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Contribute to
making things better

O

ctober is the time in the year
once again when Black History
Month is remembered and
celebrated in the UK
(www.blackhistorymonth.org.uk).
It is the time where people of all
races reflect on the contributions and
achievements of pioneering black people
who, through their dedication, tenacity
and leadership have helped to shape our
four nations.
Let us all take some time to remember
them for the good work and aspirations
they had that will live long in our
memories.
To begin, let us remember some of
the significant names of these pioneers.
Wangari Maathai was the first African
woman to receive the Nobel Peace Prize;
Sir Trevor McDonald OBE, the first black
news reader in the UK; Diane Abbott was
the first black woman to be elected to
the House of Commons; Bill Morris was
the first black leader of a trade union;
and not forgetting Mary Seacole who is
compared to Florence Nightingale in the
field of nursing.
This month is an opportunity to
highlight the inspiration, aspirations,
contributions and encouragement of
every one of us in whatever race or field
we find ourselves.
The question for you to ask is: who
inspires and encourages me – and what
contributions and impact can I make in
these fast-changing and challenging times
in our working lives? Shall we pretend
and close our eyes? Or do we decide to,
pro-actively, make reasonable and robust
contributions to make this world a better
place in which to live?
It is our responsibility to use our
privileged roles to play a part in bettering

our lives and those of others. Seeing the
achievements of others may spur you
on to emulate them and achieve very
much more.
Come and let us all play our part to
strive for improvement, to be not only
remembered for our achievements, but
also to be a role model for others in times
to come. Everyone has a story – what is
yours? Remember, Robert F Kennedy once
said, ‘The purpose of life is to contribute
in some way to making things better’.

Ethel Rodrigues
Professional Officer, Unite CPHVA

Shaun Noble – Communications Officer
shaun.noble@unitetheunion.org
Barrie Brown – National Officer
James Lazou – Research Officer
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‘Troubled Families’ scheme extended
to under-fives

T

he government’s Troubled Families
initiative has been expanded to
include children under five years old
across England, it has been announced.
Communities Secretary Eric Pickles said
the new five-year national programme will
have a particular focus on poor health.
Research indicates 71% of troubled
families have a physical health problem and
46% have mental health issues.
The scheme is currently helping around
110,000 troubled families in England.
The extended programme will apply the
same approach to a larger group of families
facing domestic violence, debt and children
at risk of being taken into care.
‘Families with an average of nine different
serious problems need help that gets in
through the front door of their home and
to the heart of what is really going on in
their lives,’ said Louise Casey, Head of the
government’s Troubled Families programme.
‘The Troubled Families programme has
been able to do thaat by taking a ‘tough love’
approach and dealing with the whole family
and all of its problems.
‘This has been the start of a revolution
in the way that we work with our most
challenging families and which we need to
accelerate in the years ahead.’
Unite/CPHVA has claimed the coalition
government’s target of 4,200 new health
visitors by 2015 will not be enough to
provide additional support to the ‘rapidly
rising’ numbers of families who have been
left in a vulnerable state thanks to the
government’s austerity measures – increasing
from 12,000 in 2011 to the current 500,000.
Unite/CPHVA Head of Health Rachael
Maskell said: ‘Cameron talks of being tough
on “troubled families”, an objectionable
term, but is not addressing the causes of
poverty, deprivation and pressure that
families are now having to face. And with a
400% increase in the number of families they
are expected to support, there is a serious
shortfall in the health professionals to carry
out the necessary work of supporting
these families.’

4,200 extra health
visitors ‘not enough’
The coalition government’s target of 4,200
new health visitors by 2015 will not be enough
to provide additional support to the ‘rapidly
rising’ numbers of families who have been left
in a vulnerable state thanks to the government’s
austerity measures – increasing from 12,000 in
2011 to the current 500,000, says Unite CPHVA.
Furthermore, the Health Visitor
Implementation Plan will only achieve caseloads
of 276 families per health visitor and not the
CPHVA recommended 250 families per health
visitor. Unite Head of Health, Rachael Maskell,
said the increase in the number of vulnerable
families is a ‘reflection’ of the austerity-driven
agenda of the government, which has seen the
closure of more than 600 Sure Start centres and
the reduction in services at many more, further
compounded by a 20% cut to mental health
services including CAMHS.
‘Prime Minister David Cameron talks of being
tough on “troubled families”, an objectionable
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term, but is not addressing the causes of poverty,
deprivation and the stress and pressure that
families are now having to face,’ said Maskell.
‘There may have been an increase short of
the government’s target of 4,200 health visitors.
However, we are hearing that many of those that
have been trained are not getting jobs because of
the financial crisis currently engulfing the NHS.
‘And with a 400% increase in the number of
families they are expected to support, there is a
serious shortfall in the health professionals to
carry out the necessary work of supporting these
families.
‘It is clear that one of the challenges facing an
incoming Labour government next May will
be to significantly increase the number of new
health visitors.
‘This will be a difficult task, but necessary given
the woeful legacy of this government’s austerity
programme and its adverse impact on vulnerable
families.’

NEWS ROUND-UP

Earlier screening for life-threatening
conditions in babies
P

regnant women will be screened earlier
to test babies for Edward’s Syndrome and
Patau’s Syndrome.
The conditions, also known as Trisomy 18
and Trisomy 13, affect two out of every 10,000
births in the UK each year. It is thought that
most babies affected die before or shortly after
birth due to defects.
The recommendation by the UK National
Screening Committee (UK NSC) hopes
to increase access to specialist support to
women, enabling them to discuss their
options, including appropriate care.

Dr Anne Mackie, Director of Programmes
for the UK NSC, supported by Public Health
England, said: ‘Edward’s Syndrome and
Patau’s Syndrome can be detected through a
scan, which is currently offered to all women
between 18 and 20 weeks of pregnancy in
England as part of the NHS Fetal Anomaly
Screening Programme. However, earlier
testing combining a blood test and scan
during the woman’s first trimester of
pregnancy can identify whether the woman
has an increased risk of having a baby with
one of these conditions.’

Tooth brushing advice
‘unacceptably inconsistent’

Older low-risk
mums likely to need
emergency support

Advice on how adults and children should
brush teeth is ‘unacceptably inconsistent’,
new research from University College
London (UCL) has found.
Researchers found ‘no clear consensus’
on brushing advice between dental
associations across 10 countries, toothpaste
and toothbrush companies and dental
textbooks.
The most common recommended
technique involves ‘gently jiggling’ the
toothbrush back and forth in small
motions, with the intention of shaking
loose any food particles, plaque and
bacteria.
However, it is claimed no large-scale
studies have ever shown this method to be
‘any more effective’ than basic scrubbing.
‘The public needs to have sound
information on the best method to
brush their teeth,’ says Aubrey Sheiham,
Emeritus Professor of Dental Public
Health (University College London (UCL)
Epidemiology and Public Health), senior
author of the study, published in the
British Dental Journal.
‘If people hear one thing from a dental
association, another from a toothbrush

company and something else from their
dentist, no wonder they are confused about
how to brush. In this study we found an
unacceptably inconsistent array of advice
from different sources.
‘Dental associations need to be
consistent about what method to
recommend, based on how effective the
method is. Most worryingly, the methods
recommended by dental associations are
not the same as the best ones mentioned in
dental textbooks.
‘There is no evidence to suggest that
complicated techniques are any better than
a simple gentle scrub.’
Researchers have said the conflicting
messages highlight the need for research
into how effective different brushing
methods are.
Unite/CPHVA Professional Officer, Ros
Godson, said: ‘This is an interesting piece
of research; I had no idea there was so
much confusion. The best advice members
can give can be found in the document
How to keep your teeth clean on the NHS
Choices website (www.nhs.uk/livewell),
and to remind families that sugar, in all its
forms, is extremely harmful to teeth.’

Low-risk mothers over 40 are ‘more likely’
than younger first-time mothers to require
emergency assistance when giving birth, a
Norwegian study claims.
Of 170,000 low-risk first-time mothers,
7% aged 20 to 24 years old require an
emergency c-section compared to 22% of
those over 40.
The study, published in BJOG: An
International Journal of Obstetrics and
Gynaecology found those who needed
‘operative vaginal deliveries’ ranged from
13% among younger mothers to 24% in
those aged over 40. Study co-author, Lina
Herstad, Norwegian Resource Centre for
Women’s Health, said: Most women of
advanced maternal age are healthy, of higher
socioeconomic status and are low risk.
‘Our results show that the proportion of
operative deliveries increased substantially
with maternal age in a low-risk, first-time
mother cohort.’
Unite/CPHVA Professional Officer, Gavin
Fergie, said: ‘The reality for practice is that
members are seeing more mature mums
coming into their caseload, whereas before
that would never have happened. So any
study that highlights what the needs of these
mothers is helpful.’
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Parents burn, bleach and shave
hair to ‘treat’ head lice at home
P

arents have admitted to bleaching and
shaving the head of their children in
desperate attempts to rid them of head lice.
A poll of 10,000 parents by head lice
treatment brand, Hedrin, found other
regular methods used to eliminate
lice include burning the lice with hair
straighteners, vinegar, raw eggs and
mayonnaise.
Head lice are said to affect one in five
children in the UK at any one time.
Almost a quarter of parents said they
turn to the internet for advice on getting
rid of head lice, with social media sites and
parenting networks the methods used
‘most commonly’.

Ian Burgess, Director of the Medical
Entomology Centre, told the Press
Association: ‘There is a huge amount of
incorrect head lice information online, which
exists on the more popular sites parents
are visiting. This gives worried parents
misplaced confidence in ineffective methods.
‘When they follow this advice, head lice
are allowed to spread further and quicker.
I’ve heard of mums dyeing their child’s hair
in an attempt to kill the lice. They believe
this is effective because they can’t find lice,
but in fact the lice have just been dyed along
with the hair.’
Unite/CPHVA Professional Officer, Ros
Godson, said: ‘Families need to ensure they

receive the latest and most consistent advice
about head lice. This would be a lot easier
for them to access, along with advice an
all other public health topics, if there were
sufficient school nurses in post. Ideally, the
school nurse would be at the school gate in
the morning or after school, as well as being
accessible by phone and email.
‘On current staffing levels, most children
get less than half an hour per year from the
school nursing service; however, this is not
face-to-face contact time, but also covers
travelling, phone calls, filling in forms,
training, etc. Unfortunately, where there is
a vacuum, myths and misinformation fill
the gap.’

Community pharmacies have a
‘vital role’ in public health
Community pharmacies could play an
important role in tackling obesity and
alcohol misuse, say researchers.
A study by Durham University found
89% of people in England lived a
20-minute walk away from a community
pharmacy – with almost 100 of
households in the most deprived areas
of the country living within walking
distance.
The researchers are now calling on
the government to enable community
pharmacies to provide more services to
help tackle major public health concerns
such as obesity, smoking and alcohol.
Lead author, Dr Adam Todd from
Durham University’s School of Medicine,
Pharmacy and Health, said: ‘The role of
the community pharmacist has changed
significantly in recent years and there
is now more focus on delivering public
health services, such as promoting
healthy lifestyles and modification of

health-related behaviours.
‘However, these results show that
pharmacies are well-placed in the
community to deliver public health
services. This is particularly important for
the poorest areas where more people die
from conditions such as smoking, alcohol
misuse and obesity compared to people
from more affluent areas.
‘With easy access without patients
needing to make an appointment, the
results suggest there is potential for
community pharmacies to deliver public
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health interventions to areas which need
it most.’
Dr David Branford, English Pharmacy
Board Chair, said pharmacists are a
‘beacon of wellbeing and advice’ and are
‘well placed’ to understand and deliver
tailored solutions with a less formal
approach, which will work well in the
communities they serve.
Unite/CPHVA says: ‘Community
pharmacists are at liberty to offer public
health advice now; I’m not sure why they
are calling on the government to enable
them to provide more services. They can
adjust their premises to offer treatment
rooms, and work in partnership with
the local GPs and the local health and
wellbeing board (England).
‘However, if they want to be paid to offer
more public health interventions, they
need to work with their local authority (in
England) and health boards in Scotland
and Wales.’

NEWS ROUND-UP

NMC consults on fee instalment plan
T

he Nursing and Midwifery Council
(NMC) is consulting on plans to enable
nurses and midwives pay their annual
registration fee in installments.
For this legislative shift to come about,
the NMC would need to make a variety of
system and policy changes.
The consultation will run from 11 August
2014 to 3 October 2014.
Chief Executive and Registrar of the NMC,
Jackie Smith, said: ‘We are determined to
introduce the ability to pay the registration

fee in instalments as soon as we can, making
it easier and less burdensome for nurses and
midwives.
‘A fully functioning system of paying
registration fees in instalments, for all nurses
and midwives, will be in place from 2016.’
The regulator’s public consultation on
a further rise in fees from £100 to £120
finished on 31 July 2014.
Unite/CPHVA Professional Officer, Jane
Beach, says: ‘We believe our members will
welcome the NMC’s proposals to introduce

the ability to pay their registration fee by
instalments. In the recent fee consultation
many described in detail the financial
hardship caused by the huge increase in the
registration fee last year and the impact a
further increase would have.
‘Therefore, it is extremely disappointing
that it won’t come into effect until 2016!
Once again, we will be submitting a response
on behalf of our members and encourage
them to have a look at the consultation
document.’

Scotland’s suicide rate drops ‘significantly’
The number of suicides in Scotland has fallen
by 19% over the past 10 years, data shows.
The official statistics published by the
National Records of Scotland and ISD Scotland
chart the success of the government’s Choose
Life Strategy, run by NHS Health Scotland
between 2002 and 2013.
As part of the strategy at least half of all
NHS frontline workers were trained in suicide
prevention awareness, a database recording the
details of the circumstances of people who die
by suicide was created and awareness raising
campaigns encouraging people to seek help if
they are suicidal were launched.
At the end of 2013, Michael Matheson, the
Scottish Minister for Public Health, launched
the government’s new Suicide Prevention
Strategy for 2013–16, which he hopes will help
to continue this ‘downward trend’ and ‘further
increase’ the understanding of suicide.

He said: ‘Any suicide is a tragedy that has a
devastating impact on family and friends left
behind, so it is very encouraging to see such a
significant reduction in the suicide rate.
‘A 19% reduction over a decade is testament
to the dedication of many people, across the
NHS and beyond, who work tirelessly to
help people who might be at risk of taking
their lives.’
Alana Atkinson, Lead for the National
Programme for Suicide Prevention at
NHS Health Scotland said: ‘NHS Health
Scotland has led the national programme for
suicide prevention on behalf of the Scottish
Government since 2008. Choose Life was a
ground-breaking strategy and action plan
that brought individuals and organisations
together from across Scotland to work in
partnership to prevent suicide in innovative
and effective ways.

‘We are proud to have been part of this
work by making direct contributions and
supporting others at local and national levels
in their work to reduce the number of people
who died by suicide in Scotland over the last
10 years. Every death by suicide is a tragedy.
Health Scotland will continue to contribute
to the momentum we have gathered in
preventing deaths by suicide over the coming
years of the new strategy.’

District nurse student numbers rise
The number of district nurse students has
risen ‘dramatically’ across UK countries,
according to the Queen’s Nursing Institute
(QNI).
Data from last year, in which 21% did
not run at all because of low numbers, is
said to have served as a ‘wake-up call to
commissioners and educators’.
Research by the charity shows a total of
351 district nurses are due to qualify in the
summer of 2014 in England, Wales and
Northern Ireland. This is in comparison to
254 in 2013 – an increase of 38%.

This academic year will see 427 new
entrants to the district nurse programme in
2013/14 in the UK – including Scotland – of
whom 30% are registered part-time.
There is also a 25% increase in the number
of universities running Specialist Practice –
District Nurse programmes in England in
comparison to 2012/13 and a 31% increase
in the number of programmes running
with 11 or more students in each cohort in
comparison to 2012/13.
Dr Crystal Oldman, QNI Chief
Executive, said: ‘The new figures are hugely

encouraging. This year, we have seen an
increase in the number of institutions
offering the District Nursing SPQ, and a
large overall rise in the number of enrolled
students. However, this is only part of
the picture and suitable employment
opportunities must also exist.’
Unite/CPHVA says: ‘This is excellent news,
as it is impossible to see how older and
infirm people can have their health needs
supported in their own homes without a
great increase in the number of qualified
district nurses.’
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NEWSDIgEST
2013 Q2 under-18s conception data
The second quarter 2013 under-18 conception
data have been published by the Office for
National Statistics (ONS). For England as a whole,
comparing Quarter 2 2013 with Quarter 2 2012,
there has been an 11.3% reduction from a rate of
28.4 per 1,000 population (6,664 conceptions) in
2012 to 25.2 (5,905 conceptions) in 2013. There is
quite a wide variation regionally but all regions
have seen reductions.The full data are available
at: www.ons.gov.uk/ons/rel/vsob1/quart-conc-towomen-und-18/index.html.
NCB school nurse survey
Children’s charity, the National Children’s Bureau
(NCB), will be emailing a short survey exploring
the important issue of school-based health
provision in promoting children’s health and
reducing health inequalities. Findings will be
used to inform national policy and the work of
national agencies such as Department of Health.
Recommendations will input to an approach for
early intervention and tackling inequalities for
older children.
NSPCC All Babies Count: The Dad Project
The NSPCC has published learning from
a project looking at how to better share
information and advice with new dads. The
project was run by the NSPCC, with support from
the Design Council and funding from the Guy’s
and St Thomas’ Charity. The goal was to explore
how to improve information, advice and support
for fathers to promote their emotional wellbeing
and help them to achieve better outcomes for
their families. Findings from the Dad Project
include: know, record and use dads’ names, and
help mums and dads understand each other’s
experiences of pregnancy and new parenthood.
WAVE Trust National Wings Day
As part of their 70/30 objective, WAVE Trust has
launched National Wings Day – a sponsored
parachute jump to end child abuse maltreatment.
WAVE is looking for courageous people across
the UK to take part in a charity parachute jump
and earn their WINGS on National Wings Day.
Alternatively, WAVE is looking for people to
become ANGELS by organising a team to jump
to help break the cycles of violence of abuse and
maltreatment. If you want to get involved – and
become a soaring CPHVA member! – call 020
8688 3773, email: info@nationalwingsday.co.uk or
find out more at: www.nationalwingsday.co.uk
Fatherhood Institute calls for ‘game change’
to make parenting programmes more
effective
The Fatherhood Institute says a ‘game change’
is needed in the commissioning, design and
evaluation of parenting programmes, to get
fathers more involved and improve child
outcomes and value for money. Research shows
that fathers have a substantial impact on child
development, wellbeing, and family functioning.
However, a global review of evidence by
researchers at Yale University and the Fatherhood
Institute in London, published in the Journal of
Child Psychology and Psychiatry, found that they
are largely ignored by parenting programmes in
the UK and elsewhere.

