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A new look
Welcome to this brand new-look issue of
Community Practitioner

Here at Community Practitioner

we have worked over the last few months to bring you a redesign of
the journal that keeps it up-to-date and readable, and we hope you
like the results. This edition will reach you to coincide with the Unite
CPHVA Annual Professional Conference, taking place 5–6 November in
Birmingham. Please come and say hello to the editorial team at the CP
stand if you’re attending – if not there will be a full report of the event in
the December issue of the journal.

This issue brings you coverage of a broad range of subjects, including the use of digital
technology in children and its effects on development. The article outlines the pitfalls of
the over-use of devices such as mobile phones and touch-screen computers, with concerns
raised that these forms of technology should not replace more traditional forms of learning.
However, as the article explains, there is increasing research to suggest that ‘screen time’
can, in fact, be beneficial for learning and play, with the caveat that use must be limited to
educational resources or games, and restrictions are placed on access to the internet.
On a related subject, we have a practice paper as part of our CPD series that examines
families’ use of the internet and the parts of the web that are not suitable for children. It
is clear that the responsibility for policing this type of content lies with both parents and
health professionals who can control access in the home, and educate children and young
people in schools and early years settings about how to cope with the world wide web,
including what should be strictly off-limits.
Finally, the CPHVA Awards 2015 are coming up and nominations are now open, so please
do visit the website (www.communitypractitioner.com/awards) and nominate a colleague
who you think deserves recognition for the fantastic work they do. Finalists will be invited
to a lunchtime awards ceremony in March 2015 at the Oxo2 in London and past ceremonies
have been thoroughly enjoyed by all, so do get involved.

Unite Health Sector Officers

Tel: 020 3371 2006
Obi Amadi – Lead Professional Officer
Rachael Maskell – Head of Health
Gavin Fergie – Professional Officer for
Scotland and Northern Ireland
Rosalind Godson – Professional Officer
for School Health and Public Health
Dave Munday – Professional Officer
Jane Beach – Professional Officer
Ethel Rodrigues – Professional Officer
Shaun Noble – Communications
Officer shaun.noble@unitetheunion.org
Fiona Farmer – National Officer
Barrie Brown – National Officer
James Lazou – Research Officer

Polly Moffat
Editor, Community Practitioner

Visit the new website: www.communitypractitioner.com
THe new look of THe journal coincides wiTH THe launcH of a brand new
Community Practitioner website, bringing you the latest news, professional and CPD articles,
and updates from the team at CPHVA – visit: www.communitypractitioner.com. We hope
the new format will encourage you to participate in discussions with CPHVA, CP journal and
colleagues on key issues affecting community practitioners working in the UK, and please do
share your thoughts with me on the new site at polly.moffat@tenalps.com.
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HEALTH VISITOR

BRIEFING PUBLISHED BY NICE

A

new bRiefing has
been published to
help local authorities
and partner
organisations improve the health
and wellbeing of babies, children
and young people through
effective health visiting.
The National Institute for
Health and Care Excellence (NICE)
briefing summarises some of
its existing recommendations
relevant to health visiting from
a number of guidance topics.
The recommendations link to
the Department of Health six
early years high impact areas to
support the transition of health
visiting services commissioning
to local authorities. Following the
recommendations will assist local
authorities in commissioning
high-quality health visiting
services, which make best use

of resources and provide good
value for money; for example,
breastfeeding reduces the
risk of childhood illnesses,
and supporting more women
to breastfeed could save an
estimated £17 million in treatment
costs in the UK each year.
Professor Mike Kelly, Director
of the Centre for Public Health
at NICE said: ‘Health visitors play
a vital role from the earliest days
of a child’s life in helping create
an environment that promotes
healthy development. Giving
babies and children the best start
in life can have long-term benefits
for their health and wellbeing as
they grow up.
‘From October 2015, local
authorities will take full
responsibility for commissioning
public health services for children
up to the age of five. Putting the

recommendations highlighted in
this briefing into practice will help
local authorities and their partner
organisations to support members
of the health visiting team, and
commission effective public
health services.’
The recommendations in the
briefing include:
• Preparing people for
parenthood and supporting
families in the early weeks
after birth
• Promoting and supporting
breastfeeding, and advising
on dietary supplements for
breastfeeding at risk of vitamin
D deficiency
• Maintaining a healthy weight
among families: improving diet
and increasing physical activity
• Supporting maternal mental
wellbeing.
NICE has also published a

briefing to help local authorities
understand how to use evidence
to inform decisions about public
health issues. Using evidence in
practice is a step-by-step guide on
how different types of information
– for example, formal research,
community surveys or clinical
results – can be used to inform
decisions about commissioning
and practice. It advises what to do
when the ‘formal’ evidence is poor
or missing; how to take account
of equality issues; and the context
of the evidence available. It also
includes useful case studies of
councils which have used different
sources of evidence to support
their decision-making processes.
Website
the briefings, ‘Health visiting’ and ‘Using evidence in practice’ are available
at: www.nice.org.uk

Scotland’s Chief Nursing Officer to step down
Ros MooRe, scottish chief
Nursing Officer, will step down
from her post at the end of the
year, it has been announced.
Appointed to the role in 2009, Ros
has provided national professional,
policy and organisational advice
on nursing, midwifery and public
health matters across the Scottish
Government and NHS Scotland.
Ms Moore also established a
review of nursing and midwifery
education in Scotland which

resulted in the ‘Setting the
Direction’ strategy to provide health
care that is person-centred.
Ms Moore said: ‘It’s been an
privilege to be Scotland’s Chief
Nursing Officer and to lead the
remarkable people we have in
our nursing, midwifery and allied
health professions workforce across
Scotland. Day in, day out, they care
for people who are often facing the
toughest of times, and I thank each
and every one of them for their
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commitment and professionalism
in delivering safe, effective and
person-centred care.
‘I’ve been proud to lead the work
of the Care, Support and Rights
team, who are working on vital
issues such as patients’ rights and
participation, autism, carers and
learning disabilities. The work on
‘Strengthening the Commitment’
has done much to raise the profile
of learning disability nursing across
the UK.

‘Taking the decision to step
down was a hard one, as I have
really enjoyed the role, but the time
is right for me to move on and for
a new CNO to be in place to take
forward the profession over the
coming years.’
It is expected that the CNO post
will be filled through an open
recruitment competition – further
details will be available on the
Scottish government website in
the coming months.

News
FuNdiNg bOOSt FOr
demeNtia ServiCeS
iN NOrtherN
irelaNd
Former Health Minister for
Northern Ireland, Edwin Poots,
acknowledged a funding boost
from the NI Executive’s Delivering
Social Change programme as he
launched three projects designed
to improve health and social care
services for people living with
dementia.

Protest as Nursing and
Midwifery Council votes to
increase registration fee
at a Meeting on 1 octobeR 2014, the nuRsing
and Midwifery Council (NMC) agreed to increase
the annual registration fee for nurses and
midwives from £100 to £120.
Mark Addison, Chair of the NMC, said: ‘Today
we made the difficult decision to increase the
annual registration fee for nurses and midwives
to £120.
‘We have considered the responses to the
consultation in detail and we have listened
carefully to the issues raised. We recognise
the financial pressures that many nurses and
midwives are facing at a time of widespread pay
restraint, and the tough and demanding jobs
they do.
‘However, as Council members and trustees of
the NMC, our first duty is to ensure the protection
of the public. We are committed to keeping the
fee at the lowest level which allows us to fulfil
that statutory duty, and we will continue to
search for more efficient ways of working. ‘
A ‘freeze the fee’ cheque cutting protest met
members of the NMC as they gathered at its
London headquarters on 1 October. At the
protest, health visitor and community nurse
members of Unite cut up a large £20 cheque
representing the proposed rise.
Unite Professional Officer, Jane Beach, said: ‘Our

members believe that the NMC should “freeze the
fee” at the current £100 a year – and that the £20
rise is outrageous, given how nurses, midwives
and specialist community public health nurses
have seen their pay eroded by up to 15% in real
terms since 2010.’
She added: ‘Our members are still reeling from
absorbing the last 58% increase – from £76 to
£100 – in the registration fee, which is, basically,
a tax on jobs. Without NMC registration, you can’t
work; it is as simple as that.’
Unite’s policy is that there should be a
moratorium on any fee hike until at least March
2016 – and even then, any increase should be
linked to the annual pay rise for NHS staff.
Elaine Baptiste, Unite member and Health
Visitor who attended the protest, said: ‘Many
nurses are on low pay and often have significant
financial commitments. £20 may not seem like
much to someone earning £40–50k, but for some
nurses it could be a decision between buying
food or paying a utility bill.
‘I was told about a nurse facing a disciplinary
because she did not have enough money in her
bank account to pay the fees until the end of the
month and her registration lapsed before payday.
This, on top of having no decent pay rise for
years, is really unfair.’

He said: ‘In 2011 I launched
the regional dementia strategy
which is aimed at improving
dementia services in Northern
Ireland. Of course the successful
implementation of the strategy
requires financial resources,
and the projects which we are
launching today will provide a
very welcome financial impetus
to the implementation of several
of the key actions laid down in the
strategy.’
The three projects are Raising
Awareness, Information and
Support for people living
with dementia; Training and
Development for those in the
caring professions, both formally
and informally and Respite, Short
Breaks & Support for Carers.
The Health Minister went on
to describe the improvements
which the projects will make in
dementia services saying: ‘The
three projects which are funded
jointly by Atlantic Philanthropies
and the NI Executive under the
auspices of the Delivering Social
Change Programme, will lead
to a significant improvement in
the quality of dementia care. It
will support people living with
dementia to maintain their
independence and live well
with the condition for as long as
possible.
‘It will result in an improved
understanding of dementia in
wider society, with benefits in
primary and secondary prevention
and reduced stigma.
‘I would like to offer my sincere
thanks to the funders of these
projects and to those delivering
dementia services throughout
Northern Ireland.’
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News

Charter for Early
Childhood published

T

he eaRly childhood
Forum (ECF) has put
together a 12-point
charter, which aims to
influence the manifestos of all the
political parties before the 2015
UK general election.
ECF promotes the principle
that a child’s best interests are
paramount and that children have
human rights to family life, privacy
and dignity. In addition, ECF
believes that early childhood is a
crucial stage of life and that:
• All children are entitled to
participation, provision, play and
protection, as outlined in the UN
Convention on the Rights of the
Child and to live without fear of
discrimination
• The safety and wellbeing of
children is central to every
aspect of children’s learning,
health and development.
The charter includes the
following proposals:
• Agreement to set up an all-party
planning and funding group to
develop and implement longterm policy for young children’s

•

•

•

•

•

education, health and care
Formative assessment
throughout early childhood
to support families and
professionals to provide the best
possible care and education
A demonstrated commitment
to multi-professional working
across education, health and
care based on evidence and
informed by research and
professional guidance from
practitioners
Consistent, well funded and
effective policies that give
parents and carers real choices
about whether to stay at home
A commitment to work
towards universal high quality
integrated education, health
and care whilst strengthening
the entitlement for children in
early years to access play and
daily outdoor experiences in all
provision until age seven
Integrated inspections that are
carried out by qualified and
knowledgeable inspectors, who
have had experience of working
with children under age seven.

Melian Mansfield, Chair of the
ECF, said: ‘We need a paradigm
shift for under-sevens – a different
ethos. Whereas schools may
be able to provide it, the focus
needs to be away from sitting
in classrooms and assessment
to a more rounded curriculum,
including more free play and time
spent outside. But the charter is
not just about childcare. Parents
are recognised as having the
largest influence on an under-

sevens’ development. Every child
needs sensitive, attuned and
responsive care in the first years
of life, whether in the home or in
a childcare or school setting. In
nurseries, this means bolstering
the key person approach and
minimising the number of key
person changes each child
experiences.’
For more information about the
charter, visit: earlychildhoodforum.
wordpress.com

Ebola virus guidance released for NHS
primary care settings
with the global incidence of the ebola
virus expected to rise over the coming months,
Public Health England (PHE) has issued guidance
for use in NHS primary care settings on dealing
with suspected cases.
According to the World Health Organization
(WHO), a total of 4,447 people have died from
the outbreak so far, mainly in West Africa. The first
incidence of the disease was reported in the US
on 1 October 2014.
Screening of passengers arriving in the UK
is now in place at major airports and with the
threat of disease spreading throughout Europe
6 Community Practitioner November 2014

and the US, the government has issued advice to
health professionals who may come into contact
with patients.
The virus can only be transmitted through
direct contact with bodily fluids of an infected
person, and the incubation period can range
from between two and 21 days. The PHE
guidance includes advice on what to do if a
person presents at a surgery or walk-in centre
showing symptoms and states: ‘Any patients that
identify themselves to reception staff as being
unwell and having visited a viral haemorrhagic
fever-affected area in the past 21 days should

not sit in the general waiting room once Ebola is
considered a possibility.
‘These patients should be isolated in a side
room and urgent clinical advice sought from
a local microbiologist, virologist or infectious
disease physician. Where possible the side room
should be cleared of removable items to reduce
cleaning requirements later if the patient is
diagnosed with Ebola.’
To read the guidance in full, visit:
www.gov.uk/government/uploads/system/
uploads/attachment_data/file/358564/Ebola_
guidance_for_primary_care.pdf

News

Len McCluskey:
NHS ‘will be safe
in Labour’s hands’

E

d Miliband outlined his plans
to reverse the damage done to the
NHS at the Labour Conference in
Manchester on 23 September.
In response, Unite General Secretary, Len
McCluskey, spoke about his support for the party
and its plans for the future. He said: ‘Ed Miliband’s
speech today gave a clear message of hope to
the millions of people who have suffered under
the cruel economic and social policies of the
coalition since it came to power in 2010.
‘He pinpointed the fundamental difference
between the Tories and the Labour party –
that under the Tories you are on your own in
a frightening world, but with Labour you are
not alone, but a member of a society which is
committed to a better and fairer world for all.
Voters have a crystal clear choice next May.
‘The damage wrought by this government
has been so immense, whether it is to the NHS,
our manufacturing capacity, the moribund
house building programme or to the lives of
millions who have had to bear the brunt of the
austerity measures of this government, while the
rich and powerful have been let off the leash by
David Cameron and George Osborne.
‘He outlined a vision of fairness to help those
without work and those being abused by the

zero hours contract culture. He gave hope to
those increasingly worried about the soaring
waiting NHS lists and what’s going to happen to
Aneurin Bevan’s creation, if the speculators of the
private healthcare industry take over.
‘Ed Miliband demonstrated his commitment
to the NHS with the pledge of 36,000 more NHS
doctors, midwives and nurses paid for out of
a mansion tax on homes worth more than £2
million, tax on tobacco profits and a crackdown
on tax avoidance. The NHS will be safe in
Labour’s hands.
‘Social justice is not an issue for any one
country of our isles – it is for all of us to give our
children and grandchildren a decent start in life,
to safeguard our NHS and eradicate the cancer
of insecurity that blights the lives of millions.
The future constitutional settlement of the UK
should not be a cosy stich-up by a Westminster
cabal – but one forged in the crucible of the
widest possible debate across the four countries
of the UK.
‘Ed Miliband is our Prime Minister – the keys
of Number 10 are within his grasp. He is the only
political leader that can re-energise a united
Britain to face the daunting economic, social,
constitutional and foreign challenges that
lie ahead.’

Welsh advice
on parenting
support
The Welsh government has
published new non-statutory
guidance to assist those who
have a role in providing parenting
support. It assists local authorities,
Local Health Boards, Third Sector
and other relevant commissioners,
managers and practitioners in
making decisions about:
• The type(s) of parenting support to
provide
• How to provide it
• Approaches to supporting and
engaging parents
• Workforce development
• Assessment processes
• Signposting and referral
• Evaluation and monitoring.
The guidance, entitled Parenting in
Wales: Guidance on engagement and
support, states, ‘The type of parenting
support that meets parent’s needs
will vary. In many cases a lot of effort
will be needed to encourage and
support the successful and sustained
engagement of parents. The focus
of this guidance is therefore, not
only on ‘what’ parenting support
to provide, but also on ‘how’
practitioners engage with families. ‘

‘improvements needed’ in pregnancy care
for women with diabetes
the national pRegnancy
in Diabetes (NPID) Audit Report
2013 has identified that there
are improvements needed in
pregnancy preparation, care
and outcomes for women with
diabetes.
The NPID audit, managed
by the Health and Social Care
Information Centre in partnership
with Diabetes UK, supported by
Public Health England, is the first
continuous national audit that

measures the implementation
of national guidance on the care
of women with diabetes who
become pregnant.
Women with diabetes are at
higher risk of adverse pregnancy
outcomes such as stillbirths,
neonatal deaths and babies
born with congenital anomalies.
They are also likely to have larger
babies.
One of the key findings was
that only 5% of women with type

1 diabetes and 19% of women
with type 2 diabetes achieved the
target blood glucose readings for
early pregnancy set out in national
guidelines.
The Report 2013 includes data
collected from 1,700 pregnancies
across 128 participating
organisations across England and
Wales. The key findings also show:
• Only 40% of women with
diabetes were taking folic acid
supplements prior to pregnancy,

folic acid use was highest
among women with type 1
diabetes
• Almost half of women with
type 1 diabetes and almost one
quarter of women with type 2
diabetes had a baby that was
large for the length of pregnancy
(ie, with weight in the top 10% of
all birth weights for pregnancies
of that length).
Read the report at: www.hscic.
gov.uk/pubs/npdaudit
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NEWSBItES
First female genital mutilation
figures published
Data from the Health and Socia
Care Information Centre show
that in September 2014, 467
female patients treated at acute
NHS hospital trusts in England
were newly identified as having
been subjected to female genital
mutilation (FGM). The data also
show that 1,279 female patients
previously identified as having
been subjected to FGM were being
treated at the end of September
2014. The new monthly data
collection sees reporting hospitals
submitting information including
the numbers of female patients they
have newly identified each month as
having been subject to FGM.
london boroughs called on to
support breastfeeding
Journalist Rosie Boycott has joined
with the UNICEF UK Baby Friendly
Initiative in calling on London
councils to do more to increase
the prevalence of breastfeeding
in the capital. She said: ‘We are
calling on all London borough
councils to introduce the UNICEF
UK Baby Friendly Initiative for all
the community services they run.
This programme should ensure
that all parents make informed
decisions about feeding their babies
and are supported in their choice.’
Of London’s 33 boroughs, 17 run
the programme in some services,
six of which have achieved full Baby
Friendly accreditation for their
health visiting/public health nursing
services.
Support for people with learning
disabilities ‘still has a long way
to go’
The social care system must
be turned on its head to provide
better support and better value for
money, according to Lucy HurstBrown, Chief Executive of learning
disability charity Brandon Trust
and deputy chair of the Voluntary
Organisations Disability Group, in
a collection of essays published
at the Labour Party Conference.
In Brandon Trust’s chapter, Lucy
argues the current system of
allocating support according to
need, known as the deficiency
model, is counterproductive and not
cost effective.

