HOW SCHOOL NURSE NUMBERS HAVE CHANGED OVER TIME

342
607

4S

THE PROGRESS IN ENGLAND SO FAR......

2008

2007

2009

2010

2011

2012

2013

2014

468%

N IN PICTURES

The Future?

UNITE/CPHVA’S 121 CAMPAIGN WILL TRANSFORM
ENGLAND’S SCHOOL NURSING SERVICE

FROM

4.86 5-19 YEAR OLDS
PER HOUR PER YEAR

:

MINUTES
EACH CHILD GETS

FROM SN PER YEAR

TO

0.84 5-19 YEAR OLDS
PER HOUR PER YEAR

:

MINUTES

EACH CHILD GETS

FROM SN PER YEAR

Amanda Moss
Would you do anything differently if
interviewed again?
I would try not to overthink the answers
as, in hindsight, I realise I wasn’t going to
be asked anything I hadn’t encountered
during my training. Likely questions will
include your knowledge of current affairs
in health, for example: the Francis report,
whistleblowing and change management.
What was the strangest question you
were asked in an interview setting?
I had a two-part interview on two separate
days. The first was a role-play, which
was daunting as it was in front of three
interviewers and a fourth who participated
in the role play. The scenario was: a woman
attends your clinic but she is in a rush. You
have never met her before and she has a
taxi booked in 10 minutes. She tells you
her mother-in-law had told her she needs
to wean her baby and then she will sleep
through the night. I went into reams of
reasons why this was not helpful at three
months, spouting all kinds of evidence, and
at the end I realised I hadn’t asked for her
name or if she had the Red Book. Doh!!!
What are your top tips for succeeding
at interviews?
1) Don’t be afraid to ask your interviewers
for tips and interview prep
2) Be confident there’s nothing you don’t
know
3) Don’t be tempted to hype it into a frenzy
with your colleagues.
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What are your top tips for succ
at interviews?
1) Prepare as well as you can
2) Relax
3) Smile.

Nicole Collins

Ellie Moreton

How many interviews did you go on
before you were accepted for a role?
I had one interview – I think it was a formality.

Have you secured a health visiting
post?
Yes.

Did the interviewer ask you any questions
you didn’t expect?
No, just the usual stuff about what makes a
good team, good leader etc.

What was the strangest question you
were asked in an interview setting?
A scenario involving a 15-year-old child who
discloses to you that his foster mother’s
partner had pushed him down the stairs and
injured him...what do you do? In the trust
I am training with we deal solely with 0–5
years; however, this trust deals with 0–19.

What are your top tips for succeeding at
interviews?
1) Be up-to-date on all the relevant health
visitor policies and ensure you are able to
talk about them
2) It’s okay if you don’t say all the right things,
or you remember an important point you
forgot to say as you leave. Interviewers are
usually looking for potential, not perfection
3) It’s okay to ask interviewers to clarify or
repeat questions if needed. I did this a lot.
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Lisa Mitchell

Did the interviewer ask you any
questions you didn’t expect?
No, I felt that I had prepared well by having
alternative practice with the trust prior to
the interview and meeting with the line
manager beforehand to find out more
information about how they work.

Unite/CPHVA’s Student Health Visitor
Question Time events highlighted many
students are struggling with interview
preparation. Past students and health
visiting experts share their top tips to
help you ace your all-important interview

Sharon Boulton

How many interviews had you been on
before you were accepted for a role?
I applied for four jobs, was offered four
interviews and was offered two posts
after interview. I accepted the second and
withdrew from the final two interviews.

How many interviews had you been
on
before you were accepted for a role?
I had three interviews in total and was
successful at two of them. The first inter
view
served to prepare me for subseque
nt
interviews as I had more of an unde
rstanding
of what may be asked.

What was the strangest question you
were asked?
I did not feel that any of the questions I
was asked were unreasonable or strange.

What would you do differently now
if you
were interviewed for the same job?
I would approach them with more confi
dence
in myself.

Did the interviewer ask you any
questions you didn’t expect?
I was asked to describe a situation where I
felt I had provided good customer service
during my time as a student.
What are your top tips for succeeding
at interviews?
1) Research the organisation
2) Practise answers to questions that you
feel are likely to come up
3) Prepare and read. If you walk in feeling
you have done everything possible you will
feel more confident and able to use the
knowledge to answer just about anything.
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What was the strangest question
you
were asked?
In one interview I was given a statemen
t that
read: ‘The role of the health visitor no
longer
exists’. I had to comment and share
my
feelings. At this point I was able to ensu
re that
the interview panel felt assured of my
passion
for the role of health visitor.
Did the interviewer ask you any ques
tions
you didn’t expect?
I felt slightly thrown at the beginning
of an
interview to be asked where I would
like to
work in the city, but only because I hadn
’t
thought about it. My aim was to get
a job offer
and location had not entered my mind
.