Coalition policies to face
‘family-friendly’ test
G

overnment policies will all be required
to pass a ‘family test’ as Prime Minister
David Cameron admitted parents and children
are often ‘overlooked’ and can be left ‘worse off’
by the coalition’s reforms.
Cameron said from this month, every new
domestic policy ‘will be examined for its impact
on the family’.
It is expected that this ‘family test’ will
be carried out alongside other assessments
measuring equality, cost-effectiveness and
environmental impact.
In his speech, he said he wants ‘every
government department to be held to account
for the impact of their policies’.
Cameron said: ‘Whether it’s the benefits
system incentivising couples to live apart or
penalising those who go out to work or whether
it’s excessive bureaucracy preventing loving
couples from adopting children with no family
at all.

‘We can’t go on having government taking
decisions like this which ignore the impact on
the family.’
Unite/CPHVA says: ‘Unite wants all
government policies to be subjected to a
family impact assessment and a public health
assessment, to prevent so many disastrous
‘anti-family’ policies passing into law.
‘Currently, families are being torn apart
by the bedroom tax, and can’t get to see the
doctor because of the disorganisation and
fragmentation of the NHS.
‘Child and adult mental health services
have imploded, with the result being that
many parents and young people who should
be supported to be well end up in the justice
system. Many parents are unable to adequately
bring up their children as they are rushing
from one zero-hour contract job to another,
and never know when they will get work, so are
unable to plan family life.’

A quarter of Welsh Poots backs charging
school starters are drunk A&E patients
Northern Ireland Health Minister, Edwin
overweight
Poots, has backed charging patients for
One in 10 four and five year olds in Wales
are classed as obese, data shows.
More than a quarter of primary school
starters are overweight.
According to Public Health Wales, Merthyr
Tydfil had the highest rate of unhealthy body
mass index (BMI) rates with 34% regarded
as overweight – higher than the worst region
of England, the north east, where 24%
of four and five year olds are considered
overweight.
Across Wales, 26% had a BMI higher than
25 compared to 22% in England.
Unite/CPHVA Professional Officer, Jane
Beach, said: ‘There have been concerns about
the rate of childhood obesity in Wales for
a number of years. The causes are
multifaceted and our members are key to
addressing these.
‘We would suggest there is an urgent need
to look at the areas of high deprivation
in terms of the effectiveness of current
strategies and programmes.’
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ending up in A&E as a result of alcohol or
substance misuse. Data show the 12-hour
target was missed more than 700 times in
A&E departments between April and June
with some trusts admitting delays may have
contributed to the deaths of five patients.
‘The principle of [charging drunk
patients] has merit,’ Poots told the BBC, ‘The
implementation of it is more challenging. I
think it is a wonderful principle [of health care
being free at the point of use] but on occasions
it is abused and we need to look at how we can
make sure that abuse doesn’t take place.’
Unite/CPHVA Professional Officer, Gavin
Fergie, said: ‘There are certain parts of the UK
where alcohol is a drain on the public purse –
and Northern Ireland is one of them. Starting
to talk about ways to deal with that and to
reduce that drain are to be applauded, and
debate costs nothing. Alcohol use and abuse
spills over to so many parts of public life and
our members will see the fall out of it in one
way shape or form.’

ASSOCIATION

13 October: join the industrial action
across the NHS

O

n 13 October 2014, NHS workers and
Unite Health Sector members are
encouraged to take action against the
government’s miserly pay offer.
Unite will commence a ‘Work to rule’ – which
means as community practitioners, you should
only work your contracted hours. Unite advises
the following during the action:
l All admin and notes should be completed
in work time; this must not be taken home
to write as it is not safe practice and could
breach confidentiality
l Take your full lunch break – the working
time regulations were established to safeguard
the wellbeing of staff, and working excessive
hours without rest breaks has a long-term
detrimental impact on health
l Work your contracted 37.5 hours per week
only and not a minute more! NHS staff are
giving around an additional day a week free
to the NHS – this takes away from family
life and personal time. Working long hours
may compromise your health, meaning
that you may not be as fresh as you should
be, and cannot give the best you could to
your patients

l

l

This government is giving NHS staff a
real-terms pay cut – so why should more be
expected from you by your employer? The
reality is that employers are talking about
making further cuts to terms and conditions,
and unless you stand up and fight back now,
eventually you will be run into the ground
See this industrial action as rebalancing the
equilibrium, putting you and patients first,
and not giving way to continuous employer
demands – taking a stand now is important
for the future of the service and important
for you.

We need you to follow the ‘Work to rule’ because
it is better for your health, better for patients and
better for the NHS. This industrial action is to
encourage you to break bad habits and work for
the pay you receive. A work to rule will be the
only way to get management and government to
wake up to what it is really like on the ground in
the NHS and change their ways.

Join the mini-strike
The mini-strike will give all NHS workers the
chance to protest about pay legally and we need

you as members to give up a few hours to swell
the numbers and make a massive impact. The
more people who join in, the more likely it is the
government will listen. In a union, everyone has
a responsibility to their colleagues to play their
part – we need every health visitor, school nurse,
community nursery nurse, district nurse and all
NHS professionals to play their part.
For more information about the strike and
how to take part, visit the website: www.
unitetheunion.org/health/NHSpay

Unite CPHVA LAR
of the Year 2014
Is one of your colleagues an exceptional
local accredited representative (LAR)?
We are looking for nominations for
outstanding work undertaken on behalf of
Unite CPHVA and members.
Use this link to nominate colleagues for
Unite CPHVA LAR of the Year 2014:
www.unitetheunion.org/LAR2014
Closing date 10 October 2014.

Calling all CPHVA members!
Annual Professional Meeting 2014
This is your opportunity to apply for a
supported place to attend your Annual
Professional Meeting at the Unite CPHVA
Conference. The meeting is open to all
members – you do not have to be a Local
Accredited Representative to apply. This event
will be held at the NEC Birmingham on
Tuesday 4 November from 6 pm. Registration
and refreshments will be available from 5 pm.
The meeting will give you the chance to
express your views and influence the agenda
for the Professional Executive team for 2015.
The Executive will also feed back to you on
the work that has taken place over the last
year and issues that they feel are important
for the coming year.
While attendance is open to everyone in

membership, supported places are limited
to 10 per region, so early application is
recommended.
The supported place will include transport
costs to and from the venue, as per union
rule, and a maximum of £50 towards an
overnight stay where this is necessary. This
does NOT include entrance to the Annual
Professional conference. If you wish to attend
conference we advise you to contact your
branch for support or contact your regional
office to establish a local branch facility.
Applications should be made ONLY via
your regional representative using the form
on the CPHVA website (http://tinyurl.com/
CPHVAAM2014) by Monday 29th September
2014 (see names below.) Please share this with
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your colleagues and encourage applications
from across all the disciplines.
Scotland: Annie.Hair@ggc.scot.nhs.uk
North West: Carolyn.Taylor@stft.nhs.uk
North East: Carolyn.Taylor@stft.nhs.uk
East Midlands: Barbara.Evans@leicspart.nhs.
uk
West Midlands: SuLowe@blueyonder.co.uk
Wales: Carolyn.Taylor@sft.nhs.uk
South West: Sarah.Reddington-bowes@nhs.
net
South East: Mcwarner.work@googlemail.com
Northern Ireland: Janet.Taylor@setrust.hscni
London: Elaine.Baptiste@nelft.nhs.uk
Early application is recommended.

AntennA

What does the new SEN code of
practice mean for health visitors and
school nurses?
Rosalind Godson
Professional Officer, Unite Health Sector
rosalind.godson@unitetheunion.org.uk

A

t 267 pages long, many practitioners
may not have read the important new
piece of legislation on children with special
educational needs (SEN) (Department for
Education (DfE), 2014a). However, with the
advent of local authorities commissioning
all public health services from October 2014,
health visitors and school nurses need to be
knowledgeable about this.
The Code of Practice provides statutory
guidance on duties, policies and procedures
relating to part 3 of the Children and Families
Act 2014, and applies to England. It relates
to children and young people under 25 years
old, and covers statutory responsibilities
for all health services, all educational
services, all early years where funded by the
local authority, youth justice services and
local authorities. For children under two
years, special educational provision means
educational provision of any kind.
The main changes from previous legislation
are that the age group covered has been raised
to 25 years; it includes disabled children as
well as those with special education needs,
and there is now going to be a co-ordinated
Education, Health and Care (EHC) plan to
replace statements and Learning Difficulty
Assessments (LDA). There is a great emphasis
on joint needs assessments and joint delivery,
things which schools and local authorities
must do. In addition, there is much more
emphasis on working with families and
effective participation when planning services,
and an expectation that all children and young
people with SEN and disabilities will reach their
potential for health, social and educational
outcomes. Once they reach the end of
compulsory school age, decision-making rights
transfer from the parent to the young person.
There will be transitional arrangements from
2014 – all those who have a SEN statement
will be transferred to an EHC plan and young
people in education or training who are

receiving support as a result of a LDA will be
issued with an EHC on request.

equality Act
Under the Equality Act 2010 schools, early years
providers, post-16 institutions, local authorities
and others must not discriminate directly or
indirectly against disabled children and young
people. School nurses and health visitors must
ensure that children and young people with SEN
receive health promotion support and health
protection such as immunisations to the level
they would receive if they didn’t have difficulties.
This may require multi-agency working,
especially in special schools and over 16 years.
The Equality Act 2010 and part 3 of the
Children and Families Act 2014 interact in
a number of important ways. They share
a common focus on removing barriers to
learning. In the Children and Families Act
2014, duties for planning, commissioning and
reviewing provision, the local offer and the
duties requiring different agencies to work
together apply to all children and young people
with SEN or disabilities. In carrying out the
duties in the Children and Families Act 2014,
local authorities and others with responsibilities
under that Act, are covered by the Equality Act.

early diagnosis
The Healthy Child Programme, which should
be commissioned (but is not statutory) provides
for routine screening, which should lead health
professionals to early diagnosis of special health
or educational need. In particular, the integrated
two-year review should show where progress is
not as expected. The health professional should
also use their professional judgement outside
of routine screening. Where there is an opinion
that a child under compulsory school age has, or
probably has, SEN, the health organisation must
inform the child’s parents and let them know
about any voluntary organisations that are likely
to be able to provide advice or assistance. Clinical
commissioning groups (CCGs) and NHS trusts
must inform the appropriate local authority. In
practice, this will mean that health visitors will
need an up-to-date list of local charities and
voluntary services, and be able to signpost to

online information.
The local authority has responsibility for
securing a range of public health services
for children and must align these with
commissioning of school nursing services
(and from next October, with commissioning
of health visiting). The document states, ‘The
multi-disciplinary child health team, including
paediatricians, therapists, clinical psychologists,
dieticians and specialist nurses such as health
visitors, school nurses and community children’s
nursing teams, provide intervention and review
for children and young people with SEN and
disabilities and should contribute to supporting
key transition points, including to adulthood.
They aim to provide optimum health care for
the children, addressing the impact of their
conditions, managing consequences for the
families and preventing further complications.’
In particular, health professionals advise
education services about managing health
conditions in school and nursery.

Key working
Sometimes, the health visitor, or occasionally
the school nurse, will act as the key worker for
these children. Key working may be provided
by statutory services in health, social care and
education, or by the voluntary, community,
private or independent sectors. The main
functions of key working support should
include emotional and practical support;
empowering for decision making and the use of
personal budgets; co-ordinating all services and
advocating on behalf of the child. Consequently,
it is vital that the health visitor or school
nurse, if not the key worker, must be in regular
professional contact with the key worker.
The Children and Families Act 2014 places
a duty on maintained schools and academies
to make arrangements to support pupils with
medical conditions (DfE, 2014b). Individual
healthcare plans will specify the type and level of
support required to meet the medical needs of
such pupils. Where children and young people
also have SEN, their provision should be planned
and delivered in a co-ordinated way with the
healthcare plan. The local authority is responsible
for the provision of the EHC plan, which should
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be a ‘forward-looking’ document that helps raise
aspirations and specifies how services should
be delivered for the best outcomes for this
child. However, the CCG (or NHS England) is
responsible for delivering direct health services
as specified by the plan, so there will be strict
criteria for whoever is delegated to carry out the
assessment on its behalf. Several local authorities
and various charities have developed templates
based on the information in this document,
which can be sourced online, but health visitors
and school nurses must ensure they comply
with local guidelines, as there are specific legal
requirements to follow, mainly concerning
timeliness and right to appeal. From Year 9

onwards, for example, the plan must include
preparation for adulthood and independent
living. If you, as an NMC registrant, do not feel
competent to contribute to the plan, you must
seek training. If you are likely to become in any
way involved with advice or support relating
to personal health budgets (for over-18s) or
direct payments (under-18s), you must read
the relevant chapter in this document to ensure
that you have a thorough understanding of
what it entails. You must not give any financial
advice unless you are trained to do so, and it is
part of your contract.When a child or young
person moves to another local authority area,
the original LA must transfer the plan within 15

days. The new local authority may need to review
the plan. There is further detailed information
in this document about this and other matters
including children and young people in specific
circumstances, such as not attending school,
or involved with the youth justice system. The
document has a comprehensive reference list,
which will be very useful for those working with
families where there are special education needs.
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new resources

Research evidence

Breastfeeding,
infant growth and
BMI at 30 and 35
years
This New Zealand study examined
the associations between duration
of breast feeding, early infant
growth, and body mass index
(BMI) at 30 and 35 years, in a birth
cohort studied to age 35. Data were
gathered on duration of exclusive
and non-exclusive breastfeeding
(months), early growth (kg; 0–9
months), and BMI at ages 30
and 35 from the Christchurch
Health and Development Study.
The Christchurch Health and
Development Study is a study of
a birth cohort of 1,265 children,
born in Christchurch in 1977.
Population-averaged generalised
estimating regression models
showed statistically significant
associations between: duration of
breast feeding and mean BMI; and
early growth and mean BMI. After
adjustment for perinatal, family,
and social background factors,
statistically significant associations
were found between: longer
duration of breastfeeding and
lower adult BMI and increasing
early growth and higher adult
BMI. When breastfeeding and
infant growth were entered into

the regression model and adjusted
for covariates, breastfeeding was
no longer statistically significantly
associated with BMI, while early
growth remained statistically
significantly associated with BMI.
A test for mediation showed that
the association between breast
feeding and BMI was mediated
by early growth. The association
between longer duration of breast
feeding and later lower BMI scores
in adulthood was mediated by
lower early growth. Breastfeeding
may be included as one
component of multi-compartment
programmes targeted at early
growth and later obesity.
Paediatr Perinat Epidemiol 2014
doi: 10.1111/ppe.12144

Emotional
reactions of
mothers facing
premature births
This study from France was
conducted to clarify the
relationship between the mother’s
post-traumatic reaction triggered
by premature birth and the
mother-infant interactions.
In this article, the precocious
maternal feelings are described.
A multicentre prospective study
was performed in three French
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hospitals. 100 dyads with 100
very premature infants and their
mothers were recruited. Mothers
completed, at two different times
self-questionnaires of depression/
anxiety, trauma and social support.
The quality of interactions in the
dyads was evaluated. Thirty-nine
per cent of the mothers obtained
a score at HADS suggesting a
high risk of depression at the
first visit and approximately onethird at visit two. The mothers’
psychological reactions such
as depression and anxiety or
postnatal depression correlate
strongly with the presence of an
initial trauma. At visit one and visit
two, a high score of satisfaction
concerning social support
correlates negatively with presence
of a trauma. A maternal risk of
trauma is more frequent with a
C-section delivery. The maternal
traumatic reaction linked to
premature birth does not correlate
with the term at birth, but rather
with the weight of the baby. Social
support perceived by the mother
is correlated with the absence of
maternal trauma before returning
home, and also seems to inhibit
from depressive symptoms from
the time of the infant’s premature
birth.
PLoS One. 2014 9(8): e104093

Asthma emergency
admissions: fall in August,
rise in September
New analysis shows emergency
admissions for asthma were
lowest in August and increased
considerably in September,
and this seasonal pattern has
continued since 2006–07. In the
12 months to May 2014 one
in nine emergency admissions
for asthma were in September
and one in 20 were in August.
This seasonal trend has been
consistent for the past eight
years where in 2006–07 hospitals
in England recorded 62,670
asthma emergency admissions,
one in 11 in September (9.4%, or
5,900) and one in 18 in August
(5.6%, or 3,520).
See: www.hscic.gov.uk/pubs/
sdd13

nICe guidelines on
depression in young people
The National Institute for Health
and Care Excellence (NICE)
has commissioned the Internal
Clinical Guidelines Centre to
update the clinical guideline
on Depression in children and
young people (published by
NICE in September 2005) via the
Standing Committee Updates
pilot programme. Visit: https://
www.nice.org.uk/Guidance/
InDevelopment/GID-CG14516

NEWS FEATURE

Preventing a child
maltreatment epidemic
It is suggested that the capacity of health and children’s services to respond to the
growing numbers of cases of child abuse and neglect has been outstripped by sheer
demand. Louise Naughton investigates what is being done to resolve the problem
Louise Naughton
Assistant Editor

C

hildren’s charity the NSPCC estimates
that for every child in the child
protection system, there are another
eight ‘hidden’ children being maltreated in
the community.
‘Right now, we are witnessing growing
awareness of the intolerably large number of
children experiencing maltreatment across
UK society. The number of children who are
abused, neglected or growing up with domestic
violence has really outstripped the capacity of
public services to respond adequately,’ says Dr
Jonathan Sher, Scotland Director of charity
WAVE Trust.
The reasons why we are finally seeing evidence
of so much child maltreatment in the UK today
are complex and multi-factorial, but Sher says
it can be explained in three ways: that there is a
much greater willingness to come forward both
by the victims of maltreatment and by people
who observe it than there was in the past; that
there are ever-greater stresses today on parents
and carers of children, which, combined with
a lack of adequate preparation and support
for mothers, fathers and carers can result in
maltreatment; and the propensity of a minority
of children who were maltreated to respond as
parents by repeating their own history.
‘The great majority of child maltreatment
doesn’t occur because parents feel malicious
towards their children,’ says Sher. ‘People do
not have children because they really want to
harm them, ruin their lives or to have a terrible
parenthood themselves. This is why the notion
of “naming, shaming and blaming” is misplaced
in relation to the great majority of parents. The

recent sex abuse scandals make apparent the
distinction between adults whose intentions
toward children are criminally bad and adults
who are well-meaning, but overly-stressed,
poorly prepared and inadequately supported.
‘Our society is not good enough at doing an
explicit and effective job of preparing the next
generation of parents. A lot of new parents
are left to replicate what they experienced in
childhood because that is all they know. If one
or both parents were maltreated as children in
some form or other, the evidence indicates that
a significant minority will continue the cycle.
‘This is not inevitable; rather, it reflects an
unwillingness of government to give priority
to preventing child maltreatment before it
happens in the first place (that is, a public
health approach). The current system is set up
to wait around and only react after harm has
happened. That is terribly expensive in both
human and financial terms. What is needed is
a far better balance between prevention and
reaction’, says Dr Sher.

