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Child protection:
new challenges

Chris Cloke, CPHVA Vice-President, reflects on
conference and recent developments in safeguarding

Gavin Fergie – Unite/CPHVA Professional
Officer for Scotland and Northern Ireland

Am I really such a saddo? Speaking at the CPHVA Annual Professional
Conference last month, I provoked a ripple of laughter across the auditorium
when I commented that the conference is a highlight of my calendar!

Brenda Poulton – Emerita Professor of
Public Health Nursing, University of Ulster
Janet Taylor – Specialist Health Visitor
Public Health, South Eastern Health and
Social Care Trust, Belfast

Now, I know that those who attend conference are probably the converted
– but what always comes across from the delegates is their passion,
commitment, and breadth of expertise and experience. I find this very
motivational. This year’s gathering at the NEC in Birmingham did not let
me down.

Alison Morton – Health Visitor/
Practice Teacher, Southern Health NHS
Foundation Trust
Surrinder Bains – Health Visitor and
Visiting Lecturer, Bath Spa University
Louise Rowlinson – School Nurse,
Cambridgeshire Community Services
NHS Trust
Elaine Haycock-Stuart – Senior
Lecturer, School of Health in Social
Science, University of Edinburgh
Lucretia Baptiste – Senior School
Nurse, Barts Health, Tower Hamlets
Jane Martin – Family Nurse, Oxford
Health NHS Foundation Trust

The NSPCC contribution included having a stand and giving a paper on
our PANTS campaign, which aims to help prevent child sexual abuse (see: www.nspcc.org.uk). I
also spoke to a plenary session on developments in safeguarding and child protection over the
past year. In that paper, I highlighted the importance of two key principles that are emphasised
in the Department for Education’s Working Together guidance: that safeguarding is everyone’s
responsibility; and that a child-centred approach should be taken that has a clear understanding
of the needs and views of children. The two themes have often surfaced over the past year, not
least because in many headline hitting cases they have not been followed.
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CPHVA membership is broad; and clearly all have a responsibility for safeguarding. Some
members are ideally placed to understand and interpret children’s behaviour and feelings. You
need to work not only with each other, but also with non-healthcare professionals.
Drawing on NSPCC research, I argued that in the past year child protection has become more
challenging in a context of public expenditure constraints, reductions in early intervention
services, the impact of child poverty, child protection being rationed, thresholds for
interventions rising, and some local authorities only being able to provide an emergency service
(see NSPCC report How safe are our children? by Sonja Jutte et al, 2014).
These are dispiriting thoughts – and yet, I left conference feeling upbeat because the
practitioners I had met showed a real willingness to learn, work together and do their best for
children. They shared the NSPCC’s belief that every childhood is worth fighting for. That is why
the conference is a highlight in my calendar. The NSPCC applauds your important contribution.
I invite you to let me know how we can support you in your work.

Chris Cloke

Vice-President, Unite CPHVA
Head of Professional Reputation, NSPCC
E: ccloke@nspcc.org.uk

James Lazou – Research Officer
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Five Year Forward view

prompts questions on funding

N

Hs england Has publisHed its Forward view
document, detailing new models for how care could
be provided in future. The document is a collaboration
between six NHS groups: Monitor, Health Education
England, the NHS Trust Development Authority, Public Health England,
the Care Quality Commission and NHS England.
The aims outlined in the report include:
• Allowing GP practices to join forces into single organisations that
provide a broader range of services including those that have been
traditionally provided in hospital
• Creating new organisations that provide GP and hospital services
together with mental health, community and social care
• Helping patients needing urgent care to get the right care, at the
right times in the right place by creating urgent care networks that
work seven days a week;
• Concentrating services into specialist centres where there is a strong
relationship between numbers of patients and the quality of care
• Improving opportunities for women to give birth outside hospital
by making it easier for groups of midwives to set up NHS-funded
midwifery services•
• Finding new ways to support carers by identifying them more
effectively and encouraging volunteering by, for example,
offering council tax reductions for those who offer help and more
programmes to help carers facing a crisis.
In response, Unite said big questions need to be answered on how the
new five-year blueprint to provide NHS services will be implemented.
The questions posed by the NHS Forward View are how is it going to be
paid for with an increasingly ageing population and who was going to
provide the new models of care outlined – the NHS or the private sector?
Unite Head of Health, Rachael Maskell, said: ‘The best investment that
the government could make in the NHS is the immediate scrapping of
the Health and Social Care Act which has already squandered £3 billion
in a pointless reorganisation.
‘Simon Stevens, the new Chief Executive of NHS England [pictured],
makes precious little mention of the plummeting morale of the 1.3 million
workforce, which is becoming a worrying pattern for this government
with its continued failure to invest in skills, retention and development.
‘In the last four years the NHS has been battered by the funding
crisis, resulting in £20 billion being sucked out of the service during this
parliament. The picture remains very bleak and it is clear that the plan
will not plug the predicted £30 billion financial black hole by 2020/21.
This will be impossible to deliver in five years if you are talking about a
4 Community Practitioner December 2014

real improvement in health prevention, retraining and realigning the
roles of NHS staff, together with integration of health and social care.
‘The NHS has been also been hit by the helter-skelter dash to
privatise services with 56% of new contracts going to private
healthcare companies in the last year. There is also the financial
albatross of the private finance initiatives (PFI), which is bringing many
hospitals to their knees. One positive to take from this plan is that it will
focus the minds of politicians of all parties for the need to provide a
suitable financial framework to underpin the NHS going forward.’
Unite is also calling for Stevens to disclose the legal advice the NHS
and Department of Health has received on the potential impact of TTIP,
the controversial US-EU trade deal, which could make the Tory sell-off
of local services irreversible.
Unite General Secretary, Len McCluskey, said: ‘We have consistently
warned that TTIP means the irreversible privatisation of the NHS – what
is the Department of Health trying to hide?
‘The government has spent months trying to hide or even deny
that the NHS was in the scope of TTIP now it transpires it sought and
received legal advice on the trade deal. It’s extremely worrying that the
Department of Health is refusing to release it.
‘As head of the NHS we are calling on Simon Stevens to intervene and tell
the people of this country how TTIP will affect our health. Our country is united
against this trade deal and the disastrous impact it will have on our health. The
people of this country oppose it, parties from across the political spectrum
oppose it, unions and NGOs oppose it. It’s time for Simon Stevens to intervene
and it’s time for Cameron to use his veto and exclude the NHS from TTIP.’

News

CPHVA lends support
to statutory PSHE
campaign
groups including cpHVa,
the Royal College of Nursing
and the PSHE Association have
pledged their support for Green
Party MP Caroline Lucas’ Private
Members’ Bill to place Personal,
Social, Health and Economic
(PSHE) education on a statutory
footing as a compulsory part of
the national curriculum.
The Bill was due to hear its
second reading in Parliament
on 24 October but that has now
been postponed until February
2015. Ms Lucas hopes that the
main political parties will show
their support for the campaign
as part of their pledges in
the run up to next year’s
general election.
Ms Lucas said the Rotherham
abuse cases covered by the
media in recent months should

be a stark warning to ministers:
‘As anxious as we are to protect
our children and young people
from all harm, that’s a huge
challenge,’ she said.
‘Part of the solution
is to give them the best
possible opportunity to learn
about consent and respect
in relationships, and to
understand their rights and
responsibilities.
‘Lessons which help keep
our children safe, healthy and
happy shouldn’t be an optional
‘bolt on’ – they are essential, as
is provision of proper support
for the teachers leading them.’
‘The importance of ensuring
every child has access to
good quality, age-appropriate
education around sex, health
and relationships – as well as

teaching on everything from
life-saving CPR to how to be
responsible with money – can
barely be understated.
‘Policymakers must listen to
teachers and benefit from their
insight into what works in our
schools. As long as PSHE remains
a non-statutory and nonexamined subject, with a low
priority in the Ofsted framework,
there’ll be virtually no coverage
of it in teacher training. In school,
PSHE teachers are not given the
curriculum time or training
that they need – statutory status
is key.’
Unite Professional Officer Ros
Godson said, ‘Qualified school
nurses can help teachers deliver
the PSHE curriculum and
this will greatly improve
health outcomes.’

unite to
Partner nMC
in revalidation
Pilots
the nmc has announced
the organisations it will
be partnering with to test
the system and processes
underpinning revalidation,
including unite. nurses and
midwives will be selected from
the participating organisations
to trial the revalidation model.
the organisations participating
in the pilots are:
• aneurin bevan university
Health board
• birmingham city university
• bupa uK
• guy’s and st thomas’ nHs
foundation trust
• manchester central nHs trust
• mersey care nHs trust
• nHs tayside, and local partners
• nottinghamshire Healthcare
nHs trust
• public Health england
• school of nursing and
midwifery at the university
of dundee
• self employed nurses through
the british association of
cosmetic nurses (bacn)
• self-employed nurses through
the private independent
aesthetic practices association
• south West region defence
primary Healthcare
• Western Health and social
care trust
• unite Health sector
professional officer team.
Jane beach, unite professional
officer, said, ‘the professional
officer team are delighted to
have been chosen as one of the
nmc revalidation pilots. We are
a group of scpHns working
in a non-traditional setting,
which will be a good test of
the model. We will also have
the opportunity to influence
the development of the model
and accompanying guidance,
and will subsequently be able
to share our knowledge and
experience of the revalidation
process with our members to
ensure they are well prepared.’
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Variation of quality of health and care
services in England ‘unacceptable’
a report from tHe cqc,
State of Care, demonstrates that
there is still some way to go to
address variations in quality of
health and social care.
The report suggests that
providers should accept where
there are problems and use
CQC inspections to drive
up quality.
It goes on to say that some
services need help to improve
and that where failings are
identified, the wider health

and care system needs to
work together and help to
put things right for the safety
and wellbeing of patients and
service users.
It discovered that variation
in basic safety is a serious
problem, particularly a lack of
effective safety processes and
lack of a culture that truly learns
from mistakes and near misses.
In primary care, the biggest
concern was about safety and
safeguarding, with almost one

Action needed to tackle our growing
waistlines says Wales CMO
a ban on junk food advertising on tV and the internet could help
tackle obesity among children according to the chief medical officer
of Wales, ruth Hussey.
the cmo’s second annual report states that over a quarter of children
aged four to five are overweight or obese, while 22% of adults are
obese. dr Hussey also says that a minimum unit price of 50p per unit
in Wales would help address alcohol abuse.
the report highlights adult health behaviour in 2013, including:
• 42% drank above daily guidelines the previous week.
• 26% binge drank (twice daily guidelines) the previous week.
• 67% ate fewer than five portions fruit and vegetables the previous day.
• 34% not physically active any day the previous week.
• 58% overweight or obese.
• 22% obese.
other findings include:
• the population of Wales is continuing to live longer with life
expectancy for men at 78.2 years and 82.2 for women
• there are now more older people than children in Wales, with 18 per
cent of the population aged under 16 and 19% aged 65 and over.
ms Hussey said, ‘growing obesity is something we all need to face. it is
a major factor in many chronic health conditions, from type 2 diabetes
to cardiovascular disease. it costs the Welsh nHs £73 million a year.
‘despite encouraging signs of smoking rates decreasing to 21 per
cent, the pattern of smoking remains strongly skewed towards the
more disadvantaged communities. it is vital we as a society tackle
the root causes of poor health. We need to focus relentlessly on
prevention, quality of health care and to bring closer together our
efforts to reduce poor health and poverty. those aims remain at the
forefront of my advice.’
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in five GP practices not meeting
at least one of the standards of
safety (although the impact on
patients was mostly minor).
Chief Executive of the CQC,
David Behan, said: ‘The findings
from our inspections over the
last year clearly show there is
too much variation in quality
and safety between services
and within services.
‘In primary care, we saw an
out-of-hours GP service that
had a system to quickly identify

and respond to the needs of
people who had long-term
conditions, complex needs and
those needing end of life care,
who received a call back from a
duty doctor within 20 minutes
or home visit within two hours.
‘From our inspections, the
safety of services is our biggest
concern. Care providers must
make the basics of safe care a
priority and build a culture of
safety in their organisations,
learning from the best.

scottish health inequalities
highest for heart disease
and alcohol misuse
tHe gap in HealtH
outcomes between the most
and least deprived areas of
Scotland has been reported for a
variety of indicators.
The statistic show that across
the full range of indicators, relative
inequalities have remained highest
for the all-cause mortality, coronary
heart disease mortality and alcoholrelated indicators.
The difference between rates
of alcohol-related death in the
most and least deprived areas is
currently the smallest observed in
the reporting period. Inequalities in
alcohol-related hospital admissions
(under 75 years) have fallen over
the long term.
For deaths among those aged
under 75, despite a narrowing of
the gap between rates in the most
and least deprived areas, relative
inequality has been stable since
2006 and increased over the
longer term.
While low birthweight
inequalities have risen since
2008–2010, these remain fairly low
when viewed over the long term.

Minister for Public Health,
Michael Matheson, said: ‘Overall,
health in Scotland is improving,
and people are living longer,
healthier lives. Reducing the health
gap between people in Scotland’s
most deprived and affluent
communities is one of our greatest
challenges.
‘At the root this is an issue of
income inequality – we need a
shift in emphasis from dealing with
the consequences to tackling the
underlying causes, such as ending
poverty, fair wages, supporting
families and improving our physical
and social environments.
‘Scottish government measures
such as driving investment in
affordable housing, free school
meals and continuing the social
wage commitments including
free prescriptions, concessionary
travel and free personal care, are
the right approach to take; coupled
with decisive action to address
alcohol consumption, reduce
smoking rates, encourage active
living, healthy eating, and promote
positive mental health.’

News

Growing concerns about
staff morale in NHS

S

taff morale tops
the list of concerns raised
by NHS finance directors
in The King’s Fund’s latest
quarterly monitoring report.
Nearly half of trust finance
directors surveyed for the report
identified staff morale as one of
their top three concerns, twice as
many as in the previous quarter.
The report suggests this should
be a significant cause for concern
given the close link between staff
engagement and quality of care.
The report underlines the
financial pressures facing the
NHS, with nearly 40% of trust
finance directors forecasting a
deficit by the end of the year,
the highest proportion since
the survey began. Nearly 60%
are concerned about whether
their trust will be able to meet
its cost improvement target for
the current year, suggesting that
it is getting more difficult to find
efficiency savings.

Commissioners are more
optimistic about their financial
position, with around 70% of
CCG finance leads surveyed
expecting to end the year in
surplus. It remains to be seen
whether these surpluses will
be enough to balance the
predicted overspend among
NHS providers.
Key findings from this quarter’s
analysis of key performance
data include:
• Five per cent of patients spent
four or more hours in A&E over
the quarter, the highest level at
this time of year for a decade
• 12.1% of inpatients waited
more than 18 weeks for
hospital treatment, as referralto-treatment waiting times
reached their highest levels
since 2008 (in part due to
the government’s policy of
allowing a ‘managed breach’ of
the targets while a backlog of
long waiters

• 84% of cancer patients received
treatment within 62 days,
missing the target that 85
per cent should new treated
within 62 days for the second
consecutive quarter.
Richard Murray, Director of
Policy at The King’s Fund said: ‘
‘The number of trusts
forecasting deficits indicates

that financial problems are
no longer confined to a small
number of organisations and are
now endemic across the health
system. At this time of year, A&E
waiting times should be well
within target range, so the fact
that they are continuing to miss
the 5% target is also a significant
cause for concern.’