Jacky Knapman

Pauline Watts

Programme Director, Health
Education North West

Professional Officer for Health
visiting, Department of Health
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What are the three most important interview
skills a student must have?
1) To be able to articulate a passion for and
understanding of the role for which they are
applying
2) To listen carefully to what is being asked and to
respond with not only a thoughtful response but
also an example of achievement or what they
would do in practice
3) To demonstrate the professional and personal
attributes at interview that you would expect
to see when working with families and other
professionals.
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1) Be yourself, and true to
you are!
2) Think of all sides of a question
3) Try to relax and breathe.
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What are employers looking for in their health
visitor recruits?
Resilient, knowledgeable and skilled practitioners
who have excellent communication skills and can
make positive relationships with a wide range of
people. They want to see evidence of leadership
skills and a flexible approach, but mostly an
understanding of how new recruits can support
delivery of improved outcomes for children and
families.
Have you ever had a bad interview
experience?
I think that everyone has a bad interview
experience at some stage in their career, so yes
I have too! I was asked a question about how I
would manage the dilemma of feeling something
was a risk and the need to make financial savings
(a dilemma we all face every day). I talked lots
about managing the risk as being the priority and
the justification of why rather than a balanced
view of looking for creative solutions. After many
prompts and ‘that is not the answer I was looking
for’ looks I realised too late that I needed to be
more reasoned and present a more balanced view.
I always respond from a few perspectives now!
What top three questions would you ask
prospective health visitors?
1) Why do you want to be a health visitor and why
is the role so important?
2) How do you see the role developing over the
next five years and why?
3) What do you see as key indicators of success
and in what areas of the role could you add
the most impact on health and wellbeing
outcomes?
What are your top three tips for interviewers?
1) Prepare well for interview, being clear on what
you want to really find out
2) Ask questions that require thoughtful answers as
the student may not have vast experience but
will be able to describe what they would do or
how they might respond
3) Be ready to be challenged as we are looking at
leaders with new ideas, and the future may not
be how things are at the moment!

Kitty Lamb

Health visitor/Practice Teacher,
York NHS Foundation Trust
Do you think student health visitors
prepare adequately for interviews?
In my experience as an interviewer, they generally
prepare very well. It is something they are taught
and advised upon at university, and it is also one
of the subjects I cover as part of my role.
What are the three most important
interview skills a student must possess?
1) First impressions count. Be punctual, dress
appropriately and smile (despite your nerves!)
2) Communication, both verbal and non-verbal
is important. Try to keep an upright posture,
speak clearly, maintain good eye contact
and demonstrate good listening behaviour
3) Do your research, particularly if you are
applying to a new area or team. Have a ‘pre
visit’, and have two or three pertinent questions
you can ask about the team/area/employer.
What top three questions would you ask
prospective health visitors?
1) Tell me about a piece of research you have
looked at. How would you use it in practice?
2) Tell me about your leadership skills. Can
you give me an example of how you might
use them in your new job?
3) What do you think you could bring to this post?

Jennifer Kirman

Course Lead for Health visiting,
Oxford Brookes university
What are the three most important
interview skills a student must have?
1) Take time to think: to consider the question
and give a succinct answer that brings in
their experience and knowledge
2) Leadership: the role requires leadership, to
be able to acknowledge your skills and give
examples to demonstrate your innovation
and insight into leadership
3) Desire to be a health visitor: to demonstrate
clear passion and insight into the principles
of health visiting, and acknowledge the skill
of being a health visitor.
Do you think health visiting students
prepare enough for interviews?
I have seen a mixture, from very good
candidates right through to some very poor
ones who have evidently not prepared well.
On the whole, I do think candidates prepare
well and this is key to success.
What do you ask prospective health
visitors when interviewing them for a job?
What are the skills they have to bring to health
visiting and examples of leadership.

September 2014 Volume 87 Number 9 Community Practitioner | 41

PRACTICE: CPD

The UK child and adolescent
immunisation programme:
an update
Helen Bedford PhD RHV
Senior Lecturer in Children’s Health
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Introduction
The aim of the UK childhood and adolescent
immunisation programme is to provide
protection against a range of infectious diseases
that can cause serious disease, which may result
in long-term complications or even death.
The UK programme is highly successful with
overall high coverage rates and good disease
control. As a core component of the Healthy
Child Programme, health visitors have a key role
in promoting immunisation, advising parents
and answering their questions and concerns. This
requires them to keep up-to-date with the schedule
and related issues. In view of frequent changes to
the schedule, this can be challenging. This article
aims to provide an update on specific issues as well
as guidance on the key resources available.