Significant cost
Child maltreatment – including abuse, neglect
and the witnessing of domestic violence – is
estimated to cost the UK £15 billion annually.
For example, the Christie Commission in
Scotland recently estimated that 40% of all
public spending goes toward cleaning up
mess that could have been prevented (and at a
much lower cost) (Commission on the Future
Delivery of Public Services, 2011).
Child maltreatment is the leading cause of
children needing to be taken into care, seriously
damages educational prospects and leads to
elevated levels of aggression, violence and
criminal activity – 68% of prison populations
have been abused or neglected in childhood.
Yet, despite these statistics, there has been only a
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modest investment in prevention and very little
UK research into the effectiveness of prevention
services in reducing child maltreatment.
Professor Mark Bellis, Director of Policy,
Research and Development for Public Health
Wales and colleagues regularly review the global
literature on the primary prevention of child
maltreatment.
‘To give you a frightening statistic, since we
started reviewing the literature in 2007, there
has only been one study published examining
this issue in the UK, and just 41 published
studies in journals globally,’ he says. Many such
global studies generated evidence for home
visitation programmes, such as the US-devised
Family Nurse Partnership programme (FNP),
and parenting skills initiatives as well as
universal screening programmes.
‘Most of the work that has been done in the
UK [on preventing child maltreatment] has
borrowed from studies that have been carried
out overseas, and very little has been done
to test how we can better use our existing
universal health professional support up to the
age of two,’ says Professor Bellis.
He blames the lack of home-grown research
on the fact that health has only recently joined
the child maltreatment debate. He claims that,
until recent years, violence was seen as a solely
criminal justice issue; but there is now more of
a recognition that health – and in particular the
home visiting service – has a significant role to
play. This is something he attributes in part to
the World Health Organization’s World Report
on Violence and Health (2002), which asked all
countries around the world to think of public
heath as a key function in violence prevention.

Shift towards prevention
WAVE Trust regards its campaign to reduce
the number of child maltreatment cases by
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at least 70% by the year 2030 as part of the
70/30 campaign, as ‘entirely feasible’ if there is
a cultural shift towards prevention rather than
the costly reactionary approach that so many
health services and local authorities rely on.
Comparing the approach to the elimination
of scurvy, cholera, smallpox and polio after
the government switched the emphasis to the
prevention agenda, and to the smoking ban and
the reduction in drink driving, WAVE Trust
claims a ‘determined public health approach’
towards reducing child maltreatment is now
required. However, this target can only be
accomplished if there is an ‘all hands on deck’
effort that involves families, communities, faith
groups, health professionals, education, social
services, police and the criminal justice system.
‘Part of our approach is not to just be against
child maltreatment, which of course we are, but
also to have a set of positive goals everybody
can work towards. These are summed up as:
every baby nurtured; every child thriving; and
every parent prepared and supported. If we
all act in our ways in our spheres of influence
towards these positive goals, the cumulative
effect will be that child maltreatment drops like
a stone,’ says Sher.
‘This isn’t about waiting 20 years for

something good to happen. Taking a positive,
public health, prevention approach from prebirth to pre-preschool will yield measurable,
meaningful, good results in less than five years.
This is important because it fits the life-span
of parliaments and can be the basis for election
manifesto commitments.’
Acknowledging there has been an ‘over
reliance’ on evidence from overseas with
regard to the prevention agenda here in the
UK, Professor Bellis says the will to make an
immediate impact on child maltreatment
rates is understandable, but claims ‘there is no
substitute for developing your own evidence,
particularly if you have a different healthcare
basis where it will be implemented’. He says
programmes that are developed overseas are
often designed to be ‘dropped in’ as a total
intervention, which could be inefficient in
countries that have universal healthcare systems
such as the UK.
‘The problem is, this takes time and money,
and people are desperate to address these issues
now,’ he says.
‘We need to have the evidence base in place to
show where we are and aren’t having an impact
with our current universal health offerings and
we need to know what we can borrow from

other countries’ research and what we must
develop ourselves.
‘This isn’t by any means an opportunity to
hesitate and not do anything in the meantime;
but we need to gain insight to allow us to
increase the effectiveness and cost effectiveness
of the universal services and tailored intensive
services we can and should introduce.’

70/30 campaign
Chris Cuthbert, Head of Strategy and
Development for Under Ones at the NSPCC,
tells Community Practitioner that he backs the
70/30 campaign and says the ‘crucial’ element
will be the pace at which local authorities can
take on board new strategies and prevention.
He claims while there are many professionals
working with families and young children
who would like to make the shift towards the
prevention of child maltreatment, they ‘struggle
to make it a reality’ thanks to the crises that fall
at their door day after day.
‘The importance of winning over hearts and
minds to do things in a different way at all
levels is important to champion and quicken
the pace of early intervention, and that needs to
happen at a local strategic level where so much
of the decision making happens nowadays,’ he
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says. ‘This also needs to happen on the frontline
– professionals need to have the help, support
and freedom to do things differently. Many of
our systems put huge pressures on frontline
professionals and there is something really
important in how we can liberate professionals
to work in a more preventive way.’
Cuthbert claims it will take ‘courage’ and
‘determination’ for local leaders to increase
investment in early intervention work while
‘grappling’ with the current funding squeeze
on public services. Professor Bellis warns that,
to reduce child maltreatment rates in the
ambitious manner WAVE Trust describes, child
programmes in isolation ‘are not enough’.
‘The 70/30 campaign is a feasible target if
everything comes together in a perfect world,’
he says.
‘But there are so many things that need to
happen for this to work. In order for the target
to be met, there needs to be a recognition
that we have to address environmental factors
such as cheap alcohol, which encourages
heavy drinking in families and contributes
to child maltreatment. The creation of child
interventions directly with parents is critical;
but if you genuinely want to rapidly bring
down maltreatment rates, you have to act on its
precursors. That is a big ask and goes beyond the
home visiting programmes people often think
about.’

WAVE Trust argues that the economic case for
prevention has largely been made, including in
its 2013 report, Conception to Age 2 – The Age of
Opportunity. The missing piece is demonstrating
in practice how to transition to a better balance
between prevention and reaction in specific
communities right now. ‘Many local authorities
spend most of their budgets on looked-after
children – some can literally be “million pound
babies”. If they were to spend a little money
on preparing more parents for parenthood,
resulting in less children being looked after, then
savings can be seen immediately,’ Sher says.
The charity plans to carry out pilot studies
during 2015–2020 with four yet-to-be decided
pioneer communities in England to show these
short- and long-term ‘economic pay backs’. The
focus will be on preventing abuse, neglect and
domestic violence in the first two years of life
(which is when most maltreatment actually
begins). The work will combine what public
bodies can do best with what the communities
themselves can accomplish through asset-based
community development strategies being
applied to the wellbeing of very young children
and their mothers, fathers and carers. 70/30
pioneer sites will use a range of evidence-based
activities and research-validated measures to
document the results.
‘We are now looking for local areas to work
with us as partners in running these pioneer
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area projects. What we require from them
is a committed partnership between WAVE,
the local authority, its health partner(s) and
a local voluntary umbrella or community
development organisation. There needs to be
a willingness to commit resources to a truly
preventive approach in a local community,’
says Sher.
The 70/30 pioneer areas will look into
introducing universal risk assessments in
pregnancy and at three to four months,
and provide young families with tailored
programmes of support, such as parent
infant psychotherapy to support families
with mental health issues as well as video
interaction guidance to promote good
attunement and attachment. It is hoped with
this learning that central government will be
persuaded to provide the ‘appropriate level’ of
financial backing for a national programme of
prevention during the 2020s.
Government ministers have expressed
support for the 70/30 campaign, and CPHVA,
an alliance partner of the campaign, says,
‘Unite CPHVA welcomes the 70/30 campaign
and looks forward to being part of the lobby
to make positive change in this element of
public health’.
Hopes now turn to whether the work
will be included in the manifestos of the
main political parties, which is dependent
on politicians truly taking on the mantle
that child maltreatment really is everyone’s
business. ‘Attaching a stigma to “parent
education” was a mistake because too many
people now see that as a penalty for when they
have done something wrong. What is missing
is a universal approach to the universal reality
that parents need adequate preparation and
support to succeed,’ says Sher.
If you are interested in becoming involved in
WAVE Trust’s pioneer area projects, please contact
Timothy Hutchison, Parliamentary Liaison Officer
at WAVE Trust, at: thutchison@wavetrust.org
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Profile

More than just the ‘baby blues’
The Maternal Mental Health Alliance is a coalition of over 60 organisations working to
improve perinatal mental health in the UK. Ian Jones speaks to Louise Naughton about
the importance of making significant changes to service provision for mothers and babies
end of our first year of the campaign,
during which we have been monitoring
provision around the UK, showing what
areas are really lacking as well as looking
at increasing the education professionals
receive in the area of perinatal mental
health. There has also been an economic
evaluation that has been done as part of this
work, which will highlight the economic
cost of doing nothing, which is due to
be launched this month in Parliament.
Mental health conditions cause so many
problems at this time – suicide is the leading
cause of maternal death in the UK and
postnatal depression is the most common
complication of pregnancy and childbirth.
However, the amount of money that goes
into providing services for women with
mental health problems in the post-partum
period, compared to what is spent on their
physical health, is a joke.

louise Naughton
Assistant editor

A

pitiful 3% of clinical
commissioning groups in England
have a perinatal mental health
strategy in place and fewer than half have
any plans to do so in the future, according
to freedom of information requests by
parenting charity, the National Childbirth
Trust (NCT). The Maternal Mental Health
Alliance, chaired by Perinatal Psychiatrist
Dr Alain Gregoire with vice-Chair Sally
Hogg, Development Manager for Children
Under One at the NSPCC, is a coalition of
more than 60 UK organisations committed
to changing these statistics.
A member of the alliance, Ian Jones,
Director of the National Centre for Mental
Health, and Director of Clinical Training
and Public Engagement at the MRC
Centre for Neuropsychiatric Genetics and
Genomics at Cardiff University, talks to
CP about the postcode lottery that exists
in the UK, and the importance of making
significant changes to the state of perinatal
mental health provision.

Q: How was the Maternal Mental
Health Alliance (MMHA) formed?
A: The MMHA came together around
two years ago, following on from the
successes of other coalitions, such as the
Dementia Alliance. Initially, there were 12
national organisations involved, including
professional bodies and third-sector
organisations. This number has now grown
to more than 60. It is really important
that bodies around the UK have chosen
to collaborate in the vision of trying to

improve services for mothers and their
families during the postnatal period.

Q: What are your views around the
state of maternal mental health care
in the UK presently?

Q: What are the aims of the MMHA?

A: It is easy to feel unhappy about where
we are, and clearly we need to do better.
However, things have improved and I think
it is important to recognise there are many
services now that didn’t exist 10 years ago.
Perinatal mental health services are one of
the areas of mental health care that have
grown significantly. Our work has shown
50% of the country has some access to
some form of specialised perinatal mental
health services in the community and it is
important to note that we do lead the world
in this area.
Our services are so much better developed
in the UK than virtually anywhere else – this
is something that we have led the world in

A: The idea behind the alliance was that,
rather than trying to reinvent the wheel
and working in our own individual silos
or teams, there is a real benefit to us all
coming together to learn from each other; to
recognise the good work that is being done,
and to have a unified voice that is more
powerful than all of us separate. This is one
voice to work towards getting rid of the
current postcode lottery, raising awareness
of the importance of maternal mental health
and taking control of the situation.
We have received funding from Comic
Relief to run a three-year campaign called
‘Everyone Matters’. We are coming to the
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both in research and developing practice,
and it is important we don’t lose sight of the
fantastic work and the great people around
the UK that are carrying out in this area.

Q: How can we get maternal mental
health moved up the priority list of
commissioners?
A: Sadly, if you look around the country at
places that have recently done good work
and developed services, often it has been
somewhere where there has been a tragedy;
sometimes, that is what is needed to trigger
action. What we are saying in our campaign
is that it shouldn’t be that way – we
shouldn’t be waiting around for something
terrible to happen, waiting for a mother to
take her own life or the life of her baby.

Q: Do you feel that the weight of
evidence around the consequences
of maternal mental health issues on
young children has strengthened
your campaign?
A: There is a real recognition now that
maternal mental health is an important
issue, not only for the mother herself
because it is a very severe mental illness, but
also because it offers a fantastic opportunity
to act to stop the cycle of mental illness
through the generations. However, one of
the things I feel very strongly about is that
the conversation shouldn’t just focus on
the effects on the next generation and that,
if we highlight that too much, it can be a
source of making some women feel guilty
about being ill. Children do remarkably
well when the mother gets the treatment
she needs. The mental illnesses women
can develop in the antenatal and postnatal
period can include severe conditions, which
can have devastating effects on the women
themselves. There are important reasons to
improve services to make sure women get
the treatment they need, so they can live life
to the full and be as happy as possible.

Q: Has the medicalisation of
pregnancy made it difficult to raise
the profile of maternal mental health?
A: There is a spectrum of mental health
problems that occur at this time. At one
end there is post-partum psychosis, where

women can become ill very quickly, and
who clearly have biological factors that are
dominant in their causes. In these cases, the
medical route in dealing with the severity of
those symptoms is appropriate. Sometimes,
the term ‘baby blues’ can trivialise the
mental health of new mothers and signify a
slightly patronising attitude towards women
that is not healthy. The severity of these
illnesses has to be recognised; but on the
other hand, we don’t want to pathologise
and medicalise normal experience. The baby
blues is not a medical condition; it is not
a disorder and it doesn’t need treatment,
it is just a description of a very common
experience that giving birth involves. It
is normal in the first couple of days to
experience low mood and feel a bit tearful
and that shouldn’t be medicalised. The
training is there for people involved with
looking after women at this time to tell them
if what they are going through is normal, or
whether the severity has increased.

Q: Do you think there is a good
enough understanding of the wide
spectrum of mental health illnesses
that can occur at this time?
A: We need more education on this – and
one of the things we will be fighting for is
to give it the prominence it deserves in the
form of training for professionals who come
into contact with women during this time.
The idea behind the campaign is that this
isn’t something to be left to mental health
practitioners or perinatal psychiatrists;
the mental health of women in pregnancy
and the post-partum period is everybody’s
business. The amount of time that is given
over to educating GPs, midwives and health
visitors in psychological and mental health
problems in their training is perhaps less
than it should be. Training needs to be
improved with top-up training and CPD
really needs to be emphasised.

Q: A lack of resources means many
health visitors cannot dedicate as
much time to identifying maternal
mental health issues as they would
like. How can we overcome this?
A: Some professionals hide behind a tickbox formality for fear of opening that

Pandora’s box, which may mean they have
more work that they simply don’t have time
to do. It is entirely right to highlight that if
we want professionals to take an interest and
be active in this area, we have to give them
the resources and the time to be able to do
that, as well as the services to be able to refer
on and get support from.

Q: What are your top tips for health
visitors to spot mental health issues in
the antenatal and postnatal period?
A: My top tip would be recognising the great
spectrum of illnesses that can occur. One of
the key education points of perinatal mental
health at this time is that it is more than
just postnatal depression. It isn’t just about
asking a few questions to pick up women
who are depressed – there are women who
develop post-partum psychosis, obsessive
compulsive disorders, eating disorders and
much more. Part of the problem is that the
complexity of the vast variety of experiences
women can have is conflated into this label
of ‘postnatal depression’.
From my experience, women are more
willing to accept the post-partum depression
label and the use of that label has destigmatised mental health issues to an
extent. However, there are a huge issues
around women being scared to talk about
how they feel because they don’t want to be
thought of as a bad mother or are worried
about having their children being taken
away from them.
Health visitors can do a huge amount for
women with mental health problems at this
time in giving active listening visits, but
it is about recognising those women that
need to be referred on to specialist help
and care – and that’s the philosophy behind
the MMHA. It is not just the responsibility
of psychiatry, or mental health nursing or
something general practice can do on their
own, it needs a collaborative approach – it
is about services talking to each other and
being able to get access to help quickly for
the women who need it.
Women tend to get ill quicker and become
more ill and more severe in the postpartum period than they do at any other
time and the model of service provision has
to reflect that.
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2015 CPHVA AWARDS

It’s time to make your nomination and be a part of the
2015 celebrations
What it meant to some of the 2014 award winners and sponsors
Health Visitor of the Year: Justine Rooke
Sponsored by Johnson’s® Baby
Justine is a Health Visitor at Harrogate and District Foundation Trust. She said: ‘To
be recognised for my contribution to health visiting has been an awesome experience.
I feel proud and honoured to have won this award. I work within such a dedicated
team of health visitors and school nurses that to be nominated by colleagues for this
award has made it extra special to me. The award has lifted the spirits of the whole
team and Harrogate Children’s Services. I am still smiling like a Cheshire cat!’
Kate Hulatt, Johnson’s® Baby Professional Communications Manager, said, ‘The
Johnson’s® Baby brand was delighted to sponsor the Health Visitor of the Year Award.
These awards celebrate and share the outstanding achievements of health visitors across
the UK. The Johnson’s® Baby brand is committed to supporting mothers and healthcare
professionals with both established products and new research. We are proud to support
the work of health visitors who play a vital role in supporting parents and their children.’