Care plan for families who experience
infant death in Northern Ireland
northern ireland Health
Minister, Jim Wells, has launched
a new Regional Bereavement
Careplan for parents and
families who experience
miscarriage, stillbirth or
neonatal death.
The new plan replaces the
2006 Bereavement Careplan and
consists of regional guidance
and seven care pathways, each
related to when the pregnancy
or infant loss occurs.
The aim is that these steps
will help to support staff to
deliver a person-centred, high-

quality, consistent approach
to care of women and their
families.
Mr Wells said: ‘Sadly, while the
vast majority of pregnancies
and births are straightforward,
the fact remains that sometimes
events unfold that mean the
loss of a beloved baby.
‘Each of these lives has
incalculable value. Each
loss leaves behind grieving
families and friends, therefore
compassionate, effective
support frameworks should be
in place to help them.’

The minister went on to
acknowledge that, while the
standard of pregnancy and
neonatal care in Northern
Ireland is high, there is always
room for improvement,
particularly as the profile of
expectant mothers changes and
advances in technology have
improved life expectancy of
vulnerable babies.
He concluded: ‘I feel strongly
that the health and social care
sector should do its utmost to
support and help all those in
this situation.’
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nsPCC ‘Flaw in the law’ campaign
Children’s charity NSPCC says
the laws across the UK need
to be changed to keep up with
technology, and how the internet
can be used to abuse children. In
2009 Scotland made it an offence
for an adult to knowingly send a
sexual communication to a child,
but the law in England, Wales
and Northern Ireland hasn’t kept
up. The government is currently
passing the Serious Crime Bill
and NSPCC says there is an
opportunity to make this illegal
as the law must be updated to
protect children from receiving
sexual messages. See:
www.nspcc.org.uk/flaw
teenage birth rate still one of the
highest in europe
Figures released by the Office
for National Statistics (ONS)
show the teenage birth rate
in the UK is falling faster than
across the rest of Europe. The
UK birth rate among women
aged 15–19 was higher than
the EU countries, rate in 2012,
at 19.7 births per 1,000 women
compared with 12.6 births in the
EU. However, the UK birth rate
has fallen by more than a quarter
(26.8%) since 2004 compared to
a fall of almost one fifth (18.2%)
among the EU countries over
the same period. See: www.ons.
gov.uk/ons/taxonomy/index.
html?nscl=Births+and+Fertility
inquiry 2013–2014: Children and
the Police
Since July 2013, the All Party
Parliamentary Group for Children
(APPGC) has been undertaking an
inquiry to examine children and
young people’s relationships with
the police. The APPGC has now
published its final report, setting
out a range of recommendations
to provide a clear framework for
strengthening police practice in
relation to children and young
people. Key issues explored by the
inquiry included the use of stop and
search on under 18, the detention of
children and young people in police
custody, police engagement in the
local community, and addressing
the needs of vulnerable children.

Unite lead officer Obi
Amadi on BME pioneer list

C

linicians, managers, patient advocates,
academics and diversity champions,
including Obi Amadi, Unite Lead
Professional Officer, are among the names
on the Health Service Journal black and minority
ethnic (BME) pioneers list. The list, supported by NHS
Employers, the NHS Leadership Academy and the
British Medical Association, recognises individuals from
BME backgrounds making outstanding contributions
to health care. HSJ Editor, Alistair McClellan, said ‘This
year’s pioneers are leaders, directors, managers, doctors,
clinicians, nurses, academics, diversity champions,
patient advocates and trade unionists. Some of our
names are well known, some have up to now been
unsung. But what they are all doing is providing

inspiration to those around them, inspiration that
deserves to be recognised and applauded.’
The judges said, ‘[Obi] has been driving diversity
through her organisation when it hasn’t always been
straightforward.’
Obi Amadi said, ‘I am honoured and humbled to firstly
be nominated and then to be judged worthy. I am in
the company of some really great people – now let’s
see what we can do to have a greater impact on NHS
structure and services.’
CPHVA Awards 2014 winner and CP contributor
Ruth Oshinkanlu was also recognised on the list by
the panel of judges. Ms Oshikanlu is, according to the
nominations HSJ received, ‘proactive and supports
nurses in delivering excellent care’.

‘Better communication needed’ in
health screening programmes
tHe risKs and benefits
of participating in screening
programmes for conditions
or diseases like cancer are not
consistently communicated
by the NHS or private health
care providers, the Science and
Technology Committee has said in
a new report.
It is calling on the government
to ensure that a standardised
process to produce screening
information is introduced and that
better communications training is
provided to health professionals.
Chair of the Committee,
Andrew Miller MP, said: ‘Like any
medical intervention, screening
carries both benefits and risks,
whether that is for breast cancer,
for aneurisms or hypothyroidism
in newborns. However, health
screening is seen in such a positive
light by the public that it can
be challenging to convey the
negative side of the equation.
‘While screening can increase
the likelihood of curing,
preventing or delaying the
progression of disease for some
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patients, for others it may lead
to false results, misdiagnosis and
unnecessary treatment. More
needs to be done to ensure
that both the benefits and risks
are clearly, and even-handedly,
communicated so that people
can make an informed choice
about whether screening is right
for them.’
Providing balanced, highquality information to all potential
screening participants must be
a well resourced and nationally
supported priority, not an
afterthought undertaken on an

ad hoc basis, MPs argue. A revised
breast cancer screening leaflet
for the 50–70 age group – with
its more explicit focus on helping
women make an ‘informed
choice’ about whether screening
is right for them – marks a step
in the right direction, says the
committee.
It also recommends that
steps are immediately taken
by the government’s advisor
on screening, the UK National
Screening Committee (UK NSC), to
devise and implement a standard
process for producing information.

Association

Obituary 24 November–
18 January 2015:
Felicity French
working to rule

FeliciTy was born in 1946
in New Delhi, where her father
was in the Indian Army. When
independence came to India
in 1947 the family moved to
Rhodesia (now Zimbabwe). At 18
she travelled to the UK and joined
the Queen Alexandra’s Royal Army
Nursing Corps. She carried out
her nursing training before being
posted to Changi Hospital in
Singapore. She returned to the UK
to train as a midwife and to take a
commission.
In 1969 she was posted to BMH
Hannover as a nursing sister and it
was at this time she met Captain
Peter French. They were married
in 1970 and at the age of 24 she
found herself caring for squadron
wives when Peter was appointed
OC (Officer Commanding). The
family, including their two-year-old
daughter, were then posted to
Cyprus. Felicity spent a lot of time
learning German in preparation
for their next posting in Hamburg
where a second child was born.
In 2007 she was awarded an
MBE for her work with Paderborn
garrison families, particularly with
the wives whose husbands were in
Iraq and Afghanistan.
Felicity retired to the French
Pyrenees at the end of 2007,
having spent 28 years caring for
Forces families. A year later she was
diagnosed with myeloma. With
her very positive nature she was
determined to make the most of
her life and managed to attend the
weddings of two of her children
and four christenings of her
grandchildren. She also managed
to travel to Cyprus, Portugal and
Austria. She received excellent
treatment in France but sadly died
after a bravely fought battle in July.
She touched the hearts and minds
of those who knew her, and she
will be sadly missed.

For information visit www.unitetheunion.org/pay
Due to the impact working to rule has had over a sustained
period of time in putting back pressure on services, Unite has decided
to continue with this action for eight weeks. Members are saying that the
work to rule is enabling them to put their pens down at the end of the
day and is giving them permission to go home on time.
Some members have said that it is putting more pressure on them to
do more in less time. This is not the point of work to rule, nor is it safe.
Your managers have a ‘duty of care’ to you, even during industrial action. If
pressure has increased you need to tell your manager that you are taking
industrial action and are legally working to rule, and they need to adjust
your workload. We are sending further advice out to managers.
Letters to local newspapers
We want to continue to tell your story. One of the best ways of doing this is
to write letters to local newspapers. Here is an example of how to do this.
• Introduce yourself – say who you are, what you do, and how long you
have worked for the NHS.
• Put in a few facts about pay:
– 15% pay cut since 2010 in real terms
– Paying more for your pension to get less in retirement and
work longer
– Cuts to other terms and conditions, like on call.
• Say what impact that this is having on you, staff morale, the pressure on
your finances, the impact on your family, not having a holiday, not being
able to take the family out, not being able to pay the bills, an insult for
all the hard work you do.
• Talk about the unpaid overtime you have given to the service, the hard
work you do on behalf of patients/clients.
• Highlight that Jeremy Hunt as Secretary of State is not engaging in talks
to resolve this dispute (the Welsh health minister has, and we now have
an offer).
• Demand a pay rise and ask for public support.
Social media
For those on Twitter, we really want to see your photos from the picket line and
hear from you. You can use: @UniteinHealth, @Uniteunion, @Jeremy_Hunt,
@Unite_CPHVA or @commprac and find out your local MP’s Twitter address.
Visit your MP
We don’t often visit our MPs at their constituency surgeries but it is really
important that all MPs hear from you. You have a right to see your MP if
you live or work in their constituency. Yo might want to go as a group.
Keeping patients safe
Unite always prioritises keeping patients safe. Please see our guidance on
cover to ensure that we achieve this (visit: www.unitetheunion.org). On
13 October Unite did not receive a single complaint from employers that
patients were put at risk during the strike action.
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Unite members
recognised at Mary
Seacole Awards
Unite members Hille Halonen and
Shirley Baah Mensah received
accolades at the Mary Seacole
Awards ceremony, which took place
on 23 October 2014 in London. The
award winning projects were:
Angela Ditchfield, Specialist Nurse
Organ Donation; Changing attitudes
towards organ donation within BME
communities
Parveen Ali, Lecturer, School of Nursing
and Midwifery, University of Sheffield;
Reducing communication barriers
through language concordant
communication and nurses from
the BME community
Hille Halonen, Health Visitor, Bradford
District Care Trust NHS; Supporting
EU–migrant families with parent
and Infant relationships for positive
mental health
Joy Shao Senior Lecturer, Northumbria
University; An exploration of
student nurses’ lived experience in
intercultural encounters in practice
Pamela Makwehe, Nurse, Nottingham
University Hospital; Factors influencing
leadership development in BME staff
Selina Jarvis, Honorary Research and Audit
Nurse, King’s College Hospital; A study
to promote understanding of patient
satisfaction and experience during
admissions with acute heart failure in
BME populations in Lambeth.

Unite in Health
online training
we know how imporTanT iT
is to members in the health sector
that they have time to develop their
skills and knowledge. We also know
that in the current climate this has
become increasingly difficult to
achieve. That’s why we’ve launched
unite in health Thinking Thursday
(#uihTT) online Training. These
sessions will cover topics that our
members tell us are important. The
modules are free to Unite Health
Sector members. To book your
place, please visit: http://tinyurl.com/
UiHTTonlinetrainingsessions

#CPHVAtt: Join
the discussion!
TwiTTer Tuesdays take place every
week from 7–8pm. Use #CPHVAtt to
join the discussion and keep up to date
with upcoming topics by following @
commprac and @unite_cphva

Antenna

New resources
Educating practice teachers for their
new role
Health Education England has released
guidance for practice teachers and specialist
practice mentors based on the final report from
the Task and Finish Group on Health Visitor
Practice Education. For more information visit:
http://hee.nhs.uk/wp-content/blogs.dir/321/
files/2014/10/HV-Practice-Placement-FinalProject-Report-6th-November-2014.pdf
Better mental health and wellbeing
services for young people
A new guide ‘How to commission better
mental health and wellbeing services for young
people’ has been published by the Right Here
programme, backed by the Mental Health
Foundation and Paul Hamlyn Foundation.
See: www.mentalhealth.org.uk/publications/
how-to-guide-three/

Noticeboard
National Network School Nursing
webinars
Please delete any diary entries you have for the
Department of Health webinars on 1 December
2014, 2 March 2015 and 1 June 2015. New dates
of the webinars are 10–11:30am on:
• 2 February 2015
• 7 April 2015
• 1 7 June 2015
• 5 October 2015.
To join please contact Fiona Hill, Department
of Health. E: fiona.hill@dh.gsi.gov.uk
T: 020 7210 2718.

School Nurses International
Conference
A world of opportunity – international
perspectives on maximising children and young
people’s health through school nursing services
Key themes of the event:
• Wider determinants of health: making a
difference to children and young people
• Healthcare public health and Making Every
Contact Count: no missed opportunities
• Supporting health and wellbeing: learning
from the experts
• Life course: nurturing children and young
people through the school-aged years
• H ealth protection – improving public health
• S afeguarding children and young people.
To book your place or to be considered as
a speaker or present a poster, submit your
abstract by Friday 30 January 2015 at:
http://tinyurl.com/lgoaysm
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ReseaRch evidence

Folate intake during
pregnancy and risk for
spontaneous pre-term
delivery
The objective of this study from Norway
was to examine the association of
dietary folate intake and folic acid
supplementation during different periods
of pregnancy with the risk of spontaneous
pre-term delivery (PTD).A total of 66,014
women with singleton pregnancies
resulting in live births in 2002–2009 were
included. Folic acid supplementation
was self-reported from 26 weeks before
pregnancy until pregnancy week 24. At
week 22, the women completed a food
frequency questionnaire, which allowed
the calculation of their average total folate
intake from foods and supplements for
the first four to five months of pregnancy.
Eighty-five per cent reported any folic
acid supplementation from <8 weeks
before to 24 weeks after conception
while only 44% initiated folic acid
supplementation before pregnancy. The
initiation of folic acid supplementation
more than 8 weeks before conception
was associated with an increased risk for
spontaneous PTD compared to no folic acid
supplementation preconception. There was
no significant association with PTD when
supplementation was initiated within eight
weeks preconception. The findings do
not support a protective effect of dietary
folate intake or folic acid supplementation
on spontaneous PTD. The results require
further investigation before discussing an
expansion of folic acid supplementation
guidelines.
BMC Pregnancy Childbirth 2014 14(1): 375.

Why do older registered
nurses keep working?
The aim of this Australian study was to
identify the reasons older registered
nurses (RNs) (≥45 years) remain in the
healthcare workforce. Despite predictions
of early retirements of older nurses, many
continue to work past the age when they
can gain access to their retirement funds.
The authors surveyed nurses older than
45 years in New South Wales, Australia.

The need for income was the most
common reason for staying in nursing
(61.9%; n=210), with nearly 43% (n=130)
identifying this as the main reason for
staying. Retaining older nurses in the
workforce is an important strategy for
managing workforce shortages. Nurse
executives will need to consider strategies
that will enhance retention of older nurses
and focus on the reasons older nurses want
to keep working.
J Nurs Adm. 2014 44(11): 591–7.