The best start in life: DH
‘Week of Action’
the depaRtMent of health is hosting
a week of action, which will be taking place
between 17 and 21 November 2014. The focus
of the week will be ‘Helping Parents, children and
young people to have the best start in life’.
The week will follow the 0–19 journey, and will
be an opportunity to celebrate the contribution
and impact of health visitors and school nurses
alongside others in health and wider partners on
keeping families, children and young people at the
heart of what they do. The week will be divided
into themed days as follows:
• Monday – Helping Families, Children and Young
People to be Emotionally Strong and Resilient
• tuesday – Supporting Families, Children and
Young People to Protect Their Health
• wednesday – Helping Families, Children and
Young People to Look after Their Health
• thursday – Supporting Families, Children and
Young People to Have a Voice and to be in
Control of Their Well-Being
• friday – Helping Children and Young People to
Learn and Grow.
The week will be an opportunity to support and
raise the profile of this important agenda. It will
celebrate the contribution and impact that health

visitors and school nurses, alongside other partners
have on families, children and young people. It will
showcase good practice and the changes that are
taking place in the service.
Throughout the week the Department will
be sourcing the views of parents, children and
young people on the services and the positive
difference that this has had on their lives. It will also
be seeking and sharing blogs from professionals
and users, including Obi Amadi, CPHVA Lead
Professional Officer, using case studies, articles,
podcasts, undertaking visits and hosting web chats
and Twitter discussions to tell a compelling story
of the range of work being undertaken and its
impact.
To get involved with the activity online, use the
hashtag #PHPCYPWeek on Twitter and for more
information visit Viv Bennett’s online blog at:
https://vivbennett.blog.gov.uk/
#cphVatt
CPHVA and Community Practitioner will be hosting
a Twitter chat in conjunction with the DH to
discuss themes arising from the week on Tuesday
18 November at 7pm. You can join the chat using
the hashtag #CPHVAtt.

Substance misuse support for
families in Scotland
faMilies affected by dRug
and alcohol abuse will be
supported by a new package of
funding for services, it has
been announced.
The Scottish government
said that £120,000 would be set
aside for families in rural areas
affected by drug and alcohol
abuse. It is expected that the
extra money will be given in the
form of a small grants scheme
for recovery programmes in local
communities through the Lloyds
Partnership Drug Initiative. The
scheme promotes voluntary sector
work with vulnerable children
and young people affected by
substance misuse.
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Additional funding has been
given for a new National Alcohol
Liaison Officer within Scottish
Families Affected by Drugs (SFAD)
to support the extension of the
service to include alcohol as well
as drugs. It was also announced
that a new pilot technology
project will be introduced using
web-based support and Skype
to help families to access services
for substance misuse in rural and
remote settings.
At the launch of the project,
Scottish Minister for Community
Safety, Roseanna Cunningham,
said: ‘I am pleased to be able
to announce these further
contributions in helping families

deal with the daily struggles of
relatives dealing with substance
misuse.
‘It’s vital that everyone has
access to these services no
matter where they live and this
funding package of £120,000 will
supplement the £155,000 we have
already provided through the small
grants fund to give communities a
strong set of services to tackle the
scourge of addiction.
‘This government is committed
to delivering funding to local
organisations and making sure
anyone caring for loved ones with
drug or alcohol addictions has a
support system in place in their
own community.’

Association

@Unite_CPHVA #CPHVATT

#CPHVAtt:

Using social media

IN SEPTEMBER 2014 UNITE
laUNchEd a NEw BRIEfINg
on the use of social media with
advice on how practitioners can get
the most out of online networking
without compromising professional
integrity. The topic attracted a lot
of discussion at the weekly Twitter
Tuesday chat and there was a range
of views on how useful social media
is in practice and what the pitfalls are.

13.10.14:
Unite members
take part in historic
strike action

@saffie
It’s great for information sharing
and networking
@loftyjen
Must admit much more a
Facebook bunny – not sure I ‘get’
Twitter/find it as easy to navigate

@Rosgodson
You’re right; Facebook easy 2
navigate but is it just 4 oldies?
@davidamunday
When spoke last week 2 #StHV @
BoltonUni encouraged 2 tweet
opinion makers from professions.
Gr8 opportunity 2 engage
@andreaJohns20
I think it really helps if your
employers are supportive and
have a robust social media policy.
If not then help devise one

Photo credit: Mark Thomas

@ProfSarahcowley
Absolutely @saffie @Unite_CPHVA
– key principle of health visiting
– influence on policies affecting
health. Go for it!
Twitter Tuesdays take
place every week from
7–8pm. To join in, use the
hashtag #CPHVAtt
The social media briefing
is available in full at: www.
unitetheunion.org/uploaded/
documents/6656_A4%20NHS%20
SocialMediaFactsheet_211-19881.pdf

Unite’s latest news production
is UNITElive. Unite Live is
not the website, not the
magazine, not a blog and not
a repeat of press releases. It is
an e-paper, telling members’
stories to as wide a readership
as possible.
UNITElive will change on a
daily basis and feature the
top stories of the day, images,
comment, features, films,
infographics and comments
from members. The union
has millions of stories to tell
every day; our mission is to
tell them.

@angelabinkee2
I certainly pick up loads of links
to docs and announcements on
social media

@bernie_hughes
Love social media for keeping up
to date, just follow my interests
and all there in my feed

UNITElive
is here!

The firsT Nhs sTrike acTioN for 30 years Took place oN
MoNday 13 ocTober 2014 across England and Northern Ireland.
As part of the historic demonstrations health workers braved the rainy
conditions to take to picket lines for four hours in protest against the
government’s refusal to grant a 1% pay rise for all across the NHS.
Collette Scullion, Primary Mental Health Specialist at Scrabo
Children’s Centre in Newtownards, joined the protest with colleagues
from Northern Ireland. She said, ‘I have been a nurse in excess of 20
years and am very passionate and committed to my role. I decided
to strike as the Department of Health is refusing to implement the
Pay Review Body’s recommendation of a 1% pay rise. If nurses and
members in particular were taken out of the health service there
wouldn’t be one. Nurses are not valued enough by the government
and this is evidence of that.’
Fellow member and vice-Chair of the CPHVA Executive Committee,
Janet Taylor, said she had chosen to strike because ‘enough is enough’.
She continued, ‘I decided to strike as I am passionate about the NHS
and nursing. For the last four years, the pay freeze has accumulated in
real terms as a 15% pay cut. Morale is at an all-time low and members
can’t tolerate this any more.’
Rachael Maskell, Unite Head of Health, said: ‘Given the feedback
from our members, we are confident that this was a very
well-supported action, with over 100 picket line protests outside NHS
hospitals up and down the country. NHS workers were especially
thankful for all the messages of support they’ve been receiving from
the public.
‘The health unions are calling for the government not to impose
limits on what can be achieved for this essential workforce, but to
come to the table prepared to negotiate in a meaningful way.’
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Items will stay on the site for
one week only. If the story
thread continues later the
earlier articles will be available
at the end of the item. Any
of the items can be shared
on Twitter and Facebook – so
widening Unite’s impact.
So please tell all your reps
and activists to bookmark the
site and check it every day
for the latest news and views
from Unite. They can also sign
up to receive weekly emails
directing them to all the latest
stories.
We would love your feedback
and of course any ideas
for stories you might have
that would be suitable for
UNITElive. Email: unitelive@
unitetheunion.org
To go direct to the site visit:
http://unitelive.org
You can also access the site
through the main Unite
website by clicking on the
revolving hero for UNITElive.

Antenna

New resources
Nocturnal enuresis in children
The nocturnal enuresis (bedwetting) in
children and young people quality standard
has been published on the National Institute
for Health and Care Excellence (NICE)
website. You can view the quality standard
at: www.nice.org.uk/Guidance/qs70

Domestic violence recovery
The Centre for Research on Families and
Relationships has produced a research
briefing on strengthening mother–child
relationships as part of domestic violence
recovery. Further information can be
found at: www.crfr.ac.uk/new-crfr-briefingavailable-to-download
Community Mental Health Survey 2014
The survey, completed by more than
13,500 service users for the Care Quality
Commission, found that less than half (48%)
felt they had seen someone from mental
health services often enough; and only two
in five (43%) said that mental health workers
‘always’ understood what was important to
them in their lives. Results from the survey
are available at: www.cqc.org.uk/content/
community-mental-health-survey-2014

Noticeboard
I have a two-year-old boy on my caseload
who has Hirschsprung’s disease. This
requires him to have a central line and
TPN feeding as he has very little bowel.
Unfortunately, he has developed an
allergy to one of the materials that are
used in his central line and also develops
secondary infections on top of the
allergic response. This requires frequent
hospital admissions and changes of
central line. Has anyone come across this
type of reaction before or knows how this
could be managed? Does anyone have
any experience of working with a child
with Hirschsprung’s? Any information
would be gratefully received:
Karen steeden
health visitor and Practice Teacher
hollingdean and Preston Park
Children’s Centre Team
8 shenfield Way, Bn1 7eX
01273 295803
email: k.steeden@nhs.net
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ReseaRCh evidenCe

Exposure to television
food advertising triggers
motivation to eat

Safety of immunisation
during pregnancy:
a review

This study investigated the effect of
exposure to television food advertising on
accessibility of food-related cognitions and
motivation to eat. The authors developed
a word stem completion task to measure
accessibility of food-related cognitions.
In two subsequent experiments, 160
female undergraduate students and
124 overweight or obese communitydwelling women viewed a series of
television commercials advertising either
food or non-food products. They then
completed the word stem task and also
rated their desire to eat. In both samples,
there was a positive association between
accessibility of food-related cognitions and
reported desire to eat following priming
with television food advertisements.
The authors conclude that an increased
activation of food-related cognitions may
provide a mechanism for the link between
food advertising and consumption. This
has implications for tackling pathological
(over)eating.
Psychol Health 2014 29(10): 1192–205.

Vaccine-preventable infectious diseases are
responsible for significant maternal, neonatal
and young infant morbidity and mortality.
While there is emerging scientific evidence,
as well as theoretical considerations
indicating that certain vaccines are safe
for pregnant women and foetuses, policy
formulation is challenging because of
perceived potential risks to the foetus. This
report presents an overview of available
evidence on pregnant women vaccination
safety monitoring in pregnant women,
from both published literature and ongoing
surveillance programmes. They include
inactivated seasonal and pandemic influenza,
mono- and combined meningococcal
polysaccharide and conjugated vaccines,
tetanus toxoid and acellular pertussis
combination vaccines, as well as monovalent
or combined rubella, oral poliomyelitis virus
and yellow fever vaccines. No evidence of
adverse pregnancy outcomes has been
identified from immunisation of pregnant
women with these vaccines.
Vaccine 2014 doi: 10.1016/j.
vaccine.2014.09.052.

Clinical Academic Hub launch
Northwest London Healthcare NHS Trust
officially launched its new Health Visiting
Clinical Academic Hub on 19 September
2014. The hub was formed in response to
an extensive consultation with staff and
stakeholders about the development of
its health visiting strategy. This exciting
development will focus on health visiting staff
at all levels, responding in particular to the
increase in the numbers of students being
trained and ensuring a clear career pathway
for local health visitors.
Monica Sherry, Assistant Director of
Professional Standards, Community Nursing
opened the day, describing how the hub
will be research active; act as a pilot site for
examining innovative practice; and lead
the profession by contributing to local and
national policy agendas. Health visiting staff
from across the trust attended the launch
day. They enjoyed presentations from a range
of speakers, including local health visitors

from Brent, Ealing and Harrow who shared
their own experiences of the hub, as well as
national experts Dame Professor Sarah Cowley,
Dr Cheryll Adams and Professor Mitch Blair.

Book review: Not Just Talking
Not Just Talking: Helping your baby
communicate – from day one
Sioban Boyce
Not Just Talking, Winchester, 2014
£14.99
ISBN: 978-0955838750
This book, written by a communication and
behaviour specialist, is aimed at parents but
would be useful for any practitioner who
works with children and families. The author
claims it is the definitive guide to non-verbal
communication development, helping
children and parents to pay attention to this.
Around 60–90% of communication is
non-verbal; therefore, it is essential that
children develop these skills if they are to
become sociable, competent and effective
communicators. In this day of 24-hour TV,
social media, smart phones, laptops, internet
communication and forward-facing buggies,
babies and children can easily fail to develop
non-verbal communication skills, missing out
on opportunities to learn how to read and use
facial expressions and body language, and
interpret situations. The author has worked
with many children diagnosed as being on the
autistic spectrum and has helped to them to

become effective communicators and to shine
as individuals.
This book is a guide for parents and anyone
who works with children to help them
become effective communicators. Children
who cannot effectively process non-verbal
information are disadvantaged as they fail
to spot vital clues necessary for successful
conversational exchanges, which are the
bedrock of a child’s ability to communicate.
The book has practical ideas on developing

missing skills. Throughout, there are lots of
practical ideas, suggestions and focus points
to help parents develop communication
skills in their child. All of these activities can
be expanded and developed in pre-school
settings. The book is divided into three
parts: part one covers what non-verbal
communication is and how to recognise these
skills in a child; part two covers from birth until
speech development; and part three covers
the pre-school period.
While the book is aimed primarily at parents,
it is a useful companion for professionals,
such as midwives, health visitors and their
teams, social workers and anyone who works
in pre-school settings. The book provides a
useful checklist for practitioners to ensure
that the children they see are developing and
able to use all the recommended skills. This
book would be especially useful for any parent
whose child is showing signs of difficulty
in communication, socialisation, emotional
development or behaviour.
Maggie Fisher RGN NDN RHV Cert Ed BA(Hons)
Ed PG Dip
Co-chair, Interest and Development Group for
Parenting and Family Support

Letters
Dear Editor,
I would like to raise a concern about how
the Questioning Development article in the
September issue of Community Practitioner
describes the use of the Ages and Stages
Questionnaire 3 (ASQ-3).
The point in the article that ‘this tool is being
brought in as a population measure and not
as a screening tool or a tool for screening
individual children’ does not take account of
the fact that the tool was originally designed
for assessing the development of individual
children. The evidence base for ASQ-3 is strong,
it has real utility and it adds academic rigour
to assessment of the development of babies
and children. There is great benefit in it being
recognised as having a dual role, both as an
individual assessment and as a population
measure. I take the point, however, that it might
not meet the official definition of a screening
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tool and I agree that it should be used in the
context of a holistic health assessment.
We have been using ASQ-3 in some areas
of Greater Manchester as part of our Early
Years New Delivery Model. Parents, carers and
professionals from health and other children’s
services are finding it a really brilliant tool.
At the universal level it promotes parents’
understanding of their child’s development so
it is useful throughout the early years. It is used
in the Family Nurse Partnership programme to
promote parents’ self-confidence, involvement
in assessment and understanding of positive
activities for their child. Health visitors have the
expert professional judgement needed to use
this tool to its full potential.
I think it will be much better embraced by
parents, health visitors, community nursery
nurses and others if it is made very clear that
the tool can be used as a population measure

but it is also a well evidenced tool for assessing
the development of individual children.
Jill Beswick
Early Years Workforce Development Lead
Greater Manchester Public Service Reform Team

A spokesperson from the Department of
Health said:
‘We agree ASQ-3 is important for assessing
the development of individual children, which
is why we are asking health visitors to use it as
part of their Healthy Child Programme reviews
for two year olds. It will help them to assess a
child’s individual development and provide
useful comparative data for a population
measure. We know ASQ-3 is a well validated,
reliable tool and provides a good basis for
discussion on a child’s development.’