Community Practitioner of the Year: Ruth Oshikanlu
Sponsored by Dettol
Ruth is a Health Visitor at Lewisham and Greenwich Community Health Services.
She said: ‘I am elated and greatly honoured to have won this award. It will motivate
me to continue on my mission to share my expertise and passion with colleagues
and clients, and champion health visiting. I am hoping that it will inspire other
community practitioners to nominate next year.’
Paul Goddard, Dettol Global Relations Manager, said, ‘Dettol was delighted to have
awarded Ruth the Community Practitioner Award 2014 in recognition of the exceptional
work she has demonstrated daily in her professional practice. Dettol acknowledges and
supports the dedication, enthusiasm and excellence shown by such an inspiration role model.’

Community Practitioner Team of the Year: Clinical Team
Leaders, St George’s Healthcare Trust
Sponsored by Pampers
The team at St George’s said: ‘In light of the very stiff competition we were both
surprised and delighted to receive the award. It was lovely to be nominated by our
manager Zoe in the first instance, but to win was the icing on the cake. We would
like to thank the CPHVA for a great day, not to mention the fabulous views of the
Thames and the equally fabulous lunch shared with new friends.’
Kathy Rogerson, Scientific Communications UK & Ireland Pampers, said, ‘Pampers
were delighted to have awarded Clinical Team Leaders of St George’s Healthcare Trust
with the Community Practitioner Team of the Year Award. At Pampers we understand
from listening to mums the important role that health professionals play in the support
for new parents so we are especially pleased to have sponsored this award.’

See opposite for details of how to make your nomination now!

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 YOUR ACHIEVEMENTS AND HARD WORK
IN COMMUNITY PRACTICE
We need your nominations now!
Nominating could not be easier – so make yours now
You can nominate a colleague or team by visiting the Community
Practitioner website (www.communitypractitioner.com/awards).
Choose the appropriate category for your nomination and follow
the simple entry instructions.
You can nominate any colleague or team demonstrating
exceptional performance in their role, as long as they are a member
of CPHVA.
*For details regarding the MacQueen Awards visit the Education
and Development Trust page at: www.unitetheunion.org

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*

PREVIOUS SPONSORS:

www.thompsons.law.co.uk

SCHOOL NURSE CAMPAIGN

School Nurse
121 Campaign
Rosalind Godson
Professional Officer, Unite/CPHVA
rosalind.godson@unitetheunion.org

T

he recent headline of a Royal College
of General Practitioners (RCGP) press
release was succinct: Health leaders declare
‘State of Emergency’ on childhood obesity. The
serious suggestion is that a Child Obesity
Action Group be set up, which will involve
collaboration between doctors, nurses,
midwives, dietitians, dentists and schools.
They call for a raft of measures, some of which
will improve the situation, such as the right
infrastructure, investment and knowledge to
bring about the necessary changes.
Other suggestions are not so useful, such
as increased support for the National Child
Measurement Programme, more data
gathering and more IT programmes, all of
which take resources away from frontline
work. They point out that while there
are many initiatives across the country
(England), child obesity treatment provision
is a postcode lottery, and there needs to be
a consistent response to the problem. Of
course, this would be a lot simpler if there
were designated qualified school nurses to
lead on this work and put all the evidence
into practice.

and development of the next generation’
(WHO, 2014).
School nurses will need to make sure that
commissioners understand this ‘second
chance’ and do not put all their resources
solely into early intervention projects. The
adolescent public health nurse is a specialism
some local authorities will want to develop.
CPHVA would encourage this and echoes
the RCGP in that we need a consistent
approach to adolescent health across the UK.
A qualified school nurse in every secondary
school would be able to lead and develop
health initiatives, which would greatly impact
upon adult health morbidities.
Many of you attend local professional
meetings that discuss your outputs relative
to your employers’ targets, and which
showcase local initiatives and relevant
multi-agency working; but it is important
not to lose sight of the wider agenda. Our
adolescents are world citizens – many have
relatives in other parts of the globe – and
easy access to international travel and social
media means that they are not bounded by
local decisions. When you look at the world
statistics for illness and death, road traffic
accidents, mental health disorders, asthma
and infections feature in the top 10, as they
do here.

alcohol and tuberculosis, are relevant to
adolescents.
Alcohol misuse is also a growing problem in
children and young people, with over 24,000
receiving NHS treatment for alcohol-related
problems during 2008/9 (Public Health
England, 2014). There are facts, suggestions
for guidance and e-learning opportunities
and a reminder of the National Institute for
Health and Care Excellence (NICE) guidance
on brief interventions. School nurses need
to have full possession of the facts and the
evidence of interventions to engage usefully
with young people, and to liaise with the
youth service and police where possible to
carry out joint projects.

Tackling tuberculosis
The Local Government Association (LGA),
in conjunction with Public Health England,
has published Tackling Tuberculosis as the UK
now has one of the highest incidence rates of
any western European country (LGA, 2014).
Although largely confined to London and
the Midlands, all school nurses should know
what to look out for, especially as families
are moved around by the benefits system and
unaccompanied refugee children may arrive
in schools. We need to be pro-active and not
allow this disease to take hold of our young
people as it did in previous generations.

Personalised care framework
Adolescent health
The World Health Organization has recently
launched Health for the World’s Adolescents: A
Second Chance in a Second Decade, presenting
a global overview of adolescent health
and health-related behaviour. I cannot do
better than quote from the report: ‘What
happens during the early years of life affects
adolescents’ health and development which,
in turn, affects health during the adult years

If you haven’t yet looked at the Framework
for Personalised Care and Population Health
for Nurses, Midwives, Health Visitors and
Allied Health Professionals I mentioned in
a previous edition of CP, have a look at it
now. It describes a life course approach to
public health, although only the ‘early years’
one has been uploaded at present (Public
Health England, 2014). There are six models
for priority interventions and two of those,
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CMO report on mental health
The Chief Medical Officer (England) has
published her annual report on mental health
which, although not mentioning school
nurses at all and health visitors only once,
does have a chapter (3) on children and
young people’s mental health. I urge you to
read it: www.gov.uk/government/uploads/
system/uploads/attachment_data/file/351629/
Annual_report_2013_1.pdf

SCHOOL NURSE CAMPAIGN

The statistics are depressing and point
to complacency: more than 75% of adults
who access mental health services had a
diagnosable disorder prior to the age of 18
and incidences of self-harm are increasing.
Despite this, there has been extensive
disinvestment in specialist child and
adolescent mental health service (CAMHS)
provision in England since 2011, amounting
to 25% in some areas, and removal of early
intervention services across the country.
On the plus side, the Children and Young
People Improving Access to Psychological
Therapies (IAPT) partnerships (with
NHS, voluntary and local authorities) are
commended. Schools are seen as a key
focus for mental health promotion and
intervention, both for targeted and whole
school approaches. It is CPHVA opinion
that school nurses should be trained in tier

one mental health recognition and support,
and be integral to this partnership working;
therefore, it is vital that we increase the
numbers. One of the recommendations from
this report is that commissioning should
recognise the potential of schools to promote
resilience among children and young people
and as settings in which to deliver child
mental health interventions.
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INTRODUCE A NEW
MEMBER TO UNITE

and receive a shopping card worth up to £25!
We know that current Unite Health Sector
members are the best possible source for
new members who could beneﬁt from all
that Unite has to offer:
• Legal and industrial support on all
workplace issues
• Professional guidance on clinical and
professional issues
• Online information, training and support
• Advice and support exclusively from and
for nurses
• Access to our membership communities
• Monthly receipt of Community Practitioner
for CPHVA members
• Financial beneﬁts and member discounts.

Every time you introduce a new member, you make
Unite stronger and to recognise your help, we will
give you a Love2shop card worth up to £25.
The offer is available when the person you are
recruiting joins online and enters your surname and
Unite membership number when asked. The special
application form can be found at:
www.unitetheunion.org/join-unite-recruitment
The value of the shopping card will depend upon
the scale the member is paying and will be sent to
you when the appropriate number of subscriptions
has been paid. Please visit the website for more
information.
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Abstract
The most extensively researched form of
psychotherapy over the last 10 years, cognitive
behavioural therapy (CBT), has recently been
promoted in health visiting practice. Health
visitors, frontline practitioners for the majority of
women with postnatal depression (PND), stand
between the use of antidepressants for PND
on the one hand where compliance is not good
and the potential to offer a practical alternative
using cognitive behavioural techniques on the
other. The aim of this study was to examine how
health visitors understand the concept of CBT
and envisage its implementation in practice with
regard to the treatment and management of
PND. A qualitative research methodology using
a phenomenological approach was adopted to
analyse transcripts from two semi-structured
focus group interviews with nine health visitors
about their work with PND and CBT. The
findings demonstrated that health visitors do
not want to be known as ‘frontline’ professionals
in the delivery of CBT to treat PND as this
would imply ‘counsellor’ – a diversion from their
professional identity and unique role. However,
they wanted to be equipped with more than just
introductory basic assessment and treatment
techniques in CBT to deliver a pragmatic,
psycho-educational approach to PND in four to
eight home sessions.
Key words
Cognitive behavioural therapy, listening visits,
service provision, impact of intervention, training
programme
Community Practitioner, 2014; 87(10): 26–29
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The term ‘postnatal depression’ (PND) is often
used to describe a range of mental health symptoms some women experience after childbirth
(Stevenson et al, 2010). The prevalence of postnatal depression (PND) has been reported as 8–28%
in the early postnatal period (Escribe-Aquir et al,
2008). However, these figures vary across studies,
depending on factors such as the time of assessment (Sharp et al, 2010), the definition of depression and the assessment tool used to measure PND
(Morrell et al, 2009).
Depression in mothers during the postnatal period has been shown to have a negative effect on
the parent–infant relationship which, in turn, has
been recognised as a significant predictor of insecure infant attachment (Barlow and Coe, 2013).
In the UK, health visitors are the professionals best placed to offer psychological support for
women with PND because they are in regular
contact with women throughout the first postnatal year (Sharp et al, 2010). However, Brugha et al
(2011) reported psychological intervention such
as cognitive behavioural therapy (CBT) is largely
new as an element of influence upon health visitors’ practice.
In the course of such work, health visitors who
are concerned about the mental health of women,
and believe this is beyond their scope of practice,
will interact with GPs, where the usual treatment
is the prescription of antidepressants (Sharp et al,
2010). Antidepressants are effective but compliance is not good (Morrell et al, 2009). Although
the NHS pledged more mental health support for
women with postnatal depression (DH, 2012a),
the health service has been slow to adapt (Reeves,
2011). As a result, health visitors in many NHS
trusts developed their own local procedures, with
differing strategies and integrated care pathways
for the detection and management of depression
(Morrell et al, 2009).
The National Institute for Health and Care Excellence (NICE) (2007) guidelines recommend
women who do not meet the threshold for a formal diagnosis of PND be offered supportive listen-
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ing visits for up to eight sessions, over nine to 12
weeks, including follow-up, supported by a trained
practitioner in low-intensity CBT or interpersonal
therapy (IPT) who reviews progress and outcome.
With current emphasis on best practice and
re-alignment of service provision (DH, 2011),
this degree of success should endorse prioritising
PND work but the educational and psychological
aspects in the training may provide serious leverage from the use of antidepressants, to include a
psychological outlook for health visitors (Morrell
et al, 2009). Further guidelines produced by NICE
recommend that high-intensity CBT should be in
the range of 16–20 sessions over six to nine months
(NICE, 2004). This would increase the number of
contacts associated with interventions of this nature, thus an additional pressure on service delivery (Leahy-Warren and Corcoran, 2011). Training
is rigorous and extensive to deliver CBT at this level
(Houghton and Curran, 2007).
The Department of Health (DH) in England
pledged that the 4,200 new health visitors being
employed as part of the Health Visitor Implementation Plan will receive further training for working
with maternal depression (DH, 2012b). However,
the four-year transformational health visiting programme of recruitment and retention, professional development and improved commissioning has
yet to complete delivery of the expected growth at
the frontline (DH, 2013). In the meantime, work
pressures remain a challenge and service provision
nationally in PND persists as inequitable (Almond
and Lathlean, 2011).

Study aim
The primary rationale was to gain an understanding of health visitors’ views and roles as frontline
professionals in delivering CBT to treat eligible
women. The study was undertaken as part of a
Master’s degree in primary health care.

A review of the literature
Three themes emerged from a review of the literature:
l Appreciation
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l
l

Service provision
Training.

The first emerging theme was clearly an appreciation of cognitive behavioural techniques and other
psychosocial interventions.
Cooper et al (2003) evaluated the long-term
effects of three psychological treatments (nondirective counselling, CBT and psychodynamic
therapy) on maternal mood in relation to routine
primary care. Although by nine months followup the differences between all four groups were
not significant, improvements were well maintained in the CBT group up to 18 months. The
trial also found a significant benefit in mothers’
reports of relationship issues with their infants at
four months postnatally. Highet and Drummond’s
(2004) comparison of existing community treatments for PND using patient records reported
pharmacological and psychological interventions
of CBT, non-directive counselling or behavioural
techniques produced similar clinical benefits in
the treatment of psychological symptoms at six
months follow-up.
The second emerging theme challenges pharmacological treatment of PND. Pharmacological
treatment of PND is complicated by both known
and unknown risks of medication in breast milk
(Sharp et al, 2010). Appleby et al (1997) clarified
cognitive behavioural counselling to be equally effective as antidepressants for non-psychotic depression in postnatal women at four and 12 weeks, after
an initial session of counselling. Similarly, Sharp et
al (2010) argued follow-up rates at 18 weeks post
randomisation to either non-directive counselling
home visits or antidepressants, to be equally effective for treating women with PND and, therefore,
could not rule out a clinical important benefit in
the provision of psychological support.
The final emerging theme related to training. The
evidence suggests that brief training in aspects of
CBT would offer professionals working with mental health issues such as health visitors, a straightforward framework for improved therapeutic
interactions and outcomes. Appleby et al (2003)
suggest training health visitors in cognitive behavioural counselling leads to improved counselling
skills and corresponding changes in clinical practice, without increasing the costs of health visiting
practice.
Morrell et al (2009), in the largest-scale trial to
date testing universal prevention of depression in
women with PND, found that training health visitors in either CBT or a person-centred approach
was associated with a reduction in depressive
symptoms at six months postnatally and at 18
months follow-up.

Methodology
This study used a qualitative design. Phenomenology was used as a research method for this study.

Participants
A purposive, homogeneous a sample as possible
from one community trust was selected to stimulate two focus groups, with six participants in one
and three participants in the other. Health visitors
were informed via professional meetings. Health
visitors were also approached directly to ensure a
purposely sought out sample. Participants chosen received a follow-up letter of invitation with a
telephone call. An inclusion and exclusion criteria
determined which participants would produce the
most knowledge. The variation in relation to time
since completion of qualifying as a health visitor,
and length of service in the area, as well as level of
engagement with the study determined the sample. In addition, two health visitors were included
who had received comprehensive training in cognitive behavioural therapy. Students would not be
able to yield the knowledge necessary to answer
the research question, and therefore were excluded
from this study.

Participants’ narratives from the audio-taped interviews were transcribed verbatim by the researcher.
Significant statements were extracted and numerically entered into a list, and were formulated into
themes when meaning from each statement had
been understood. On synthesis of the themes, a
comprehensive description of the phenomenon
under study was formulated.

Findings
The following themes were identified:
l Appreciation of the CBT approach
l Intervention
l Impact of intervention on health visitors
l Health visitors’ views of a training programme.

Appreciation of the CBT approach
Appreciation of the CBT approach was identified
as a theme within the data. All participants provided a comprehensive explanation of CBT.
‘… it is aimed to help the client change their bad behaviour by altering their thinking style which in turn
will affect their feelings.’ (HV2)
One participant attributed the principles of CBT
to PND:

Ethical approval
Permission to involve members of the trust was
granted from the research and development department, and line manager. Approval was granted
from the university before the research started to
ensure the process would not cause distress or
harm to the participants.

‘It’s about changing clients’ thought processes, and
helping them change behaviours to move on and help
with bonding and attachment processes and parenting.’ (HV7)

Intervention
Data collection
Participants provided informed consent and the
researcher ensured their autonomy and privacy
were protected. Semi-structured focus group interviews were the chosen method of data collection. A series of open-ended, predetermined questions were prepared to allow the semi-structured
interviews to unfold in a conversational manner.
A series of broad questions enabled the researcher
to keep the group on topic while adopting a nondirective approach, allowing the group to explore
the topic from as many angles as they please. The
semi-structured focus group interviews were held
at a local secure venue to ensure privacy. The data
were collected using a tape recorder with a microphone to ensure good playback.

Data analysis
A thematic approach to data analysis was carried
out across both focus groups. To assist in interpreting the findings, Colaizzi’s (1978) seven-stage
process of analysis was selected as the approach
best suited for the phenomena under investigation.

Two sub-themes emerged: listening visits and service provision.