Introducing case
management for people
with dementia in
primary care
The aim of this study was to adapt a
US model of primary care-based case
management for people with dementia
and test it in general practice. Practice
nurses undertook the case manager role
in the rural and inner-city practices, and
were allocated one session per week for
case management by their practices. A
seconded social worker worked full time
for the two urban practices. Participants
were community-dwelling patients with
dementia who were living at home with a
family carer, and who were not receiving
specialist care co-ordination. Case manager
records were compared with findings from
interviews with patients and carers, and
with other stakeholders. The number of
eligible patients was smaller than expected.
No practice achieved its recruitment
target. Researchers identified more unmet
needs than case managers. The practice
nurse case managers reported lack of
time and found research documentation
burdensome. Patients and carers were
positive about case management as a
first point of contact with the practice, as
a ‘safety net’, and for creating a one-toone therapeutic relationship. The authors
conclude that further investigation is
required before case management for
people with dementia and their carers can
be implemented in primary care.
Br J Gen Pract. 2014 64(628): e735–41.
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Public health nursing:
fit for the future
The CPHVA Annual Professional Conference 2014 took place at
Birmingham NEC and was well attended by delegates keen to update
their professional knowledge and use the opportunity to network with
colleagues. Gail Cartmail, Assistant General Secretary of Unite, delivered
the welcome speech and advised members to embrace their ﬁghting
spirit and take action to demand a pay rise

G

aIl cartmaIl, In her Welcome address
to conference, noted that England is on the way
to achieving the 4,200 new health visitor target in
England by 2015 is an achievement – but that it
didn’t happen by accident. It is partly the result of
the CPHVA driving change through Parliament, with hard and
consistent work that has now paid off. She continued, ‘Scotland
expects an extra 500 health visitors in post between now and
2017, and school nurses are recognised as the professionals
targeting the needs of Scotland’s school-age population.
Despite financial pressures, Northern Ireland welcomed an
extra 61 health visitor students this academic year’. However, Ms
Cartmail pointed out that Wales is not seeing such increases,
despite communities suffering high levels of deprivation. ‘The
question CPHVA have asked is whether or not Wales is being
singled out for special treatment. Look out for a CPHVA report
on the subject, due to be published soon’, she said.
According to Ms Cartmail, CPHVA believes there should be
a huge increase in the numbers of school nurses across the
UK to build on the public health work done by health visitors.
Community nursery nurses are aiming high on standards,
as evidenced in a recently published CPHVA benchmarking
document identifying competencies needed to maintain a
high-quality service to support families through childhood
helping with behaviour and parenting.
Ms Cartmail highlighted a 2014 study by the Commonwealth
Fund, Mirror, Mirror on the Wall, on the performance of health
services worldwide, which ranked the UK NHS top of 11
industrialised countries (bottom was the US). The study
incorporated patients’ and physicians’ views of care experiences
and ratings on various dimensions of care, as well as
information from the most recent three Commonwealth Fund
international surveys of patients and primary care physicians
about medical practices and views of their countries’ health
systems (2011–2013). Ms Cartmail said it is bewildering that
the top-down reorganisation of the NHS in England, under the
guise of the Health and Social Care Act is aping the US health
system. She added that it is strange that, while the Nursing and
Midwifery Council announced an above-inflation fee hike, the

government rejected an independent Pay Review Body award
of 1% for all NHS staff. The PRB had warned that if the pay rise
was not given, patient care and staff morale would be heavily
impacted.
Ms Cartmail concluded: ‘It’s little surprise that unions
including Unite and the Royal College of Midwives staged
a strike protest on 13 October and that the Royal College of
Nurses joined us on the “Britain Needs a Pay Rise” march and
rally on 18 October.
‘The Scottish parliament has authorised negotiations on
pay – so my question to the governments in Westminster and
Belfast is: why will you not listen to hardworking and highly
successful NHS staff who deserve a pay rise?
‘The CPHVA was the first union to affiliate to the TUC, and
the CPHVA colours – green and violet – represent the suffrage
movement to give women the vote.
‘This reflects that it is action, not words that is needed,
symbolising the fighting spirit of previous generations.’
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Nursing and Midwifery Council:
‘regulation of professions is evolving’
the nursIng and mIdWIfery councIl (nmc)
will ‘continue to push for improved and modernised
legislation’, according to Jon Billings, Director of Strategy at
the regulator.
Speaking on the effects of revalidation, the updating of the
NMC code and the registration fee increase to a somewhat
sceptical audience of delegates, Billings emphasised how
revalidation had to ensure it works in ‘any given setting’.
Further, he explained why revalidation was relevant as it
shows healthcare professionals are fit to practise.
The NMC is building on existing legislation and
processes, and enhancing them to bring more assurance to
practitioners, their employers and the general public ‘about
the work practitioners are doing to ensure their practice is
doing what it should’, he said.
The revalidation underwent an extensive consultation,
with tens of thousands of responses. The consultation was
aided by the CPHVA and Unite.
Billings went on to say that revalidation must ‘work in any
given setting. We need to be in a position to share trends
with other regulators,’ he added.
A pilot is to be launched in January 2015 and the
processes, tools and guidance will be tested to ensure
workability. Employers will be consulted as to how this will
affect their processes but also to gauge how ready they are
before its introduction. Billings called the current code ‘a
number of years old’, and said, ‘It’s important it was updated

to take into account the current context in which health care
is viewed, as well as fitting with the revalidation.’
Further work will be carried out on the code and it will be
finalised in December 2014.
‘We want to make sure it’s useful for everyone –
practitioners people using services people employing
registered nurses and midwives and others’, he said.
Feedback on the draft code was that it was ‘unstructured’,
but Billings assured the audience that this had been taken
into account, and that clear themes and strands for the code
were being worked on, such as safe practice and promoting
professionalism and trust.
A new online registration system for the NMC has been
developed, as well as a new process for registering people
from outside the EU. Nearly 80% of NMC costs comes from
fitness to practise cases. Billings said: ‘We are working on
avoiding them coming before the panel and also reducing
the time needed before seeing the panel.’
The fee rise, which won’t occur until early next year, will
include phased payments and fee banding to lessen the
financial burden it may place on some.
The NMC says it will also do more to promote tax relief
on fees as its own studies showed up to 70% of nurses
and midwives do not claim this. Billings reiterated that
the NMC ‘will continue to push forward for improved and
modernised legislation, which will allow them to work
closely with other regulators.’

Female genital mutilation data
‘changing public opinion’
the small amount of data
on female genital mutilation (FGM)
collected by NHS trusts is already
changing public opinion, the
Labour shadow health minister for
preventing violence to women and
girls announced.
Seema Malhotra MP praised health
visitors and community nurses for
their contributions to tackling the
dangers of FGM and reinforced
the vital role of practitioners in
combating abuse.
Ms Malhotra said the lack of data
and knowledge on FGM occurrence
rate are barriers to tackling FGM.
However, following the obligation

placed on healthcare workers and
hospitals to record FGM instances
in April 2014, the small amount of
data logged is said to have ‘changed
public opinion’.
Malhotra admitted the data ‘wasn’t
a solution to the issue but that it
helped to measure the scale of FGM
and give an informed response to it’.
She said Labour would introduce
new measures to combat FGM and
prevent at-risk children being taken
out of the country.
She added that the prevention
of domestic violence needs ‘crossparty agreement’ as it is ‘much more
widespread than thought’.

There were 12m cases of domestic
violence last year, costing the
country £16bn, a tenth of which
is borne by the healthcare sector
through visits to hospitals, GPs,
ambulances and prescriptions.
Ms Malhotra welcomed the new
National Institute for Health and
Care Excellence (NICE) guidance
on domestic violence and abuse
for health services so they can be
‘better equipped to respond to
incidences’.
She also announced that Labour is
to set up a fund to provide £3m over
the next Parliament to support the
continuation of refugee networks.

Conference

Professionals should ‘grasp opportunity’ to secure
better outcomes for children and young people
ImprovIng outcomes for chIldren,
young adults and families was the topic of
discussion for a panel of chief nursing officers
from the British Isles.
Ros Moore, Chief Nursing Officer in Scotland,
started the discussion with her thoughts about
how outcomes can be improved for children
and young people in Scotland. She said, ‘We
need to raise ambitions and the sights of
young women, girls and parents and to replace
myths with evidence and targeted focused
interventions we know work’. Ms Moore added
that having done her job for five years, she
believes this is not something nurses can do
on their own. Rather, it has to be done ‘within a
wider policy context, with education, the justice
system, and health and social care all playing a
part in targeting deprivation and inequalities’.
Next, Charlotte McArdle, Chief Nursing Officer
Northern Ireland explained the picture in NI.
She said, ‘We need to grasp the opportunity as
professionals to lead the way and we haven’t
been as forthright in leading that discussion as
we should be.
‘We have to articulate what we bring to
the party, and the way we work. This will raise

challenges and it is difficult to deliver on those
challenges because of the climate in which we
live and work – but we shouldn’t lose sight of
the opportunity to do things differently.
‘I’m struck by the number of young girls I see
smoking and we have to have a dialogue about
why we as health professionals are unable to get
our message across to that group. That drives us
in a different direction – to how we need
to work with communities to manage their
own health.’
Polly Ferguson, Nursing Officer Lead for
Maternity and Early Years, Department for
Health, Social Services and Children at the Welsh
Government was next to put forward her views,
which included asking who is leading and who
is following.
She said, ‘It’s a hard task, but we need to
reflect, pause and think about outcomes and
why they aren’t improving, including what we
need to give up, what we need to hang on to
and how we collaborate with others to do that.
‘Be clear about outcomes – what do we want
to improve, where are we going? How do we
measure children’s happiness? We have to work
out how we do what only we can do.’

Viv Bennett, Director of Nursing, Department
of Health and Public Health England, concluded
with her thoughts on how community
nurses have risen to the challenge set by the
government to increase health visitor numbers.
She said, ‘Visibility of universal services is critical,
and social media is a huge opportunity to do
that – we have our fourth Action on Public
Health week on 17 November, which is focused
on children and young people.
‘The way we focus our attention in England
is around the Six High Impact Areas we have
published for health visiting and which we
will publish after consultation with the school
nursing profession for children aged 5–19.’

Polly Toynbee address: restoring a sense
of justice
polly toynbee, honorary presIdent
of the CPHVA delivered her address on the
first day of conference.
Ms Toynbee said her career as a journalist
and commentator has focused on writing
about social injustice and that this is what
motivates her, with health professionals
dealing with the effects on victims.
She said, ‘There is an acute shortage of staff,
and a danger that nurses end up getting the
blame, with everyone getting into debt. The
numbers of nurses are starting to fall again
and what we’re seeing is recruiting more
foreign nurses and moving to work for private
agencies. Last year 6,000 foreign nurses were
imported and 4,000 British nurses left for
Australia, New Zealand and the US. Ten people
apply for every nurse training place, so people
want to be nurses despite the pressure of the

job. We shouldn’t be cutting nurse training
places, and it’s not surprising each year 10% of
nurses quit.’
Polly went on to say that she backs the
initiative in England to increase health visitor
numbers, but that the value of NHS staff is not
recognised sufficiently; it’s not just about the
money but the respect accorded to health
professionals, and a sense of being valued by
society as a whole.
She added, ‘The bigger question is
whether we want to go on like this. Is this
where people want to be leading? To greater
inequality? Whatever your politics, people
are alarmed about the country becoming
more unequal.
‘We need to restore a sense of proportion
and justice in how we are treated and paid,
and value our precious public services.’
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Sure Start centres ‘special, trusted
and loved’, says shadow health minister
‘one thIng We can all rIghtly
be proud of was the creation of Sure
Start, designed solely to support
families’, said Andrew Gwynne, Labour
shadow health minister.
He revealed to delegates that there
are 628 fewer Sure Start centres than
there were four years ago, equating
to three closing a week.
Mr Gwynne suggested that the
centre closures have overburdened
health visitors and that the financial
hardship caused by the Tories’
austerity-driven agenda have ‘driven
more and more families into needing
additional support’.
It was claimed the number of
families that need aid have soared
from 120,000 in 2011 to 500,000 – a
400% increase.

He said, ‘Forty of the 50 worst-hit
areas for Sure Start centres are
some of the most deprived areas in
England.
‘Kingston-upon-Hull has seen cuts
of 40% [to its Sure Start centres],
whereas Kingston-upon-Thames has
had a substantially smaller reduction.’
A lack of policy and focus on
Sure Start had been an issue, with
the current government ministers
‘content to let the programme wither
on the vine’.
Describing Sure Start as ‘special,
trusted and loved’, the minister spoke
of Labour’s plan to integrate early,
acute and social care and to get rid
of the market created by Lansley’s
Health and Social Care Act and
reinstate the NHS as the provider of

health services.
Gwynne pledged to employ 8,000
more GPs, 300 more midwives, 20,000
more nurses and 25,000 more care
workers.
Labour will set up an annual
‘Time to Care Fund’ totalling £2.5bn;
£1.7bn of which will be financed by
the mansion tax and the rest from
a tobacco tax similar to the US. It is
estimated tobacco-related illnesses
cost the NHS more than £3m a year.
The shadow minister concluded,
‘Labour will help health and
care services meet 21st-century
challenges by bringing health, social
care and mental health together – for
the first time ever.’
The Labour party is set to release its
public health policy later this month.

‘Unconscious bias’ towards black and ethnic NHS staff
shIrley baah mensah,
Operational Service Lead for North
East London NHS Trust and Mary
Seacole Award winner, began her
session by asking delegates who they
thought gave the following quote:
‘NHS of the people, by the people and
for the people’. It was, in fact, Simon
Stevens, the new Chief Executive of
the NHS. In the context of black and
minority ethnic (BME) staff, what does
that mean for those who work for the
NHS or uses its services?

Ms Baah Mensah has spent
the last six months setting up a
coaching programme for BME staff
entitled ‘Stepping up’. The aim of the
programme is to tackle the lack of
BME staff in leadership positions and
the over-representation of BME
staff at disciplinaries and fitness
to practise hearings.
She questioned why the same
group of people is being performance
managed or raising grievances about
being bullied or mismanaged, and

added, ‘Last year there were only two
BME nursing directors of trusts in the
UK. We need to look at BME staff, work
with them and see what can make
things better for them.’
According to Ms Baah Mensah,
‘Research shows that if you have a
stereotype in your mind, even if you
don’t mean to discriminate, you may
behave in a certain way. We need
people to be aware of what they are
thinking about people and what their
stereotypes are’, she said.

‘Complete shift’ in media treatment of child abuse online
Susie Hargreaves, Chief Executive
of the charity Internet Watch
Foundation (IWF), spoke about
the ways in which the media have
become more active in taking
action on child sexual abuse
images online.
Ms Hargreaves said that since
the Savile case there has been
greater public interest in child
abuse and there was a change

after the murders of Tia Sharp
and April Jones. In both cases the
perpetrators were found to have
a number of crimimal images of
abuse on their computers and a
direct link was made between this
and committing horrific crimes.
The media and public tolerance
changed and the IWF was asked to
do more to combat the problem.
The vision of the IWF is the

elimination of child abuse online
and funding comes from large
internet companies such as Google
and Facebook. She continued, ‘Since
April this year we have taken down
30,000 URLs depicting images of
child abuse, aged 10 and under.’
The internet industry, the
government and NGOs such as the
NSPCC, are working together in the
UK to take this content down.