News feature

Developments in technology and the increased availability of touch screen
devices in the home have led to discussion about the disadvantages of their use
in young children. Polly Moffat looks at the research behind the subject and the
attitudes of practitioners and parents towards children’s technology habits

SCREEN TIME

How much is healthy for children?
Polly Moffat
Editor, Community Practitioner

I

t is clear to many parents and
practitioners working with children in
early years and school settings that the
opportunity to use digital technology
from a young age can promote skills that
members of older generations struggle to get
to grips with.
We are all familiar with the sight of a toddler
transfixed by a tablet computer screen or
mobile phone, fascinated by the colours and
sounds produced by a device that presents
images of a higher resolution and specification
than most of us have seen on our televisions or
computer screens.
It is understandable that children will
gravitate to these devices as a form of play,
but what evidence is there to show that they
can aid learning? Or even that they hinder
development or traditional learning through
fewer opportunities for outdoor play and use
of books? At present there is a growing body
of research to show that our reservations
about the use of technology in children may
be unfounded, and that our worries about
negative effects on development may be the
result of our own lack of knowledge about the
digital world.

Facts and FIgures
According to a survey of parents by Ofcom,
ownership of tablet computers more than
doubled, from 20–51% between 2012 and 2013,
and use of tablet computers increased threefold in children and young people aged five to
15 during the same period (7% vs 23%).
The survey also found that 28% of three to
four year olds use a tablet computer at home
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(Ofcom, 2013). Although most children aged
between five and 15 have PC/laptop-based
internet access in the household (91%), a
minority have access to the internet in their
bedroom through one of these devices.
The number of computer games consoles
present in children’s bedrooms accounted for
one in 10 three to four year olds and a quarter
of five to sevens. The Ofcom study points out
that, compared to 2012, children aged between
five and 15 are now less likely to have a games
console in their bedroom (47% vs 56%), with
this decrease evident for each of the three age
groups from five to 15 (Ofcom, 2013).
This marked change in the numbers of
children who are allowed access to a games
console in their own bedroom may be partly
due to a media focus on the perceived harms
of exposure to violence and adult themes in
the games, and a lack of vigilance by parents
in policing their use in children. It is common
to hear that, for example, young children are
getting hold of 18-certificate games and playing
them regularly without their parents’ knowledge,
something all families should be aware of.
Barbara Evans, Community Nursery Nurse
in Leicester, believes computer games can
be harmful. ‘In very young children, continual
access to unsuitable video games can be
damaging. These children will often exhibit
aggressive behaviour, which ceases when they
are no longer exposed to the violent or even
fighting-type games aimed at children, such as
Spiderman, for example. Some of this might be
normal development but it nevertheless needs
to be supported by the carer for it not to get out
of hand’.

socIo-economIc background
It has been found that socio-economic
background has an influence on children’s
use of technology and their access to it in the
home. The Ofcom survey found that children
with a lower socio-economic status have fewer
opportunities to access touch screen devices in
general, but that those who do tend to access
these devices more often than their better-off
peers (Ofcom, 2013).
However, this may not be the bad news it first
appears to be. According to Formby (2014a),
technology offers a route into reading for
disadvantaged three- to five-year-old children.
Of children who have a touch screen device at
home, those of lower socio-economic status are
twice as likely to look at stories daily than their
more advantaged peers (7.2% vs 16.0%), despite

them having less access. The conclusion when
viewed from this perspective is that access to
learning through a digital device is preferable to
no learning taking place at all.
Barbara Evans feels it is up to parents to
regulate their children’s use of technology.
‘My biggest worry as far as technology is
concerned is parental use of it when they
should be attending to their child; for example,
parents engaged in almost relentless texting,
Facebooking or talking on the phone instead of
engaging with their child’, she says.
‘I have seen parents walking along the street
with earphones in, presumably listening to
music instead of interacting with their young
child. Sometimes, when the child is yelling they
are oblivious because of this distraction.
‘I think use of technology is fine in moderation,
if done with a supportive adult and not just
left to it. I am more concerned about parents
ignoring their child because they are distracted
by it.’

a balanced approach
Research suggests that attempts by parents to
limit their children’s use of technology can have
beneficial effects. For example, the idea that a
child can learn a great deal from educational
games or stories may be negated by hours
spent surfing through internet sites or sitting in
one spot in front of a tablet for long periods of
time, with little physical activity or interactive
play and communication with family members
or friends.
The Ofcom survey found that the majority
of parents of five to 15 year olds have rules in
place concerning access to, and use of, all forms
of technology. For TV, the internet and gaming,
younger children (aged three to 11) are more
likely than older children (12–15) to have rules in
place. Rules about TV are as likely to be in place
for three to fours as for five to sevens, while five
to sevens are more likely to have rules in place
about internet use (92% vs 84%) (Ofcom, 2013).
Rosalind Godson, Unite CPHVA Professional
Officer, believes we won’t know what the
effects of digital access are until this generation
has grown up. She said, ‘There are practical
public health concerns, such as the fact that
children are quite static when using these
devices, and some might not get enough
exercise. Also, there are concerns about the
effect that so much screen use will have on
children’s eyesight.
‘It is interesting that some parents have
decided to remove access to games consoles

from their children’s bedroom, and it is certainly
the case that playing games instead of sleeping
will be detrimental to health.’

posItIve eFFects on learnIng
Some have voiced concerns that the use of
digital technology is having a detrimental
effect on literacy rates. However, a study by the
National Literacy Trust found that children are
more likely to enjoy reading if they use both
books and a touch screen to look at stories,
compared to books only (77.4% vs 70.8%)
(Formby, 2014a). The Trust says it has found
that increased enjoyment of reading leads to
better literacy outcomes and that parents think
learning to use technology is important for early
years education.
In the same study, three-quarters of parents
said that they believe using technology from
an early age is important for children to get on
at school. Formby (2014a) states that parental
engagement in a child’s reading remains
important whatever the medium, as it has a
strong impact on literacy development. This
places the onus upon parents to teach their
children a love of reading and encourage them
to look at books, regardless of whether this is
in print or online. Formby goes on to say that
not only does sharing stories with their parent
increase children’s love of reading, but also, the
more parents look at or read books with their
child the stronger their child’s literacy skills
become (Formby, 2014a).
A study by the London School of Economics
and Political Science (2013) suggests that the
use of touch screen technology can encourage
young children to explore and play with devices
independently, as they possess sufficient skills
to be able to use the devices without adult help.
Similarly, Siraj-Blatchford and Siraj-Blatchford
say ‘Children need the opportunity to explore
and play with computers. This kind of play
acts as the foundation for more structured
use of applications later on. It means that ICT
[information and communications technology]
must be integrated across the curriculum’ (SirajBlatchford and Siraj-Blatchford, 2000: 1).
In the development of communication
and social skills, there is evidence to show
that, as natural users of digital technology,
young children (or ‘digital natives’) can benefit
from such devices more than adults, who
may find it less easy to navigate their tablet
or mobile phone (Zevenbergen, 2005). A
case study by Verenikina and Kervin (2011)
suggested that children aged between three
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and five years have ‘positive experiences with
digitally mediated imaginative play’ and that
children’s use of iPads in the home often
involves face-to-face social interaction with
other family members (Verenikina and Kervin
2011). Zevenbergen says that, ‘As digital natives,
young children incorporate digital technologies
into their play without differentiation. Adults,
on the other hand, tend to revisit their own
childhood when constructing idealised notions
of children’s play – as unspoiled and free from
digital technologies’ (Zevenbergen, 2005 cited
in LSE, 2013).
It seems there are benefits to the use of
technology for learning in educational settings
that are, as yet, not completely understood, but
practitioners currently using these methods
report positive results. In a study on literacy and
use of iPads, researchers from the University
of London and the Open University looked
at how touch screen technology can offer
young children opportunities for early literacy
learning. Their study surveyed children in
various settings, including a children’s centre
nursery and primary school reception class. The
authors stated that the use of technology in
these settings gave children better and richer
opportunities for communication, interaction
and independent learning, improving literacy
and children’s perceptions of their own literacy
(Flewitt et al, 2014).

of the interaction with technology. She says,
‘Unfortunately, I come across a lot of children
who are just left to entertain themselves with
technological “toys”, be it toy or real computers,
with the expectation that they will learn from it.
‘These tend to be very young children, at
one to three years old. These same children
would probably be left to it whatever they were
playing with but, for me, it is about moderation
and context. Some is fine, with the support of a
caring adult to discuss what is being seen.’
In cases where children are given
unrestricted access to the internet, either in
the home, or worse, in their own bedroom,
problems can occur where they are exposed to
content that may cause lasting psychological
damage, or lead them to sites that are
inappropriate for their age. One in five 12–15
year olds surveyed by Ofcom say they have
seen something online in the past year that is
worrying, nasty or offensive. Parents of 12–15s
and eight to 11 year olds are more likely than
parents of three to four year olds to think that
their child has seen any online content that is
worrying, nasty or offensive. Indeed, one in 10
children aged eight to 11 who use the internet
at home (9%) say they have seen something
online in the past year that is worrying, nasty or
offensive, with 12–15s being twice as likely to
say this (Ofcom, 2013).

negatIve eFFects on
chIldren’s behavIour

Clear differences have been found between
the availability of technology in the home
compared to early years and educational
settings. This could be due to a number
of factors, including the cost of devices or
concerns about using them as an ‘easy option’,

There are various theories on the negative
effects on children of the use of technology,
including encouraging criminal behaviour
and inhibiting the development of social skills,
among others. Perhaps this stems from our
own fears about our use of computers and the
internet – we are aware of how much time
we spend on these devices and the little voice
in our heads that tells us we should be doing
something a little more intellectually stimulating
than scrolling through Facebook photos, such
as reading a book or newspaper.
We are paranoid that our children will pick up
bad internet habits at a time when they should
be learning to communicate and participate in
education using more old-fashioned methods.
After all, it is drummed into us by the media
that a large proportion of information found
online is unregulated, and that the ‘dark half’ of
the internet is always there waiting to tempt us,
preventing interaction with the real world.
Barbara Evans feels a key issue is the quality
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replacing more traditional methods of teaching
and play. In a study of 362 practitioners
working with 3–5 year olds in early years
settings, 100% said that children in those
settings had access to books, while 22% said
children in their settings had access to tablet
computers (Formby, 2014b).
The same study found that many early years
practitioners have positive attitudes to the use
of tablet computers in their setting. Threequarters of practitioners said that for children to
get on at school it is important they learn to use
technology from an early age (Formby, 2014b).
There were differences in children’s access to
tablet computers and practitioners’ attitudes
in different early years settings. Nevertheless,
all practitioners, particularly those working in
maintained settings, would like to increase the
use of tablet computers in their setting.
The National Literacy Trust believes there
are a variety of barriers (lack of equipment or
finances) to integrating tablet computers in
early years settings and promise that its next
annual survey will explore the use of tablet
computers in settings, including questions
about how and why practitioners incorporate
technology into their activities (Formby, 2014b).

an open mInd
The case for children’s use of technology in
relation to development is still to be made,
and more time is needed before we can
truly see the effects of these devices on the
next generation. However, perhaps our own
prejudices and limitations need to be put
aside, and children be allowed to embrace the
technological world, the progress of which is
expanding at a rapid pace.
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Profile

Public health priorities
Formerly a health visitor, Catherine Mackereth took up post as Consultant
in Public Health at NHS Dumfries and Galloway 18 months ago. Catherine
spoke to Community Practitioner about her passion for her profession, and
the challenges of her role in the Scottish context

F

ORMER EDITORIAL BOARD
member of Community Practitioner,
Catherine Mackereth trained as a
health visitor and subsequently
as a community development
worker, before being offered a role in a
public health department, leading on mental
health and wellbeing. Now a Consultant in
Public Health in Scotland, focusing on health
improvement, she faces many challenges,
including putting mental health and wellbeing
at the top of the agenda.

evidence base. During my time working as a
health visitor, I completed a Master’s degree
in Health and Social Research, something
I found really enjoyable, if hard. It got me
interested in the whole area of research and
evaluation, a big asset in public health. So,
yes, health visiting prepared me well for
a role in a public health. I certainly have a
breadth of experience that is unusual, and a
thorough grounding of working with people,
particularly in deprived communities.

Q: What made you decide to apply for
the role of consultant in public health
what did the process involve?

Q: What is your background in health
visiting? Do you think this prepared
you well for your current role?
A: Like most health visitors, I started the job
working with a caseload, where my interest
in community orientated work really got
started. Without denying the very important
work all practitioners do with individuals, I
was particularly interested in the challenge
of working with communities. I got a post
working as a health visitor, but without a
caseload, in community development, and
both this and my health visiting education
and experience gave me a solid foundation
in public health. It included not just the
theory, but also a grass-roots understanding
of what it is like for individuals, families
and communities to live in poverty and
how tackling inequality is the key to better
health and wellbeing. This was alongside
my growing awareness of the power of
community development as an agent of
change and improving health and wellbeing
from local people’s own perspectives.
I also became increasingly interested in
mental health and wellbeing. All the work
that community practitioners undertake
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involves understanding that, without a
foundation of resilience and confidence,
behaviour change is extremely difficult. For
example, we cannot expect people to give
up smoking if it is the only solace they have
in a stress-ridden life – we need to support
them to feel good about themselves, and to
feel they can achieve things for themselves
and their families. Beyond the individual
perspective is the whole environment and
the wider structural issues that affect health
and wellbeing that need to be addressed,
such as housing and education. We are all
aware of the necessity of working from an

A: After a post as a community
development worker, I worked briefly for
the third sector in a voluntary project as
an evaluation worker, and then with the
local authority as a development worker.
Subsequently, I took a job in a public health
department, leading on mental health
and wellbeing. Although I already had an
MSc, I did some further university modules
in public health. These days, a Master’s in
Public Health is a pre-requisite for many jobs
in public health, and some authorities will
sponsor students through these courses. I
then applied for public health registration
by putting together a portfolio of work. It
was a bit like a very large NVQ and quite a
demanding process.
There is another route to public health
registration through direct training – a
four-to-five-year process in which you train
alongside people from a range of disciplines,
including medicine. This process can be
quite tough, but you are in guaranteed
employment for the duration, so is well
worth considering.

Profile

Q: What is your work currently
focused on?
A: The role of a consultant is very
varied. Some consultants just work in
health protection, focusing on areas like
communicable diseases, emergency
planning, screening and immunisation.
Others areas are health intelligence, health
service improvement or working with clinical
commissioning groups. My area is health
improvement and I work with a team that
focuses on building healthy and resilient
communities. This includes a community
development team, as well as others whose
key areas are mental health and wellbeing,
workplace health, physical activity and food.
Most of the work is at a strategic level and
involves a great deal of partnership activity.

Q: Can you describe a typical day
at work?
A: It’s difficult as it really is the most varied
job I have ever done. Today I spent time with
the Director of Human Resources looking at
the core values of the NHS Board (no NHS
trusts in Scotland). I then had a meeting of
the Domestic Abuse and Violence against
Women Partnership, where we discussed,
among other things, routine enquiry. Next
was my flu jab, before going on to look at
funding our self-management programme
and then on to co-ordinating a group to look
at developing a health coaching approach
to health improvement. Finally, I started
writing a presentation on health inequalities
for students at our local university.

Q: What do you think is most needed
in your area in terms of public
health?
A: In our area a major challenge is that it is
mainly rural, with all the issues that come
with poor transport and limited access
to services. There are areas of affluence
here, but often people live in poverty
virtually next door, which emphasises the
inequalities they experience. However,
many of the issues are similar to other areas
– poor mental health, financial insecurity,
housing problems, obesity and lack of
physical activity.

Q: What would you most like to
achieve while in post?
A: I’d like to ensure mental health and
wellbeing is well and truly high, if not top, of
the agenda in both the NHS and the Local
Authority. I would also like to see community

development as one of the key ways of
achieving this, by empowering individuals
and communities. These are things that
community practitioners have skills and
experience in.

the NHS and to education, which is
hugely encouraging.

Q: What do you feel has been your
biggest achievement so far?

A: I think any qualities I have as a leader
come directly from my experience of health
visiting and community development. I
believe good leadership is about helping
others reach their potential. For me it is
not about ‘being in charge’, but leading
by example, based on key values, such as
respect for others.

A: I have only been in post for 18 months,
so maybe it is too early to tell. However,
I am delighted that I am working with a
team who are committed to improving
the health and wellbeing of the local
population, and any achievements are
definitely down to them.

Q: What do you think are the top
three personality traits needed to be
a good public health consultant?
A: Perseverance – public health, as
all community practitioners know, is
not always appreciated. It can be hard
convincing people of the importance of
public health, but without the upstream
work we will always be hauling drowning
people out downstream. Creativity – trying
to come up with different approaches that
will engage others. Luckily, working in a
team means there are always other people’s
ideas to draw on. Interpersonal skills – so
much successful work is about developing
relationships, working in partnership,
negotiation and networking.