Listening visits
Participants did not wish to be viewed as ‘counsellors’ and were reluctant to describe themselves as
performing non-directive counselling, preferring
the term ‘listening visits’.
‘I have no wish to be a counsellor [or] be viewed as
one ...’ (HV8)
‘… I feel uncomfortable to offer a counselling visit,
listening visit is fine.’ (HV1)
‘I think if you start being viewed as one [counsellor] by GPs or other agencies then they’re expecting
a service you won’t be able to deliver in its entirety.’
(HV8)

Service provision
Many participants agreed service provision nationally for PND would improve if a universal
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approach to training health visitors in CBT was
adopted:
‘If there were more professionals trained in CBT,
there would be a greater likelihood of clients receiving the same level of support regardless of where they
lived.’ (HV7)
Participants argued that CBT delivered by health
visitors would be cost-effective compared to prescriptions for medication:
‘… it (CBT) can reduce the need for antidepressants and therefore reduce costs to the health service.’
(HV3)
The participants had no doubt that knowledge
of CBT techniques would enhance collaboration
between the women and other healthcare professionals:
‘I believe if health visitors were trained to deliver
CBT, initially the low intensity clients, the waiting
lists for ‘highly trained’ psychologists and high intensity treatment would significantly reduce.’ (HV2)
‘They [mothers] get the support when they require
it, which means they are less likely to develop an
increase in symptoms, so the relationship between
mother and child will improve quicker.’ (HV7)

Impact of intervention on health visitors
Although participants did not object to taking on
an additional area of responsibility, all participants
appeared fretful about the impact of their workload on service time due to staffing levels and resource constraints.
‘… at present this would be quite a challenge due to
current staffing levels, workload pressures and other
priorities like child protection.’ (HV8)
All participants were keen to deliver CBT techniques to women with PND within six to eight
listening visits:
‘I would like to use a CBT approach in six listening
visits without offering the “fixed” normal sessions,
so maybe learn an approach in a different way …’
(HV4)

Health visitors’ views of a training programme
All participants recognised the relevance of being
practitioners in CBT:
‘We need training … health visitors are in prime position to offer this service as we provide the core con-

tacts with mothers.’ (HV3)
Promotion of participants’ confidence in supporting women with PND through listening visits using cognitive behavioural techniques reflected the
length of a training programme required:
‘… at least one week training or perhaps even more
… I would need more than a few days training before
I would be happy to deliver CBT to clients, I wouldn’t
be confident otherwise.’ (HV1)

Discussion
Although the health visitors seemed a little vague
in describing the mechanics of CBT, it was obvious
they clearly understood the fundamental principle
of CBT. This appreciation of the CBT approach is
reflected in the considerable momentum CBT has
gained in the literature over the last 10 years (Currid et al, 2011), compared to some 18 years earlier
where the relevance of psychological approaches in
the treatment of postnatal depression was largely
absent from the literature (Thurtle, 1995).
There is little available evidence on the service
provision of CBT specifically for PND (Nardi et al,
2012), but the demand for health visitors to provide psychological input and learn CBT techniques
to support postnally depressed women is apparent
in the academic and professional literature and
practice (Morrell et al, 2009).
Health visitors identified strongly with their role
as listener, and all were reluctant to be viewed as
‘counsellors’ and keen to continue as health visitors. Health visitors understand the importance
of continuing professional development, not only
because the shifting policies and changing ideologies around public health and health inequalities
underpin health visiting practice, but also to support individuals in making the best use of services
and policies designed to help them (Cowley and
Frost, 2008).
Psychotherapy should not be trivialised as
routine application of techniques, but recognised as a skilled and often uncertain endeavour
that demands a particular expertise (Marzillierr
and Hall, 2009). The health visitors believed this
overarching commitment would infringe upon
the parameters and scope of their practice in
public health improvement.
Health visitors who took part in the largest pragmatic cluster, randomised trial to date to determine
the clinical effectiveness of health visitor training
in psychological intervention for PND were very
positive about the receivership of training in cognitive behavioural or person-centred techniques
(Morrell et al, 2009). Health visitors trained in the
cognitive behavioural approach seemed to find the
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training more difficult than the those trained in
the person-centred approach (Morrell et al, 2009).
Some robust studies have demonstrated training programmes for health visitors in cognitive
behavioural techniques to be persistently effective
(Morrell et al, 2009; Appleby et al, 2003). More importantly, these studies provide new evidence that
a universal preventive service of PND from health
visitors trained in cognitive behavioural techniques
or non-directive counselling can considerably improve the expectations and experiences of motherhood for women with PND (Morrell et al, 2009).
The health visitors suggested CBT was more effective in enhancing the quality of people’s lives
long-term than prescription drugs for PND.
The evidence suggests that, although CBT is not
contra-indicated by the prescription of medication, there is no evidence that psychotherapy
outperforms medication or vice versa (Appleby
et al, 1997). Although research suggests society
favours pharmacological intervention (Sharp et
al, 2010), it appears the strength of CBT becomes
apparent when clients will not accept medication.
Mothers are often reluctant to take antidepressant
medication due to concerns regarding breast milk
transmission, potential side effects (Milgrom et al,
2006) and the stigma attached to depression, and
being labelled as mentally ill, weak and inferior
(Russell, 2006).
The health visitors described shortages of staff
and high workload as primary obstacles to the integration of CBT in practice. While official figures
suggest the Implementation Plan (DH, 2011) is
only marginally below workforce growth trajectory since the launch just over two years ago (DH,
2013), challenges of recruitment, training, support and retention are inevitable (Corkan, 2012)
as nearly 50% of the health visitor workforce will
consist of newly or recently qualified recruits if
growth is achieved by 31 March 2015 (Centre For
Workforce Intelligence, 2012). There appear to be
challenges for the future of the programme, but
all health visitors who took part in the study were
keen to use cognitive behavioural techniques in a
format suited to six to eight home listening visits.
The health visitors who took part in this study
recognised that equity in care for PND is not being
achieved and that perhaps post-qualified training
should include knowledge and skills in cognitive behavioural techniques. Brugha et al (2011)
suggest the need for effective national prevention
approaches to PND has been highlighted by the
demonstration of increasing population prevalence rates of PND. Effective national prevention
and management strategies to PND are uneven
(Brugha et al, 2011) and debates continue regarding the characteristics of an equitable health
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visiting service (Almond and Lathlean, 2011).
Chew-Graham et al (2008) suggest health visitors have varying degrees of different levels of
knowledge and experience in providing relationship-based support in PND and its management varies considerably.
The evidence suggests that a universal approach
to the treatment of women with maternal depression is strongly recommended. Houghton and
Curran (2007) recommend introductory training of CBT skills in the format of a short course
or workshop that equips practitioners with some
basic assessment and treatment techniques, which
can be applied in daily practice if a possible mental
health concern is identified. Appleby et al (2003)
found a simple two-day intervention designed to
be delivered by non-specialists in mental health to
support women with PND as successful. However,
the health visitors who took park in this study were
ambivalent about the adequacy of training in cognitive behavioural techniques in just two days.
The training of the health visitors in Morrell et
al’s (2009) randomised trial endorsed a case for
specific enhancement of interpersonal skills in
health visiting. The health visitor training programme aimed to provide the development of
clinical skills in assessing postnatal depression and
the delivery of a cognitive behavioural approach
for eligible women over a five-day training period by two psychotherapist trainers (Morrell et
al, 2009). This would appear to concur with the
specific training requirements highlighted by the
health visitors in this study.

Key points
l Health visitors were reluctant to describe themselves as doing non-directive counselling,

preferring the term ‘listening visits’
l Health visitors would seriously consider learning cognitive behavioural therapy (CBT) for

mild-to-moderate depression to be delivered over six to eight home visits
l Health visitors were ambivalent about the adequacy of training in CBT in just two days
l Health visitors described resource constraints as obstacles to the delivery of CBT

es. Health visitors are being encouraged to adapt
their practice to the changing health needs of
the population. During this transformation, this
study suggests that health visitors are keen to be
involved in developing a maternal mental health
service to incorporate a cognitive behavioural approach that will help them to perform their role
more effectively.
Health visitors were keen to maintain their
professional identity and retain their unique role
while working with maternal mental health issues.
Furthermore, health visitors described the shortages of staff, high workload, limited service time,
and resource constraints, coupled with perhaps
a ‘loss of identity’ as a health visitor, as obstacles
to the delivery of a structured course of CBT for
moderate-to-severe depression over a six-to-ninemonth period. However, they would seriously consider learning cognitive behavioural techniques for
mild-to-moderate depression to be delivered over
six to eight home visits.

Cowley S, Frost M. (2008) The Principles of Health Visiting:
Opening the Door to Public Health Practice in the 21st Century.
London: CPHVA.
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Recommendations
The findings from this small study suggest health
visitors are willing to adopt a cognitive behavioural
approach into their daily practice – a pragmatic
philosophical stance to treat postnatal depression
in four to eight home sessions. This study suggests
a two-day training course for health visitors is too
narrow an approach and that a five-day training
course would be more appropriate to address the
needs of health visitors, with support from psychotherapist trainers.

Limitations
This study based on nine participants collectively
from one community health trust is too small to
make generalisations to the wider population of
health visiting practice.

Conclusion
As health visitors have a clear role in the early detection of women with postnatal depression, the
appreciation of cognitive behavioural techniques
was reflective in the participants’ positive respons-

References

Almond P, Lathlean J. (2011) Inequity in provision of and
access to health visiting postnatal depression services. J Adv
Nurs 67(11): 2350–62.
Appleby L, Warner R, Whitton A, Faragher B. (1997) A
controlled study of fluoxetine and cognitive behavioural
counselling in the treatment of postnatal depression. BMJ
314(7085): 932–6.

Cooper PJ, Murray L, Wilson A, Romaniuk H. (2003) Controlled trial of the short- and long-term effect of psychological treatment of post-partum depression. I. Impact on maternal mood. Br J Psychiatry 182: 412–19.
Currid TJ, Nikcevic AV, Spada MM (2011) Cognitive behavioural therapy and its relevance to nursing. Br J Nurs 20(22):
144–7.
Department of Health (DH). (2011) Health Visitor Implementation Plan 2011-2015: A Call to Action. London: DH.
DH. (2012a) Chief Nursing Officer Bulletin: Helping health
visitors strengthen delivery of maternal mental health services.
London: DH.
DH. (2012b) NHS pledges more support for women with postnatal depression. London: DH.
DH. (2013) Health Visitor Implementation Plan Quarterly
Progress Report: April–June 2013. London: DH.
Escriba-Aguir V, Gonzalez-Galarzo MC, Barona-Vilar C, Artazcoz L. (2008) Factors related to depression during pregnancy: are there gender differences? J Epidemiol Community
Health 62(5): 410–14.
Highet N, Drummond P. (2004) A comparative evaluation
of community treatments for post-partum depression: implications for treatment and management practices. Aust N Z
J Psychiatry 38(4): 212–18.
Houghton S, Curran J. (2007) Talking up the cognitive behavioural therapy. Nurs Stand 21(41): 62–3.

Marzillier J, Hall J. (2009) The challenge of the Layard initiative. The Psychologist 22(5): 396–9.
Milgrom J, Ericksen J, McCarthy R, Gemmill AW. (2006)
Stressful impact of depression on early mother-infant relations. Stress and Health 22(4): 229–38.
Morrell CJ, Warner R, Slade P et al. (2009) Psychological interventions for postnatal depression: cluster randomised trial
and economic evaluation. The PoNDER trial. Health Technol
Assess 13(30): 1–176.

Appleby L, Hirst E, Marshall S et al. (2003) The treatment of
postnatal depression by health visitors: impact of brief training on skills and clinical practice. J Affect Disord 77(3): 261–6.

Nardi B, Laurenzi S, Di Nicolo M, Bellantuono C. (2012) Is
the cognitive-behavioral therapy an effective intervention to
prevent the postnatal depression? A critical review. Int J Psychiatry Med 43(3): 211–25.

Barlow J, Coe C. (2013) Supporting women with perinatal
mental health problems, the role of the voluntary sector.
Community Pract 86(2): 23–7.

National Institute for Health and Care Excellence. (NICE)
(2007) Antenatal and Postnatal Mental Health Clinical Management and Service Guidance. London: NICE.

Brugha TS, Morrell CJ, Slade P, Walters SJ. (2011) Universal
prevention of depression in women postnatally: cluster randomized trial evidence in primary care. Psychol Med 41(4):
739–48.
Centre For Workforce Intelligence (CFWI). (2012) Health
visitors: Workforce risks and opportunities – education commissioning risks summary from 2012. London: CFWI.
Chew-Graham C, Chamberlain E, Turner K, Folkes L,
Caulfield L, Sharp D. (2008) GPs’ and health visitors’ views
on the diagnosis and management of postnatal depression: a
qualitative study. Br J Gen Pract 58(548): 169–76.
Colaizzi P. (1978) Psychological research as the phenomenologist views it. In: Valle RS, King M (eds). Existential
Phenomenological Alternatives for Psychology. Oxford: Oxford
University Press: 48–71.
Corkan L. (2012) A Health Visiting Career: Part 1. Support in
the First Two Years. Part 2. Supporting Health Visitors to Support Families. London: Department of Health.

NICE. (2004) Depression: Management of Depression in Primary and Secondary Care. Clinical Guideline 23. London:
NICE.
Reeves R. (2011) Suffering in Silence. London: 4Children.
Sharp DJ, Chew-Graham CA, Tylee A et al. (2010) A pragmatic randomised controlled trial to compare antidepressants with a community-based psychosocial intervention
for the treatment of women with postnatal depression: the
RESPOND trial. Health Technol Assess 14(43): 1–181.
Stevenson MD, Scope A, Sutcliffe PA et al. (2010) Group
cognitive behavioural therapy for postnatal depression: a systematic review of clinical effectiveness, cost-effectiveness and
value of information analyses. Health Technol Assess 14(44):
1–135.
Thurtle V. (1995) Post-natal depression: the relevance of sociological approaches. J Adv Nurs 22(3): 416–24.

October 2014 Volume 87 Number 10 Community Practitioner | 29

PROFESSIONAL AND RESEARCH: PEER REVIEWED

Is there a need for placement
evaluations for specialist
practice students? A proposal
Introduction
Sally Anne Sturge Dip BA(Hons) Pg Dip MSc
Senior Lecturer for Specialist Practice
Faculty of Education, Health and Wellbeing,
University of Wolverhampton
Correspondence: S.Sturge@wlv.ac.uk
Abstract
This paper outlines a recent proposal justifying
the initiation of standardised placement
evaluations across specialist community public
health nursing and specialist community nursing
students while they undertake their educational
programme. Within one approved education
institute (AEI) it was identified that there was
no standardised tool currently being used
across the West Midlands, making the process
of quality assurance extremely difficult. A
clear rationale is provided for the use of such
a tool, including supporting evidence from
professional, statutory and regulatory bodies,
health and education policies and quality
assurance agencies. Placement evaluations are
critical to students’ learning, ensuring a safe
and conducive environment, while providing a
continuous cyclical process in conjunction with
educational audits to allow the opportunity of
regular assessment of the learning environment
conforming to the Nursing Midwifery Council’s
risk-based approach. In light of the recent
recommendations from the Francis report, it is
pivotal that organisations such as the NHS and
AEIs engage proactively together, fostering an
open and transparent relationship to ensure
standards of care are of the highest quality.
Aspects of leadership theory are also discussed
to enable the planned change to be successful.
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Change is an ongoing process within health
care, ensuring both continuous quality
improvement and modernisation (Goppee
and Galloway, 2014). Therefore, the
implementation of placement evaluations for
student specialist community public health
nurses (SCPHN) and specialist community
nurses (SCN) are an essential component
of the educational programme approved
by the Nursing and Midwifery Council
(NMC) (2013).
It had been identified that there were
inconsistencies in completing placement
evaluations across the West Midlands, which
called for a more standardised approach to
be implemented to ensure the provision of
a systematic and fit-for-purpose process.
The Quality Assurance Framework (NMC,
2013) specifically states that post-registration
programmes, such as SCPHN and SCN,
must meet the required standards associated
with particular roles and functions, noting
the placement learning risk where student
evaluation is a key piece of evidence. In
this case, the required standards are taken
from Standards of Proficiency for Specialist
Community Public Health Nurses (NMC,
2004), Standards for Specialist Education
and Practice (NMC, 2001) and Standards of
Proficiency for Nurse and Midwife Prescribers
(NMC, 2006).

This heightens the importance of placement
evaluations as a tool to fulfil the NMC’s riskbased approach to education. Placement
evaluations have the potential to anticipate
or identify known risk-enabling action plans
to be implemented, monitored, reviewed
and evaluated resulting in a continuous
cyclical process (Figure 1), and ensuring
all organisations foster stronger cultures of
openness and transparency (Francis, 2013).
Evaluation is an investigative process to
determine whether the education has been
cost effective, the objective been achieved and
learning conveyed to the job (Sullivan and
Garland, 2013). Often, congruence is present
from both education and NHS trust managers
that educational programmes require sound
appraisal; however, both parties infrequently
agree on the best method to perform evaluation
recognising that empirical evaluation is scarce
(Sullivan and Garland, 2013).
The principle of evaluation is to evaluate
whether
the
educational
programme
(consisting of 50% theory and 50% practice)
has a positive effect on job performance and
to identify elements of the programme that
need improvement, while celebrating effective
learning opportunities. The affiliation
between theory and practice is a pivotal

Analyse

Rationale
Responsibility for the day-to-day management
of quality lies with the education provider, in
collaboration with the approved education
institute (AEI) and practice placement partners
who provide ‘hands-on’ practice experience
to specialist practice students. The AEI is
accountable to the NMC for the management
of quality, and risk of the education and
practice-based elements, examining safety
and suitability for learning in the clinical area
rather than inspecting the quality of care.
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Figure 1. Process of evaluation
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l

Figure 2. Framework of assessment to
measure quality
l

requirement within both programmes in
accordance with the NMC (2004) and NMC
(2001) proficiencies. Students will have
practice placements in a variety of settings
and with clients that are central to their role
specifications. As a result, practice evaluations
form part of this continuous process of
assessment (Figure 2) alongside the course
module evaluations. More importantly,
practice evaluations in collaboration with
educational audits are expected to manage
new and emerging risks that impact on safe
student learning and assessment.
The implementation of practice evaluations
as part of the SCPHN and SCN programmes
are required to assess the quality of practice
learning through fostering a risk-based
approach. The key drivers for change can be
identified as national and local health and
education policies, professional, statutory
and regulatory bodies, modernisation of
educational programmes that are fit for
purpose, research and evidence-based practice
and, ultimately, to protect the public. To
drive this change, a Strengths, Weaknesses,
Opportunities and Threats (SWOT) analysis
and Political, Economic, Sociological and
Technological (PEST) analysis were explored
examining the potential internal and external
attitudes, motivations and spheres of influence.

SWOT analysis
Strengths

l

Existing technological structures and
processes are in place enabling long-term
commitment to innovation.
Placement evaluations provide transparency
between the AEI and NHS partners through

Relies on AEI and NHS partner’s compliance.
Availability of administration hours to
collate and analyse findings.