Voices from conference

2014

We asked a sample of delegates at conference for their opinions about two issues
affecting community practitioners: did you participate in strike action? and what
would you like to ask the health secretary if you were given the opportunity?
here is what they told us.

dId you partIcIpate In strIKe actIon on 13 october?
Would you strIKe In the future ?
‘No – I’m middle management so I can’t. I
would support my colleagues, however. Public
health has been unfairly treated and we have
strong grounds to strike. It’s best we don’t
get to that stage and our contributions are
recognised but unfortunately it has come to
the point where they haven’t been.’

‘Yes – I believe I have to fight for a better
wage. I’m more than cross about how we
were treated – we were treated abysmally.
If a fireman can strike so can I!’
Su Lowe, Health Visitor, West Midlands

Ann Marie Johnson, Health Visiting Team Leader,
Guy’s and St Thomas’ NHS Trust, London

‘Maybe, it depends on the impact on work,
a day’s pay and if enough people were
taking part in it.’
Jo Howes, Child Health Specialist, Bradford
Trident

‘I would possibly strike in the future – last
time came at a bad time so I didn’t.’
Rebecca Bird, Health Visitor, Locala Community
Partnerships, Kirklees, West Yorkshire

‘No – I’ve been a nurse for 40 years and won’t.
You don’t go into nursing to make millions
and it’s against my principles.’
Hilary Williams, Practice Education Facilitator,
Wolverhampton

‘Maybe – but is it worth losing salary over?’
Rugare Musekiwa, Integrated Care Pathway
Lead, Bradford District Core Trust

If you could tell the health
secretary one thIng, What
Would It be?
‘Maintain the development of health
visitors following on from the health
Call to Action. This will ensure a high
level of partnership working with
families and communities.’
Jayne Jacklin, Community Practitioner
Educator, Lincolnshire
Amy Steeden-Smith, Health Visitor,
Basingstoke

‘Give health visitors an opportunity to
support and improve the life chances of an
increasing number of children living
in deprivation.’
Penny Hazelwood, Health Visitor, Bath

‘Look after health visitors and ensure they are
well paid to keep morale high.’
Molly Nyika, Health Visiting Clinical Lead,
Valentine Health Partnership, Woolwich,
Greenwich

School nurse campaign

School Nurse
121 Campaign
rosalinD GoDson
Professional Officer, Unite/CPHVA
rosalind.godson@unitetheunion.org
Another dAy, Another innovAtion!
I was pleased to be invited to attend an
afternoon showcasing innovations at
the Association of Young People’s Health
(AYPH) (www.youngpeopleshealth.org.
uk). The projects were about living with
diabetes, safe sex, following up re youth
violence from A&E and heath needs of
young people involved in child sexual
exploitation. All excellent – but how can
we incorporate all the good practice into
daily work?

Demonstrate impact
Commissioners up and down the country
are approached by any number of private
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organisations, charities or social enterprises
offering really good interventions (for a
price), which will meet one or other of the
public health outcomes. However, what
came out strongly from the afternoon
was the lack of joined up working. We
have youth workers, GPs, school nurses,
school staff, local councils, and charity
staff all doing their little projects, but not
integrating into the whole plan. Under
such circumstances, evidence-based
input and evaluation are quite difficult to
measure, and commissioners are confused
by the plethora of offerings, titles and data.
School nurses need to stress the universal
health needs element of their work and
collect really good data so that extra
services can be commissioned if money
allows. As far as commissioning goes, this
gathering echoed much of what I have
mentioned in this column over the last 18

months: know who your commissioners
are; market the benefits; demonstrate
impact; use local CHIMAT data to make
your case; be patient; and target schools
where there are pupils who are entitled to
free school meals as they have to account
for how they spend the pupil premium
(and poverty is linked to poor health).

HealtH-relateD apps
We spent some time discussing apps;
again, there are very many health-related
apps for young people to use and it
is difficult to monitor their efficacy or
promote standards.
There are plans to kitemark some apps
with the NHS logo so that GPs know which
ones to advise their patients to use, and
the PSHE Association also recommends
some, but there is concern that like the
internet, young people can access all

School nurse campaign

sorts of dubious apps that might prove
ineffective.
One beneficial app in development aims
to reduce self-harming by offering young
people guidance to make better choices
and get to know their stress points. Young
people’s concerns around confidentiality
(lack of ) were a concern of some delegates,
and all agreed that it must be carefully
explained to a young person the reason
why you may feel it necessary to pass on
their information.

professional conference
Our CPHVA Annual Professional Conference
went well, and some of the sessions
particularly resonated. The session from
Leeds on the newer streamlined version of
the Healthy Schools programme, in use in
many London boroughs and some other
cities, showed a practical way to collect
baseline data and promote continuous
improvement. This would be a good start
for school nurses wanting to profile their
schools and show commissioners better
health outcomes from their work.
We also took the opportunity to launch
our new or updated briefings, including
School nurse role in medicines in school;
Now you are a school nurse and Readiness
for school, which are available to members
on our website. We would value all your
comments and offers to write articles
for Community Practitioner and further
briefings or factsheets.
By the way, there is a school nurse
member on the editorial advisory board,
so if you have any comments about the
journal, send them to me or the editor to
pass them on to her (you can email the
editor at: polly.moffat@tenalps.com).

nurses and midwives, with one delegate
saying it was worth the fee alone, as she
hadn’t been able to find out what was
going on from any other source! Save
the date next year: 17–18 November in
Manchester.

psHe eDucation
One thing that would really help school
nurses to fulfil their function is personal,
social, health and economic education
(PSHE) to be on the national curriculum.
CPHVA has signed up to the campaign
being organised by the PSHE Association
(www.pshe-association.org.uk) to back
a private members’ Bill going through
parliament. However, it has been delayed,
so it will be touch and go whether it gets
through this parliament. Meanwhile, of
course, you should meet or write to your
local MP and ask them to support this Bill
(House of Commons, 2014).
As an aside, one interesting comment
was raised at the AYPH meeting: autistic
children need natural-coloured condom
demonstrators, as they find the blue ones
too confusing!

flu immunisations
Planning continues to roll out flu
immunisations across the country for two
to 16 year olds. This will require robust
training of healthcare assistants to help
school nurses and others deliver the
campaign. However, healthcare assistants

vary considerably in skills and knowledge
base, so the planned e-learning will need
to have depth and breadth. We launched
the competency guidelines for community
nursery nurses at conference and are
following that up with one for healthcare
assistants in school nursing teams; watch
this space!

Salbutamol inhalerS
Have any of you or your schools had
problems with acquiring emergency
salbutamol inhalers from the pharmacist?
Kindly let us know, as this seems to be a
widespread problem.

e-learning reSourceS
There is an overwhelming amount of
e-learning available so it is important that
you put aside an hour a week for updating
yourself, either by online learning or print.
This will be necessary to be able to satisfy
the new requirements for revalidation, and
should make your job more interesting.
Unite professional officers are blazing a trail
here as we are to take part in the Nursing
and Midwifery pilot next year, and we will
be writing about it in CP.
We are on the road again, visiting
students at university, members at branch
meetings, and school nurses and health
visitors at locality meetings, so if you’d like
me to come and see you, do get in touch
(rosalind.godson@unitetheunion.org) or
you can Tweet @unite_cphva.

KeepinG professional
‘Keeping professional’ is the theme running
through our conference, and we always
aim to offer you the best speakers in their
field for the main stage and a variety of
topics for concurrent sessions. We run it
over two days to make sure members get
away from work and allow themselves time
to reflect.
This year it also allowed time for members
to sign our ‘121 pledge cards’ to lobby
for more school nurses. One of the best
attended sessions was on revalidation of

REFERENCE
house of commons. (2014) Personal, Social, Health and Economic Education (Statutory Requirement) Bill
2014-15. available from: http://services.parliament.uk/bills/2014-15/personalsocialhealthandeconomiceducationstatutoryrequirement.html [accessed november 2014].
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Engaging with the smartphone generation
The ChatHealth project is run by school nurses to reach children and young people by text message.
Caroline Palmer, School Nurse Project Lead at Leicestershire Partnership NHS Trust, talks to Community
Practitioner about how the service has responded to their needs

T

A: Initially, the biggest challenge was managing
the change of everyday working practice to
embrace change involving technology.

he pioneering ChatHealth project,
run by Leicestershire Partnership
NHS Trust, uses technology to
improve access to care for underserved communities. School nurses
deliver 100 contacts a month using messaging
and at least one in five users is male. School nurses
who volunteer to triage all incoming messages
from across the city and county are able to
respond to two thirds of all enquiries. This means
only one third get escalated to locality teams,
which frees up time for school nurses in schools to
deliver targeted contact where it is most needed.

Q: What has been your biggest
achievement?
A: I have recently been awarded the title of
Queen’s Nurse for my work with ChatHealth. I think
that it is great that the Queen’s Nursing Institute is
recognising innovation and changes to practice.

Q: What advice would you give school
nurses on implementing a similar project?

Q: What is your background as a school
nurse in the NHS?
A: I qualified as a children’s nurse in 2007. During
my career I have worked within the acute care
setting and now work within community care as a
school nurse and a children’s community nurse.

I came into my current post following this pilot
phase in order to carry out the implementation
of the roll out of ChatHealth across all 11–19 year
mainstream schools.

Q: What are your main responsibilities?

Q: Did any problems occur during the
pilot that you have had to overcome?

A: I work as the School Nurse project lead for
ChatHealth. I oversee the daily functioning of
ChatHealth both technically and clinically from
a nurse’s perspective. I support a triage team
of school nurses and the wider school nurse
workforce with messaging with young people.
I am also involved in leading other innovative
projects within our division to move forward
engagement with service users.

Q: What is the ChatHealth project and
how did you first hear about it?
A: ChatHealth is a school nurse messaging
service for young people aged 11–19 years across
Leicester City, Leicestershire County and Rutland.
ChatHealth gives young people age appropriate
access to professional health advice.

Q: What led you to become involved with
the ChatHealth project?
A: I first began my involvement during the
project’s pilot phase, implementing ChatHealth
into a school within my locality. I found that
ChatHealth was a fantastic way for young
people to access the school nursing service in
a comfortable and accessible way to them, this
empowered young people to engage with the
service when they may not have done before.
20 Community Practitioner December 2014

A: In order to upscale ChatHealth from a pilot
phase to reach approximately 100,000 young
people we had to think of an efficient and effective
way to manage the messaging support. We
therefore decided to implement a single point of
access triage model which was a very new way of
working for our school nurses.

Q: Why has the project been a success?
A: I think the project has been successful because
we have listened to what the young people
wanted and they have been involved in project
development since the very beginning. The
school nurses at Leicestershire Partnership NHS
Trust, particularly our triage nurses, have also been
very proactive at embracing change and working
in new ways.

Q: What does the project still have
to achieve?
A: ChatHealth is an ever-evolving project and
is not standing still. Continuing development
includes an instant messaging application and
extending the ChatHealth offer to special schools.

Q: What has been the biggest challenge
for you so far in post?

A: The development of ChatHealth has involved
the input from young people from the very
beginning. It is important that they help and
are influential in shaping our services and
developments so I would definitely recommend
getting their views from the very beginning.

Q: How do you think can school nurses can
better engage with their students?
A: Each young person is an individual and
will have their own preferred channels of
communication. It’s about individualised care
and adding tools to the school nurse toolkit.
Young people should have a choice of channels
of engagement so they can choose what’s
comfortable for them.

Q: What are the top personality traits
needed to be a good school nurse?
A: There are many personality traits needed not
only as a school nurse but a nurse in general.
These traits include compassion, enthusiasm and
a hardworking approach.

Q: Do you have a high level of job
satisfaction?
A: Absolutely. The positive feedback we get from
young people is phenomenal and staff report
really positive outcomes and achievements with
young people through messaging.

Q: What challenges you are facing as a
school nurse at the moment?
A: Social media and technology are ever changing.
Our young people are a smartphone generation
so we have to be innovative and engaging in an
age-appropriate way.

AWARDS

2015
Unite CPHVA
and Community
Practitioner journal
were proud to launch
AWARDS
the 2015 Awards at this
year’s conference

2015

2 7 T H M A RC H I OXO TOW E R W H A R F I LO N D O N

Nominating could not be easier – so make yours now
We were delighted to greet so many members to the Community Practitioner stand at conference this year
and discuss the launch of the 2015 Awards, alongside our new website and redesigned journal.
So many of you have colleagues that you feel deserve
recognising in the Awards, for demonstrating that
exceptional performance.
It is really important that you now make that
nomination so visit the new Community Practitioner
website and click on Awards.

Choose the right category for your nomination, follow
the entry instructions and submit. It really is very simple.
*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

●

MacQueen SIG Parenting Award

PROUDLY SPONSORED BY

COMMUNITY
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SUPPORTING SEPARATED
FAMILIES OVER THE
CHRISTMAS PERIOD

If you work with separated families,

practitioner, this service offers

managed entirely online, meaning

Christmas and New Year can be an

families a practical, problem solving

ex partners don’t even have to

especially difficult time that involves tool that addresses the key areas of
lots of joint decisions for parents.

conflict. When parents feel stuck,

meet with one another to finalise
arrangements.

If they can’t agree on school holiday this service can divert feelings of

Splitting Up? Put Kids First

arrangements, or plan properly

frustration and hopelessness into

compares both parents’ suggestions

in advance, this can lead to lots of

a practical task that is empowering

and highlights where ideas don’t

arguments, worry and unnecessary

and helps build confidence. If

match up - they can then make

stress for the children.

you complete the plan with your

changes, find compromises and

Splitting Up? Put Kids First is a free clients it can also help you build

click to agree or disagree.

online service from UK research

awareness of the key issues faced

Sometimes this can be easier said

charity OnePlusOne that helps

by that family.

than done, so the tool also provides

separated families negotiate

The tool includes a parenting plan

short videos and suggestions to

co-parenting.

where each parent can record and

help parents think about the most

In addition to the emotional

monitor how they will share

successful way to communicate,

support you provide as a

the care of their child, and it is

negotiate and solve problems.