UK immunisation schedule
The routine schedule (Table 1) is published in the
online version of Public Health England’s (PHE)
immunisation guidance, Immunisation Against

Infectious Diseases (The Green Book) (PHE, 2014a).
This online version should be used as it is regularly
updated and the hard copy edition, last published
in 2006, is now considerably out of date.

Meningococcal C vaccine
In 1999, the UK was the first country in the world
to introduce the meningococcal C (MenC) vaccine
to prevent meningitis and septicaemia, caused
by this organism. Initially, three doses of vaccine
were introduced for infants as well as a catch-up
campaign for all children and young people up to
the age of 18 years (extended to 25 years in 2002).
The vaccine programme proved highly successful,
and led to a rapid and sustained reduction in
the incidence of MenC disease in all age groups
(Campbell et al, 2009). Studies of the vaccine in
use have resulted in adjustments to the vaccine
schedule to ensure better long-term protection
against this serious disease; this is important
because the disease mainly affects not only infants
and young children, but also has a secondary peak

Table 1. Child and adolescent routine immunisation schedule
Age due

Vaccines offered

8 weeks

Diphtheria, tetanus, pertussis, polio and
Haemophilus influenzae type b (DTaP/IPV/Hib)
Pneumococcal vaccine (PCV)
Rotavirus vaccine

12 weeks

DTaP/IPV/Hib
Meningococcal C (MenC)
Rotavirus

16 weeks

DTaP/IPV/Hib
PCV

12–13 months

Hib/MenC
PCV
Measles, mumps and rubella (MMR)

Two, three and four years

Influenza

Three years four months, or soon after

DTaP/IPV
MMR

12–13 years (girls)

Human papillomavirus vaccine (HPV)

Around 14 years

dT/IPV
MenC
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in later adolescence, with high mortality rates.
In 2006, a booster was introduced (Hib/MenC)
at 12–13 months after studies showed that the good
protection provided by the infant schedule waned
rapidly in the second year of life. It was also found
that two doses in infancy were adequate. Further
studies have now established that vaccination later
in childhood provides better long-term protection
overall; so since 2013 it has been recommended that
a dose of MenC vaccine is offered to adolescents at
around 14 years. At the same time, research showed
that one dose of MenC vaccine was adequate to
provide protection in the first year so the dose given
at four months was removed from the schedule in
2013 (Findlow et al, 2012).
From September 2014, university freshers, who
are at increased risk of the disease, will be offered
a dose of MenC vaccine. They are defined as
individuals aged between 17–25 entering university
for the first time who have not had MenC vaccine
over the age of 10 years. PHE advises that students
will be informed about their eligibility for the
vaccine via the Universities and Colleges Admission
Service and will not be called routinely by general
practices. Therefore, it will be important to advise
parents and young people of this time-limited
(until 2017) campaign (PHE, 2014b). Information,
including a leaflet for young people, is available on
the PHE immunisation website (PHE, 2014c).

Human papillomavirus vaccine
The HPV vaccine was introduced in 2008 for 12
and 13-year-old girls, with a catch-up campaign for
older girls to prevent infection with some strains
of HPV, the cause of cervical cancer. Originally,
a bivalent vaccine (Cervarix®) was used, which
provided protection against HPV strains 16 and
18, which cause over 70% of cervical cancers.
Three doses of this vaccine were recommended.
Since 2012, a quadrivalent vaccine (Gardasil®)
has been used, which provides protection against
HPV strains 6 and 11, causes of anogenital warts,
in addition to cancer causing strains 16 and 18.
Uptake of HPV vaccine in England has been
good with 86% receiving a full course in 2012/13.
One of the reasons for the success of the UK HPV
vaccination programme is that it is school-based
(Markowitz et al, 2012). However, pockets of poorer
uptake do exist, with uptake reported to be lower
among ethnic minority girls and those attending
non-mainstream schools (Fisher et al, 2013).
Evidence is accumulating from many countries
about the efficacy of HPV vaccines in reducing
infections. For example, using residual specimens
from 16 and 24-year-old women undergoing
chlamydia screening in England in 2010–12 and
comparing with results from a similar study in