What are the public health priorities
for Scotland today?
A: I moved to Scotland the day public
health moved into the Local Authority in
England. I had spent months preparing for
these changes and then moved into a very
different system. I am employed by the NHS
Board, which covers all community and
acute services. It feels like people work in
partnership more easily here in Scotland
without the challenges of working with
different organisations, such as CCGs, NHS
trusts and so on, and it does not feel as if
the service is being dismantled, as I felt in
England. In terms of public health challenges, we are all aware of the stereotype of the
deep-fried Mars Bar-consuming Scot, and
obesity is a huge problem here, just as it is
in the rest of the UK. This is coupled with a
general lack of physical activity, poor mental health and high suicide rates. Of course,
this is in the context of high unemployment, low wages and poor housing. The
good side is that Scotland is committed to

Q: What do you think is needed for
effective leadership in a public
health role?

Q: What do you think should be the
priorities for the government for
public health? Is a new approach
needed?
A: I believe we need to make a real
commitment to public health. In the short
term it might mean less heart surgery
or expensive drugs or new hospitals,
so that investment can be put into the
upstream work that will make the longterm differences to health and wellbeing.
We know that life expectancy is likely to
start falling due to the largely preventable
diseases such as type 2 diabetes caused at
one level by obesity, but also by poverty.
It is outrageous in modern, industrialised
countries like the UK that people are dying
before their time of diseases that could
be prevented. Maybe we need to look to
more state control over some areas of life,
so that taxing unhealthy foods becomes
mandatory. Surely it would be better to
have a bit more state control, rather than
leaving it all in the hands of big businesses.
Speaking of taxes, we have known for
decades that the only real way to address
inequalities is through redistribution of
resources, so taxation is an obvious starting
point. Is it not worth it for a future that will
ensure the health and wellbeing of our
children and our children’s children?

Catherine recently announced she will
be stepping down from her post on the
Community Practitioner editorial board.
Since taking up her role on the board
Catherine has worked hard on behalf of
the journal, and the team at CP and CPHVA
would like to thank her for the support she
has provided and wish her the best of luck
for the future.
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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).

You can nominate any colleague or team
demonstrating exceptional performance in their
role, as long as they are a member of CPHVA.

Choose the appropriate category for your
nomination and follow the simple entry
instructions.

*For details regarding the MacQueen Awards
visit the Education and Development Trust
page at: www.unitetheunion.org

www.communitypractitioner.com/awards

CELEBRATING YOUR ACHIEVEMENTS AND
HARD WORK IN COMMUNITY PRACTICE

We need your nominations now!

The categories for 2015 are:

●

Educator of the Year

●

Community Practitioner of the Year

●

CPHVA Advocate of the Year

●

Health Visitor of the Year

●

●

School Nurse of the Year

MacQueen Travel Bursary for Public Health
Activity Abroad*

●

Community Nursery Nurse of the Year

●

●

Team Manager/Team Leader of the Year

MacQueen Award – Professional
Development*

Community Practitioner Team of the Year

●

●

MacQueen Award – Excellence in Research
or Leadership/Practice Development*

●

Student of the Year
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School Nurse Campaign

School Nurse
121 Campaign
Rosalind Godson
Professional Officer, Unite/CPHVA
rosalind.godson@unitetheunion.org
Commissioning of sChool nursing
services continues apace and many teams are
finding themselves re-organised and moved
around to unfamiliar territory. One of the
consequences is a rise in corporate working, in an
attempt to distribute available staff evenly across
the patch. This is, I hope, a short-term measure,
as it must be quite difficult to maintain good
partnership working relationships when the
school does not know who their school nurse is.
Although some areas have invested in school
nursing services and will doubtless reap good
results, many bids have one thing in common:
to win, they had to be able to offer the service
(the Healthy Child Programme) at reduced cost.
That in reality means either reducing the number
of staff, or down-banding, reducing hours or
reducing terms and conditions (such as holiday).
Please contact your local reps and your local office
when dealing with changes to your contracts and
working conditions.
There is plenty of guidance from Public Health
England for local authority commissioners, but
they also get inundated with commissioning
documents from voluntary and not for profit
groups and other health professionals. It has
been reported that they also get quite confused
about all the different job titles staff have, so it is
very important that you engage with them and
make everything seem more simple. Again, it is
coming up to Christmas, so don’t forget to invite
your commissioners to an open day of your work
along with a mince pie.
CPHVA Annual Conference training
The CPHVA Annual Professional Conference from
5–6 November (www.cphvaconference.co.uk)
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is preceded by a workforce training programme
open to all, on three relevant issues:
• The NHS Pay Campaign (see
www.unitetheunion.org/nhspay)
• Strengthen Your Professional Voice
• Black and minority ethnic (BME) Leadership.
Strengthening your professional voice in these
challenging times is vital as public health
outcomes can only improve with persistent and
consistent effort. Practitioners will be working to
managed contracts and must be wary of turning
into task workers collecting data. Instead, we must
strive to maintain our unique contribution to the
public health of children and young people. Many
staff I meet are confused and stressed, but you
aren’t on your own; you have all the resources of
a professional association to call on. The session
on BME leadership follows the report Snowy
White Peaks of the NHS, which showed that the
ethnicity of senior management did not reflect
the workforce in many areas. This is obviously
something we are concerned about changing.
After the conference we hope members will
return to work inspired and ready to cope with
what will undoubtedly be another year of change.
Department of Health Week of Action
This month, Department of Health England is
running a week of action, taking place between
17 and 21 November. The focus of the week will
be ‘Helping parents, children and young people
to have the best start in life’. Do have a look at Viv
Bennett’s online blog (https://vivbennett.blog.
gov.uk) and join in the #CPHVAtt Twitter chat on
Tuesday 18 November at 7pm. Be sure to contact
your local communications department and get
your school nurse photo in the local paper.
Children’s rights
The Council for Disabled Children (www.
councilfordisabledchildren.org.uk), an umbrella

group of related organisations, is joining the
National Children’s Bureau, the Children’s
Commissioner (England) and others (including
CPHVA) to lobby for children’s rights regarding
their health care. There have been various
attempts to make services more accessible to
children and young people but, overall, the
Commissioner’s report found that children were
still confused and sometimes their concerns
were ignored. As school nurses are the health
professionals who regularly deal with young
people, it is important that we follow this work
stream and ensure that all those in school nurse
teams are fully trained.
Self-harm in young people
The Royal College of Psychiatrists has published
a document entitled Managing Self-Harm in
Young People (RCP, 2014). Though aimed at
CAMHS staff and doctors, there is some useful
guidance for school nurses and other frontline
staff. It states that ‘asking about self-harm does
not increase the behaviour’ and goes on to
suggest things that are helpful and things to
avoid. This might be common knowledge
to experienced staff but newer staff would
like the reassurance. They suggest avoiding
strong reactions to the situation, too much
questioning and promising to keep things a
secret. However, it is helpful to take a nonjudgemental approach, take the issue seriously,
and offer immediate and longer-term support.
REFERENCES
Kline R. (2014) The “snowy white peaks” of the
NHS: a survey of discrimination in governance and
leadership and the potential impact on patient
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Educational attainment of children
and young people in the lookedafter care system
Lynette HarLand Dip Nursing BSc(Hons)
MSC
Senior Lecturer, Foundation Studies Team,
Teesside University, Middlesbrough; Health
Visitor, County Durham and Darlington NHS
Foundation Trust
abstract
Over the last five years there has been a
significant increase in the number of children
in care. Despite service provision, the outcomes
for these children differ significantly from
their counterparts, particularly in relation to
educational attainment. While 68% of children
in care have special needs, this does not explain
the difference in attainment for 32% of children
in care. Research indicates that stereotyping,
lower expectations and the experience of care
are significant factors. Although positive work
is being done, the differences in outcomes for
children in care suggest further emphasis is
needed. Experiences in early life impact on
outcomes across the lifespan and it is here
where as school nurses and health visitors, we
can make a positive contribution for children
in care.
Key words
Looked after children, education, attainment,
health visiting, school nursing
Community Practitioner, 2014; 87(11): 25–27
No conflict of interest declared

In the last 30 years the numbers of children in the
looked-after care system has fallen, but in the last
five years there has been a significant increase –
from 81,315 in 2008 to 92,728 in 2013 (NSPCC,
2014). This may be linked to increased pressures
on family life imposed by the economic recession.
It must be noted that these figures are not exact,
as there are differences in the way the figures are
captured across the UK (NSPCC, 2014); however,
the increase is concerning and it is suggested that
some children are remaining in the care system
for an increasing length of time, which may be
associated with less positive outcomes (NSPCC,
2014). For example, a study in the US followed
the progress of 293 children, and found that
reading and cognitive development as well as
behavioural problems, were negatively correlated
with the duration of care (Matthews, 1997).
The reasons for children and young people
entering the care system are numerous, and
include physical, emotional and sexual abuse,
various types of neglect, and circumstances that
prevent parents from providing adequate care.
There is also a strong association with poverty
and deprivation (Jones et al, 2011). While being
removed from such circumstances would appear
to be a positive intervention, the socio-economic,
educational, legal and health outcomes for
those who have been in care during childhood
are significantly worse than their counterparts,
and are in excess of those only associated with
childhood disadvantage (Jones et al, 2011).

Health and education outcomes
It is suggested that the compensatory effect of
the care system on educational attainment is,
at best, neutral (Tideman et al, 2011). Children
in the looked-after system are vulnerable to a
range of outcomes, but particularly so in relation
to health and education (NHS Commissioning
Board, 2013). Education and health outcomes
are intrinsically linked and it is noted that those
who are better educated are likely to live longer
and enjoy better health (Steptoe et al, 2011).
Consequently, the need for practitioners to focus
on the educational needs of children in looked-

after care is paramount.
Much has been written about the differential
educational attainment of looked-after children
and young people, and it is generally accepted
that children in care fare far worse than their
counterparts (Berridge, 2006). This is despite
the fact that the aspirations of young people in
the care system do not differ from other young
people; they aspire to have a nice home, good
job and to be financially independent (All-Party
Parliamentary Group for Children and CareLeavers, 2012).
Some of the reasons cited for differences
in educational attainment are that children in
the looked-after system are more likely to have
special educational needs (68% of looked-after
children), as well as emotional and behavioural
health issues (Department for Education (DfE),
2013). Although government statistics (DfE,
2013) suggest that attainment differences have
decreased, this is contradicted by a recent report,
which indicates the attainment gap has increased
by eight percentage points in the last five years
(The Who Cares Trust, 2012). The gaps are still
large and if we focus on Key Stage 4, 15.3% of
looked-after children in England achieved five or
more A*–C GCSEs or equivalent, including maths
and English, compared to 58% of non-looked
after children (DfE, 2013).
Government statistics appear to focus on
the qualifications children in looked-after care
have achieved, which is arguably positive; but
it was notably difficult to obtain government
statistics about low attainment. In 2005 over
half of children in looked-after care left school
with no qualifications and for males this rose to
about two thirds (Jackson and McParlin, 2006).
Recent statistics from The Poverty Site (2014)
suggest a decrease, with about 25% leaving
compulsory education without any qualifications
in comparison to only 1% of the non-looked-after
population, which is still a significant disparity.
For over 20 years, Sonia Jackson has considered
the educational attainment of looked-after
children and young people. In her seminal work,
she suggested that poor school performance and
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low educational attainment are the strongest risk
factors for looked-after children’s futures (Jackson,
1987). These factors put in jeopardy some of the
aspirations we have as a society for all young
children, which were outlined over a decade ago
in the green paper, Every Child Matters, in 2003,
but still have relevance today (DfE, 2003). These
include being healthy and staying safe, enjoying
and achieving, making a positive contribution
and being able to secure economic well being
and are seen to be essential for the transition to
progress successfully into adulthood (DFE, 2003).
A number of other policy frameworks,
including the Children Act (UK Government,
2004) and the National Service Framework for
Children and Maternity Services (Department of
Health (DH), 2004), added support to this agenda
and placed emphasis on health, social care and
education services to put children at the heart
of service provision. The moral ideology behind
this agenda is underpinned by recognition of
inequalities and the social responsibility to tackle
these. It is accepted that inequality is pervasive
and requires a multi-faceted approach, but also
that continued emphasis must be placed on
reducing the gap between those who thrive and
those who struggle (Simon et al, 2006). Again, this
is an area where school nurses and health visitors
can have an impact.

Leaving the care system
Maintaining support for children leaving the care
system is important and this has been the focus
of a number of acts of Parliament, such as the
Children Leaving Care Act (UK Government, 2000)
and the Children and Young Persons Act (UK Government, 2008), whereby statutory requirements
were placed on local authorities to support young
people aged 18–24 in their full-time education
and provide a bursary for those at university. This
was a direct response to some of the recommendations of the By Degrees study (Jackson et
al, 2005), a pioneering five-year research project,
which described the views of students in higher
education who had experience of the care system and at the time, and still today, are a group
about whom little is known (Institute of Education, 2011).
It is suggested that research into this area is
sparse, as once individuals leave the care system
they may have no contact with organisations
such as social services and also because, as described previously, most looked-after children do
not succeed academically (Martin and Jackson,
2002). The statistics vary, but it is suggested that
1% of care leavers, as opposed to 43% of all children, attend university (Jackson et al, 2005). Approximately 6% of care leavers will participate in
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higher education (Jackson and Ajayi, 2007).
Although there has been research into
outcomes for children in compulsory education,
the By Degrees study was cited as providing new
information on a group of young people (those
from the looked-after care system in higher
education) who had never previously been
studied. Using action research, three successive
cohorts of 50 care leavers planning to continue
into education were recruited and studied over
three, two and one year respectively. The final
sample consisted of 129. The study used a variety
of methods including interviews and group
events to obtain information. The cohort was
recruited from all over England, with the largest
group being from London (Jackson et al, 2005).
What was interesting about the participants
was that attrition rates were lower (10%)
than the national average of 14% and it was
suggested that the cohort demonstrated
resilience and persistence despite challenges
such as poverty, family problems and ill health
(Jackson et al, 2005). The report is useful in that
it concentrates on some of the challenges faced
by the participants in the university setting, such
as accommodation, financial difficulties and lack
of wider support. Even university students from
deprived backgrounds tend to have a family
home to return to outside term time, which
provides emotional, as well as to some extent
financial support (Jackson et al, 2005).

High achievers
Part of Jackson’s work considered a group of high
achievers in relation to educational attainment
(Martin and Jackson, 2002) and found that high
achievers did not differ significantly to those who
did not do well in relation to family background
and pre-care experiences. Focusing on what led
to their success, respondents were invited to
participate in semi-structured interviews in their
own homes. Key findings included the benefit of
encouragement from others ie, foster carers and
characteristics of carers. Those foster carers who
are well educated and place high importance on
education are more likely to promote this in foster
children (Martin and Jackson, 2002).
A positive relationship with social workers was
also cited as being beneficial, as well as regular
school attendance and stability of the placement.
The concept of stereotyping was a significant
theme and, often, individuals felt key professionals
needed to challenge negative ideas about
children in care; for example, children are in care
because of personal deficit, they are disruptive
and of low intelligence. What was also important
was the need to promote learning through
encouragement and resources to engage with

educational opportunities, but also for this to
continue into higher education (Martin and
Jackson, 2002).

The community practitioner role
The results from the work of Jackson and
colleagues may be of particular interest to school
nurses and health visitors in several ways. First,
if we consider the issue of stereotyping, while
many of us would struggle to concede that we
do stereotype, this is too often the stark reality.
Consequently, it is important that we critically
evaluate our own work and that of others; we can
actively challenge such attitudes to promote the
interests of children and young people, and ensure
that children are treated as individuals. Often,
children in care feel that they are not listened to
and don’t have a voice (Gaskell, 2009) and here we
can use our role and expertise in helping children
be heard, acting as advocates and challenging
practices that serve to disadvantage them further
or negate their views and opinions.
As professionals we are likely to say we practise
in a non-discriminatory way; but the evidence
suggests that our expectations of children
in looked-after care are lower and this might
inadvertently impact on our practice (Martin and
Jackson, 2002). Through our work and regular
contact with children and their carers or foster
carers, we can place emphasis, where needed, on
the value of education and work in partnership to
identify and facilitate individualised strategies to
support learning. This may include inter-agency
working, as well as signposting to other services.
Ensuring that health issues do not interfere
with educational attendance is another key area
of work and this might include promoting the
childhood immunisation programme, as well as
raising awareness about contemporary issues
for young people such as substance misuse and
sexual and emotional health (NCB, 2013).
Positive, secure and trusting relationships were
cited as being fundamental in building confidence
and resilience. In Gaskell’s (2009) article, aptly titled
If the Social Worker had Called at Least it would
Show they Cared, the concept of being cared for
was important to children in care. This is perhaps
linked to their experience of disappointment and
failure by adult carers (Gaskell, 2009), but is a gap
that health visitors and school nurses, as well as
other key professionals, can fill.

Conclusion
Much positive work is being done in relation to
supporting children in care, although the statistics
demonstrate that there are still significant gaps in
outcomes that cannot alone be attributed to the
fact that some children in care have additional
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health or educational learning needs. The work
of Jackson and colleagues, although focusing
on those in higher education, highlights the fact
that experiences in early life impact on outcomes
across the lifespan – and it is here that school
nurses and health visitors can make a positive
contribution for children in care.