To find out more visit www.SplittingUp-PutKidsFirst.org.uk
One Plus One Ad Final.indd 1
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Abdominal massage in the
management of chronic constipation
for children with disability
Debbie bromley RGN RM
Specialist Health Visitor (Children’s Disability),
Leicestershire Partnership Trust
AbstrAct
A service development initiative was conducted
to assess the impact of abdominal massage on
chronic constipation in children with physical
disabilities and learning needs. Twenty-five
parents engaged in an abdominal massage
training programme led by a specialist health
visiting team (children’s disability). Participants
were asked to carry out abdominal massage
for a total of 20 minutes per day. Quality of life
indicators, descriptions of bowel movements,
use of laxative medication and contact with
health care services were recorded by parents.
Costs and professional contact time with
families was calculated. Results reported a
wide range of quality of life improvements
including relief in symptoms of constipation
(87.5%), reduction in laxative medication (58%)
and improved dietary intake (41%). Qualitative
data indicated positive experiences described by
parents which included enhanced parent-child
relationships.
Community Practitioner, 2014; 87(12): 25–29
No conflict of interest declared

Background
Constipation is defined as a ‘delay in
passage of stool’ (Plunkett et al, 2007;
National Institute for Health and Care
Excellence
(NICE),
2010a).
Chronic
constipation is defined as ‘inability to pass
stools regularly or completely empty the
bowels’ with symptoms lasting ‘longer than
eight weeks’ (NICE, 2014).
In the UK 1.7 million children experience
constipation and more than 33% present
with severe and/or chronic symptoms,
which require referral to secondary care
services. Bohmer et al (2001) highlight that
70% of children with learning difficulties
experience constipation.
Management of the condition in children
with disability forms a significant part of
service provision within community and
primary care services. In Leicestershire
approximately 25% of children who receive
input from the specialist health visiting
(SHV) team present with constipation.
These children often require additional
management from GPs, community
paediatricians
and
the
hospital
gastroenterology team. Exacerbation of
symptoms includes pain, soiling and loss of
continence skills, which may significantly
impact on the child and family’s quality of life.
The treatment of chronic constipation
has significant financial and staffing
implications. Community paediatric and
outpatient department appointments cost
approximately £230–360 per visit (NICE,
2010b). The majority of children with
disability who present with constipation
are
prescribed
long-term
laxative
medication to manage the condition. A
pharmacological cost of approximately
£146 per child per year is estimated (NICE,
2010b). This does not include increased
doses to manage acute exacerbation. In the
worst cases manual evacuation or surgery
may be required, which may be particularly
distressing to children with disabilities
who may have communication, cognitive

or behavioural difficulties. Evidence
shows that individuals with constipation
report significantly lower quality of life
indicators than those without, and those
who experience constipation in childhood
continue
to
experience
symptoms
throughout their adult life (NICE, 2010).
Childhood constipation is shown to have
medium- and long-term adverse effects on
health, emotional wellbeing and quality
of life. It is associated with significant
negative impact on self-esteem (Procter
and Loader, 2003; Talley, 2004; Dennison
et al, 2005; Wald et al, 2007; NICE, 2010b).
Early diagnosis and timely management/
treatment is essential in preventing more
severe complications such as fissure or
impaction (NICE, 2010a).
NICE (2014) highlights that from
2011–2012 there were 12,865 hospital
admissions for constipation in children
and young people, of which 78% were
emergency admissions. NICE guidelines
have specifically recommended more
investigation and evidence into the
use of complementary and alternative
therapies. Abdominal massage is identified
as a suggested management of chronic
constipation (NICE, 2010a).
Abdominal massage is a non-invasive
intervention associated with a low burden
of risk. There is evidence that when this
intervention is used in the management
of chronic constipation it improves quality
of life, reduces laxative use and improves
frequency and consistency of bowel
movements (Smith and Moss, 2008; Moss et
al, 2007; Richards, 1998; Lamas et al, 2010).
Abdominal massage can be carried out
by parents who receive simple training
and support from competent practitioners.
Literature suggests that a wide range of
benefits can be attributed to increased
contact involved with abdominal massage.
Improved parent–child communication,
enhanced relationships along with the
relief of symptoms associated with chronic
December 2014 Community Practitioner 25
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of life. It is associated with significant
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and Loader, 2003; Talley, 2004; Dennison
et al, 2005; Wald et al, 2007; NICE, 2010b).
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treatment is essential in preventing more
severe complications such as fissure or
impaction (NICE, 2010a).
NICE (2014) highlights that from
2011–2012 there were 12,865 hospital
admissions for constipation in children
and young people, of which 78% were
emergency admissions. NICE guidelines
have specifically recommended more
investigation and evidence into the
use of complementary and alternative
therapies. Abdominal massage is identified
as a suggested management of chronic
constipation (NICE, 2010a).
Abdominal massage is a non-invasive
intervention associated with a low burden
of risk. There is evidence that when this
intervention is used in the management
of chronic constipation it improves quality
of life, reduces laxative use and improves
frequency and consistency of bowel
movements (Smith and Moss, 2008; Moss et
al, 2007; Richards, 1998; Lamas et al, 2010).
Abdominal massage can be carried out
by parents who receive simple training
and support from competent practitioners.
Literature suggests that a wide range of
benefits can be attributed to increased
contact involved with abdominal massage.
Improved parent–child communication,
enhanced relationships along with the
relief of symptoms associated with chronic
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constipation have been identified (Smith
and Moss, 2008). As long ago as 1986,
Turnbull et al argued that interventions
such as abdominal massage may be one of
the few non-pharmacological techniques
used to manage bowel movements in
those who experience repeated and/or
chronic constipation.

Service aimS and overview
This service development initiative
aimed to:
• Improve the individual child’s quality of
daily living
• Empower parents to drive care and health
outcomes for their children
• Prevent unnecessary onward referrals to
other services such as GPs, outpatient
clinics and A&E
• Reduce the cost of laxative prescribing
associated with long-term chronic
constipation
• Promote partnerships between parents
and healthcare practitioners.
This initiative involved children with known
disabilities and/or learning needs who had
a history of chronic constipation. Ethical
approval was not required from a research
ethics committee as this initiative was
categorised as service development.

also collected on medication costs and the
cost of implementing the service initiative.

which was completed by parents for two
to three weeks before a planned training
session. The abdominal massage training
session included:
• PowerPoint presentation on the normal
anatomy and physiology of the small and
large intestine and constipation
• Abdominal massage technique; practical
demonstration using a table-top torso
• One-to-one practical session with
professional where parents observed,
then
participated
and
delivered
abdominal massage
• Parents were awarded a certificate on
completion of the training session.

Recruitment
Twenty-eight children and their parents
were recruited into the project. Three
parents were not able to complete the
six-week programme and data for these
children were excluded from the results.
A range of venues were used to meet
training needs eg, special school; a local
community hospital; a health centre and
the home setting.

Sample size and timescales
This service development initiative was
funded and supported by the Queen’s
Nursing Institute’s Fund for Innovation and
ran from January to December 2013. The
first cohort of parents was trained in March
2013. The sample size was influenced by
the timescale and availability of the SHV
team.

Parents were asked to complete
abdominal massage for 20 minutes per
day (as preferred eg, five minutes x 4 or 10
minutes x 2); to record bowel movements,
laxative medication use and contact with
healthcare professionals over this time
period. Professional support was provided
following the training session via telephone
or face-to-face contact, as preferred. This
consisted of progress reports and changes
in the symptom of constipation.
At six weeks, parents completed an end
of study evaluation. As the SHV team
conducted this evaluation there may have
been a bias, which could have influenced
parents responses. Economic data were

Data collection
• An abdominal massage pre-training data
collection tool was used. It included
medical and family history/use; frequency
of laxative medication; use of healthcare
services related to management of
chronic constipation; and parents’
perceptions of how constipation affected

method
100
90
80
70
% of parents

Participants were identified through the
existing SHV caseload or were referred to
the service improvement initiative by the
community paediatrician. A list of contraindications provided the exclusion criteria:
• Recent abdominal surgery
• History of malignant bowel obstruction
• Inflammatory disease of the intestine
• Spastic colon
• Pregnancy (in patient)
• Unstable spinal injury
• Recent scarring or skin lesions.
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68
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Parents who consented to participate were
sent an information pack and stool diary,
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The inclusion criteria were:
• Aged three months to 19 years of age
• Presentation of an identified disability
• Diagnosis of chronic constipation
(symptoms lasting longer than eight
weeks)
• Parent willing to participate in training
and project activity.

Figure 1. Percentage of parents reporting on the use of health services and perception of
how constipation negatively affects their child’s quality of life before abdominal massage
intervention
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Figure 2. Percentage of parents reporting on the perceived improvement in service use and
quality of life after abdominal massage intervention
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Figure 3. Type of stool passed (Bristol Stool Chart) before abdominal massage intervention
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their child’s lifestyle eg, sleep, dietary
intake, school attendance, mood, and
behaviour.
Stool diary recordings kept by parents
for two to three weeks before the
intervention included a description of
stools, frequency of bowel movements,
symptoms of constipation, use of laxative
medication and additional support from
additional healthcare services.
Stool diary recordings were kept
by parents during the six weeks of
intervention. This identified time and
frequency of abdominal massage,
frequency
of
bowel
movements,
symptoms of constipation, use of laxative
medication and contact with additional
healthcare services.
A post-intervention evaluation form
allowed parents to report their
perceptions of how abdominal massage
had improved their child’s quality of life.
A clinical log was used to record how
much SHV time was spent with each
family.
A Bristol Stool Chart was given to each
family to identify the consistency of
stools (NICE, 2010a).
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13% %

59%
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Figure 4. Type of stool passed (Bristol Stool Chart) after abdominal massage intervention

Parents of 25 children participated in and
provided written feedback, including end
of service initiative evaluation. The findings
showed that some parents had accessed
a range of healthcare services due to
their child’s constipation. This included
medical investigation for presenting
symptoms (88%); administration of
laxative medication (92%); acute hospital
appointments including attendance at
A&E departments (76%), and appointments
with the community paediatrician (68%).
Parents reported their perceptions of
how constipation negatively affects their
child’s quality of life. Areas that were most
reported were reduced dietary intake
(64%); poor sleep patterns (66%); increased
pain (70%); reduced fluid intake (48%) and
the increased use of continence products
(87.5%) (Figure 1). This highlighted that 87.5%
of parents considered there was ‘significant
improvement’ in their child’s constipation.
Data collected described positive experiences
by parents, which included enhanced parent–
child relationships.
Parents, regardless of whether they
had reduced their laxative medication,
December 2014 Community Practitioner 27
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Post
service
intervention
laxative
medication was reported to be reduced
in 10 of the children. Results can be seen
in Figure 5 (some children continued to
receive more than one type of medication).
An annual cost saving of £1,322.03 was
projected for the 10 children who had
reduced their laxative medication at
the end of the six-week intervention (see
Table 1).
The
NICE
Quality
Standard
for
management
of
constipation
in
children and young people (NICE, 2014)
recommends providing parents with
written information on constipation
that would include normal anatomy and
physiology of bowel function with a Bristol
Stool Chart to increase understanding
and management of constipation. Parents
who participated reported that this
information was beneficial and raised
their understanding and knowledge
of constipation.
The average time spent by the SHV with
each family was 4.9 hours. This included
face-to-face and telephone contact,
record keeping and travel time (Table
2). It has been estimated that the cost of
the education/training package is £35.20
per family.
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recorded an improvement in their child’s
quality of life. There was a reduction in the
laxative medication use in 58% of the children.
Dietary improvements were reported in 41%
and an improvement in sleep pattern was
reported in 37% (Figure 2).
Data were collected on the type of stool
passed before and after the abdominal
massage intervention using the Bristol Stool
Chart to identify the consistency of the stool.
Type 4 stools (narrow, smooth sausage) are
considered to be optimal and the data showed
an increase from 13–59% of this type of stool
following abdominal massage (Figures 3 and 4).
Before the intervention all 25 children were
reported to be taking laxative medication for
constipation. Some children were receiving a
combination of medication. Laxatives included:
• Macrogol eg, Movicol (softener/osmotic)
• Lactulose (softener/osmotic)
• Sodium picosulphate (stimulant)
• Glycerin suppositories (locally acting
softener)
• Bisacodyl (stimulant)
• Docusate sodium (softener and mild
stimulant).

4

3
1

Macrogol

Latulose

1

1

1

1

Sodium
picosulphate

Glycerin
suppositories

1

0

Bisocodyl

0

Docusate sodium

Figure 5. Changes in laxative medication use for constipation before abdominal massage (AM)
and after abdominal massage (AM) at six-week intervention

Table 1. Projected annual medication cost savings for 10 participants
Patient

Cost of medication
before massage

Cost of medication
after massage

Estimated annual
cost savings

1

£81.27

£0.00

£81.27

2

£325.10

£0.00

£325.10

3

£325.10

£0.00

£325.10

4

£81.27

£0.00

£81.27

5

£16.88

£0.00

£16.88

6

£96.54

£0.00

£96.54

7

£111.02

£0.00

£111.02

8

£61.01

£40.64

£20.37

9

£325.09

£81.27

£243.82

10

£32.38

£11.72

£20.66

Total=1,455.66

Total=133.63

Total=1322.03

Table 2. Reported amount of time spent per family
Time spent

Face-to-face
contact

Average per
family

2 hours 49
mins

Telephone
calls
32 mins

Record
keeping
22 mins

Travel

1 hour 12 mins
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diScuSSion
This service development initiative set out
to assess the impact of abdominal massage
on children (0–19 years) who have physical
disability and/or learning needs and who
have a diagnosis of chronic constipation.
The results show that training using
abdominal massage offers parents skills
and knowledge to provide a close and
meaningful symptom relief intervention for
their child. It promotes a model of shared
care service provision and enables parents to
take ‘ownership’ of their child’s constipation
management.
Consistent with previous evidence, the
results reported improved quality of life for
the child, a reduction in laxative medication
use at completion of the six-week
intervention and improved frequency and
consistency of bowel movements (Smith and
Moss, 2008; Moss, 2007; Richards, 1998; Lamas
et al, 2010). The data collected indicated
that abdominal massage also reported to
enhance the relationship between parent
and child. It may be considered that this
enhanced relationship is a result of the close
intimacy abdominal massage brings to the
parent–child communication.
A significant reduction in the financial cost
associated with laxative medication use was
reported. It may be argued that abdominal
massage appears to be financially cost
effective to the NHS drug budget.
Other data outcomes included parents
reporting the introduction of toileting plans
during the six-week intervention.
Engaging in this service development
initiative and reducing drop-outs highlights
areas that are yet to be evaluated; for
example, the gender of parents, and cultural
and/or religious beliefs may or may not
inhibit participation in this activity. Making
the training package attractive to offer in a
home setting will be a key area to evaluate.
Using interpreting services may be a way of
addressing the potential language barriers
to participation.

Recommendations
• Provision of written patient information –
constipation in children.
• Commissioning of abdominal massage by
local continence services if this initiative is
to be successfully integrated.
• Training packages to include training of
education staff and non-parent carers to
optimise management of constipation for

Case study
A 17-year-old girl with complex needs had a lifelong history of constipation.
Management included high doses of laxative medication, hospital admissions and
extensive investigations. During an episode of acute pain, staff at her special school
were unsure if it was abdominal or hip related. The patient’s mother was called as
staff wanted to phone for ambulance. Mum went into school and performed abdominal
massage, after which the pain subsided and her daughter later passed a large stool.