Opportunities
l

l

a number of communication pathways.
Assure and promote the quality of academic
and placement learning in an appropriately
balanced way (module evaluations and
placement evaluations).

l

Encourages greater collaborative working
between the AEI and NHS partners.
Provides local standardisation across
the West Midlands for SCPHN and SCN
programmes facilitated by the University of
Wolverhampton.
Promotes quality enhancement through a
cyclical process.
Provides clinical practice educators/practice
teachers with peer review.

Threats
l

l

Lack of definition of the benefits of
innovations in education commissioning
and delivery of learner experience.
Employee’s resistance to change.

PEST analysis
Political: national drivers for change
Both educational and healthcare organisations
endeavour to provide high-quality educational
programmes resulting in high standards of
care to patients, clients and their families.
The Department of Health (DH) (2008)
postulates that NHS employees are essential to
delivering quality to the heart of services. In
support of this, Education Commissioning for
Quality (ECQ) (DH, 2009) sets out a complete
education commissioning system, which
seeks to re-focus education commissioning
on quality ensuring appropriate recruitment,
training
and
continued
professional
development to provide high-quality care
across the NHS.
Ensuring high-quality care remains a
complex and fragile operation, reinforcing the
need for professional joined-up working. The
failings of Mid Staffordshire NHS Foundation
Trust (DH, 2013) were found to be due to
quality of care not being at the centre of the
organisation. The DH (2012) draws parallels
with the King’s Fund in assuring quality in
the NHS as both associations acknowledge
that NHS organisations require effective early
warning systems when providing care. The AEI

is paramount in this process, enabling safety
and suitability for learning to be examined by
professional, statutory and regulatory bodies
adhering to a risk-based approach.
The ECQ includes the Education
Commissioning Assurance Framework, which is
framed around the World Class Commissioning
Competencies
(DH,
2009).
Strategic
management of the healthcare education
market is a powerful tool in education
commissioning for driving innovation and
quality improvement, as well as forging
stronger links between service needs and
education delivery. Placement evaluations for
the SCPHN and SCN programmes will add
credence to the commissioning competency
‘Promote improvement and innovation’,
providing enhanced quality and outcomes
from education in practice settings (DH, 2009).
In addition to the ECQ, the Quality
Assurance Agency (QAA) is fundamental in
this process, ensuring that the AEI meets UK
expectations on standards and quality of UK
higher education. The UK Quality Code for
Higher Education (QAA, 2014) outlines formal
expectations that all AEIs are to comply with,
enabling students to receive a high-quality
educational experience. By implementing
placement evaluations, the education provider
(AEI and practice placement partners) is
demonstrating evidence in support of the key
purposes of the quality code:
l Promote
continuous and systematic
improvement in UK higher education
l Ensure that information about UK higher
education is fit for purpose, accessible
and trustworthy.
Undoubtedly, placement evaluations will
enhance the quality of learning opportunities
for SCPHN and SCN students.

Political: local drivers for change
Placement evaluations are seen as evidence
in relation to providing ‘commitment and
transparency’ within the contract performance
management between the AEI and Health
Education for West Midlands. Placement
evaluations for SCPHN and SCN students will
provide a quantitative audit trail illustrating
resultant action plans while demonstrating
service improvements.

Economic factors
Mutual engagement
The call for placement evaluations requires the
AEI and practice placement partners to work
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collaboratively, demonstrating the integration
of theoretical and practice elements of the
SCPHN and SCN programmes. There is an
expectation for AEIs and practice placements
to maintain effective links at local, operational
and strategic levels, ensuring the quality
of the learning environment with regular
opportunities to receive and take account of
each other’s perspective.
A placement evaluation is one such method
in forging this partnership, with practice
placement partners having the opportunity
to proactively escalate and communicate
risks collaboratively with the AEI in order
that agreed, joint plans can be put in place
to support students and protect service users
and carers. Regular monitoring, reporting
and updating of progress against action plans
(including feedback from students) will be
used to inform the programme outcomes and
enhance the practice learning experience.

Accountability
The DH (2008) in England explicitly
emphasises and encourages the need for
greater freedom among frontline professionals
to use their expertise, creativity and skill to
find innovative ways to improve quality of
care. However, caution is always noted, as
greater freedom brings a new and enhanced
accountability. Accountability can become
more complex and sometimes blurred when
working collaboratively, which is of particular
relevance to this proposal. Ultimately, the AEI
is accountable to the NMC for the management
of quality and risk of the education and
practice-based elements (NMC, 2013).

Clinical governance
Clinical governance has become increasingly
more important in modern health care in
the UK (Pridmore and Gammon, 2007).
To improve the quality of care received by
clients, the government expects high national
standards and a system of clear accountability
as part of the clinical governance framework.
All healthcare systems strive to provide safe
and good-quality health care, improve patient
experience, tackle effectiveness and update
practice in the light of evidence from research.
The Health Foundation (2013) expresses that
quality is a ‘complex notion’ but believes there
is an acceptance that quality encompasses
six key dimensions: safe; effective; patientcentred; timely; efficient; and equitable. These
dimensions of quality are influential today and
are evident in the national health improvement

strategies across the UK. To ensure quality
improvement, a true combination of research
evidence for implementation and practitioner/
managerial expertise is required to aid the
change process that is fair for all stakeholders
(Robotham and Frost, 2005).

Sociological factors
Standardised placement evaluations across
all SCPHN and SCN programmes suggest
a more robust and unified approach
increases quality outcomes. Previous practice
suggests that there were inconsistencies
across the West Midlands with individual
trusts devising their own templates. This
creates challenges in respect of advocating
an open and transparent culture following
the recommendations within the Francis
(2013) report. In summary, this stresses the
importance of placement evaluations being
co-ordinated by the AEI where NHS partners
are freely able to resource their reports
through the appropriate channels.

Technological factors
The IT infrastructure for placement
evaluations already exists at the AEI for preregistration nursing and social work students.
In light of this there is a need for SCPHN and
SCN placement evaluations to be available
online in the near future, bringing the process
in line with other NMC awards across the
faculty, working towards a robust online
placement evaluation system.
Driving forces

Planned change objectives
The DH (2008) recognises that the change
involved in modernising the health service
requires effective leadership at all levels,
especially professionals who can inspire,
motivate and empower their colleagues
to achieve improvements in the quality of
service delivery.
The proposed implementation requires the
organisational theory of human relations,
whereby the basic structural understanding
of organisations is present, with academic and
clinical staff encouraged to contribute ideas
and participate in decision-making, building
co-operation and tapping into the motivation
of the individual (Sullivan and Garland, 2013).
The successful implementation of placement
evaluations will depend upon the interplay
between structures, people, technology and
the environment, while increasing social
networks and social cohesiveness between the
AEI and NHS partners, enhancing positive
working relationships.
To undertake this process effectively,
leadership styles will need to be considered to
facilitate this change. The theory of democratic
participative leadership (Barr and Dowding,
2012) is conducive to the implementation
of placement evaluations. Leading this
proposal necessitates the encouragement of all
stakeholders to interact and contribute to the
decision-making process. This is comparative
with transformational leadership, which
identifies creating high levels of motivation and
Restraining forces

National and local health and
education policies

Relies on partnership working

Current research and evidence
base practice

Employees opposed to change

Service user needs – quality
improvement

Deficit in knowledge base

Collaborative working

Accountability

Opportunity to innovate and
influence specialist practice

Figure 3. Lewin’s (1951) Force Field analysis
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Availability of administration
hours to collate and analyse the
findings
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commitment among the team as fundamental
to inspiring and empowering others with the
vision to carry forward the required changes
in practice (Hewison, 2005).
The transferability of the transformational
style of leadership within this process seeks to
recognise the symbolic relationship between
leaders and followers, being the interplay
between followers’ needs and wants and the
leader’s capacity to understand, empowering
staff to move between being leaders and active
followers highlighting the importance of
contagious, collective motivation carried out
by a competent leader (Thomas, 2008).
Manghani (2011) recognises that the
introduction of quality systems, such
as placement evaluations, needs to be
accomplished in a planned, systematic
way, using the principles of good change
management. Although the human relations
theory is recognised to be an appropriate
theory within this proposal, the planned
change can also be complemented by the use
of Lewin’s (1951) ‘Force Field’ model.
Lewin’s (1951) model identifies that the
change process is complicated by the attitudes
and thoughts of the individuals to be involved
and highlights the importance of identifying
the potential ‘driving and restraining forces’
(Figure 3) of any planned change, advocating
the opportunity for inter-professional working
between the AEI and NHS partners.
Despite placement evaluations being a
planned change with clear justification,
Robotham and Frost (2005) highlight leaders
who are set to innovate change should expect
a resistant response. Placement evaluations
will be a collaborative effort ensuring that this
shared procedure will be developed with the
participation of the professionals involved.
This progression will assist in the diffusion
of previous professional cultures allowing for
the application of placement evaluations to
become real, thus carrying greater meaning
and effectiveness when they are accepted and
owned by frontline professionals (Frost, 2005).

Evaluation
It is envisaged that the completed placement
evaluations will provide all stakeholders with
an opportunity for personal learning and
development that is integral to contemporary
practice (DH, 2004). For the outcomes of
this initiative to be successfully measured,
it is imperative that there is a process of
evaluation, so that the change and impact
on the introduction of student placement

Key points
l

l

l

l

Placement evaluations are able to provide evidence of the delivery of high-quality care to quality assuring organisations
This tool can be viewed as one such method to fulfil the Nursing and Midwifery Council’s riskbased approach to education
Placement evaluations promote collaborative working between higher education, practice
placement and the student
Such a process fosters a culture of openness and transparency in response to the Francis report

evaluations can be documented (Porter
O’Grady and Malloch, 2010). Parahoo (2006)
affirms that evaluation is about describing and
making a judgement on what is reported.
Placement evaluations will take place on
an annual basis with the exception of health
visiting students where in some cases this
process may take place bi-annually (at the end
of Semester 2 and 3). The reasoning behind this
is that most student health visitors move for
consolidated practice, therefore experiencing
two placements within their educational
programme. It will be the responsibility of
the AEI to ensure the students complete the
placement evaluations. The use of auditing
would also be beneficiary, simply because
this would allow a benchmark of quality
acceptability, outlining a standard of education
to be maintained (Barr and Dowding, 2012).
The AEI will analyse the findings, identifying
any concerns or trends of risk. The academic
team will then present the findings to their
allocated trusts implementing any action plans
as required in true partnership working.

DH. (2008) High Quality Care for All: NHS Next Stage
Review Final Report. London: DH.

Conclusion

NMC. (2006) Standards of Proficiency for Nurse and Midwife
Prescribers. London: NMC.

In summary this proposal has been produced to
address the current practice inconsistencies of
placement evaluations across SCPHN and SCN
programmes. There is strong evidence within
national policy from Department of Health as well
as professional, statutory and regulatory bodies
and quality assurance agencies that placement
evaluations are an essential element of the
quality assurance process and standardising this
process can only bring improvement. Therefore,
it is recommended that the AEI will adopt such
practices in conjunction with their NHS partners
to comply with current standards thereby helping
to ensure students placements are of high quality,
which will impact on the delivery of services to
service users.
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Abstract
This paper aims to provide a critical reflection
of the process of consultation offered by a child
and adolescent mental health service (CAMHS)
to a health visiting team. The consultation
process followed two days of training in the
Solihull Approach and took place over five
90-minute sessions at six-weekly intervals. In
this paper, the Solihull Approach is used as a
framework for understanding the consultation
process, and the concepts of containment and
reciprocity are explored within this context.
The challenges and successes of the process
are shared and the importance of providing a
containing space for frontline practitioners is
highlighted.
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This case study describes the process
of consultation offered by a child and
adolescent mental health service (CAMHS)
to a health visiting team following twoday training in the Solihull Approach.
The Solihull Approach was developed
by Hazel Douglas, child psychologist
and child psychotherapist, with health
visitors in Solihull, UK. It integrates the
concepts of containment (Bion, 1959),
reciprocity (Brazleton et al, 1974) and
behaviour management (eg, Pavlov, 1927;
Skinner, 1938) to provide a framework
for understanding children’s emotional
development and support practitioners to
think about and work with children and
their families.
The two-day training provides practitioners
with an overview of the key concepts and
application for practice. In delivering the
training it was agreed that this would be
followed by five 90-minute consultation
sessions at six-weekly intervals. As this was a
pilot, it was agreed that this initial offer would
be reviewed. The contract was agreed between
the lead for the Solihull Approach in the
CAMHS and the manager of the health visiting
team (the facilitators and the team were not
involved in this process). The overarching
purpose of the consultations was to facilitate
a process of further learning and reflection
whereby the health visiting team could make
links between theory and practice in the
context of the Solihull Approach.
Research has demonstrated that health
visitors have a positive experience of the
impact of the Solihull Approach training on
their practice with reported benefits such
as increased focus on emotions; increased
understanding of how difficulties may develop;
understanding of a consistent approach for
supporting families to overcome difficulties;
increased job satisfaction; and improved
multidisciplinary working (Douglas and
McGinty, 2001; Whitehead and Douglas, 2005).
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In addition, Stephanopoulo et al (2011)
found that health visitors reported ‘regular
consultation and containment for staff was
crucial to support them in their increasingly
demanding work undertaken with families’
(p. 29). However, to our knowledge there
is no research that explores the experience
of the facilitators of this consultation.
Therefore, this case study will describe how
we approached the task of consultation, what
happened along the way, how we developed
our approach in response to the needs of
the team, and how we used concepts from
the Solihull Approach to make sense of our
experiences.

Context
The health visiting team is made up of health
visitors, community nursery nurses, registered
nurses and student health visitors. The team
works with children under five years old and
their families. Key responsibilities include:
new birth visits; developmental assessments;
child
health
clinics;
immunisations;
safeguarding children; identifying postnatal
depression; providing listening visits; and
offering parenting support.
This particular team is a team under
pressure. They are experiencing a steadily
expanding caseload due to an increasing
population in their particular geographical
area, at the same time as increased pressure on
resources and structural changes in the team.
In addition, due to the nature of the area in
which the team work there are high levels of
risk and complexity including a particularly
mobile population; high levels of deprivation;
high levels of need and cultural diversity.

Formulation
The Solihull Approach advocates the use of
the following ‘three key questions’ (Douglas,
2012) to develop an understanding of
individual children:
l What is the exact age and developmental
stage of your child?

|
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What changes have taken place in your lives
recently?
l How well can your child communicate his
or her needs to you?
l

|

We found that it was useful to adapt these
questions to develop a formulation to inform
our approach to the consultation process.
l What is the developmental stage of the
team? On the basis of our experience of
training the team, we hypothesised that the
team were at an early stage of development
with regards to their understanding of the
Solihull Approach. This led us to believe
that it would be valuable to spend time
during the consultation sessions looking
closely at the key concepts.
l What changes have taken place and/or
are currently taking place? As outlined
above, we recognised that this was a team
that was constantly responding to change
(eg, changes in their team and the wider
organisation, changes in their client group).
l How does the team communicate its
needs? Our initial response to this question
was that we were uncertain about how the
team communicated their needs; and this
led us to recognise that it was perhaps
difficult for the team to communicate their
needs.

‘Containing the containers’
Based on the writings of Bion, who
developed the concept of containment,
Douglas (2007) describes containment as
one person receiving and understanding
the emotional communication of another
person and, without being overwhelmed
by the communication, processing it and
communicating understanding back to the
other person, thereby restoring the capacity
to think in the other person.
Given our understanding of the team and
their context, the aim in offering consultation
was to provide the team with a containing
space and a psychological framework to
inform their work with families. Rifkind
(1995) calls this ‘containing the containers’
and states:
‘The group encourages the longer life of its
workers. It also facilitates more adventurous
and creative work. It creates a more stable
environment for difficult work to take place.’
(p. 210)
To respond to this need for containment,

we endeavoured to create a consistent
framework for the consultation sessions. This
included practical steps, such as sending clear
email reminders in advance of each session
and a basic session structure of ‘checkingin’; making theory–practice links through
the discussion of specific cases; and final
reflections. This structure recognised the
importance of ‘beginning’ and ‘ending’ with
identifying and understanding of your own
feelings.
On the basis of our understanding of the
team following the training, we hypothesised
that it may be difficult for the team to
prioritise and thus, in turn, value attending
the consultation sessions. The structure
provided an ‘analytic frame’ that was an
intervention in itself (Lemma, 2003). As an
indication of attendance, of 14 people eligible
to attend, there was an average of five people
each week and no one person attended all five
sessions.
In addition, people would attend for part
of the session only and some people would
bring paperwork to do in the session. These
deviations from the frame were interpreted
as a communication of ambivalence and how
difficult it was to prioritise the space being
provided, and a further communication
of the extent to which everyone felt pulled
in different directions in their role. With
reference to the third key question, this
was one of the ways in which the team
communicated their needs.