Key points
• In the last five years there has been a significant increase in the number of children in

care, from 81,315 in 2008 to 92,728 in 2013
• Children in care fare far worse than their counterparts, particularly in relation to health

and education
• Professionals often stereotype children in care and have lower expectations of them in

relation to educational attainment
• Positive care experience and positive relationships with professionals are cited as

being important
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Implementing the Ages and
Stages questionnaire in health
visiting practice
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Foundation Trust
Correspondence: sara.mcknight@stft.nhs.uk
AbstrACt
NHS South of Tyne and Wear introduced the
Ages and Stages developmental screening
tool as part of the health visiting core
offer in June 2012. The tool comprises two
sets of questionnaires, which cover the
development of communication, gross and
fine motor skills, problem-solving ability
and personal-social skills (ASQ-3), selfregulation, compliance, communication,
adaptive functioning, autonomy, affect and
interactions (ASQ-SE). ASQ was chosen
over other screening tools for its reliability
and validity. The introduction of the ASQ
was to assist health visitors in the early
detection of developmental problems
and to support early interventions. By
involving parents more, it was envisaged
that they would be afforded a specific
opportunity to think about how their child is
developing, and should any developmental
concerns become apparent, they would be
more willing to accept referrals for early
intervention. Initial feedback from parents
and paediatricians has been positive.
Most parents using the questionnaires
felt that they were easy to complete and
many found that they gained insight
into their child’s abilities. Further work
should be undertaken to achieve a more
representative sample of the target
population.
Key wordS
Ages and Stages; early intervention;
motivational interviewing; evaluation,
health visiting
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introduction
In early 2011, Sunderland, South Tyneside and
Gateshead Primary Care Trusts, at that time
collectively known as NHS South of Tyne and
Wear (SOTW), was chosen as one of 20 Early
Implementer sites to lead the way in the delivery
of the new health visiting service. On 1 July
2011, South Tyneside Foundation Trust became
responsible for the management and delivery
of community health services including health
visiting in the South of Tyne areas.
The new vision for health visiting services was
described in the Health Visitor Implementation
Plan (Department of Health (DH), 2011). This
document set out the government’s plan to
expand and strengthen health visiting services,
increasing the number of health visitors by 4,200
by the year 2015. This would enable health visiting
teams to deliver an improved service to enhance
the health and wellbeing of children, families and
communities, and reduce the effects of inequality
by strengthening the early intervention of services
to children and families.
As described in a re-launch of the Healthy
Child Programme (HCP) (DH, 2009) building
upon existing guidance, a clear expression of a
core offer for every child 0–5 years was set out,
which would draw upon strengthened teams
and strong local partnerships. Furthermore, the
programme would draw upon the learning
from the Family Nurse Partnership Programme
(FNP) (DH, 2012) and other evidence-based
methods and programmes, such as motivational
interviewing (Rollnick et al, 1992) and the Solihull
Approach (Douglas, 1999).
As well as being determined by the physical
developmental stages of early childhood, the
new HCP recommended that consideration be
given to social and emotional developmental
stages. Health visitors are encouraged to take
into account parental receptiveness and priorities
and to make use of the various health visiting
reviews to open up a dialogue with parents and
link children to early years services as appropriate.
Within South Tyneside Foundation Trust, health
visitor training highlights the benefits of a

collaborative approach to working with families
with an emphasis on supporting families to focus
on their strengths and use the resources they have
in order to overcome difficulties. Such a strengthsbased approach is highlighted within the HCP as
a potentially useful model when working with
families (DH, 2009). Since 2011, all newly qualified
health visitors undertake training in motivational
interviewing and the Solihull Approach during
their preceptorship.
There is increasing recognition of the
importance of early intervention to enable
children and young people to acquire the social
and emotional foundations upon which they can
build in order to become successful, rounded
individuals (Allen, 2011). As an Early Implementer
site, NHS SOTW participated in a DH leadership
programme to examine current research findings,
support, share and inform best practice. One
element of the leadership programme discussed
was the universal schedule of health reviews for
all children between birth and five years, to assess
the child’s physical, social and emotional needs
within the context of the family.
Participants looked at screening tools to assist
health visitors in their assessment of underfives. One such tool was the Ages & Stages
Questionnaire (ASQ) (Bricker et al, 1995), which
is now a widely used developmental screening
tool found to be transferable across countries and
cultures (Kvestad et al, 2013). It is designed to be
completed by parents/carers and may be used
in a variety of settings, such as clinics, pre-school
provision and within the home.
The ASQ questionnaires are relatively short
and easily administered, with good psychometric
properties. ASQ has shown high test–retest
reliability, inter-observer reliability and internal
consistency, and has also demonstrated a high
concurrent validity coefficient. Additionally,
it is shown to produce high specificity across
questionnaire intervals but with lower and
varying levels of sensitivity (Squires et al, 1997).
ASQ has been recommended for routine use in
screening low-risk children at varying intervals
and was found to have adequate sensitivity (75%)
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and specificity (81%) (Schonhaut et al, 2013). For
those involved in setting up programmes and
scoring questionnaires, training can be provided
in a relatively short time. ASQ was already being
used by the FNP and was generally liked by both
family nurses and clients (Barnes et al, 2011).
NHS SOTW took the decision to introduce
the ASQ tools, which comprise two types of
questionnaire: ASQ-3 covers five domains of
child development: communication, gross
motor, fine motor, problem solving and
personal–social skills. ASQ-Social and Emotional
(ASQ3-SE) is a supplementary tool that assesses
child development in the behavioural areas of
self-regulation, compliance, communication,
adaptive functioning, autonomy, affect and
interaction with people. It was envisaged that
the tools would be routinely offered at various
stages within the core offer as part of the HCP at
nine months and 2–2½ years. Following extensive
consultation with stakeholders, licenses were
purchased that enabled access by all health
visitors to the complete ASQ3-SE.

Study aims

•

•

•

To describe the background to the use of ASQ
developmental screening tools within South
Tyneside Foundation Trust.
To describe the processes involved in
embedding ASQ use into the health and
development reviews of children aged
0–5 years.
To report on the evaluation of the use of ASQ
tools with a sample of families.

Method
A number of ASQ ‘champions’ were identified
from across the three areas to support the
introduction of the tool. To enable a method of
cascade training, the champions were trained
by the FNP supervisors who had been using the
ASQ successfully with first-time mothers aged 19
and under. The FNP supervisors were well placed
to answer queries and provide examples of how
the tool was being used within their practice. The
identified champions then went on to train and
support their immediate and near teams.
Champions met regularly for support
from their colleagues and to share learning
experiences, such as how the tool could be most
effectively introduced to parents and carers,
GPs and members of the multidisciplinary child
development team. As with any large-scale
change, there were pockets of resistance within
teams to using the tool because it was viewed
as taking away the practitioner’s autonomy. The
champions worked well to show staff that what
they were using now was an evidence-based tool

and they began showcasing positive outcome
stories involving families who had used the
ASQ tools. The implementation lead offered
additional support to those teams for whom use
of the ASQ was giving most cause for concern.
This proved to be effective as, over the course
of the champions’ meetings, acceptance of the
ASQ and positive feedback through anecdotes
and case studies increased.
The first ASQ3-SE questionnaires were sent out
to families in June 2012 with an appointment to
complete the child’s health and development
review, and discuss the outcomes of the
questionnaires with the family. It was agreed at
a meeting of the champions that ASQs would
from this point on be included within the review
appointment letter for all visits carried out as part
of the nine–12-month and two-year reviews
(unless it had already been identified that a
child had additional developmental needs). A
covering letter explained the questionnaire and
how to complete it, and there was an invitation
to contact the health visitor for more information
or if the family wanted help to complete the
questionnaires. It was understood that for many
families this approach would be likely to highlight
a significant change in their expectations of the
service, as the offer of a parent-led tool to be
completed before the review could mean parents
felt they needed to ‘do something’ before the
health visitor arrived.
South Tyneside Foundation Trust has
developed a comprehensive set of standards
of evidence-based practice for all health and
development reviews for children, including
an antenatal standard. Use of the ASQs is now
incorporated into the standards, and health
visitors began introducing families to the ASQ
during the antenatal contact offered between
28 and 32 weeks of pregnancy. Alongside the
roll-out of the ASQ3-SE, the champions also met
to review the trust’s standards for visits within the
core offer. This was to demonstrate clearly that
the offer was being met fully and in line with best
practice as described within the HCP. From this
point on, all parents ‘new’ to the health visiting
service would, therefore, have an introduction to
the ASQ3-SE, which it was hoped would become
a normal part of the health visiting offer, thus
preventing parents wondering why they were
being asked to play more of a participatory role
by completing the questionnaires.
Over the next few months, use of the
questionnaires became embedded within
practice and plans were made to seek initial
parental feedback on the introduction of ASQ3SE. To achieve this, a short questionnaire was
developed by the champions, who met to discuss

the key areas they felt would be important to
parents and what families would want/need to
feel positive about participating in completion
of the questionnaires. The areas they identified
are shown in Box 1. From these main areas, a
questionnaire was developed (Figure 1).

box 1. Areas to consider
• Provision of information/support
before and after completion the
ASQ
• Ease of completion of ASQ
• Time taken
• Feelings about completion of ASQ
• Involvement of others

During December 2012, 140 evaluation
questionnaires were distributed by the
champions to every health visitor within South
Tyneside Foundation Trust. Health visitors were
asked to target a family with whom they had
used ASQ and request that they complete the
evaluation. Evaluations were obtained where
ASQs had just been used and reviewed with the
family, either at the end of the visit or for families
who had completed ASQs in the previous six
months, during a subsequent health visiting
contact. Potential respondents were asked in their
own homes and in clinic settings to complete the
questionnaire and to hand it back to the health
visitor, rather than return it at a later date (and risk
it not being returned).
The sampling method was, therefore,
opportunistic/self-selected for ease, although
it was acknowledged that this method has an
inherent weakness in terms of introducing bias.
Health visitors may have chosen their target
family based on who they thought would
provide a favourable response, or who would be
motivated or compliant; or indeed, they may have
chosen to ask a family with whom they could
identify as being within their own perceived social
or cultural group. The sample was, therefore, not
representative of the target population as a
whole, and in addition it may have contributed to
the exclusion of a more critical viewpoint.
In line with the trust’s policy, for families
to receive appropriate language assistance,
health visitors provide a face-to-face interpreter
where required.
To comply with the Data Protection Act,
no personal details were documented on the
questionnaires, ensuring patient confidentiality
when the completed questionnaires were sent
on to the implementation lead. Due to the
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Figure 1. the final questionnaire
4%

1. Did you feel that you were given enough information about the questionnaires before you
used them?
Not at all
A little
Enough

26%

2. How easy were they to complete?
Very easy
Easy
Not easy

Very difficult

If ‘very difficult or not easy’ please tell us what would have made it easier to complete

70%

3. How long would you say it took you to complete them?
5–10 minutes
10–20 minutes
Longer
4. Did you enjoy completing the questionnaires?
Not at all
A little
Quite a lot

A great deal

If ‘not at all’, please tell us why not
5. Did you complete the questionnaire on your own or did you involve other people eg,
nursery, grandparents?

Please let us know who:

Not at all
A little
Enough

6. Did you have any surprises about what your baby/child can do?
No surprises
A few surprises
A lot of surprises

Figure 2. Information given to parents

Please tell us what:
7. Did you feel that your health visitor gave you good enough feedback after you had
completed the questionnaire?
No
Yes

17%

If ‘no’, please tell us why not:
8. Did you feel that your health visitor supported you with any of your concerns?
Not at all
A little
Quite a lot
A great deal

30%

If ‘not at all’, please tell us why not:
9. Did any of the questions concern or worry you?
No
Yes

53%

If yes please explain:
10. What did you enjoy most about the completing the questionnaires?

Please explain:
Please let us have any other comments you have about the questionnaire or the health
visiting service.

nature of this project, it was not necessary to seek
ethical approval.

results
Feedback was obtained from 47 families,
representing a response rate of 33.6% and was
collated by the implementation lead who applied
basic statistical analysis to the data. Box 2 shows
how the tool was received by the first families
with whom it was used.
Only a small percentage of parents felt that
they were not given enough information about
ASQ before completing them (Figure 2). The data
showed that those who felt they were given
enough information about ASQ found it easier to
complete (Figure 3).
Of those who found the questionnaire very
easy to complete, 29% enjoyed completing
30 Community Practitioner November 2014

the questionnaire quite a lot and 43% a great
deal, suggesting that the better the explanation
given by the health visitor the more positive the
experience for the parent. Four respondents
reported that they did not enjoy completing the
questionnaire at all, but also reported to have had
little or not enough information.
Eight respondents did not enjoy completing
the questionnaire at all and, of those, only three
felt that they had been given enough information
about ASQ. Their comments reflect their negative
experience; each of these comments may have
been avoided if the questionnaire had been
explained fully to the parents.
The qualitative comments were considered to
fit broadly into themes, both positive and negative.
Of the many positive comments that were
received regarding what parents enjoyed about

Very easy
Easy
Very difficult
Figure 3. Ease of completion

using ASQ, most could broadly be categorised
as ‘realising and discovering’ the things their child
could do. A further category was characterised by
the opportunity ASQ gave parents to reflect on
their child’s development. It is possible, of course,
that this category of ‘reflection’ leads to realising
and discovering.
Realising and discovering
‘Seeing how well my son was developing and
realising, given the chance, they can do more than
you think.’
‘Finding out what my son could draw.’
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box 2. How the tool was received
• 70% felt that they were provided with enough information about ASQ before they used
them
• 83% felt that the ASQ was easy or very easy to complete
• 82% enjoyed using the ASQ
• 45% were surprised at what their child was able to do after using ASQ
• 70% managed to complete the ASQs in 20 minutes or less
• 91% said they were provided with sufficient feedback after using the ASQ
• 93% said they felt they were supported with any areas of concern
• 9% had concerns about some of the questions

‘Discovering new things that my daughter
can do.’
Reflection
‘A chance to reflect on development.’
‘Gives a chance to think about what our child can
do and how they have developed over such a short
space of time.’
However, not all parents found the experience
a positive one. Several parents failed to give
a reason for why they had not enjoyed using
ASQ, although of those who did, many of
their comments related to the length of the
questionnaire and the language used. Similar
comments were highlighted within the
responses to the question on what would have
made it easier to complete ASQ. The negative
themes arising have been categorised as ‘time
taken’, ‘language’, and ‘usefulness’.
Time taken
‘I think it is too Americanised and too long.’
‘I found it time-consuming as I am a busy mum.’
Language
‘Didn’t like the language, felt not very personal.’
‘Some questions didn’t make sense.’
‘Bizarre questions.’
‘Questionnaire itself is very easy, but questions were
a little difficult to understand in terms of wording
used and meaning. Was better when health
visitor observed him, she actually changed two of
my answers.’
Two respondents highlighted that they felt

a questionnaire contributed to unnecessary
paperwork/workload for health visitors and could
not see that any additional benefit would be
gained from its use.
Usefulness
‘I feel the questionnaire is subjective [and] is no
replacement for the one-to-one contact that the
parent can gain from their health visitor. I am not
sure if anything more positive can be had from the
questionnaire, only more paperwork for the health
visitor’s workload.’
‘She asks me plenty of things so I don’t think she
needs a questionnaire.’
Of the 9% (four respondents) who stated some
of the questions concerned or worried them,
their comments indicated aspects of their child’s
development (something their child was or was
not doing) was giving them cause for concern,
rather than the questions themselves.

discussion
This paper describes how South Tyneside
Foundation Trust rolled out the ASQ across
the organisation and followed this up with
an exploratory data analysis to help the trust
understand how a small sample of parents felt
about its use.
The implementation lead shared the results
with the champions, and they were used in order
to decide whether any immediate changes were
necessary in the use of ASQ; for example, how
ASQ was being explained to parents, how parents
were offered support to assist them in completion
of ASQ, as well as to gain an understanding of
the pros and cons of such a tool in the eyes
of parents. For example, some parents raised
concerns about the questionnaire being pointless
or having no additional benefit to the discussions

they already had with their health visitor. Health
visitors using ASQ should be highlighting that the
questionnaires can help in the early identification
of issues, which can then be monitored over time
or referred on to more appropriate teams, such as
the child development team.
For both health visitors and families, especially
those who already had experience of the
health visiting service with older children,
the introduction of the ASQ was something
completely new. Initially, there were health visitors
who were unsure as to the value of adopting ASQ
and unsure as to how it might be received by
parents. However, outcomes from within teams
were shared by the champions and, over time, a
positive picture of how ASQ was being used and
accepted by parents began to emerge.
This initial exploration of how parents felt about
using ASQ was useful in terms of highlighting
what parents appreciated about the ASQ (such
as having a chance to reflect on their child and
the process of discovering their child’s abilities),
as well as the health visiting service generally (for
example, how much parents value the supportive
role of the health visitor).
In devising the feedback questionnaire,
it proved useful to ask parents for further
information to obtain clarification as to what it
was that made completion of the questionnaire
difficult and the reason they did not like the
questionnaire. With this understanding, health
visitors were able to promote the positive aspects
of ASQ, as well as highlighting some of the issues
associated with its use. Health professionals are
trusted and listened to by the public – especially
during pregnancy and around the time of
childbirth (DH, 2011); therefore, it is important
that health visitors are viewed as being able to
demonstrate a balanced view.
Although the use of tools within
developmental assessments is supported by
the government’s HCP, the results suggest
that parents attach value to the face-to-face
discussions they have with their health visitor.
Accordingly, health visitors should use their
skills to engage parents in a discussion about
their child’s future health and developmental
assessments and how they can contribute to this.
Parents are more likely to engage in something
they feel well informed about.
Health visiting teams within South Tyneside
Foundation Trust now use their staff nurses and
nursery nurses to support parents with activities
to promote development in the five areas within
ASQ-3: communication, gross motor, fine motor,
problem solving, and personal–social.
ASQ has now been in use routinely for children
within the three areas for over a year, and health
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Key points
• ASQ3 and ASQ-SE were introduced as part of the health visiting core offer to strengthen
the early intervention of services to children and families