Key points
• 70% of children with learning difficulties experience constipation
• 87.5% of parents reported that abdominal massage improved their child’s symptoms
of constipation
• 13% of children were passing a Type 4 stool (Bristol Stool Chart) pre-abdominal
massage compared to 59% after six weeks of intervention
• Other notable improvements included a reduction in laxative medication;
improvement in dietary and fluid intake; and improvement in sleep patterns,
behaviour and school attendance

this client group.
• Future research in this area eg, a longitudinal
study to replicate the initiative above over
time to demonstrate the effectiveness with
inclusion of a control group. This would
offer evidence, which may influence future
practice to improve outcomes for children
with chronic constipation.

concluSion
Improved quality of life was reported in all
25 children and included improved sleep
pattern and increased dietary intake. The
delivery of an intimate clinical task may
enhance the parent-child relationship and
promotes a model of shared care provision.
This service development initiative proved
to be cost efficient with the efficiencies
increasing year on year as chronic
constipation is often a lifelong condition as
long as abdominal massage continues to be
carried out.
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It aimed to gather information from
practitioners about factors they thought
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IntroductIon

AIm of study

The Health Visitor Implementation Plan
(Department of Health (DH), 2010) aims
to significantly grow the health visiting
workforce and to enhance the roles played
by health visitors with children and families.
It was launched in 2011 and is a national
service transformation programme running
until 2015.
The Health Visitor Implementation
Plan sets out a vision for health visitors
to lead the delivery of the Healthy Child
Programme (DH, 2009) and provide
intensive early intervention work starting
with targeted support in the antenatal
period. Three health visiting services in
London became Early Implementer sites
for the Implementation Plan and this article
will explore some of the experiences and
learning from one of the sites. The site in
question is an inner-city borough with high
levels of deprivation and a highly mobile
and ethnically diverse population.
The Healthy Child Programme (DH, 2009)
recommends health visitors use the Solihull
Approach (Douglas, 2012) as an evidencebased approach to parenting support and
preventative work (Douglas and McGinty,
2001). The Solihull Approach integrates the
concept of containment (Bion, 1959) from
psychoanalysis with reciprocity from child
development theory (Brazelton et al, 1974)
and behaviour management developed
from behaviourism (eg, Pavlov, 1927;
Skinner, 1938).
The model aims to provide professionals
with a common framework and language
for thinking about children’s emotional
wellbeing and aims to support early
intervention and consistency in approach.
A local community child psychology
service was commissioned to train the
health visiting team in this model. Two
days of training was followed by six weekly
follow-up consultation sessions.

The study aimed to gather information from
practitioners about factors they thought
could help them do their work with families
more effectively. One of the ‘three key
questions’ (Douglas, 2012) that the Solihull
Approach asks in relation to understanding
behaviour is: ‘What changes have taken
place and/or are currently taking place?’ This
recognises that change can make children,
as well as adults, feel unsettled and this may
be expressed through behaviour.
Change feels more contained when we
feel we have a greater sense of agency
in the process and when we feel that our
voice has been heard. By understanding the
needs of practitioners better it was hoped
that the organisation would be able to more
effectively manage the change processes
aimed for in the Implementation Plan.

method
The director of the research and
development department at the relevant
NHS trust agreed to sponsor the study
and gave approval for the conduct of the
study. All 68 practitioners in the health
visiting team who were attending the twoday training in the Solihull Approach were
invited to participate in the study.
A questionnaire was designed for the
purpose of the study. Qualitative questions
were developed to enable a feedback loop
allowing practitioners to voice any concerns
and to suggest any ways they could be
helped to do their work more effectively
with families: ‘Are there any things that
could help you to work better with families?’
and ‘Is there anything else you would like to
tell us?’
The questionnaire was given to participants
at the start of the first day and at the end
of the second day of the Solihull Approach
training. A thematic analysis (Braun and
Clarke, 2006) was carried out. An inductive
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approach was used in which the data
analysis was not driven by an overarching
theoretical framework, meaning the themes
identified were grounded in the data
(Patton, 1990).
Qualitative responses were read several
times to allow the researcher to immerse
themselves in the data. Ideas that
appeared significant or interesting were
coded and then collated to form higherorder, intermediary and sub-themes. The
themes were discussed and refined, before
being verified by two additional clinical
psychologists.

results
Response rate
Of the 68 practitioners participating in the
training, 65 (96%) complete responses were
obtained.

Pre-training
Theme 1: Identifying a need for
increased knowledge, skills and
training
Seventy-nine per cent of respondents
said that an increased level of knowledge,
skills and training across a range of areas
would help them to do their work better
with families. Before the Solihull Approach
training, one participant said: ‘I am concerned
that I currently do not have enough knowledge
or skills to be able to help families (parents and
children) with emotional needs’ (P41).
Participants identified this need for
increased knowledge, skills and training in
the following four main areas.
Child development
Respondents stated that a more in-depth
understanding of child development would
help them to do their work better with
families: ‘Understanding more about what
“key” emotional and physical stages children
go through between 0–5’ (P1) and ‘Knowledge
of up to date research on the effects
of early years’ experience on child
development…’ (P16).
One respondent identified a need for
increased understanding of ‘positive
parenting and attachment’ (P42). Others
requested further information regarding
child development within the family
context: ‘I need to learn more about how
parents’ and children’s interactions influence
development…’ (P42) and how to support
parents to support their child’s development

with regards to ‘Giving adequate support to
parents/carers re child’s physical, emotional
wellbeing’ (P9). Respondents also requested
information about specific topics, such as
infant/toddler sleep and tantrums.
Working with families
Related to, but distinct from the above
sub-theme, respondents requested further
knowledge and training to support their
direct work with families. For example, ‘More
courses on dealing with families better’ (P31),
‘Further training with families with complex
needs’ (P60) and ‘I need more exposure and
training on problems encountered by families
and how I can respond’ (P42). These responses
were interpreted as a request for more
practical skills-based training in addition to
theory and knowledge requested.
Working with difference and diversity
Respondents said that increased cultural
awareness was necessary in order to
work more effectively with families. One
respondent identified a need for the ‘ability
to understand certain needs in families
ie, breaking down taboos and certain
expectations required by different ethnic
groups … Having better understanding
on issues affecting families ie, cultural or
religious’ (P4).
Evidence-based framework
Respondents requested that further training
be provided within the context of an
evidence-based framework: ‘I would like an
evidence-based framework to refer to so that
I can feel confident that I will give families the
support that they need’ (P58). There was also
recognition that this training needed to
be up to date and current, as highlighted
by a request for ‘Continued professional
development, regular updates on new research
evidence’ (P16).
Increased practical resources
Some respondents requested practical
resources to support their work with
children and families: ‘It would be nice to
have a pack with information to use as a
reference and to refer to and to help me recap
on my knowledge’ (P24).

Theme 2 – Identifying a need for
increased time to support families
Sixty-five per cent of respondents said
that being able to spend more time with

families would help them to offer a better
service to families. For example, ‘Much more
time for spending with clients. Being able to
establish a relationship with families’ (P61). It
was suggested that this time would enable
practitioners to build stronger relationships
with families and to be able to do more indepth work: ‘More capacity to have quality
time with parents for a sustained period of
time, to do more in depth quality work, not just
skimming the surface’ (P30).
This was a sentiment that was echoed
by managers: ‘As a manager, more frequent
contact with clients would improve working
practices …’ (P69). Respondents also
emphasised the importance of having more
time to reflect and think about cases; ‘…
protected time; it will allow time for reflection
on “cases” [families]’ (P8).
Practitioners suggested a number of ways
in which more time for spending with
families could be achieved as follows.
Manageable workload and increased
staffing levels
Respondents suggested that a more
manageable workload and increased
staffing levels would support them in this
goal of having more time to spend with
families. For example: ‘Reduce workload to
be able to support vulnerable families’ (P21);
‘More frontline staff to free time and capacity
to enable us to support children and families’
(P22); and ‘More staff to be able to see families
for more quality time’ (P47).
More efficient systems
Respondents highlighted practical ways
to increase time and capacity for direct
work with families. One respondent
pointed out the need for: ‘Better admin and
organisation in the office’ (P61). Another
recurring observation was the way in
which there was a significant amount of
duplication of paperwork required. Some
possible solutions were offered such as
‘enough computers/laptops to use when out
visiting or in clinics to reduce repetition in
documentation’ (P62).

Theme 3 – Identifying a need for
increased supervision and support
Twenty-eight per cent of respondents
highlighted the way in which clinical
supervision and support was necessary to
enable them to work more effectively with
families. ‘Need for supervision framework; a
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priority…’ (P21) and ‘To work well we need
excellent supervision and support’ (P20).
Some respondents identified that there was
a need for the demands of their work to be
more fully understood by senior management:
‘Appreciation from senior management
that this work involves training and time for
support’ (P52). In addition, it was felt that
more recognition of the emotional demands
was needed: ‘Better acknowledgment of the
complexity and emotional impact of our work
on practitioners and that acknowledgment
being translated into action’. (P29)
Another professional expressed how
the demands of their role meant they felt
unable to carry out some of their health
visiting duties: ‘I do not feel I am able to do
in-depth health visiting, I feel more like a social
worker’. (P48)

Theme 4 – Identifying a need for improved
communication and partnership working

ensure improved client satisfaction’ (P17) and
‘There is a great need for more interagency
engagement, are we being effective as
professionals?’ (P48).

Post-training
Theme 1 – Benefits of the training
Respondents reported that the training
had been beneficial in a number of areas.
Knowledge and skills
Following completion of the training,
respondents said that their knowledge and
skills had increased: ‘I am really happy with
the knowledge and skills gained through
training on Solihull Approach.’ (P34). In
addition, many respondents felt that the
training had enabled them to build on
already existing knowledge and skills:
‘Going on this training has reinforced my
knowledge of working with families’ (P2).

A total of 16% of respondents said that
improved communication and partnership
working would help them to do their work
more effectively with families. This related
to communication within the team but also
with external agencies and colleagues.

Time management
Some respondents reported feeling more
able to manage their time efficiently;
for example, ‘This training has made me
think of ways to manage my volume of work’
(P54).

Improved communication within the team
Some respondents wrote about their
hopes that the Solihull Approach training
may lead to improved communication
within the health visiting teams: ‘More
staff working together as a team and using
the Solihull Approach’ (P34) and ‘… team
working, improved communication within
team...’ (P57).

Team working
Respondents highlighted how support
from colleagues and the wider team
could help them to do their work better,
particularly following the Solihull Approach
training: ‘Having a team who are fully able to
support each other, with regular opportunity
to reflect’ (P36).
Others expressed hopes that the training
would allow the teams to better support
each other in the future: ‘… I feel that
the Solihull Training was a very positive
experience as a team and a safe space to
share ideas with others. I hope that we can
use the Solihull Approach to support and
contain one another from now on’ (P27).
One practitioner commented that, at a
team level, the approach had improved the
quality of staff-management interactions:
‘The course has improved management
interaction with staff in using the framework
to understand behaviours and feelings’ (P29).

External sources of support
Respondents said that more information
and knowledge of external agencies and
professionals that can support families
would help them to do their work better
with families: ‘…knowledge of supporting
agencies’ (p52) and ‘More information about
services available to support families’ eg,
voluntary groups.’ (P4).
Improved communication and partnership
working with external agencies
Several respondents suggested that
better working relationships between the
health visiting service and other agencies
could improve the service offered in the
borough as a whole; for example: ‘Effective
collaboration with other professionals to
32 Community Practitioner December 2014

Inter-agency working
Some suggested that they felt the training
had empowered them to communicate
more effectively with colleagues in other
agencies: ‘To discuss areas of difficulties with

‘Organisational development
is similar to child
development insofar as it
is enhanced by developing
relationships that are
containing and reciprocal’
other professionals; I would have more skills
after the Solihull training’ (P23).

Theme 2: Need for ongoing support
Respondents described the need for
ongoing support to ensure that the
Solihull Approach becomes embedded
into practice: ‘…ongoing support with such
training to promote how theory is being linked
to practice over time…’ (P62) and ‘Continue to
build upon knowledge of Solihull Approach,
have support of more experienced users of the
approach and update sessions’ (P41).

dIscussIon
This study has clearly identified the
expressed needs of the health visiting
service with regards to being able to
work more effectively. As outlined above,
it was intended that the survey and its
findings would form part of a reciprocal
feedback loop that embodied the concept
of reciprocity as one of the cornerstones
of the Solihull Approach. Thus, the results
of the survey were shared with managers
within the NHS trust. Managers took a
great interest in the feedback and have
responded in various ways to improve the
health visiting services by making changes
at an organisational level.
In response to the expressed need for
increased knowledge and understanding
of child development and working with
families, the community child psychology
service that delivered the training has offered
additional six-weekly follow-up consultation
sessions to all of the health visiting teams.
These have now been running for over a year
following the training and there are plans
for these sessions to continue. In addition
to this, the NHS trust appointed a practice
development lead for health visiting who
has developed an ongoing package of
continuing professional development for
all staff.
The health visiting team clearly
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communicated that they needed more
time to support families, including
some practitioners reporting feeling
overwhelmed by their workload, leaving
them only feeling able to carry out essential
target-driven tasks. These feelings were
recognised by managers and, as part of the
Implementation Plan, 25 additional health
visitors have been recruited to the NHS
trust with the intention to recruit a similar
number of new health visitors next year.
Twenty-three student health visitors
are currently in training in the borough
and it is hoped that many of them will
choose to apply for jobs in the borough
when they finish their training. In the long
term, a significantly expanded workforce
will hopefully enable the team to spend
more time developing relationships
with families and providing high quality
early interventions. In the short term the
service still feels under pressure as they are
supporting their newly qualified colleagues
and students but it is reported that morale
has significantly improved.
The expressed need for supervision and
a greater level of support has resulted in
the trust deciding to adopt a model of
Restorative Clinical Supervision (Wallbank,
2007) for the health visiting teams with a
group of more experienced staff due to be
trained as supervisors later this year. This
model of supervision is underpinned by
the principles of the Solihull Approach and
is eagerly anticipated by staff.
The final theme that came out of
the analysis, the need for improved
communication and partnership working,
is being developed in many ways as part
of the Healthy Child Programme, including
through the development of integrated
27-month reviews with health and
education professionals. The community
child psychology service has also begun
offering the opportunity for clinical
psychologists and primary healthcare
professionals to work jointly with some
families who require early intervention;
early experiences of using this approach
have resulted in positive feedback from
families and professionals.
The service is currently in the process
of introducing a feedback and evaluation
tool to use with families in order to gather
information about the effectiveness of
the interventions being offered. This will
incorporate a goal-based measure, a

Key points
• A reciprocal feedback loop facilitated communication of healthcare practitioners’ needs to senior
managers in a health visiting service undergoing a service transformation programme

• Practitioners’ needs were responded to by implementing a number of changes at an

organisational level including expansion of the health visiting workforce, introduction of a new
model of clinical supervision and providing opportunities for increased partnership working
• Learning and change is needed throughout an organisation to support practitioners in adopting
an evidence based approach such as the Solihull Approach and ongoing support is necessary to
develop their skills
• Drawing on the principles of the Solihull Approach the organisation was able to understand
and respond to the needs of practitioners, and use this feedback to inform organisational
development

parent–child relationship measure and
two feedback questions so that families
can say if there were any things that were
particularly useful about the work or
anything that they did not like. The use
of these measures is intended to create a
further feedback loop, in this case between
practitioners and parents.
We also intend to survey staff again to
evaluate their experience of the service
transformation to date. We aim to see
whether they feel that the needs expressed
at the start of the project have been
adequately met, and whether there are
further issues that could be addressed to
allow them to better meet the needs of
families in the future.

them to develop attuned relationships
with their children. On this basis, a further
key recommendation is that health
professionals need the opportunity to
develop attuned relationships with their
managers and organisation to effectively
develop such relationships with families.

conclusIon
The process of organisations seeking
practitioners’ views about how to improve
the way that they work and using this
type of feedback to inform organisational
development to better meet practitioners’
needs is key to working towards meaningful
transformation of services.
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ABSTRACT
This paper explores the relationship
between sexual health and alcohol in
young people in contemporary society,
and the role of personal, social and health
and economic education (PSHE). This
research was prompted by the decision
of the Department of Health (DH) not
to publish National Institute for Health
and Care Excellence (NICE) guidance
on PSHE in January 2011. The guidance
was requested following a Department
for Education internal review into PSHE
education. This paper will review qualitative
and quantitative research, and data
pertaining to the issue of sexual health
behaviour and alcohol use among young
people in the UK and the role of PSHE
education. NICE guidance remains the ‘gold
standard’ for evidence-based healthcare
service provision and its implications for
sexually transmitted infection and teenage
pregnancy rates remains a high priority.
Equally, research supports that addressing
the issue of alcohol is an increasing priority
in young people. This paper will argue that
the NICE PSHE review findings should be
updated, published and implemented.
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Introduction
In November 2010 the National Institute for
Health and Care Excellence (NICE) produced
evidence-based guidance on school, college
and community-based personal, social and
health and economics (PSHE) education,
including ‘health literacy, with particular
reference to sexual health behaviour and
alcohol’ (NICE, 2010: 12).
The guidance was requested by the
Department of Health (DH) following a
Department for Education (DfE) internal
review into PSHE education. Final
recommendations were due for publication
in January 2011 but this was put on hold
while Public Health England (PHE) and other
services were reconfigured.
This paper will review the qualitative and
quantitative research, and data pertaining
to the issue of sexual health behaviour and
alcohol use among young people in the UK
and the role of PSHE education to argue
that the NICE PSHE review findings should
be updated, published and implemented.
As the 2013 Chief Medical Officer’s
(England) report stated, PSHE education
is a subject that ‘forms a bridge between
education and public health’ (Davies,
2013: 16).