Reciprocity
Reciprocity, as described by Douglas (2007)
refers to the initiation, regulation and
termination of interactions in relationships.
The regulation of the interaction was a key
focus for our work during the consultation
process. In her seminal works, Menzies (1959)
talks about the way in which we manage
feelings of anxiety in institutions by focusing
on procedure.
We identified that this was a team that was
very focused on procedure and perhaps it
was for this reason that in our experience it
was difficult for them to reflect on the more
emotional aspects of their work.
In addition, there was a parallel process
taking place whereby the framework for
the consultation process as agreed by
management stipulated certain requirements
of the sessions; for example, that it would cover
particular topics in line with key performance
indicators and that there was a requirement

that each member of the team would share
a case. We wondered whether by adhering to
these directions we were compounding the
practice of procedure over experience and
interaction (Menzies, 1959). Thus, over the
course of the first three sessions, we became
increasingly aware that the inclusion of
making theory–practice links in relation to
specific cases was our agenda and perhaps not
the most useful application of the model. By
tuning into the communications we were able
to adapt our approach on the basis of their
conscious and unconscious communications
(eg, not bringing cases and disturbances
in sessions such as giving messages and
answering mobiles).
We developed our formulation and
hypothesised that both developmentally
in terms of understanding the model, and
emotionally, the team were not yet ready to
link the theory to specific cases; and that
perhaps a more useful way in would be to
think of the concepts in relation to their work
more generally. However, we then adapted this
further when we realised that beginning and
ending with own feelings was not sufficient
and more time needed to be dedicated to own
feelings and process. Our hypothesis was that
it was necessary for the team to experience
and process the foundations of containment
and reciprocity for themselves before being
able to think about it in relation to families.
Despite the challenges, the team gave
examples of using the approach in their
work and we coined the phrase ‘Solihull
on the run’ to reflect the way in which they
were implementing the approach in their
work. In other words, it was not as they had
heard described in the training but was in the
context of a brief, five-minute telephone call
with a distressed parent.
Our hypothesis was that there was a
conflict for the team in acknowledging their
use of the approach as we felt that perhaps
by acknowledging that it was possible it
undermined their communication about
being ‘full up’ and their need for a response
from management. This reminded us of a
young child who learns a new skill but does
not want their parent to know that they can
do something independently for fear that
their parent will view them as no longer
needing their support.
In response to our interpretations of what
we had observed, we approached the fourth
session with a different aim. This was in
response to our understanding that the
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Key points
l The Solihull Approach, including key concepts such as containment and reciprocity, can be

meaningfully applied as a framework to understand and support the consultation process
with practitioners using the approach in their day-to-day work with families
l The context in which practitioners are working has a significant influence on the way in
which training and consultation is received
l Through formulation and continued reflection on parallel processes it was possible to
adapt the consultation process so that it met the current needs of the practitioners
l Through the process it was discovered that creative activities enhanced the experience of
consultation for both the practitioners and the facilitators
l Consultation provided a valuable space for practitioners to identify and reflect on their own
feelings in relation to their work, and in turn enhanced their practice

team felt that in their work they ‘give’ a lot
of themselves and receive little in return. We
chose to recognise this by ‘giving’ something
to the team. At the same time, the team also
approached the fourth session differently.
They used the ‘checking-in’ as an
opportunity to be frank about their feelings
in relation to their work. They talked about
feeling ‘overwhelmed’; not listened to by
management; anxious about risk; and not
being able to complete their work in the time
allocated. This confirmed our hypothesis
about why it was so difficult for the team to
access the space in the way in which it was
originally intended. This was a team of people
who were so ‘full up’ that it was an unrealistic
expectation that they would choose to use
the space to reflect on cases; again we were
reminded of the need to ‘start with our own
feelings’.
This session represented a shift in the process
as the team felt able to express these feelings
to us at the same time as we had recognised a
need to do something differently. There was a
parallel process of reciprocity.
Towards the end of the session, we faced a
dilemma as we had intended to offer the team
a creative activity in line with our thinking
about ‘giving’ something to the team that
was about self-containment. However, given
the content of the session we were unsure
about whether the offer would invalidate the
difficult feelings that had been expressed.
Intuitively, we trusted our understanding of
the team and proceeded with the activity.
The activity, which involved choosing an
affirmation card from a selection (eg, Today
I will be ‘still like a mountain’; ‘calm like a
breeze’; ‘mellow like the shade’) and writing it
on a paper leaf, was very well received and we
understood this as an appreciation of being
offered something (Relax Kids, 2011). We also
felt that in this moment, the practitioners
shifted into a different space that allowed

distance and relief from the pressures of their
role at work and to be offered an opportunity
to tap into their own resourcefulness was
experienced as empowering.
One of the outcomes of this fourth
session was that the team requested that we
communicate their feelings and experiences
to management. With the team we agreed
what we would share and how it would
be shared. Thus, through the consultation
process, an unexpected outcome was the
facilitation of a reciprocal process between
the team and their managers whereby the
team had the experience of being listened to.
The team were able to trust that we would
be responsive to their communication and by
having had the experience of being listened
to through the consultation process the
team were able to take this expectation to
the meeting and have this need met. While
we recognise that a valuable process has
begun, we are aware that this is the beginning
of a longer, more complex process. This
represents a development in the way in which
the team communicate their needs to one
that could be viewed as more confident and
more appropriate.
Continuing with the theme of reciprocity,
we recognised ways in which we could, as
facilitators, have been more reciprocal in our
approach. We have reflected that working
with a culturally diverse team we failed to
explore how the Solihull Approach related
to their own experiences of being parented
and being a parent. In the Solihull Approach
group for parents, there is a session in which
this is explored and it was perhaps necessary
to acknowledge some of the cultural
assumptions of the model and explore these
in order for the model to be integrated.
Interestingly, in our final session with the
group there was a spontaneous discussion
about their experiences of their own parents,
and one person talked about her experience
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of having a father and mother who practised
different religions, and how this has
influenced her understanding of parenting.
The rich nature of this discussion confirmed
our hypothesis and we felt disappointed that
we had not addressed this earlier.

Final thoughts
Our experience was that consultation was
valued by the health visiting team as a space
to identify and reflect on own feelings.
This echoes the research of Stephanopoulo
et al (2011) who found that participants
reported finding empathy a valuable part
of the consultation process. In addition,
consultation provided a foundation for
further integration of the Solihull Approach
in practice and ultimately highlights the
point made by Rifkind (1995):
‘If we expect members of the caring professions
to provide a containing safe environment for
the high-risk groups with whom they work, we
have in turn to provide a containing safe space
for the carers’ (p. 209–10).
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Operation Smile:

screening for birth defects
Jackie Matthews
Health Visitor, Kent Community NHS Trust

I

have just returned from my second
medical mission with the international
charity Operation Smile. The only
British nurse on the mission, I joined other
professionals from the USA, Sweden, Russia
and Estonia, flying to Santo Domingo in the
Dominican Republic. We screened over 120
babies, children and adults, then proceeded to
select potentially 100 cases for surgery.
We had four operating rooms running
consecutively, performing facial repairs for
cleft lips, palates and other deformities. In
total, we performed life-changing surgery for
79 patients, the youngest being six months
old, and closed the mission with some adult
local anaesthetic cases.
This has been an amazing journey –
personally and professionally. Thanks to the
support and generosity of Kent Community
NHS Trust, Spire Hospital Tunbridge Wells,
family and friends, I have been fortunate
to have the opportunity to join an inspired
team of professionals whose enthusiasm for
changing lives is contagious and uplifting.
One particular aspect of this mission is
a wonderful family I got to know. I met
a Dominican mum and her six-monthold son, Joshua, at screening and followed
them throughout their OpSmile journey.
Joshua’s mother was engaged and planning
her wedding when she discovered she was
expecting a baby. She had two uneventful
antenatal scans and told me how excited
both families were, as this was to be the first
grandchild. At term, she had a caesarian under
an epidural and described the moment Joshua
was born – she said the OR went quiet and she
realised there was a problem. She cried when

she saw Joshua’s cleft lip for the first time – it
was such a shock for her and her partner. She
is a caring, attentive mum and I observed an
obviously strong, loving attachment to Joshua.
She is now a single mother as her partner
could not cope with Joshua’s deformity and
they are no longer together. She has a loving,
supportive family and I was fortunate to spend
time with them during the mission.
Joshua is a delightfully confident, relaxed
and happy boy who took the whole experience
in his stride. I was able to cuddle and play with
him at screening, pre-op and on the morning
of his surgery so when I recovered him after
his procedure, he woke up to a familiar face
in the OR. I was able to answer his mum’s
questions and together with the team, forming
a relationship with the family really helped
give them confidence and allay their fears
about the surgical process.
I returned Joshua from the Recovery room
to his mum’s waiting arms, and felt a sense of

38 | Community Practitioner October 2014 Volume 87 Number 10

real achievement and pride in being part of the
international OpSmile team. He made a great
recovery and we waved him off the next day –
he still has further surgery to come, but he has
made the first major step on this journey.
He touched our hearts as all the children
do. As a mum and a nurse, I feel privileged
to be part of Joshua’s journey and all the
beautiful children Operation Smile helps
around the world. The charity’s philosophy
is to change children’s lives forever through
a simple operation; their goal is to give local
partners the tools and training to treat children
independently, through education, research
and self-sustainability. I can draw parallels with
the NMC’s Code of Conduct, championing
the care of individuals with respect and
dignity, promoting health and wellbeing. Care,
compassion, communication and commitment
translates across the international Operation
Smile community, making a real difference to
lives in less privileged countries.

ADVERTISEMENT FEATURE

Mums advised
‘don’t avoid eggs’

Eggs are a nutrient dense, relatively inexpensive and convenient food, suitable for pregnant and breastfeeding
women and infants. However, it appears that historic concerns about food safety and allergy may have resulted
in unnecessary avoidance by these groups.

Eggs and allergy
Current government advice is that weaning should start at
around 6 months and that eggs and other potentially allergenic
foods can be introduced from this time but not earlier.
Emerging evidence suggests that the delayed introduction
(beyond 4-7 months) of potential food allergens, such as
eggs, during weaning may actually be counterproductive1.
Two major research studies2 are testing the hypothesis that
the early introduction of potentially allergenic foods could
protect against developing allergies to these foods. Two
government committees3 are also reviewing the current
advice on appropriate age of introduction of complementary
feeding and of potential food allergens.
Dr Juliet Gray, registered nutritionist and co-author of
a new paper entitled ‘Egg consumption in pregnancy and
infant diets: How advice is changing’, says, ‘Our review of the
current evidence concluded that mums and their babies can
be encouraged to eat eggs, as this could have a positive effect
in terms of nutritional intake and may also help immune
tolerance of eggs.’

Nutritional benefits
‘Eggs are highly nutritious, containing key nutrients including
high quality protein, vitamin D, selenium, choline and
omega-3 fatty acids’ says Dr Gray.

Unnecessary avoidance
A secondary analysis4 of UK infant feeding data5 shows that
only 9% of babies are currently given eggs at six months, the
recommended age to start weaning. Even at 12 months, only
36% are given eggs, with allergy concerns given as the main
reason for avoidance. Data from the latest UK Infant Feeding
Study of more than 10,000 mothers6 also showed that three
quarters largely avoided eggs and 40% cited allergy as their
major concern. More than one in ten avoided giving eggs to
their babies altogether.

Eggs and safety
The BEIC’s Lion Code of Practice, introduced 15 years ago, has
effectively eliminated salmonella from British Lion eggs.
Around 90% of British eggs are now produced within the Lion
scheme, which requires vaccination of hens against salmonella
and stamping a best-before date on each egg shell and box.

For more information visit egginfo.co.uk

References:
1 Lack G (2012) Update on risk factors for food allergy. J Allergy Clin Immunol 129 (5): 1187-97.doi: 10.1016/j.jaci.2012.02.036. Longo G, Bert I, Burks AW, Krauss B, Barbi E
(2013) IgE-medicated food allergy in children. Lancet 382 (9905): 1656-64.doi: 10.1016/S0140-6736(13)60309-8
2 EAT (Enquiring About Tolerance) and LEAP (Learning Early About Peanut Allergy).
3 COT (Committee on Toxicity of Chemicals in Food, Consumer Products and the Environment) and SACN (Scientific Advisory Committee on Nutrition).
4 Gray J, Gibson S (2014) Egg consumption in pregnancy and infant diets: How advice is changing, Journal of Health Visiting, 2:198-206.
5 Diet and Nutrition Survey of Infants and Young Children http://webarchive.nationalarchives.gov.uk/20130402145952/http://transparency.dh.gov.uk/2013/03/13/dnsiyc-2011/.
6 McAndrew F, Thompson J, Fellows L, Large A, Speed M, Renfrew MJ (2012) Infant Feeding Survey 2010. Health and Social Care Information Centre, Leeds.
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Keep calm and get yourself
heard: Unite/CPHVA Student
HV Question Time
Kirsty Burrows
Kathryn Norris
Student Health Visitors
University of Central Lancashire
Lancashire Care NHS Foundation Trust
kjburrows@uclan.ac.uk
kenorris@uclan.ac.uk

I

n May 2014 the University of Central
Lancashire (UCLan) hosted a Unite/
CPHVA Student Health Visiting Question
Time event. This event offered students and
practitioners with an interest in health visiting
a platform to question a panel of experts on
the future vision for the health visiting service.
Questions could be placed directly at the event
and through Twitter @Unite_CPHVA.
As student health visitors we were excited
(and nervous!) to be given the opportunity
to join the panel alongside Pauline Watts
from the Department of Health (DH); Jo
Johnson, NHS England; Jacky Knapman from
Health Education England; Dave Munday,
Professional Officer at Unite/CPHVA; and
Karen Whittaker, Senior Lecturer at UCLan, to
answer questions posed by the audience.
The event got off to a perfect start with
a welcome from UCLan Vice Chancellor,
Gerry Kelleher, and a sandwich lunch
supplemented by some home baking donated
by UCLan students and staff. The cake sale
raised over £100 for Cash4Kids, a charity
supporting disadvantaged children in the local
community, and remaining cakes were donated
to a local homeless shelter, Fox Street, where
they were gratefully received.

Keep calm and become a HV
The event was chaired by CP assistant editor,
Louise Naughton, and started with an
important question from a neonatal nurse:

L–R: Kirsty Burrows, Dave Munday, Pauline Watts, Kathryn Norris, Jacky Knapman, Karen Whittaker

‘How would the panel convince me to leave
my role as a nurse and undertake health
visitor training?’ A debate emerged rapidly
with a wide range of perspectives. As student
health visitors we were keen to have our say
and explained that health visitors empower
families and can really make a difference.
Karen Whittaker (UCLan) reflected on her
time as a health visitor practitioner and cited
the Start and Stay research report (Whittaker
et al, 2013), which indicated how health
visitors feel privileged to journey with families
and make a difference. Also highlighted was
the importance of transferable skills and the
influence this has on supporting families
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through the variety of challenges they face.
Coming from a specialist area such as a
neonatal unit can enhance the team and have
a positive influence on service delivery and
public health. Dave Munday (CPHVA) added
that he felt that practitioners should not need
‘convincing’ as the role and outcomes speak
for themselves.

Job security
The next debate was prompted by a question
from fellow students raising concerns around
job security, which according to the CPHVA,
has been a recurring topic at other Question
Time events across the country. This question

FEATURE

stimulated wider audience contributions,
which noted that in particular areas NHS
trusts were not considering newly qualified
health visitors for posts. The panel encouraged
students to discuss their concerns with their
particular trusts.
Student health visitors raised concerns
regarding skill mix, as support is vital during
preceptorship and more effective in a well
established environment. Pauline Watts
(DH) confirmed that information was being
collected to identify where new health visitors
were needed to balance the workforce between
newly qualified and experienced practitioners.
Dave Munday suggested that student health
visitors should be able to access suitable
employment, although it may not always be at
their first choice of location. Jo Johnson from
NHS England added that even if it is not your
first locality choice, valuable experience can
still be gained from wherever you work.

Uniforms
The next question was about whether or
not the panel believed that health visitors
should wear uniforms. This was prompted by
audience members’ experiences in the northwest of England where there are different
policies regarding uniforms across employing
trusts. The chair requested an audience show
of hands as to whether they felt working in
uniforms would benefit or hinder their role.
The result indicated a mix of views. Issues
were discussed in depth around infection
control, tax allowance and service image.
Furthermore, some people felt that uniforms
create immediate barriers, while others felt that
it would enhance the visit as it would appear
more professional.
Ultimately, it was agreed that the community
should decide what they want from their
health visitors and it was recognised that the
issue of uniforms should not get in the way
of our roles and responsibilities. It was also
emphasised that what matters most is the
actual practice performed which, for health
visiting, rests on the use of sound interpersonal
skills that are regarded as the foundation of the
relationships we endeavour to build.

and wellbeing to the same extent
as mothers?’. The panel agreed
that further work is needed to
support fathers. Pauline Watts
advised the audience that this had
been recognised and documented
in the National Health Visiting
Service Specification 2014/15
(NHS England, 2014). It was also
discussed that the responsibility to
search for health needs and raise
awareness lies with the health
visitor to ensure that support
is offered to all members of the
family. This includes mental health issues,
which are recognised as imperative to bonding,
attachment and childhood development, a
key protective factor in safeguarding children
and families. One challenge noted was that the
existing evidence base for supporting parents
and parenting is dominated by a focus on the
mother and child. Research is needed to help
practitioners develop a better understanding of
fathers needs and how best to support them.

Agile working

if they believed the health visiting role will
change over the next few years. Pauline Watts
stated that, although the role is changing based
on recent evidence and research, the four
core principles have remained the same and
will continue to underpin the role of health
visitors. Karen Whittaker believes it is down
to ‘us’ (the future workforce) to continue to
shape the role appropriate to the care needs of
communities by carrying out relevant research
to inform practice and policy development of
the unique contribution health visiting offers
children and families.
As student health visitors we feel passionately
about evolving with the community and
their needs, remaining visible and forming
strong working partnerships. With workforce
numbers increasing, health visitors should
be able to focus more on preventive work,
including overcoming public health challenges
and building community capacity. It is believed
that evidence-based changes will be the
armoury for improving health outcomes, along
with health visitors’ interpersonal skills, which
will always remain at the core of our vital role.
The passion for health visiting was felt by
all involved and we strongly recommend that
practitioners use opportunities like this to
ensure your contribution to the health visiting
service is recognised by as many people as
possible. This may well have a significant
influence on policy development and the
future health visiting role. So keep calm and
get yourself heard!