• A number of identified champions supported the roll-out of ASQ3 and ASQ-SE

• Feedback was sought from families who had used ASQ3 and ASQ-SE and 83% felt that
they were easy to complete

• The use of ASQ3 and ASQ-SE is now embedded within health visiting practice, supported
by members of the wider health visiting team

visiting teams have incorporated it within their
practice without it being interpreted as something
extra. It was a worthwhile exercise to obtain
parental feedback on the ASQ, but due to the weak
sampling methods employed, the results cannot
be generalised to the wider population.

implications for practice
Parents appear to value the face-to-face
discussions they have with their health visitor.
Accordingly, drawing on strengths-based
approaches, health visitors should use their
skills to engage parents in a discussion about
their child’s future health and developmental
assessments and how they can contribute to this.
An introduction to health and development
assessments should be provided as part of the
antenatal contact. Health visitors should use
further opportunities to discuss the assessment,
including the use of ASQ at future contacts to
provide parents with appropriate information
in advance of its use. In particular, this could
be around the clarification of vocabulary or
terms used. To diminish reservations that a
questionnaire would form the basis of their
child’s health and developmental assessment,
parents should be given a clear explanation of
the use of ASQ within the HCP as a screening
tool. Parents need to know that ASQ does not
replace the holistic health visitor assessment,
which includes discussion with parents and
direct observation of the child.
Parents will benefit from an understanding
of how ASQ can add value to health visitor
assessment by indicating areas that may benefit
from early interventions. Such interventions
would be suitable for children who would benefit
from non-intensive support, and also children
following a typical pattern of development. The
skills of other staff within health visiting teams,
including community staff and nursery nurses,
can be drawn upon to deliver interventions
based on the learning activities that are part
of the ASQ package. They can also be used to
support families to complete ASQ, such as those
with literacy problems.
ASQ can serve to engage parents and help
them to feel part of their child’s assessment.
Through the use of supplementary materials
32 Community Practitioner November 2014

such as the learning activities it can empower
parents to actively promote their child’s
development.

recommendations
• A cascade model of training can have value
in enabling nominated ‘champions’ to support
large-scale change across organisations
thinking of introducing ASQ.
• ASQ can be incorporated easily into health
visitors’ delivery of the HCP, but they need to
have access to information and support.
• Identified champions should meet regularly,
particularly during the roll-out of the
introduction of ASQ to teams to learn from
experiences and develop best practice.
• Based on the experiences of the introduction
of ASQ within South Tyneside Foundation
Trust, the possibility of an update for parents,
such as a newsletter, could be considered
to give them information about ASQ, clarify
issues that have been raised and answer the
‘frequently asked questions’.
• Organisations should also consider auditing
or evaluating the roll-out of ASQ as it can
yield useful information, which can be used to
improve service delivery.
• A suggestion for further work would be to
carry out a more robust study on a wider
sample of families. It may also be useful to
examine more closely the experiences of
families who have been supported by their
health visiting team with early, non-intensive
interventions following the identification of
developmental delay in children.

conclusion
While it must be acknowledged that the
introduction of a new way of working was
not without its problems in the early stages of
implementation, the vast majority of health
visitors in the area have adapted well, and view
the ASQs as beneficial to both families and to
their everyday practice. One health visitor shared
her experiences of using the ASQ, explaining that
she likes it for several reasons:
‘The initial completion of ASQ can provide a
benchmark to look at how the child is progressing, or

in what areas their development is below expected
for their age. They provide a sound basis on which
to make a referral to the child development team, as
you can demonstrate what interventions you have
already carried out with the parents and the impact
of these. Even where your clinical judgement leads
you to believe delay is down to a lack of appropriate
stimulation or problems within the family unit,
ASQ can be useful to be able to demonstrate to the
parents where the delay is before introducing them
to appropriate interventions.’
The majority of parents who completed the
feedback questionnaire felt they had sufficient
information about the ASQ and felt it was
easy to complete, with 70% of respondents
completing ASQ and ASQ-SE in 20 minutes or
less. Most parents felt they were provided with
sufficient feedback following its use and most felt
supported with any areas of concern.
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abstraCt
Postnatal depression (PND) is associated with
impairments in the mother–child relationship,
and these impairments are themselves
associated with adverse child outcomes. Thus,
compared to the children of non-depressed
mothers, children of mothers with PND are
more likely to be insecurely attached, and to
have externalising behaviour problems and
poor cognitive development. Each of these three
child outcomes is predicted by a particular
pattern of difficulty in parenting: insecure
attachment is related to maternal insensitivity,
particularly in relation to infant distress
and emotional vulnerability; externalising
problems are particularly common in the
context of hostile parenting; and poor cognitive
development is related to parental difficulties in
noticing infant signs of interest and supporting
their engagement with the environment. This
article sets out procedures for how parenting
could be assessed in ways that are sensitive
to the domain-specific associations between
parenting and child outcome, while remaining
sensitive to the child’s developmental stage.
This set of assessments requires field testing.
Key words
Parenting; postnatal depression; behaviour;
assessment; development
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A large volume of evidence from longitudinal
studies has shown that maternal postnatal
depression is associated with a raised
risk of problems in child and adolescent
psychological development (Murray et al,
2010a; Murray et al, in press).
These risks are particularly marked where
the mother’s depression is chronic and
severe, and where other social and economic
risk factors are present. The child difficulties
concerned include poorer cognitive
functioning (eg, Sutter-Dallay et al, 2011;
Milgrom et al, 2004; Hay et al, 2001; Murray
et al, 2010b) and behaviour problems such
as conduct disorder and aggression (Sinclair
and Murray, 1998; Morrell and Murray, 2003;
Hay et al, 2003).
In addition, there is evidence for effects
of postnatal depression on stress hormone
responses in adolescent offspring (raised
base-rate levels of morning cortisol (Halligan
et al, 2004)). These hormonal alterations
are potentially important because they are
themselves associated with raised risk for
depression (Murray et al, 2010c): indeed,
several studies with long-term follow-up have
now shown that there is an effect of maternal
postnatal depression on the occurrence of
depression, as well as anxiety, in adolescent
children. Again, this is particularly marked
where the maternal postnatal depression is
chronic (Hammen and Brennan, 2003; Hay et
al, 2008; Murray et al, 2011).
Parenting difficulties in the context of
postnatal depression
In addition to findings of greater risk
for poorer outcomes in the children of
postnatally depressed mothers, research has
consistently identified parenting difficulties
associated with postnatal depression (Murray
et al, 2010a; in press). Notably, these effects
are highly variable; some depressed mothers
find it hard to engage with their infants
and are withdrawn and unresponsive, while
others behave in an overly-active, intrusive
and more hostile fashion. There are also
mothers, albeit a minority, who manage to

interact well with their infants despite their
depression (Cohn et al, 1986). Of particular
importance for intervention is the growing
evidence that parenting difficulties associated
with postnatal depression play a key role
in mediating the associations between the
maternal depressive episode and adverse
child outcome. That is, it is largely by virtue
of the effects of depression on parenting that
problems in child development come about.
Identification and treatment of depression
Given the associations between postnatal
depression, parenting and adverse child
outcomes, it is increasingly seen as important
to have in place effective strategies for the
identification and treatment of the disorder
in the early postpartum months. Together
with reducing depression, the hope has
been that these strategies would also bring
about improvements in parenting, and
the prevention of child problems that are
of considerable cost to the NHS as well as
other agencies. As health visitors have the
most frequent contact with mothers in the
early postpartum weeks and have statutory
responsibility for families with children under
five years, they have been seen as a natural
group to implement these strategies, at least
for mild-to-moderate levels of difficulty.
To date, considerable progress has been
made in developing effective strategies for
the identification and treatment of maternal
postnatal depression in the context of
primary care. With regard to identification,
clear guidelines have now been established
by the National Institute for Health and Care
Excellence (NICE) (2007) for screening at
around six weeks and three to four months
postpartum using standard, evidence-based
procedures.
There is also now good evidence that the
application of a structured psychological
treatment programme (such as cognitive
behavioural therapy (CBT) and interpersonal
therapy (IPT)) can be effective in treating
postnatal depression (although not in
preventing recurrence), especially where
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monitoring is in place and adherence to the
programme is upheld. This is also something
that trained health visitors are able do (eg,
Cooper et al, 2003; Seeley et al, 1996; Morrell
et al, 2009).
In light of this progress, it has been
disappointing that identification and
treatment of maternal depression, even
when effective in speeding up remission,
does not appear automatically to bring
about improvement in parenting or child
outcome. Thus, a large-scale randomised,
controlled trial in the UK comparing three
forms of psychological intervention with
a control group receiving standard care
found that, while all active treatments were
moderately effective in treating depression
and brought about short-term benefits
in maternal reports of the quality of the
mother–infant relationship, there was no
consistent improvement in objectively
assessed infant outcomes, including mother–
infant attachment; and any positive effects
were generally not sustained at 18-month
and five-year follow-up (Cooper et al, 2003;
Murray et al, 2003).
Similarly, in a US trial of IPT, only maternally
reported parenting stress showed an effect
of the intervention, and no benefit was found
in terms of the mother–child relationship or
child outcome at either short-term or at fouryear follow-up (Forman et al, 2007).
In a more recent study (Morrell et al, 2009),
although some benefit of health visitor
delivered psychological treatment was
apparent 18 months postpartum in terms of
mothers’ self-reported parenting stress, the
effect was not strong.
It would appear from the research
conducted to date that focusing on the
treatment of maternal depression itself in
the postpartum period is insufficient either
to improve objectively assessed parenting
difficulties or to prevent problems in child
development. Accordingly, there is a growing
consensus that preventive interventions for
child problems should not be targeted at
postnatal depression alone (McLennan and
Offord, 2002); rather, programmes directly
addressing the mother–infant relationship
are required (Nylen et al, 2006). To date,
firm conclusions about the benefits of
therapeutically targeting the mother–infant
relationship in the context of postnatal
depression cannot be drawn, as evidence is
limited and of variable quality. Thus, a recent
meta-analysis of studies aiming to improve
parenting sensitivity among depressed

mothers (Kersten-Alvarez et al, 2011)
indicated that while significant but modest
improvements were reported, there was
also evidence of publication bias. Given the
limited number of studies, the results should
be treated with caution.
Furthermore, few studies have assessed
longer-term benefits for parenting, or have
examined the impact on infant and child
development. One exception is that of
van Doesum and colleagues (2008). This
intervention for PND mothers combined
home visiting with video feedback to promote
mothers’ sensitivity and responsiveness to
infant cues; help broaden their repertoire
of interactive behaviours; and challenge
and modify negative thinking patterns. Post
treatment, the intervention showed a benefit
for maternal sensitivity, relative to a control
group, as well as improvements in infant
attachment security and social competence.
In a follow-up at 5.5 years, however,
Kersten-Alvarez et al (2010) did not identify
long-term benefits, although this may have
been influenced by the small sample size
and rate of drop-out. In sum, we know rather
little about whether intervening to promote
the quality of interactions among depressed
women is effective in improving child
outcomes, particularly in the longer term.

Impediments to good child
outcomes
At this point, in the absence of a sufficient
evidence base for particular kinds of
intervention to prevent longer-term poor
child outcome in the context of postnatal
depression, it seems worthwhile to reflect
on some possible impediments to good
outcome, and consider possibilities for future
research and practice.
The course of postnatal depression
First, as the longitudinal studies of the effects
of postnatal depression on child development
consistently show, the chronicity of maternal
depression is a key predictor of poor child
outcome, and for some aspects of child
functioning it may actually account for
the postnatal depression effect. Given that
epidemiological studies have shown a high
rate of recurrence of the maternal disorder
through the child’s life time (eg, Cooper and
Murray, 1995; Halligan et al, 2007; Murray et
al, 2011), and that treatments for depression
in the postnatal months do not appear to
prevent such recurrence (eg, Cooper et
al, 2003), one implication for health visitor

practice is that depression should not only be
assessed in the early postpartum months, but
should be monitored at subsequent contacts,
particularly in those who experienced an
episode postnatally.
The need to integrate evidence on parenting
effects into clinical practice
A second potential challenge to achieving
good child outcomes in the context of
postnatal depression is knowing which
aspects of parenting to target and how
to assess them reliably. Here, there is an
urgent need to integrate into clinical
practice the substantial research evidence
concerning the effects of parenting on child
development (Murray, 2014). This issue is of
central importance to health visiting, where
there are increasing demands for routine
assessments of parenting to be made, but no
standard evidence-based tools available.
In recent years, our understanding of the
way in which parenting difficulties can affect
child development has greatly increased.
Further, and arising from a large volume of
research from normal populations, there
is a growing recognition of the ‘specificity
of effects’ involved (Grusec and Davidov,
2010). Thus, it is clear that specific aspects
of parenting are associated with different
kinds of child outcome (see Murray, 2014,
for a detailed review of these effects in the
first two years). This conclusion from normal
populations applies no less to the links
between the specific kinds of parenting
difficulty arising in the context of postnatal
depression and the different kinds of
developmental problems that can occur in
the children.
The kinds of support parents provide that
are particularly important for promoting
child cognitive development are the ability
to follow the child’s interests and attention,
respond contingently, and facilitate the child’s
engagement with their environment through
verbal and practical support, including such
strategies as picture book sharing (Fletcher
and Reese, 2005). This kind of support is less
likely to be present among depressed than
non-depressed mothers and where this is the
case, children’s cognitive performance has
been found to be compromised (eg, Murray
et al, 1993; Milgrom et al, 2004).
In contrast, parenting skills involved in
preventing normal infant wilful and aggressive
behaviour from becoming entrenched as
a significant problem by age two to three
years have more to do with the provision of
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predictable routines, the capacity to provide
emotional containment and to harness the
infant’s involvement in positive activities and,
in particular, the avoidance of coercive, harsh
discipline (Gardner, 1989; Tremblay et al,
2005; Hutchings and Gardner, 2012). Again,
these kind of parenting difficulties have been
found to arise more commonly in postnatally
depressed vs non-depressed mothers, and
where such skills are impaired a raised rate of
child conduct problems has been found (eg,
Morrell and Murray, 2003).
Finally, the development of a child’s
secure attachment is particularly strongly
associated with the parent’s capacity to
respond sensitively to the child’s distress and
vulnerability (McElwain and Booth-LaForce,
2006; Belsky and Fearon, 20008; Bernard et
al, 2013), and the communication of their
understanding of the child’s needs (for
example, in the way they talk about the child’s
feelings). As with the other areas of parenting
described above, postnatal depression
is associated with impairments in these
parenting capacities; and several studies have
found elevated rates of insecure attachment
in infants of postnatally depressed mothers
(Martins and Gaffan, 2000). This is important
because secure attachment in infancy is
predictive of good friendship quality later
in life, harmonious intimate relationships,
better general adjustment (Murray et al,
2006; Thomson, 2008), and a lower risk
for adolescent depression (eg, Murray et
al, 2011).
Of course, in many cases, parents who
have strengths in one of these domains of
parenting will also be strong in other areas,
as there is some degree of overlap in the skills
involved. However, it is also quite possible
for mothers who are, for example, very
comfortable with giving cognitive support,
to struggle with managing a child’s temper
tantrums or sleep problems or to promote
secure attachment. Correspondingly, while
children who perform well on cognitive tasks
may, for example, also be securely attached,
this is not always the case and, in general, any
positive associations between these different
domains of child development have been
relatively modest (Grusec and Davidov, 2010).
The research evidence concerning this
specificity of effects has clear implications
for the way in which parenting is assessed
in routine primary care practice. This
includes both the situations that are
used to observe parenting, and also the
parenting dimensions that are assessed.
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(For the purposes of this paper, we focus
on direct assessments of parenting, rather
than questionnaire measures, since direct
assessments have consistently been found
to be stronger predictors of child outcome
than parental reports.)

•

suggestions for the assessment
of parenting
In the light of the findings on specificity of
parenting effects outlined above, we set
out suggestions for how parenting could
be assessed in the context of postnatal
depression, and more generally, suggestions
that require further research and validation in
primary care.
A first key principle is that assessments be
conducted, as far as possible, in ways that are
sensitive to the domain-specific associations
between parenting and child outcomes.
A second principle is that they should be
developmentally sensitive, changing in line
with the infant’s age. Here, we take account
of the current timing of health visitor
contacts with parents. NICE guidelines advise
screening for postnatal depression at four to
six weeks and three to four months; and the
remit of health visiting includes reviews of
infant development at nine months and at 18
months for those with targeted care, as well
as a general review using the ASQ at 2–2.5
years (NHS England, 2014: 9).
Assessments and measures at six weeks to
four months
At this age, infants have a rich range of
social responses in terms of gaze, facial
expressiveness, vocalisations and active
mouth movements signaling motivation
to engage. However, they are not
independently mobile and are unable to
reach out and grasp to manipulate objects.
For these reasons, most research assessments
of parenting have been made in the context
of face-to-face interactions, where the parent
is invited to chat or play with the baby when
he is alert and not hungry – something that
could feasibly be incorporated in primary
care contacts. Research using videos of such
interactions, filmed for five to 10 minutes,
has found that they distinguish between
depressed and non-depressed mothers,
as well as those with high or low levels of
general socio-economic risk.
Despite the rather limited observation
frame, the following dimensions of parenting
observed in this context have been found to
predict different aspects of infant outcome.