2008, Mesher et al (2014) reported a decline in
prevalence of HPV 16 and/or 18 among 16–18
year olds from 19% in 2008 to 6.5% in 2010–12.
In Australia, where the quadrivalent HPV
vaccine was introduced in 2007-09 for all women
aged 12–26 years, a significant decline in highgrade cervical lesions has been reported for those
younger than 18 years of age (Brotherton et al,
2011). In addition, a reduction in cases of anogenital warts among both females and males
younger than 21 years was seen within two years of
the vaccine’s introduction (Read et al, 2011) even
though the HPV vaccine was not introduced for
males until 2013, showing a herd immunity effect.
On the basis of evidence showing that two
doses of HPV vaccine provides good protection
in young adolescent girls, it is recommended that
from September 2014, girls should be offered
two doses of the vaccine at least six months and
no more than 24 months apart. However, girls
who have not had their first dose by age 15 years
should be offered the three-dose schedule (PHE,
2014d). A range of information on the HPV
vaccine programme for health professionals and
the public is available (PHE, 2014e).

Influenza vaccine
The UK has a long-standing programme of offering
the influenza vaccine selectively to groups considered
to be at higher risk of severe disease. These include
people over 65 and those of all ages (over six months
of age) in clinical risk groups including pregnant
women. Despite this programme, flu still causes a
considerable burden of disease in the population,
with children playing a major role in transmitting
the virus (Cromer et al, 2014). In addition, preschool
children have the highest hospitalisation rates for flu.
To provide direct protection to the childhood
population as well as indirectly to other age groups,
in 2013, the Joint Committee on Vaccination and
Immunisation (JCVI) recommended extending
the flu vaccine programme to offer annual
vaccination of all children aged two to 16 years.
Due to its high efficacy in children, the vaccine of
choice is a live attenuated vaccine, administered
by nasal spray. The programme is being rolled
out gradually, with the vaccine offered to all two
and three-year-olds in 2013/14 through general
practice. There are also pilots in primary schools
to determine the most effective way of delivering
the vaccine to this age group. From September
2014, the vaccine will be offered to all four-yearolds, in addition to the two and three-year-olds,
with pilots continuing in primary schools and
commencing in secondary schools (PHE, 2014f).
Data from the first four months of the children’s
flu vaccine programme showed uptake of 42.6% and
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39.6% respectively for two and three-year-olds. In
the primary school pilots, vaccine uptake was 52.5%,
with a consistent decrease in influenza incidence in
pilot areas among all except older age groups in both
vaccinated and unvaccinated groups (Pebody et al,
2014). For information including leaflets for parents
see the PHE website (PHE, 2014f).

Rotavirus
Rotavirus is a common cause of gastroenteritis in
young children, resulting in considerable distress
for children and families, and costing the NHS
an estimated £15 million annually. In July 2013,
a rotavirus vaccine programme was introduced
for infants; two doses of a live vaccine (Rotarix®)
are administered orally at two and three months.
Preliminary vaccine uptake figures are encouraging,
with 88% receiving two doses and a significant
decline (70%) in rotavirus infections reported
(PHE, 2014g). More information and leaflets are
available on the PHE website (PHE, 2014h).

Pertussis vaccine in pregnancy
Although not part of the routine childhood and
adolescent vaccine programme, the aim of the
pertussis vaccine in pregnancy programme is to
prevent severe disease in young infants. It was
introduced in November 2012 as a response to an
increase in cases of pertussis in all ages, particularly
in babies less than three months of age in whom
the disease can be very severe. In 2012, 14 infants
died from whooping cough (PHE, 2014i).
Vaccination in pregnancy offers the only feasible
current option to ensure infants are protected
from birth and in the early weeks when they are
most vulnerable (Amirthalingham, 2013). In this
programme the vaccine is offered to women after
28 weeks and preferably before 32 weeks gestation.
This protects the mother (an important source of
infection for babies) from catching whooping cough
and maternal antibodies cross the placenta providing
the baby with passive protection, until their own
vaccination course starts at eight weeks of age.
Since November 2012, there has been a decline in
cases of pertussis, particularly among young babies,
but they still remain higher than in previous years.
Eight babies, seven of whom were born to mothers
who had not been vaccinated in pregnancy, have
died since November 2012. Vaccine uptake rates
are encouraging, with 60% of pregnant women
accepting the vaccine (PHE, 2014j). Data on
vaccine effectiveness and safety show no increase
in a range of serious adverse events among women
and their babies (Donegan et al, 2014) and that
the vaccine given in pregnancy is highly effective
(91%) (Amirthalingham et al, 2014). The vaccine
programme will continue until further notice. In the
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meantime, strategies for better protection against
pertussis more generally need to be identified, which
may include inclusion of a pertussis vaccine booster
in the adolescent schedule (Amirthalingam, 2013).

many health visitors and some school nurses do not
administer vaccines they are still a trusted source
of information for parents. It is essential that they
remain up-to-date and a vital aid is the PHE website.