The next topic reflected recent changes to local
trusts and concerned agile working through
the use of electronic care records (ECR). The
students recognised that the use of mobile
devices can have a positive influence on service
delivery; however, issues were raised around
the timeliness of ECR being introduced.
Opinions included the belief that systems
need to be tested and evolved before health
visitors are expected to use it and that,
although teething problems were expected,
it often caused staff to feel vulnerable. This
led to barriers in building relationships and
completing effective contacts.
The panel agreed that, with time and as
technology and systems improve, agile working
should start to have a positive impact on
keeping accurate, contemporaneous records.
However, caution was given that it is essential
to ensure that the use of devices does not
replace ‘learning the craft’ of health visiting
and should not be allowed to let a ‘tick-box’
approach to practice develop.
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Next came the question, ‘Why are health
visitors not supporting fathers’ mental health

The final question was posed by a student
health visitor in Cumbria who asked the panel
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DEFINING THE NUMBER OF PRACTITIONERS

PER LOCALITY

HEALTH VISITORS
Responsibility of
individual NHS boards
and implementation of
a national health visitor
weighting tool to be
used in conjunction
with current workforce
planning tools

SCHOOL NURSES
A review of the senior school nurse
role has been undertaken across
NHS Scotland in line with the
implementation of the Chief Nursing
Officer’s Public Health Nursing Services
– Future Focus document (CEL 13),
which will include discussion/
guidance on current and future
workforce requirements

HOW MANY HEALTH VISITOR AND SCHOOL
NURSE COMMUNITY PRACTICE TEACHERS?
Scottish Government and NHS Education for Scotland are assimilating
numbers across NHS Scotland to assess current and future requirements

VISION FOR SCHOOL
NURSING IN THE FUTURE
■

■

■

Progressive Universal School Health Service – incorporates the role of a senior
school nurse and a wider school health service and team.
Targeted senior school nurse role focused on children with additional needs
identified by the health visitor.
Clear focus on public health and policy priorities: substance misuse, sexual health,
transition, emotional and mental health and wellbeing, child protection, and
vulnerable children and young people. This includes young carers, looked after
children, homeless children and young offenders within the youth justice system.

You can
now follow
both the Unite/
CPHVA and journal
on Twitter – join us
and join in!
follow @Unite_CPHVA
and @CommPrac
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Improving care for people
with dementia in Devon
Susan Nyandoro
Community Matron for Long-Term Conditions
Shiobhan Pickering
Community Matron for Dementia
Northern Devon Healthcare NHS Trust

T

here are approximately 800,000 people
living in the UK with dementia, and this
is estimated to rise to 1 million by 2021.
Dementia is most common in older people; one
in 14 over 65 years and one in six over 80 years
have a form of dementia. It is estimated that
this costs the NHS £24bn a year, which includes
social care, accommodation and informal care
costs (Department of Health (DH), 2009).
In Devon, UK, the number of people living
with dementia in 2012 was 14,000 and this
is expected to rise to 18,000 by 2021. This
must lead to an increase in understanding of
care needs and support for patients, and their
families or carers.
The mid-Devon town of Tiverton is a busy
market town with a population of 38,331. In
recent years new houses and industry have been
developed in the area, increasing the need for
education and healthcare facilities.
As resources in the NHS are stretched to meet
the needs of the ever-growing population, the
professional healthcare team wanted to look at
how to use resources to meet people’s needs.
A large proportion of long-term conditions
affect the older population, including dementia,
which often has other co-morbidities. In 2006
there were 7,151 people over 65 years suffering
from dementia in the area; this is expected to
rise to 10,818 in 2021. The number of sufferers
over 85 years in 2006 was 997 and is expected
to rise to 1,557 in 2021 (Northern Devon
Healthcare NHS Trust, 2013).
A group of health, social care, voluntary,
private sector workers and service users got
together to gain a better understanding of
the needs of the Tiverton cluster with regard
to dementia. In addition, it was agreed to

look at two other local towns – Crediton and
Cullompton.
The group looked at other long-term
conditions that older people predominantly
live with. Often, a type of dementia is another
disability the person has to cope with alongside
their long-term condition. This only increases
the need to have a better awareness and
understanding of people living with dementia.
With that in mind, it is imperative that the
professionals attending to those patients
develop effective strategies and methods of
working.
The team worked in partnership to make the
dementia care pathway (Figure 1) simpler and
easy to read for everyone, including service
users. Using guidance from the National Service
Framework (NSF) for Long Term Conditions (DH,
2009), we worked to ensure the service was:
l Quicker and easier to use
l More closely matched to people’s needs
l Better co-ordinated so that people do not see
a lot of different professionals and repeat the
same information about themselves
l Provided for as long as people need it, so that
treatment continues without the need for
Service user
Self-refer

GP

Community Consent
Consent
to refer
to refer
services
(Care Direct,
DART
rehabilitation
(Devon Access
nurses)
Referral Team)

Core
group
Complex
care
team
(social
care)

Wards

Community
mental
health team
assessment
Older Manage Living
with
your
people’s
mental memory dementia
group
group
health
services

Consent obtained to refer or self-referral
to the voluntary sector and dementia
support services
Figure 1. Dementia care pathway

a referral every time the person has a new
problem
l Better at helping people with neurological
conditions and their carers to make decisions
about care and treatment
l Provided by people with knowledge and
experience of specific conditions
l Giving people with long-term neurological
conditions better results from their treatment
l Planned around the views of people with
long-term neurological conditions and their
carers
l Able to give people more choice about how
and where they get treatment and care
l Better at helping people to live more
independently.
We also took into account the NSF for
mental health, No Health Without Mental
Health (2011). The team used the values from
this report to ensure freedom, fairness and
responsibility, meaning that mental health is
everyone’s business. This led on to the userfriendly version of a care pathway now being
piloted in the Tiverton complex care team
and acknowledged by the trust’s dementia
leads. This has led to better inter-partnership
working and understanding of each other’s
roles and responsibilities within the pathway.
It is expected that this will lead to a seamless,
person-centred approach to all aspects of care
for people diagnosed with dementia and longterm care needs in the future.
It is anticipated the new user-friendly
dementia care pathways will be rolled out to
all areas and clusters with Northern Devon
Healthcare NHS Trust to benefit the evergrowing numbers of people living with
dementia, and their families and carers.
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A clear message:

delivering public health advice
In July 2014 we ran a ‘Twitter Tuesday’ debate on the best
ways to win the battle against bad public health advice.
It became clear that health professionals are coping with
conflicting advice on a daily basis, including early weaning
and the use of milk products. How can health professionals
ensure they are giving parents consistent, informed advice?

@Unite_CPHVA #CPHVATT

UK’s leading professional organisation for health visitors, school nurses,
nursery nurses and other community nurses working in primary care

@davidamunday
A well known baby food website has a big banner
advertising weaning from four to six months
@skyblueclaire
And we all know they are not the only ones; it’s a hard
battle with marketing emails etc being sent to new
parents
@whoisjules
Good point. How do you go against million pound
marketing? Good education, accurate information?
@davidamunday
Lots of effort and commitment to get there in the end.
Just because they’re bigger doesn’t mean they are
better
@RosGodson
But their marketing budget is bigger

@skyblueclaire
We pride ourselves in Warwickshire on giving
families informed choice. But it is a constant battle
#moneyispower
It appears it is not just the outside world and large companies
health professionals have to battle against ...
@HeartMummy
I am on the other side: how to cope with bad public
health advice from other health visitors. Thankfully, advice
has been always been good to me in Trafford but this is
not the case for everyone I know… examples include:
weaning at four months and not co-sleeping under any
circumstances ... plus a myriad of examples of a lack of
breastfeeding knowledge leading to mums giving up
@whoisjules
Some health visitors are good but so many give bad
#breastfeeding advice. Should they not all be trained
lactation experts?
@davidamunday
We recommend organisations get UNICEF Baby Friendly
status. All staff, not just health visitors, should promote
breastfeeding
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Letter: meal supplement shakes
Dear Community Practitioner,
‘I am a student health visitor and after much discussion with my colleagues
I feel I have to write this letter in the interests of our service users and the
parents of our community. Our team has recently seen adverts promoting
the use of a meal supplement product for children who are ‘fussy eaters’. I
find this totally unacceptable and feel it plays on the worst fears of parents.
Referring to a child’s development in the context of ‘fussy eating’ places
guilt on the parent. I am disappointed that Boots has agreed to sell this
product, advertising it with no concern for the wider determinants of
health. Fussy eating is a public health issue that cannot be fixed with sugary
milk shakes. It goes against advice given by dental health practitioners,
and fails to promote good, teeth, bone and jaw development. Advising
parents to ‘fill the gaps’ is irresponsible – children need to be able to feel
hungry to recognise an appropriate nutritional diet that satisfies hunger.
Studies show that children do not develop a proper appetite and will eat
less well, and grow less well, when allowed to graze. It purely serves as a
route for professionals and parents who don’t have the time or training
to deal with feeding issues. In the community in which I work this type of
product has the potential to act as a green light to parents. They could find
it acceptable not to provide the recommended meals and snacks because
it is less work. Handing the child a cup of the shake is far easier than it is
to shop for, plan and prepare three meals and three snacks. I believe this
product should only be used on the advice of a health professional and that
promotion of this product should cease, as normalising it means it could
become part of everyday routines that worried parents follow.’
Yours, Lisa Kane SCPHN Student and Paediatric Nurse

Nicole Ryan, Boots Customer Care, says ...
‘This product is a drink mix for children containing a balance of vitamins
and minerals. Some children go through a fussy eating phase and parents
may be worried that their child is missing out on essential nutrients. This
product is helping to provide the essential nutrients that children may miss
out on. The shake is for children who are generally well. It is not intended
for those with feeding difficulties or faltering growth due to underlying
medical conditions. It is for use alongside meals or even between them. It is
not a meal replacement shake. Parents should always speak to their health
professional for advice. The product has been through testing and trials
before being put on sale to see if it is effective.’

Rosalind Godson, Professional Officer, CPHVA, says ...
‘I find the response from Boots Customer Care disturbing. Ms Ryan is
trivialising serious concerns from health professionals, which are backed
by the CPHVA. The main ingredient of milkshake powder (the customer
supplies their own milk) is corn syrup, which has been heavily implicated
in the obesity epidemic in the USA. The second and third ingredients are
sugars, followed by several E numbers. The calorie content of these items
ranges from 120–240, which is a considerable proportion of a toddler’s daily
allowance, and could lead to over-eating or under-nutrition. Boots should
take customer and expert opinion more seriously, and remove these items
from sale as they, as the point of sale, hold full customer responsibility for
this. Unite CPHVA does not support the need or provision of these products
unless under HCP supervision and does not promote this product.’

e
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A community practitioner view
Sharin Baldwin RN RM RHV QN
BSc(Hons) PG Dip MSc

Health Visiting Clinical, Academic
and Innovations Lead
Patricia Kelly RN RHV QN BSc(Hons)
Health Visiting Associate Practice
Teacher
Ealing Health Visiting Clinical
Academic Hub
Ealing Hospital Trust
(incorporating Ealing, Brent and
Harrow Community Services)
Have you ever had to do battle with anyone
giving out bad public health advice?
As health visitors we are constantly battling with
inappropriate public health advice being given
to parents. Sometimes, this is due to people
not being informed about the right information
and, at other times, to some of the myths
surrounding certain practices. We often come
across practitioners giving out advice that may
not be appropriate. A common example of this
is advising parents to give their newborn babies
orange juice or brown sugar and water to help
with constipation. There is also a lot of incorrect
information given out relating to breastfeeding,
such as, ‘Mothers should only offer one breast
per feed’ or they should ‘top up’ with formula
if the baby continues to be dissatisfied. This
type of advice is counter-productive to effective
breastfeeding and should be discouraged.
Other cases relate to advice that may be
given out by family members, based on their
own past experiences, which may no longer
be in line with current best practice. Culture
also plays a big part in this, as some cultural
practices may differ from what is regarded as
evidence-based practice. Examples of these
include giving babies honey in their milk to
soothe their tummies or bed sharing.
Commercial organisations give out wrong
messages to the public, too. Television
advertisements at prime time for follow-on
formula milks usually show happy, healthy
babies, where follow-on milk appears to be the
natural next step from breastfeeding or bottlefeeding. In reality, this is not the case at all. After
the age of one year, children can move on to
full-fat cow’s milk (unless advised by a specialist
for any medical reasons) and there is no need
to purchase expensive follow-on formula milk.
There is a real conflict with some of these
commercial companies between the way

in which they promote their products and the
advice that we provide as health visitors. This is
an ongoing battle that will be hard to win unless
we have more support from the government in
changing the law around the way in which these
products are advertised.
What are your top tips for health professionals
trying to win the war against bad public
health advice?
With so much information available on the
internet, it is important to know how to judge
what credible information is. Health professionals
should only use evidence-based information. They
need to be research aware and be able to judge
good evidence. Just having information published
does not make it credible – it is important to
assess the source of the information and whether
it is based on robust and good-quality research.
Trusted, evidence-based resources should be
used to inform practice, such as those from NICE,
the Departments of Health, and peer reviewed,
professional journals. Health professionals can
set up journal clubs in their own organisations to
disseminate evidence-based advice/practice.
Health professionals need to have regular
training to update their practice. Due to the
national shortages of health visitors, in some
areas health visitors are only allowed to attend
mandatory training. This can have a profound
negative impact on health visiting practice.
Regular refresher training and updates are
necessary to ensure that practice is kept up to
date with all current recommendations.
There is also a need for joint training across
different agencies working together with the same
client groups. For example, when working with
preschool children there are a number of agencies
that provide universal services, such as health
visitors, nursery nurses and children’s centre staff.
We have recently experienced conflicting advice
being given out by different professionals around
starting babies on solids. Having integrated
training for these different professionals will
ensure consistent advice is given out to families.
Health professionals should not be afraid to
challenge colleagues or organisations who are
giving out incorrect information/bad public
health advice. We have recently had to do
this where we challenged the authors of a
paper around the rationale behind a change in
practice that they were recommending. Again, it
goes back to what we mentioned before about
not believing everything that is published. We
must challenge things that do not seem right
and seek to find the evidence behind those
claims. It is about being confident in your own
professional knowledge and practice, because
only then you can challenge others who may be

giving out incorrect information.
Organisation policies and guidelines should
be reviewed and kept up to date to inform best
practice. There should be quality assurance
processes in place, such as regular service
and service user audits. Integrated guidance
(where possible) is a good way to ensure
that families receive consistent, good-quality,
joined-up services. Locally, we have introduced
integrated guidance, ‘Starting on Solid Foods’,
which was developed by a range of different
professional including health visitors, nursery
nurses, children’s centre staff, paediatric teams,
dietitians, nutritionists, public health officers
and a specialist health visitor for breastfeeding.
These guidelines will now ensure that parents
are receiving the same evidence-based
messages across area, regardless of which of
these services they access. This co-ordinated
approach also gives more credibility to the
advice being given.
How can health professionals best
communicate their advice so they are viewed
as the trusted source?
Health professionals need to give out consistent
advice from trusted sources and parents need
to be informed that the advice they are given
is in line with the national recommendations.
Health professionals may also need to put aside
their own beliefs if they are in conflict with the
guidelines or recommendations.
Social media plays a big part in many people’s
lives and health professionals could use this to
get their messages across.* Health professionals
need to be actively involved in research projects
so that they are immersed in the subject, and
gain greater knowledge and confidence in
specific public health areas. The public is more
likely to trust information coming directly from
experts involved in such research.
Rather than just telling parents what they
should or should not do, it is important to
explain the rationale behind it and highlight all
the pros and cons. Health professionals need to
work in partnership with their clients to develop
joint goals to improve their own and their
family’s health and wellbeing. When referring
to public health advice that requires someone
to change their behaviour, it is likely to be more
effective and sustainable once the benefit of
that change is realised.
*Unite CPHVA recommends that members
ensure they are compliant with their employer’s
policy and practice in line with Nursing and
Midwifery Council guidance.
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visit www.commprac.com/jobs.php for more opportunities

HERTFORDSHIRE COMMUNITY NHS TRUST
have a number of exciting opportunities for forward thinking Health Visitors to join the
dynamic and friendly health visiting teams in the following areas across Hertfordshire
Welwyn • Hatﬁeld • Waltham Cross • Hertford
Borehamwood • Watford • Hemel Hempstead.
This is a very exciting time in Hertfordshire for health visiting as we continue our journey to
improve the health outcomes for children and families and drive forward to full delivery of the
Healthy Child Programme alongside numerous service developments.
We have a fully established Preceptorship programme for newly qualifying staff,
excellent training opportunities for all staff and a clear career pathway
for health visitors in the Trust.
In addition to the basic salary, this post attracts a High Cost Area Supplement of 5% of basic
salary subject to a minimum payment of £942 and a maximum payment of £1,632 per annum
(pro rata where applicable).
To apply please go to www.jobs.nhs.uk and search for vacancy 812-14-001CU

COMMUNITYPRACTITIONER
Remember you
can download
Educational
Supplement and
Clinical Guides
from the archive
on the website

www.communitypractitioner.com

Diary
WWW.BABYMASSAGETEACHERTRAINING.COM

CPD accredited events for
healthcare professionals

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

All our seminars are free to attend for those who are registered with the Hipp
Hub healthcare professional website. Places are limited so register early to avoid
disappointment.

A Two Day Certificated Teacher Training in Developmental
Baby Massage with PeterWalker

‘Diagnosis and Management of CMA’ - with Dr Carina Venter
Tuesday 11th November online at 6pm

A Physical Therapist, International Author and Yoga
Teacher with 35 Years Teaching Experience
1) Touch and Attachment
Birth to Eight Weeks
2) Developmental Baby Massage
Eight Weeks to Standing
3) Making Friends with Gravity
Ensure good posture
‘Peter Walker is well known in the
baby massage field. His work has
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)

This webinar will enable those participating to develop a solid understanding of
the Cows milk allergy, including the MAP guideline, a guide to hypoallergenic
formulas, and the milk ladder.
Register at www.hipp4hcps.co.uk

Health Visitors Association
Available ‘In house’ throughout the
UK
Also at
The Active Birth Centre
25 Bickerton Road
London N19 5JT
8th and 9th November 2014

Safeguarding the Capital: Safeguarding Children within Diverse Communities
- with Annetta Bennett
Tuesday 2nd December at the Royal College of Surgeons of England, London
at 6pm.
This presentation will increase awareness of safeguarding needs within diverse
communities. Best practice examples will be highlighted under the following
themes:● Understanding the role of culture and tradition in influencing parental values
in diverse communities
● Identifying traditional practices that are seen as abusive or harmful under UK
Laws
● Recognising the benefits of reaching out to diverse communities as partners in
the safeguarding of the children in their care.

A Fedant Accredited Course with
Teaching Certificate
Post course support given for all
teachers
Email; walker@thebabieswebsite.com

Register at www.hipp4hcps.co.uk

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

or Autumn IBLCE exam to become
Lactation Consultants.

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

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

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

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

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

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

●
●

●
●
●
●
●
●
●
●

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

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

●

●
●

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

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.

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

Price£175
T : 020 8444 0040
E: sleep@millpondsleepclinic.com
W: www.millpondsleepclinic.com