•

•

Sensitivity. This first, broad, dimension of
sensitivity is based on Ainsworth’s work,
and it is the main dimension of parenting
that predicts infant security of attachment,
particularly when it is used in relation to
parental responses to infant distress (see
Mesman and Emmen, 2013 for a review,
and Bernard et al, 2013). Sensitivity includes
three core features: the parent’s ability to
notice the infant’s cues; to interpret the
cues accurately; and to respond promptly
and appropriately. As well as behavioural
responsiveness, how the parent talks to
their child is taken into account and, in
particular, whether their speech reflects
an awareness of the infant’s feelings and
intentions, a quality referred to as ‘mindmindedness’ (Meins et al, 2001).
Hostility. The second dimension, maternal
hostility, can be rated in the context of a
face-to-face interaction using an additional
scale to that of general sensitivity. This
rating is made on the basis of the mother’s
hostile negative verbal comments to the
infant, as well as any coercive and intrusive
behaviour. This dimension of parenting
has been found to predict later infant
emotional dysregulation and, in turn,
raised rates of conduct problems in early
and middle childhood (eg, Morrell and
Murray, 2003).
Cognitive support. This third dimension,
also rated from face-to-face play
interactions, concerns the degree to which
the mother actively stimulates the infant,
elaborates contingently on his activity, and
engages his interest. Like maternal hostility,
this rating is made using an additional scale
to that of sensitivity, and it has been found
to predict cognitive development in late
infancy and the early school years (Murray
et al, 1993; Murray et al, 1996; Murray et
al, 1996).

Assessments and measures at nine months
By nine months, the infant’s behavioural
repertoire
and
his
psychological
development have progressed considerably;
this means there are more opportunities for
examining parenting in different contexts,
each particularly relevant to specific
developmental outcomes.
• Sensitivity. Ratings on this measure of
parenting made in conditions where the
infant feels vulnerable are particularly
strongly related to infant attachment
security. At nine months, when infants
have developed more awareness of their
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dependency on their parent, this may
be seen in situations where, for example,
the infant is separated from the parent,
meets an unfamiliar person, or experiences
pain. Such conditions are core elements
of research assessments of parenting in
relation to infant attachment (Pederson
et al, 1990), but approximations to them
could potentially be incorporated without
too much difficulty into routine primary
care contexts. As for the earlier assessment,
the parent’s acknowledgement in their
speech of the infant’s mental experience
is predictive of infant security, as well the
timeliness and appropriateness of their
behavioural responses to signs of infant
vulnerability and distress.
Hostility. Parenting that is relevant
to possible infant emotion regulation
problems and the development of
aggression can be seen particularly
clearly at nine months in situations that
are frustrating for the infant. For example,
researchers often observe what happens if
the infant is shown some attractive-looking
toys, but the mother is asked not to let him
or her touch them for a few minutes, in
what is known as the ‘Don’t Touch Task’. A
similar assessment, known as ‘The Barrier
Task’, is to observe what happens when
the infant is given a toy to play with, and
the toy is then removed and placed behind
a perspex barrier, still in full view. Here
again, the dimension of parental hostility,
including negative verbal expressions as
well as physical coercion, has been found
to predict child conduct problems at five
years (Morrell and Murray, 2003).
Cognitive support. At nine months, the
particular parenting skills that comprise
good cognitive support can be best
assessed in contexts where the infant could
benefit from help in exploring and gaining
control over the environment, and where
their experience could be stimulated and
enriched by parental input. Observations
of mother–infant interactions when the
infant is presented with a toy that is just at
the limit of their capacity enable one to see
how effectively the parent can support their
infant’s interest in the toy and their efforts
to explore it, behaviour that is sometimes
referred to as ‘scaffolding’ (Vygotsky, 1978;
Ninio and Bruner, 1978). Another helpful
observation frame for observing parental
cognitive support is picture book sharing.
A large volume of research has shown that
the way in which parents do book sharing

is a particularly good predictor of infant
language development and attention. As
for cognitive support for object exploration,
the most helpful input, known as ‘dialogic’,
is for the parent to engage the infant
actively with the book content. Again,
following and responding to their infant’s
line of interest is a key component, for
example, by pointing to whatever it is the
infant is looking at and naming it and, as
the infant develops, elaborating on the link
between the book content and the infant’s
wider experience (Cooper et al, 2014; Vally
et al, in press).
Assessments and measures at 18 months
At 18 months, assessment of parental
sensitivity as it relates to infant attachment
can be made in the same way as for nine
months. Similarly, the rating of cognitive
support can be made at 18 months as for
nine months, with adjustments that take
account of the infant’s developing cognition
and use of language.
With regard to parenting relevant to
infant emotion regulation and externalising
difficulties, a frustration task, as used at
nine months, can be repeated. In addition,
given the infant’s developing capacities to
co-operate and understand other people,
it can also be useful to conduct a further
observation in which the parent is asked
to get the infant to perform a task, eg, a
‘clean-up’ task, where the infant is asked to
put toys away after playing with them. Here,
signs of maternal hostility in the form of
harsh, coercive discipline can be particularly
clearly seen, thereby helping to improve
identification of cases where the child may
be at increased risk for behavioural difficulties
like aggressive behaviour.

Conclusion and implications
A great deal of evidence indicates that
patterns
of
parent–child
interaction
can become disturbed when a parent
experiences depression, and there is good
evidence that these interactional problems
are not straightforwardly resolved when the
depression remits, whether spontaneously
or with treatment. Further, there is equally
good evidence that these interactional
patterns can have a substantial effect on the
child’s later development. In light of this, it is
unfortunate that the reliable assessment of
parent–infant interactions is not a standard
part of health visitor training and is rarely
done outside of highly specialised services.

A great deal is known from research about
which dimensions of parenting need to
be assessed during the postnatal period
and what sorts of assessment frames are
optimal. These assessment frames could be
incorporated into primary care, but they need
to be formalised; in addition, reliable scales
are required for rating the critical parenting
dimensions in the context of primary care.
A systematic training programme needs to
be devised for clinicians that can be slotted
into existing professional training courses.
Only when all of this is in place will routine
assessment of parenting in the postpartum
period be able to be provided.
Once a clear framework is in place for
the assessment of the different parenting
strategies that are relevant to different
aspects of child development, one is then in a
position to profile an individual parent’s areas
of strength and difficulty, so that support can
be precisely targeted. Indeed, the purpose
of the assessment system described above
is to enable clinicians to target areas of
disturbance for therapeutic intervention.
In fact, there is good evidence from clinical
research of successful interventions for
improving maternal sensitivity, hostility
and cognitive support with corresponding
benefits, respectively, to child attachment
security (eg, Juffer et al, 2007; Cooper et al,
2009), cognitive and language development
(eg, Cooper et al, 2014; Vally et al, in press),
and child behaviour problems (Hutchings
et al, 2007). The extent to which these can
be modified for use by perinatal clinicians
remains to be demonstrated and is an urgent
priority for applied research.
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T

he framework for ‘Preparation for Birth and Beyond’ (PBB)
was informed by the Family Nurse Partnership (FNP)
programme and was developed by the Department of
Health (DH) (2011a). The framework is based on evidence
that parents value information and support during their
transition to parenthood, and that pregnancy and early childhood
offer a ‘magic moment’ of opportunity to professionals charged with
promoting the health and wellbeing of children as parents at this
time are receptive to change, (DH, 2009; DH, 2011).
Historically, antenatal classes were developed to teach practical
parenting skills, adopting a pragmatic approach to the transition to
parenthood through ‘parent craft’. Evidence suggests, however, that
while new and expectant mothers and fathers value and benefit
from antenatal education, they do not want information ‘dumped’
on them’ (DH, 2011: 3). PBB differs from this traditional approach in
that it promotes self-efficacy, supporting parents to make positive
health choices by strengthening relationships between parents and
their babies, developing more attuned, responsive and committed
parenting skills and improving networks of social support.
Getting It Right for Children and Families (DH, 2009a) highlights
the key role to be played by the health visiting team in the
effective delivery of the Healthy Child Programme (DH, 2009b). The
Health Visitor Implementation Plan (DH, 2011b), a four-tier approach
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to service delivery aimed at both promoting early relationships
and experiences while enabling positive behaviour change, where
necessary, for parents.
Health visitors working in Nottingham City were seen as
ideally placed to deliver PBB at the universal antenatal contact,
a time when parents could be invited into the programme and
a therapeutic relationship between health visitor and client
established. PBB delivery was a vehicle through which community
capacity building could be delivered and local networking and
self-sufficiency promoted (DH, 2011a).
From the outset it was agreed that the two-day training programme
developed for facilitators needed to reflect the principles of adult
learning (Merriam and Bierema, 2013) that underpin the PBB
resource pack created by Nottingham City Care Partnership (Wilson,
2013). Lesson plans focus on developing group facilitation and
communication skills, rather than the content of the PBB programme
itself. The latter should be used to increase participants’ confidence in
its delivery; here it is seen as the vehicle through which learning takes
place rather than an end in itself.
As with PBB, the training programme builds on a structure that
enables practitioner self-efficacy. Taking time to build group cohesion
from the outset allows participants to safely step out of their comfort
zone and into the learning zone. Adopting a less structured approach
to learning towards the end of the second day’s training allows
possible solutions to potential barriers to the implementation of PBB to
emerge from the group itself. To support this transition facilitators need
to take an interest in, and be respectful of, the contributions made by
group members. Ideas shared should be documented and used to
create a working wall, which can be referred to throughout
each session.
Focused on effort and distance travelled in addition to tasks
set, group members can use the wall to celebrate practitioner
strengths and add ‘value’ to learner achievements, no matter how
small. Sensitively delivered, constructive feedback will achieve this
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goal. Reinforcing good practice and praising individual successes,
while asking permission to share how future performance might be
improved through ‘time out’, enables practitioners to move forward
in action planning together where further support/practice might be
required (Petty, 2004).
Group work, by definition, takes place in the presence of others
and should be viewed as an interpersonal process. Fawbert (2003:
233) reminds us of this irrefutable precept when he writes: ‘Give
our learners respect, empathy and genuine people to relate to, plus
appropriate support to meet their individual and changing needs
and we will empower them to achieve to their highest potential’.
Relationships between facilitators and learners and between learners
themselves need to be informal, open and warm if the training is
to succeed.
Adult learners need to feel comfortable, physically, socially and
emotionally, if learning through self-awareness and role-play is to
occur (Wallace, 2002). When combined, these three conditions help
create an atmosphere that both develops trust among participants,
while nurturing the potential for learning. Creating a safe container
contributes to this process. Through it, opportunities for an open and
honest discourse emerge; professionals gain a sense of preparedness
from practising key skills in the ‘comfort’ of the ‘classroom’, and
participants – parent or professional – develop the confidence needed
to become the ‘people’ they want to be (McCusker, 2013).
Taking the time to build a safe container in the training sessions,
again, mirrors the need for facilitators to build similar relationships
with clients when delivering PBB. The programme begins with an
ice breaker, followed by group agreements and agenda matching.
Designed to provoke discussion, the slow start encourages group
members to listen to and learn from each other. Subsequent activities
are designed to reflect those outlined in the PBB programme itself and
resources used have been adapted to offer insight into PBB delivery,
drawing on the practitioners own experiences of either running
or participating in a group activity, rather than exploring positive
relationships and parenthood.
When developing the training package, attempts to mirror PBB
delivery were jeopardised by the facilitator’s decision to make use
of a PowerPoint presentation, with seating arranged in a semi-circle
around a point of ‘focused attention’. While such presentations offer

participants a visual accompaniment to the spoken word, they are
at odds with the parallel processes described in this paper. When
evaluating the pilot session’s delivery, despite evaluating well both
facilitators acknowledged that circle work would further improve the
training, better reflecting what was required in practice, if PBB groups
were to be successful.
Mosley (2001) writes that circles create the ideal group listening
system. Their structure facilitates eye contact, creating an atmosphere
of intimacy and equity among all members, involving both facilitators
and participants in the learning process. Indeed, when implemented
on Day 2, facilitator observations revealed that group discussions
became much more inclusive and participants were more able to
problem solve among themselves, rather than deferring to ‘ the expert’
in the room, as on Day 1. In sharing the session evaluation on Day 2,
facilitators were able to demonstrate personal integrity and humility,
qualities required of PBB facilitators if they are to inspire clients to
commit to their groups (Brookfield, 2005).
Personal testimonials and feedback from a planned review
event, where practitioners were encouraged to share their
own experiences of delivering PBB, further developed parallels
made to the PBB programme. They make explicit the hope that,
through ongoing reflection and evaluation, PBB training, like the
programme itself, will evolve to meet the needs of both client
groups and facilitators, to the benefit of all.
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Celebrating success

CPHVA HeAlTH
ViSiToR oF THe YeAR
Justine Rooke, Health Visitor, Practice Teacher, Harrogate and District NHS Trust
CPHVA Health Visitor of the Year Award Winner 2014
Kindly sponsored by

B

eing awarded the CPHVA Health Visitor of the Year has been
one of the proudest moments of my career. If I were to tell
you the narrative behind my story it would be a mixture of
highs and lows – and this is exactly how it should be, for
without both there would be no learning.
My journey towards gaining this award begins with practising in the
years immediately preceding the Health Visitor Implementation Plan
(Department of Health (DH), 2011). I refer to these years as the ‘dark
ages’. They were the times in which I observed the profession becoming
drastically reduced in number, and fatigued and demoralised to the point
where practitioners were questioning if there was a future for health
visiting at all. How could this happen at a time when child welfare was so
high on the political agenda? Our professional identity appeared lost and
our services were minimal.
When it was decided to implement a programme of change aimed at
rejuvenating our profession, aptly titled a ‘Call to Action’ it felt like a good
opportunity to become involved. I felt inspired by this rekindled belief in
our profession and by the emerging evidence that interventions which
health visitors provide profoundly affect a child’s long-term health and
social functioning.
I learned very quickly that the NHS landscape had changed and a
new set of skills would be required if any progress were to be made
in championing the profession. Finding opportunities to gain and
practice these new skills was not an easy task. My employing Trust was
not an early implementer site and did not have the same resources to
implement the changes required to meet the Call to Action targets.
However, I was fortunate enough to be part of a dedicated and
motivated team and had management support to undertake a clinical
leadership course due to my practice teacher status. This journey in
leadership was to become integral to my development of the skills,
knowledge and attitude for effecting change.
I soon discovered that, to make a difference you have to influence
and contribute at a more strategic level than clinical practice and
as such volunteered to become involved in the trust’s Call to Action
forums. This included the Healthy Child Programme sub-group and the
Recruitment and Retention subgroup. Joining these forums allowed me
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the opportunity to input valuable clinical intelligence into the shaping of
services. It also gave me access to, and support, from like-minded people
who had a similar passion and commitment for developing practice.
Being an experienced practice teacher and a senior health visitor I felt a
responsibility to be involved in Call to Action and to make a difference. I
was influenced by documents published by the Department of Health
(2011) stating: ‘Practice teachers must be at the heart of plans for the
education and training of the health visiting profession and leadership of
service delivery.’
I aimed to make sure I was. There was, after all, a new service vision
to support and a large proportion of the workforce yet to train if we
were going to be 4,200 stronger by 2015. Viewing this big picture for
some reason made the smaller acts of recognition more worthwhile.
In her speech at the 2012 CPHVA conference in Brighton I have always
remembered Viv Bennett thanking practice teachers for their commitment
and flexibility in training the new workforce and for stating their
importance in transforming the profession. It was only a few words, but
coming from an inspirational public health leader it was enough to create
the determination health visitors need to make a difference.
I was recently invited to a share and learn conference in the Yorkshire
region and asked to do a presentation on winning the CPHVA Health
Visitor of the Year award. This really made me think about the reasons for
my colleagues nominating me, and why CPHVA thought me worthy of this
prestigious award. I read and then re-read what had been said about me in
the nomination and deconstructed this into three things. What they were
saying I believe fitted well with the skills health visitors require to be the
pro-active public health practitioners of the future, including the following.