Background
PSHE is ‘a planned programme of learning
opportunities and experience, which helps
young people develop as individuals and
members of families and communities’
(PSHE Association, 2014: online). This relates
directly to the Healthy Child Programme
recommendations of access to PSHE
content that includes alcohol, tobacco and
other drugs, sex and relationships, individual
safety and emotional health and wellbeing
education’ (DH, 2009). This makes PSHE the
best opportunity to discuss sexual health
and alcohol with young people in a group
format from a personal safety and public
health perspective.
The overall health, including sexual
health, and wellbeing of young people is

of increasing concern in contemporary
society. In the UK, children have presented
with the lowest wellbeing score among
the richest societies (Pickett and
Wilkinson, 2007) and countries in the
world (UNICEF, 2007). Research from the
countries included in the Organisation for
Economic Co-operation and Development
(OECD) shows that the poorer the general
wellbeing scores, the greater presence
of risky health behaviours, including
binge-drinking and teenage pregnancy
(OECD, 2009).
Teenage pregnancy rates have been
a public health priority for many years
(Department for Education and Skills (DfES),
2006; Department for Children, Schools and
Families (DCSF), 2010) and the teenage birth
rate is closely correlated to the wellbeing
index (Pickett and Wilkinson, 2007). In June
2013, figures from the Office for National
Statistics (ONS, 2014) showed teenage
pregnancies in under-18s had dropped by
12% to 6,270 when compared to 7,083 in
June 2012.
According to the PHE’s Health Protection
Report, the impact of sexually transmitted
infections (STIs) remains greatest in young
heterosexuals under the age of 25 (PHE,
2014). Overall, numbers of diagnoses in
people aged 15 to 24 have risen considerably
in the last 10 years, although there has been
a decline in cases of genital warts in young
females (PHE, 2014).
Levels of alcohol misuse among teenagers
are now a recognised public health
issue (British Medical Association, 2008;
Donaldson, 2009). This was most recently
expressed in the government’s 2012 alcohol
strategy, which included the stated aim of
achieving ‘a sustained reduction in both
the numbers of 11–15 year olds drinking
alcohol and the amounts consumed’ (Home
Office, 2012: 8).
One of the first UK studies to demonstrate
a robustly consistent association between
sexual activity and alcohol was published
by Phillips-Howard et al (2010). This was
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followed by a Royal College of Physicians
(RCP) report entitled Alcohol and sex: a
cocktail for poor sexual health (RCP, 2011).
International research into this issue
includes studies in the US by Fergusson and
Lynskey (1996) and in France by Choquet
and Manfriedi (1992), which identified
associations between alcohol consumption
and early sexual activity. Other US research
showed a relationship between alcohol and
having multiple sexual partners (RamisettyMikler et al, 2004; Cook et al, 2002) and
pregnancy (Wells et al, 2004). A further
US study by Miller et al (2007) showed a
correlation between pregnancy and bingedrinking rates.
Phillps-Howard et al (2010) studied
3,641 school children aged 11–14 who
were about to undertake a pilot scheme
of sex and relationship education (SRE)
across 15 secondary schools in the north
west of England. They found that 33% of
11 year olds and 66% of 14 year olds had
consumed alcohol, and that there was a
strong association between sexual activity
and alcohol use. Among 13–14 year olds,
sexual activity was found to increase with
the amount of alcohol consumed; if a young
person was drinking alcohol more than
once a week there was a 12 times greater
sexual activity risk and a 10 times greater
sexual intercourse risk.
The research concluded that the association
between sexual activity and alcohol, and
therefore sexual health risks, highlighted that
public health programmes integrating the
two subjects and issues were needed and
also that restricting alcohol use policies might
limit teenage exposure to sexual activity.
This is supported by a British Youth
Council online survey that ran in 2009,
entitled Youth Experiences: Sex and Drinking.
Of the 1,000 responses received, 68% said
they believed that alcohol and unprotected
sex were strongly linked; 48% of the 59%
who had experienced sexual intercourse
said they regretted it later and 50% of those
had been drinking; and almost one in five
respondents would not have had sex the
first time they did if they had been sober
(British Youth Council, 2009).
Having reviewed the evidence base of
sexual health issues related to alcohol
in contemporary society it would seem
there are both quantitative and qualitative
data from researchers and young people
themselves that support the need for a
35 Community Practitioner December 2014

more holistic approach to these issues as
part of PSHE.
In the UK, it is illegal to sell, buy or supply
alcohol to or for a person under 18, unless
they are over 16 and accompanied by an
adult within a licensed premises. However,
it is legal for a young person under the age
of 16 to consume alcohol if it is at home or
some other private premises (Drinkaware,
2014). One has to question whether some
young people, who are perhaps naïve to the
effects of alcohol, are introduced to it as a
means of encouraging and allowing abuse
and exploitation.

Legal and ethical frameworks
governing sexual health and alcohol
A memorandum sent in 2009 by the
Family Planning Assocation (FPA) to UK
Parliament summarised that ‘there has long
been concern about the links between
alcohol use and poor sexual health and
vulnerability to sexual assault. There is
also evidence that some people ‘actively
use alcohol specifically to facilitate sexual
activity’ (Parliament Health Commons Select
Committee, 2009: 1.3).
A ChildLine report (NSPCC, 2006) cites
qualitative data from young people who
called and used its service regarding these
issues, including, ‘I’m pregnant and I need
your advice. I had sex when I was drunk, I don’t
know the father. I feel like a slag’ (Girl, aged 12)
and, ‘I got drunk at a party, I don’t remember
having sex, but my friends say I did. Now I’m
pregnant’ (Girl, aged 13).
In 2004/2005 around 8% of the calls
ChildLine took were from girls of 12 years
and under wanting to talk about pregnancy
(NSPCC, 2006). Of these, many said that their
decision-making was influenced by alcohol.
It would be valuable to have more up-todate data from Childline and the NSPCC
to enable us to assess if this is an ongoing
issue for their callers but at present this is
not available.
Similarly, a Norwegian study showed
that,
when
moderately
intoxicated,
contraception was less likely to be used by
young people and much less likely when
strongly intoxicated (Traeen and Kvalem,
1996). Evidence from the Annual Smoking,
Drinking and Drug Use survey (Natcen Social
Research, 2013) showed that 39% of pupils
aged 11 to 15 had admitted to drinking at
least one alcoholic drink in their lifetime
– a decline from 61% in 2003 – and 10%

reported drinking alcohol in the last week,
a decrease from 25% in 2003.
Such data are encouraging; but as
Professor Sir Ian Gilmore, Chair of the
Alcohol Health Alliance and President of
the RCP, said when responding to the NICE
draft guidance, ‘Putting alcohol education
together with sex education is also sensible
in the light of the importance of alcohol
in driving early, often unplanned, sexual
experience’ (Wilson, 2010).

Psychosocial, cultural and political
influences
The need for sex education in schools has
long been recognised and was enshrined into
law as part of the Education Act (2002), which
states that ‘the basic curriculum for every
maintained school in England shall comprise
a basic curriculum which includes: (c) in the
case of a secondary school, provision for
sex education for all registered pupils at the
school, and (d) in the case of a special school’,
the same provision requirement (Education
Act, 2002: 4).
The Education Act was updated and
amended in 2011, and Section 2.3 stipulates
that all state schools are required to provide
SRE to secondary education students
(Education Act, 2011). The Academies Act
(2010) outlines statutory responsibilities
pertaining to PSHE. In September 2013 the
DfE published a new National Curriculum
which took effect in September 2014. Its
guidance document on PSHE education
notes that it is ‘an important and necessary
part of all pupils’ education’ (DfE, 2013). In
addition, whether or not a school has state or
academy status, if PSHE lessons are observed
as part of a Section 5 Ofsted inspection, the
same level of teaching and learning standards
are expected as in any other subject (PSHE
Association, 2014).
It is estimated that one quarter to one third
of all young people are sexually active before
the age of 16 (Department for Education and
Skills, 2007b) and that 64% of young women
and 56% of young men ranked school as
the preferred setting for SRE, irrespective
of ethnic group (Testa and Coleman, 2006).
Among members of the UK Youth Parliament,
40% rated their school’s SRE provision as ‘poor’
or ‘very poor’ (UK Youth Parliament, 2007).

Alcohol education
The report from the Alcohol and Sexual
Health Working Party (RCP, 2011) advised
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that school-based programmes for children
should have a ‘psychosocial approach’,
where young people are taught the social
skills to manage the influences leading to
alcohol use and misuse. It suggests that
such education should be ‘knowledge
based’ to make those it is aimed at are aware
of the consequences (Foxcroft et al, 2002).
It was felt that education about alcohol
should form an ‘integral’ component of a
PSHE curriculum. This supports the NICE
qualitative research that found that young
people requested education on how to
minimise the influence of the media on
their alcohol beliefs and behaviours (Mentor
UK, 2007). The report also recommends
greater use of role models and an increased
understanding of how society, parents and
peers affect, and influence alcohol use
and misuse.
NICE felt that a whole-school approach
would best support students, staff and
parents. Currently, secondary school
children receive sexual health and alcohol
education as part of their PSHE programme,
but the two subjects are taught separately.
Rebecca Findlay from the FPA said that
‘Healthcare professionals should also be
integrating alcohol and sexual health
work together and not dealing with
them in isolation’ (Wilson, 2010). This is
something that NICE were supporting
and would be a way of moving forward
on these issues and their implications for
sexual health.
Recommendations
following
a
collaboration between the Sexual Health
Policy Team and the Alcohol Policy Team
(Sullivan, 2010) to provide a brief for the
north-east region commissioners included
a recommendation that any future national
strategies developed through the DH, DfE
and Home Office should make clear links
between alcohol, sexual health, teenage
pregnancy, sexual violence, community
safety and domestic abuse, and should also
be implemented locally.

PSHE service provision
Sex and relationships education
Sex and relationships education (SRE) is
provided in all local primary and secondary
schools, and the quality of teaching is
reflected in the Ofsted report of that school.
Some settings use their school nursing
service to provide or support the school
offering, while some use county council

PSHE staff. Some provide the sessions
internally from existing teaching staff.
A review of sex education in English
schools by the DCSF in 2008 found that SRE
was not well taught, particularly by form
tutors who were untrained; that it often
lacked relevance for young people; and that
it was not inclusive of those with disabilities
or members of the gay, lesbian, bisexual and
transgender community.
The review also felt that many schools
did not give sufficient classroom time
to developing the skills and confidence
required to manage a situation where there
is pressure to have unwanted sex or to have
a discussion about condom use.
Finally, the report suggested that
the assessment of SRE learning was
poor, leaving evaluation of influence on
attitudes, behaviours and knowledge
difficult (Fallon, 2009).

Alcohol education
This is provided as part of the PSHE
curriculum, and service provision varies
within schools. Some use the school
nursing service, some use the Child and
Adolescent Substance Use Service (CASUS)
or Addaction staff, and some provide the
sessions internally from within existing
teaching staff.
In Peterborough, the charity Drinksense
provides training for contraceptive and
sexual health (CASH) professionals to make
sure that a consistent message about
sexual health and alcohol are made across
services (Sullivan, 2010). These services
include sexual health providers, youth
service, youth offending and probation. In
Cambridgeshire, this is supported further
within Huntingdon and St Neots, where a
Drinksense worker provides sessions and
appointments at the young people’s clinics
(Sullivan, 2010). Community staff who
attend local safeguarding children’s board
(LSCB) training are also taught alcohol brief
interventions to deliver within their dropin clinics alongside sexual health support
and education.
Data from the ONS show that, although
teenage pregnancy rates under the age
of 18 in the UK have fallen by 40.6% since
1998 and between the age of 15 and 17
by 10.3% the under-18 pregnancy rate
remains ‘one of the highest in Europe’
(Community Practitioner, 2014: 5). Research
by Blackman (2013: 72) also highlights

that good commissioning may not reduce
teenage pregnancy rates as ‘bureaucracy
arising from the commissioning processes
may distract healthcare staff from normal
work and from focusing on outcomes’. One
has to question whether the pregnancy rate
and rates of sexually transmitted infections
within young people, could be reduced
further if alcohol was discussed alongside
sex and relationships with young people
raising their awareness of it as an issue.
Key findings of the NICE PSHE final draft
qualitative review was that the evidence
suggested that young people do not receive
‘consistent, systematic information on
alcohol’ (NICE, 2010:5). It went on to say that
young people would not seek information
from teachers as they felt they ‘did not care
about the subject’ and ‘are not trustworthy’.
They would seek information and advice
from youth workers and school nurses
because they considered them ‘technically
well trained’ and able to offer ‘confidentiality
on alcohol issues’ (NICE, 2010:5).
When considering SRE the young people
highlighted that ‘continuity in SRE classes
(including remaining in the same group
and/or continuity in relation to their
teacher) was important as this reduced their
anxiety levels and aided learning’ (NICE,
2010:9). They were happy to be taught by
either teaching staff or external staff as long
as the lessons were ‘fun and confidential’
(NICE, 2010:9).