Meningococcal B vaccine
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CPD questions (please visit www.communitypractitioner.com/CPD to submit your answers)
1. In which year was the UK the first country in the world to introduce the
meningococcal C (MenC) vaccine?
A. 1979
B. 1989
C. 1990
D. 1999

C. Three and four months
D. Five and six months

2. What percentage of 12–13 year olds received the HPV vaccine in England
in 2012/13?
A. 86%
B. 73%
C. 56%
D. 42%
3. When does the campaign to vaccinate university freshers against
MenC end?
A. 2015
B. 2016
C. 2017
D. 2020

7. How many pregnant women are currently accepting the pertussis vaccine?
A. 60%
B. 50%
C. 40%
D. 30%
8. Which strains of HPV does the vaccine prevent against?
A. 4,7,12,15
B. 6,11,16,18
C. 14,16,19,20
D. 18,19,20,21

4. How many doses of the HPV vaccine will be offered to 12–13-year-old girls
from September 2014?
A. 1
B. 2
C. 3
D. 4
5. At what ages is the rotavirus vaccine administered orally?
A. One and two months
B. Two and three months

6. Since November 2012 there has been a decline in the number of cases of
pertussis. True or false?
A. True
B. False

9. Which age group has the highest hospitalisation rates for flu?
A. Preschool children
B. Primary school children
C. Secondary school children
D. University freshers
10. In primary school pilots uptake of the flu vaccine was what?
A. 82.5%
B. 74.6%
C. 63.7%
D. 52.5%

September 2014 Volume 87 Number 9 Community Practitioner | 45

recruitment

visit www.commprac.com/jobs.php for more opportunities

FAMILY NURSING AND HOME CARE (JERSEY) INC
PAEDIATRIC LIAISON HEALTH VISITOR
37.5 hours per week
Salary Scale : £43,303 – £47,181 per annum
Permanent Contract

FAMILY NURSING AND HOME CARE IS A REGISTERED CHARITY AND IS THE MAIN
PROVIDER OF COMMUNITY NURSING IN THE ISLAND (POPULATION APPROX 100,000).
We are looking to employ a Paediatric Liaison Health Visitor to join our Child and Family Services Team. Working in
partnership with the Health & Social Services department and other agencies to ensure that information is shared in a
timely fashion to protect vulnerable children in Jersey.
You will have responsibility for implementing communication channels between Acute Services and Community Services
in Jersey. It is desirable to have experience in teaching as you will be required to contribute to the teaching in the
Foundation in Child Protection Training.
You will be a first level registered nurse and hold a Public Health Specialist qualification.
We offer yearly appraisal, clinical supervision, relocation assistance, in house training opportunities for professional
development, 38 days paid leave (inclusive of Bank Holidays).
If you are ready for an exciting new challenge and would like to live and work on a beautiful Island please contact
Michelle Cumming, Child and Family Services Team Leader Tel. 01534 443625 for an informal discussion. For an
application pack, please contact HR Department, Family Nursing and Home Care (Jersey) Inc., Le Bas Centre,
St Saviour’s Road, St Helier, Jersey JE2 4RP, Tel. 01534 443604/443626, or e-mail t.mcleod@fnhc.org.je
Closing Date for Applications: 26th September 2014

Diary
WWW.BABYMASSAGETEACHERTRAINING.COM

CPD accredited events for healthcare professionals
‘Food, mood and behaviour’ with Dr Alex Richardson

ADD TO YOUR SKILLS
INTERNATIONAL SCHOOL OF DEVELOPMENTAL BABY MASSAGE

Wednesday 22 October at the Aztec Hotel and Spa, Bristol at 6pm

For Children’s Centre Staff Family Health
Professionals and Parent Practioners

Dr Alex Richardson from Oxford
University, and Director of ‘Food and
Behaviour Research’ will be looking
at food choices and how they can
affect children’s behaviour, and the
proven links between nutrition and
behaviour.

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

Register for this and other free events
on topics such as ‘Diagnosis and
management of CMPA’ online on 11th
November with Dr Carina Venter; and
‘Safeguarding the capital’ in London
on 2nd December with Annetta
Bennett at www.hipp4hcps.co.uk

Courses 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
Digestion and Respiration
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

Touch-Learn International’s Baby
Massage Teacher Training Programme

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

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

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
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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