Challenge
When I first thought about this concept I thought of negativity, such
as confrontation, indifference and opposition. I looked a bit further and
found an alternative meaning of ‘challenge’: one that was not based on
winning or losing, but on staying true to your own values and advocating
for others. I have learned that challenge is important, but that it is equally
important to do it right. For challenge to bring success it has to be done in
a collaborative manner, demonstrating empathy for others and their ideas.
Challenge requires a huge degree of professional resilience and courage,
to enable you to stand firm when faced with barriers that prevent change.

leadership
By negotiating a place for myself on the trust’s clinical leadership course,
I was introduced to new theories of teamwork and networking. These
were theories advocated by the NHS Leadership Academy that focused
on inspiring, developing and empowering others towards a shared goal.
I found, in practice, they fit perfectly with the traditional values of health
visiting, after all what are health visitors if not creators of a culture that
reduce inequality and empower others to reach their goals. By developing
these skills in the educational and clinical support of my colleagues my role
as a practice teacher became valued and respected by the team.

partnerships
I have always believed that undertaking relational work with families
improves child outcomes, and so I began to lead a strategy to get the
Solihull Approach rolled out for health visitors in Scarborough. The

Scarborough health visitors felt this training was essential for them to
deal with the emotional and behavioural issues of parenting. At every
possible opportunity, the Scarborough health visitors championed
the need for the Solihull training to be implemented. The director of
operations became a convert and agreed to roll out the training, not
just for Scarborough but also for the whole of North Yorkshire children’s
services. It has now become a multi-agency initiative between health and
children’s centre staff, with a service delivery model that promotes the
leadership role of health visitors.
I believe it is these traits, plus a sheer determination to be involved
with Call to Action, that came to be the factors my colleagues and CPHVA
recognised as worthy of the award. I have great respect and admiration
for all the health visitors I work with. This award is dedicated to them
as, without them, it would not have been achievable. The whole team
deserves recognition for the services they provide to families in North
Yorkshire. They are all so different and each holds a special place in my
heart for all the many years we have worked together and because,
no matter what, they arrive at work with commitment and dedication
for their role. After travelling to London to receive the award I returned
to work to find the office decorated with balloons and cards, and my
colleagues grinning from ear to ear. One of the health visitors has even
christened the team ‘the CCG’, which in Scarborough has nothing to do
with the commissioning of services but instead stands for the ‘Cheshire
Cat Gang’.
Looking back, the most important things to recall have been the
learning and professional development that have directly affected
families. Trust the power of your own professional integrity and core
values, and use this to help develop the personal relationships needed to
bring about change. When the trust chief executive came to Scarborough
to do a ‘walkabout’ with his director of HR, it became an ideal opportunity
to undertake this. As they passed through the children’s centre I offered
them a cup of tea. They accepted my offer and this turned into a valuable
opportunity to sit and talk to them about the difference health visitors
make in the early years and why achieving the Call to Action is so
important for our profession. They showed a true interest and have always
demonstrated a commitment to the profession by valuing health visiting.
One of the saddest phrases for a health visitor to hear is ‘It’s too late’. As
preventive workers, we innately feel the professional frustration of missing
an opportunity to make a difference; more so if we know it cannot be
fixed later. As a profession, when we look back on the Call to Action era
how will we remember it? Hopefully, as a time we were given a great
opportunity to demonstrate our worth and lived up to that expectation.
This is our time; if you are not involved in shaping the future of our
profession then get involved. Nominate your colleagues, your team or
yourself for awards, and get involved with CPHVA. Listen and act on the
inspiring words from our public health leaders and, most importantly,
shout loudly and proudly about what we do, and celebrate our success.
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Healthy internet use in
young people
Jeremy Day
E-Safety Trainer
Youth Engagement and Opportunities Team
Oxfordshire Safeguarding Board
The internet is undoubtedly a force for good. It
has enabled access to information, knowledge
and support to an extent unimaginable only
a few generations ago. Many people argue
passionately for access to the internet, value it
greatly and are prepared to go to considerable
trouble to access it. In the UK, the government
is taking this seriously. Reliable broadband
access saves households money and opens up
new economic opportunities. It also enables
the often distant bonds of modern family
relationships to remain secure, supportive and
available across time and space. However, as
internet access spreads through the country,
vulnerable individuals and families risk being
left behind or digitally excluded.

Digital exclusion
The most obvious effect of digital exclusion is
being cut off from economic opportunities.
While many jobs are still accessed via social
connections, those that are higher status, more
demanding and better paid are advertised
online and applied for online, and tests and
interviews may take place online. Access to
courses and learning materials for training
and gaining qualifications increasingly
involves access to online learning resources. In
addition, lack of online shopping opportunities
raises household expenditure, and access to
formal and informal support networks may
leave individuals vulnerable to avoidable
expenditure, poor or absent health information
and loneliness.
Many people suffer interruption to their
internet access for one reason or another; for
example, when they move home or set up a
new household. Young adults leaving home,
chaotic households and older people living
alone are at particular risk. Internet access can
also be a useful indicator of the healthiness

of a household. Those with internet access
via mobile connections, or who can arrange
access at other locations, such as their local
library, are able to mitigate some of the
effects of digital exclusion. However, once
connected to the internet, there are new
health risks to consider.

Insecure access to the internet
Far more common than complete digital
exclusion is insecure access. A family may be
accessing the internet, but a combination
of low knowledge or confidence, hardware,
software and connection problems, and a
lack of time or attention available to acquire
computer skills may compromise this. Internet
use in households with insecure access is
interrupted regularly by commercial software
(often called ‘botherware’ because it interrupts
internet use to deliver adverts), may be very
slow and annoying to use, and connections
may be compromised by spyware or viruses,
which expose the household members to risks
like having personal data stolen. Outcomes
like theft and malicious contact may be more
worrying for the household, but the main
day-to-day effects include elevated stress,
anxiety, wasted time and diverted attention.
Where other stresses exist in a household; for
example, internet problems alongside home
environment risks or financial worries, such
stresses can interact and worsen each other.
Any household where children are involved
in accessing or maintaining the household
internet connection is particularly at risk of
insecure access. Although children are widely
believed and reported to have good technical
skills, their actual strength is confidence around
technology and a strong willingness to engage.
This will often be enough to gain access to the
internet; but because children lack the life and
communication skills needed to differentiate
between genuine and harmful commercial
content, they will download content confidently
and indiscriminately, including content and
programmes that compromise the household’s

internet connectivity and security.
Although support to control stress and
emotional reactions to technical problems
may be indicated, a better solution would be
for the adults in the household to build their
own computer skills and confidence. Being
able to recommend local support to build
skills, through courses at a local UK online
centre, is far more useful. Contact with other
parents facing similar challenges may also be
beneficial. Children in the household also need
to understand that, for some aspects of the
internet, an adult perspective is not just useful
but crucial.

age-inappropriate content
Exposure to age-inappropriate content
is so commonplace nowadays that there
is a tendency to see it as harmless. Use of
pornography, violent content and games,
and cyber-bullying are common; yet, because
crime is falling we tend to assume that children
and young people are coping successfully, bar
a few exceptions.
Although brief exposure is unlikely to
spark copycat behaviour in all but the most
vulnerable, repeated and constant exposure,
particularly if it is secretive, is a problem at
all ages. Inappropriate or taboo content or
behaviour can create an addictive buzz in the
viewing individual. Typically, this fades over time,
leading the individual to access more and more
extreme content. This exposes them to risks like
being targeted by abusers and criminals. It shifts
their understanding of what is normal and may
compromise their interpersonal relationships. It
may even, over time, lead them to committing
crimes themselves.
For adults, attempting to prevent children
and young people from accessing ageinappropriate content via blocks and filters is
useful insofar as it sends a clear signal to the
child that they should not be accessing that
content. However, it is unlikely to stop them
from being exposed to bad content, simply
because they are consuming so much content
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online and are strongly motivated to find a way
to override blocks, bans and filters. Filters should
be used with the understanding that viewing
bad content, especially repeatedly, secretly and
over long periods of time, is a risk to mental
health at any age.

Online self-harming
The internet is a place of great freedom, but
this includes the freedom to post distressing
or harmful content. Examples of this are ‘proana’ (anorexia) or ‘thinspiration’ sites, which
encourage damaging weight loss and abuse
forums where very nasty online interactions are
the norm.
For some people, viewing this content can be
compulsive. Even though the content upsets
them, they return repeatedly to it and may
start to join in and create their own content.
As contact in these environments is often
anonymous, it can feel liberating or exciting;
yet it can easily become part of a pattern of
self-harming behaviour. It may also lead to risky
relationships and put them at risk of blackmail
if the content they share is sufficiently explicit
or embarrassing. Individuals already engaged
with self-harming behaviour can easily find
community validation and encouragement to
continue and escalate online. However, they
can also find support to control, change and
stop the behaviour. For these people internet
access is a balancing act. Support to help them
create healthy internet use rules can make their
online life a benefit, not a risk.

For the casual browser, the motivations for
seeking out distressing content are simpler and
include curiosity, experimentation, boredom,
stress and testing emotional boundaries. A
similar set of motivations lead young people
to find, take or pass around photos of injuries,
post pictures of themselves and invite ‘ honest
criticism’ or join websites where people can ask
anonymous (and sometimes cruel) questions.

Cyber-bullying
The most common online risk is aggression
from other internet users. This can take
many forms, from simple things like leaving
a nasty comment or ‘liking’ a sad status to
complex hoaxes, cyber-attacks and long-term
victimisation. Fortunately, the more serious
forms of cyber-bullying are rare, but most
young people will experience some aggressive
contact online, usually through fights on instant
messenger services or social networking sites.
Any online communication is stripped of its
usual indicators of tone and emotional attitude,
such as expressions and tone of voice. It is easy
to misinterpret a message or type something
that face to face would have been softened by
attitude or followed by a quick apology. Alwayson technology and quick-fire interaction mean
that incidents can get out of control and involve
a lot of people very rapidly.
Faced with the judgement of an online
crowd, some people show great resilience –
but others find it very distressing and may seek
to involve parents, professionals and even the

police in incidents. Where there are threats to
individuals, the possibility of stalking or other
illegal behaviour, this can be helpful. Support
to reflect on online behaviours, identify online
social connections or behaviours that are
negative or harmful, and set personal rules
around healthy internet use, will always be
helpful, even for those young people who are
cyber-bullying themselves.
Setting up and dismantling online identities
is possible on all social networking sites.
Although most sites strongly discourage this
behaviour and have reporting procedures in
place, these too can be abused. Some people
use this capability to post cruel or harmful
content to themselves where others can see
and either join in or step in to protect them,
sometimes as a joke or to get attention and
sometimes to test their friends’ and their own
emotional capabilities.
Most people only ever do this a few times,
but if the response is sufficiently emotionally
gratifying, or the individual is vulnerable, this
may turn into persistent online attention
seeking. This can damage social life, cause
problems with educational establishments or
employers and even lead to trouble with the
police or being targeted by risky adults.
For individuals who persistently post
dramatic, risky or worrying content, e-safety
information is unlikely to be enough. They
need support to understand their motivations,
change their habits and find healthier modes
of expression.

CPD questions (please visit www.communitypractitioner.com/CPD to submit your answers)
1. What is the most obvious effect of digital exclusion?
A. Lack of access to online shopping sites
B. Being cut off from economic opportunities
C. Exclusion from forums
D. Reliance on face-to-face interaction
2. Who is at particular risk of interruption to their internet access?
A. People who move home
B. Older people
C. Chaotic households
D. All of the above

6. The brain can respond to internet use as if it were a stimulant and
trigger addictive behaviour. True or false?
A. True
B. False
7. What is the most common risk of internet use?
A. Fraud
B. Finding out something about yourself you didn’t know
C. Aggressive behaviour of other users
D. Becoming addicted to the web

3. What is commercial software advertising also known as?
A. Botherware
B. Infoware
C. Sponsorware
D. Adware

8. Which of the following approaches is recommended to avoid cyberbullying?
A. Setting personal rules around healthy internet use
B. Regular exercise
C. A balanced diet
D. Immediately stopping all internet use

4. Any household where children are involved in accessing or
maintaining the internet connection is particularly at risk of insecure
access. True or false?
A. True
B. False

9. Most websites strongly discourage setting up and dismantling
multiple online identities, and have reporting procedures in place.
True or false?
A. True
B. False

5. What is a better alternative to controlling stress and emotional
reactions in adults to technical problems?
A. Relaxation classes
B. Encouraging them to discuss the issue with their children
C. Recommending local support to build computer skills
D. Having a good argument

10. Posting harmful or cruel content as a joke can cause which of the
following problems?
A. Low self-esteem
B. Chronic depression
C. Trouble with the law
D. Relationship breakdown
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NATIONAL CO-ORDINATOR
CARE OF NEXT INFANT (CONI) PROGRAMME
Part time position (21 hrs per week)
Based in London, SW1V, with regular travel throughout the UK
Salary £36,000 pro rata
We are looking for an enthusiastic Health Visitor with at least 2 years postqualification experience to co-ordinate and further develop this national
programme. CONI provides extra care to families with babies born following
a sudden infant death. Many centres additionally offer CONI PLUS which
extends the support to other vulnerable and at risk families Working
from the Lullaby Trust head office in London you will be facilitating the
delivery of the programme by local health services. We need an excellent
communicator with knowledge of the local and national drivers for service
development to deliver training and advice to local Areas/ You will also be
responsible for managing the central audit process and offer professional
input for other Lullaby Trust activities, notably our bereavement and
information services.
This is an exciting opportunity to work with the Lullaby Trust. We are a
dynamic small charity raising awareness on sudden infant death, providing
specialist support for bereaved families, promoting expert advice on safer
baby sleep and funding research. The CONI programme has been supported
by the charity for over 25 years and we are extremely proud of the support it
provides to families.

CONTACT: Claire Barber dl 020 7878 2319 e claire.barber@tenalps.com

ARE YOU LOOKING
TO RECRUIT HEALTH
VISITORS AND
OTHER COMMUNITY
PRACTITIONERS?
Call us today to get your role seen
by the people best qualified for
the position.
For more information or to
advertise in Community Practitioner’s
recruitment section, call our
advertising team: 020 7878 2319

For further details and to apply: www.lullabytrust.org.uk/jobs
Closing date 5pm 21st November.

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

Volume Thirty One • September 2014

Discover the facts about
acute paediatric pain
Learn which interventions
to recommend
Gain confidence in offering
evidence-based advice

DEVELOPED IN PARTNERSHIP WITH
RB UK COMMERCIAL LTD.,
MAKERS OF NUROFEN FOR CHILDREN

www.communitypractitioner.com
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WWW.BABYMASSAGETEACHERTRAINING.COM
ADD TO YOUR SKILLS
FLYING START AND CHILDREN’S CENTRE STAFF
Two Day Certificated Teacher Training in Developmental Baby
Massage with Peter Walker
Physical Therapist, International Author with 35 Years
Teaching Experience
Fedant Accredited Course with Teaching Certificate
Key principles of underpinning neuroscience, psychodynamic and child
development empowering parents to form a warm positive relationship with
their baby and secure their baby’s development from birth to standing.
Tel/ 01752216106
Email; walker@thebabieswebsite.com
A Holding Reassurance Programme
EarlyWeeks
Attachment – Introduction to Massage
Make Tummy Time Easy
Developmental Baby Massage
Eight Weeks to Standing
Loving Baby Massage
And Good Posture
High quality resource: A copy
of Peter Walker’s international
best selling book ‘Developmental
Baby Massage’ plus a full set of
course notes and DVD given to all
students.
‘Peter Walker is well known in the
baby massage field.

TO ADVERTISE
CONTACT: Claire Barber dl 020 7878 2319 e claire.barber@tenalps.com

CPD accredited events for
healthcare professionals
CPD accredited events for healthcare professionals
All our seminars and webinars 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.
‘Diagnosis and Management of CMA’ - with Dr Carina Venter
Tuesday 11th November online at 6pm
Register at www.hipp4hcps.co.uk
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.
Register at www.hipp4hcps.co.uk

These days have been a huge success
and resulted in baby massage being
offered free to parents in health
centres and clinics throughout the UK
Sarah Forester RGN HV Cert. Ed.
Professional Officer (Education)

Too much, too little: Safeguarding and obesity – with Juliette Francis
Wednesday 4th February online at 6pm
Register at www.hipp4hcps.co.uk

Health Visitors Association, (Baby
Massage - Piatkus Books)
Post course support given for all
teachers

Child development – with Juliette Francis
Tuesday 24th February at Hilton St Anne’s Manor, Wokingham at 6pm
Register at www.hipp4hcps.co.uk

Foetal Alcohol Syndrome – with Susan Fleisher, Executive Director, NOFAS-UK
Tuesday 17th February in Leeds at 6pm. Venue TBC.
Register at www.hipp4hcps.co.uk

‘In house’ Teacher Training given
throughout the UK
Also
28 Feb/1 March 2015
The Active Birth Centre
25 Bickerton Road
London N19 5JT

Touch-Learn International’s Baby
Massage Teacher Training Programme

It was therefore to him that we turned
when setting up training days.

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.

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

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

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

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

Millpond Children’s Sleep
Workshop – Training NHS
professionals since 2007
100% of delegates would recommend to a colleague

Find us on Facebook - IAIM UK Chapter
For further details please visit
www.iaim.org.uk. In-house
trainings are available on request.
IAIM (UK) Chapter
0208 989 9597
info@iaim.org.uk
www.iaim.org.uk

London: Tuesday 2nd December
2014

●

●

Our popular one-day interactive
workshop, designed for professionals
working with families with babies
through to school age children.
●
●

Explore sleep cycles/needs
Understand sleep problems

●

Interpret sleep information
questionnaires and diary
Plan a range of sleep techniques
Evaluate intervention

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