Recommendations
It is clear that the NICE guidelines need
to be updated and implemented. The
draft qualitative review stated that ‘Young
people want alcohol and sex to be dealt
with in more depth in SRE lessons. They
want to understand the influence of alcohol
on sexual behaviours and also where to
get confidential support to manage their
emotions if they make a bad decision whilst
drunk’ (NICE, 2010: 5).
In addition, the NICE PSHE final qualitative
review found that young people prefer
external teachers to internal ones to
educate on alcohol. As school nurses are
already involved in SRE it would make
sense for them to deliver both elements
either alongside teaching staff, other
appropriate professionals or independently
within the PSHE curriculum timetable.
Finally, the findings suggest that students
should remain in the same groups during
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Key points
• It is important that the National Insititute for Health and Care Excellence (NICE) PSHE guidelines
are updated and implemented

• The NICE guidelines have the potential to improve sexually transmitted infection and teenage

pregnancy rates, which remain a high priority for government, and address the issue of alcohol,
which is an increasing priority in young people
• Implementation of a more holistic approach to PSHE is needed through teaching sexual health
and alcohol education together
• Young people want to understand the influence of alcohol on sexual behaviours and where to get
confidential support to manage their emotions if they make a bad decision as a result of drinking

these study days to reduce anxiety and
aid learning.

Conclusion
This paper has reviewed the qualitative and
quantitative research, and data pertaining
to the issue of sexual health behaviour
and alcohol use among young people
in the UK to explore the relationship
between sexual health and alcohol within
contemporary society and the role of PSHE.
The implementation of the NICE guidelines
is necessary if we are to tackle the impact of
sexual health, alcohol and the relationship
between the two for our young people
to improve the quality, consistency and
holistic nature of PSHE provision within
schools today.
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esearch on child deaths indicates that domestic violence
is consistently featured in cases where children have
been killed. Serious case reviews show that in the UK and
overseas, children who have been exposed to domestic
violence experience detrimental health consequences.
Different forms of abuse are often interrelated and, where there is
violence to an adult the potential abuse of a child is conceivable.
The term ‘toxic trio’ (Cleaver et al, 1999) was coined to describe the
interrelated issues of domestic violence, mental health and alcohol or
substance misuse, factors that are evident in 75% of serious case reviews
(Brandon et al, 2009). In cases where the ‘toxic trio’ is evident, children
are especially vulnerable to the risk of significant harm (Brandon et al,
2009.) The legal threshold criteria for significant harm, Section 31 of
the Children Act (1989) refers to ‘the care given or likely to be given to
the child by the carer’. Section 31 (9) further defines the concept as ‘illtreatment or impairment of health or development, compared to what
could be reasonably expected of a similar child’ (Children Act, 1989).
At first glance, the concept of vulnerability may appear innocuous and
even sympathetic in tone (Brown, 2011). Originating from the Latin word
‘vulnerare’, meaning to wound, contemporary definitions of vulnerability
include being at risk of danger, in need of protection, susceptible to harm
(Rogers, 1997; Department of Health (DH), 2000), being tempted and
being at increased risk of penalty (Hoffmaster, 2006). In the context of
health, vulnerability relates to persons requiring protection from harm or
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exploitation who may need health or social care support due to age, poor
health or disability (DH, 2000). Rogers (1997) and Pritchard (2001) argue that
defining vulnerability is complex because all people experience vulnerability
to some extent during the course of their lives. While the skill of the
practitioner is posited as imperative in the early identification of vulnerability
(Laming, 2009), what this means in real terms remains hotly contested.
In a speech to the Institute of Public Policy Research, Michael Gove
(Pemberton, 2012) argued for the swift removal of children from
environments that place them at risk of harm, stating that ‘social workers …
can become desensitised to the squalor they encounter and less shockable
overall … refraining from passing judgement on adult lifestyles in these
circumstances is condemning children to an unacceptable level of risk. It is
putting our fear of offending adults ahead of the needs of children in need.’
This speech was heavily criticised by Bridget Robb of the British Association
of Social Workers, who argued that Gove had failed to acknowledge both
the global research, which suggested that children who remain with their
parents have better outcomes, and also the diminishing resources afforded
to children and families services. Identifying vulnerability, and supporting
families to access services is the bread and butter of health visiting practice.
Following the roll-out of the Health Visitor Implementation Plan (DH,
2011), the profession is now arguably better placed than it has been in
decades to take action, and with good reason. With its focus on bolstering
health visitor numbers, the plan is a positive move for the provision of early
support to families; yet as always, organisational pressures remain, impacting
on a professional’s ability to implement policy as guided. The danger is that
this may result in health visitors continuing to provide a reactive service,
a state of affairs heavily criticised by Munro (2011). It is estimated that
250,000–350,000 British children live with problematic substance users, a
risk factor considered to cause serious harm to children and young people
(Advisory Council on the Misuse of Drugs, 2003). While it is acknowledged
that substance misuse does not necessarily affect parenting capacity
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(Forrester and Harwin, 2006; Klee, 1998), domestic abuse will always have a
degree of negative effect upon a child (Women’s Aid, 2009).
The Home Office (2012) defines domestic abuse as ‘any incident
of threatening behaviour, violence or abuse (psychological, physical,
sexual, financial or emotional) between adults who are, or have been,
intimate partners or family members, regardless of gender or sexuality.’
In September 2012, the definition was widened to include 16–17 year
olds and acknowledged the issue of coercive control for the first time
(Home Office, 2012).
One million women in the UK are thought to experience at least one
incident of domestic violence annually (Hoare and Moon, 2010) with at least
750,000 children bearing witness to such episodes (DH, 2002). However,
domestic violence is known to be a largely hidden crime, with victims often
concealing evidence of abuse from friends, family and the authorities (Ellsberg
et al, 2008). Indeed, Gracia (2004) developed the concept of an ‘iceberg’ of
domestic violence, indicating that the majority of domestic violence incidents
occur out of sight. In a seminal study on domestic violence, Jaffe (1982) found
that women are on average assaulted 35 times before asking for help.
The World Health Organization (WHO, 2005) global study on domestic
violence found that 15–71% of women have been subjected to some
form of DV during their lifetimes. Perhaps unsurprisingly, victims of
domestic abuse often suffer from mental ill health (Davies and Ward,
2012). According to Keeling and Fisher (2012), tactics that are often used
include the ‘princess effect’, where women are made to feel special and
unique; exploiting vulnerability, by encouraging victims to open up
about past trauma; and seeking commitment, such as in pregnancy.
Although more commonly used to describe the sexual abuse of children,
Keeling and Fisher (2012) argue that the term ‘grooming’ (Kierkegaard,
2008) applies equally to domestic violence situations, in which women
become insidiously and increasingly controlled and subjugated by the
perpetrator over a sustained period of time. Dutton and Goodman (2005)
argue that professionals need to understand the grooming process in
order to appreciate the ways in which victims’ decisions are influenced and
controlled by the perpetrators, even when the relationship has ended.
Maternal depression is associated with decreased sensitivity to the needs
of the child (in particular, toddlers), a more negative or punitive parenting
style and is especially damaging to children under the age of five (Davies
and Ward, 2012). Exposure to domestic abuse, once thought to be a passive
act, is now recognised as the emotional abuse of children (Ericksen and
Henderson, 1992) as research points to the deleterious emotional effects
that witnessing domestic violence has on children in the medium to long
term. Anxious attachments, social withdrawal, anger and non-compliance
with social activities all feature within the literature (Lorber and Egeland,
2009). Moreover, children may be physically hurt or even killed in such
situations, either intentionally or accidentally (Brandon et al, 2009). Universal
home visiting affords a unique insight into family circumstances and the
home environment long before a referral may be made to children and
family services. As early as an antenatal visit, a health visitor may identify
potential concerns and prevent escalation through skilled assessment, and
working in partnership with families and other agencies (DH, 2009).
Although it is recognised that substance misuse, mental illness and
domestic violence cannot always be prevented, early intervention is
well established as an appropriate approach to tackling vulnerability
and reducing incidence of poor outcomes for children (Laming, 2009).
As a profession, therefore, health visiting must stand firm.
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Ruth Chorley won the CPHVA MacQueen Travel Bursary for Public Health
in 2013. She had dreamed about developing health work in Tanzania and
winning the award spurred her on to making the dream a reality.

Tazama Na Tunza

Public health

in tanzania

Ruth chorley, Community Nurse, Hope Citadel Healthcare CIC, Oldham

T

anzania (UK) Trust is a small charity whose objectives are
to promote and protect physical and mental health, and
advance education and the Christian faith in partnership
with the local church and community. The vision of ‘Tazama
na Tunza’ (Swahili, meaning ‘Look and Care’ ) is to care for
those who have chronic conditions in the local community.
In 1990 my family and I had been living in Dodoma, Tanzania for
four years, where I was working as a nurse with the Diocese of Central
Tanganyika, setting up a community HIV care and education project.
I became involved with a partnership between the Dodoma Capital
Christian Church (CCC) – a large but very poor congregation, with their
rural church plants – and a small UK-registered charity, Tanzania (UK)
Trust (referred to here as ‘the Trust’). The partnership was built over 24
years by personal friendships involving annual trips to Tanzania and trips
from our Tanzanian partners to the UK. Over recent years group trips to
work with the church and community in Dodoma have developed.
In 1990 a small mission medical service in Dodoma was running
alongside the government hospital and public health service (which has
now closed) and other private health services. All health services have
to be paid for directly by patients (whether government or private) with
a few exceptions. Sixty per cent of the health services are government
run, but have minimal resources. As a result, most people only seek
health care in acute situations and there is very little consistent chronic
condition management as very few can afford the treatment.
Tanzania has the poorest doctor–patient ratio in the world, with one
doctor per 52,000 population (the figure in the UK is 1:420). Tanzania
rates 167 of 193 countries in global mortality ratings (World Health
Organization (WHO), 2013). Tanzania is a country at peace, unlike most
of the other countries below them in the ratings. Life expectancy is 59
years of age, and 55% of the population have access to clean drinking
water and 33% to improved sanitation. The HIV rate is 5.6% of the adult
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population, with only 30% of those infected receiving ARV therapy.
Sadly, there are many fraudulent medications that are labelled and sold
as a specific drug but consist of chalk or similar (including antibiotics
and many prescription-only medicines). There is almost no health
education on chronic disease management at patient level so the vast
majority of patients I visit have no idea how to help themselves.
Over the past three years I have been visiting those with health problems
in the Dodoma community and discussing a way forward with the local
doctor, the local church and the Archbishop. The TAG church has a vision
to set up health centres in every major area and work on this has already
started. The local doctor sees the main need locally as health education and
health promotion over chronic health conditions and we are in partnership
over this joint vision. For the last three years I have been recording the lack
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local skills and expertise to comply with the Tanzanian government’s
directives on how to build a health centre.
• To agree with our partners in Tanzania on the vision and the practicalities of
the above; specifically, what each partner is responsible and accountable
for. In essence, that the trust provides the initial finance, support and
medical teaching for the project and that the CCC church provides a room
as a base for the volunteer team, a plot of land for the building of the health
centre and oversees the building and management of the health centre.
• To ensure the Trust and CCC church continue to build partnership
through trust, understanding and shared lives and expertise.

DescriptiOn anD ratiOnale

of diagnoses, the main conditions, specific gaps in health knowledge and
the prevailing health and social issues. The overriding factor is sheer poverty;
if you live in a mud brick house with no bed, few clothes and no food for
tomorrow, accessing a diagnosis for any condition is nearly impossible, as
seeing a doctor and receiving treatment has to be paid for.
The vision has grown of training a chronic healthcare team of volunteers
in the community who live locally. The team has support from the local
doctor in attaining correct diagnoses and initial treatment, sponsored
initially by the Trust. Alongside this, a plan to build a health centre has been
agreed, which will provide effective medication at a reasonable price and,
long term, would make the project self-sustainable. The Trust will provide
the finance for the initial new build and support for diagnoses if needed.
The CCC church community will own the Tazama na Tunza project and
the health centre, when built, developing its own financial planning for
sustainability. The Trust will continue its annual visits to update the Tazama
na Tunza team in health knowledge, to encourage them and to oversee
how the project is going overall, with the local doctor and TAG church.
The expected outcomes will be:
• The team of local volunteers who have been trained in chronic health
care will gain the respect and trust of the community
• The community will benefit from correct diagnoses and health
promotion on chronic conditions to promote health and to prolong
healthy life (with or without chronic conditions)
• A health centre will be built in the Dodoma CCC plot of land, which
will become self-sustaining in the long term and provide safe,
effective medication at minimal cost.

Objectives
Long term
To provide effective, affordable, sustainable health care, run by the
community, for the community in the CCC area of Dodoma.
Short term
• To train and regularly update the training of a team of local
volunteers in chronic healthcare condition identification and care: the
Tazama na Tunza team.
• To provide an initial support structure to the Tazama na Tunza team of
practical and financial support, encouragement and envisioning.
• To plan and build a local health centre in the community built with

Over the last three years I have visited the chronically sick at home
during my annual visits to Dodoma. This has highlighted that there is
extremely limited knowledge, management, self-care and chronic disease
management. We encourage people to drink at least eight mugs of clean
water a day as adequate water consumption as most patients only have
two mugs a day and this is in a hot, dry climate. The reason for this is
poverty, as water has to be collected and often paid for, and boiled to make
safe, which means having to buy charcoal for fuel. I have come across a few
patients who understand and manage their health well. These become
health champions and presently we have two: for diabetes and HIV.
In discussions with the local doctor and pastors we agreed to train some
local volunteer health workers in chronic disease management. In 2014 two
nurses and a prayer warrior volunteered to join me for the trip to Tanzania.
We trained 35 volunteers, from all backgrounds, including semi-literate to
master’s degree, from teenagers to a granny who is happier speaking in her
tribal tongue of Kigogo than in Swahili. A Tanzanian nurse we had previously
helped to train joined us and the local doctor. In the mornings we divided
into four teams. Each team (of about eight people) visited four houses in the
mornings, spending up to an hour at each house, holistically assessing the
patients’ needs, advising them how to manage their health and training the
volunteers in this work. If they did not have a diagnosis from a doctor the
Trust paid for them to get a correct diagnosis so that the Tazama na Tunza
team could care for the patients in the correct way.
In the afternoons we did classroom teaching in chronic conditions:
the local doctor and nurse covered the tropical and cultural conditions
(chronic malaria, worms, typhoid and TB); and the UK team covered
the rationales for general health and universal health conditions (skin
conditions, diabetes, HIV, heart conditions and epilepsy). We did a lot
of drama and interactive teaching to ensure that there were as few
cultural and language barriers as possible, which was interesting as well
as enjoyable. When teaching mental health the volunteers struggled to
grasp concepts like depression, anxiety and psychoses – but when they
were asked to act it out they knew exactly what I had been trying to get
across. These conditions seemed to be unrecognised and undiagnosed.
The cultural acknowledgement of any project is a building and the
Archbishop said we must have a dispensary. There are many fake drugs
in circulation, and we need to be able to rely on any medication, such
as metformin, phenytoin and erythromycin, that are bought. The actual
meaning of dispensary turned out to be ‘health centre’, with eight
rooms as a minimum, including injection, dressing and diagnostic
rooms. The project now includes the need for a health centre, which
will eventually be self-sustainable. The Trust agreed to fund the building
of the project and is now seeking financial support for this. The CCC
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Church agreed to manage and oversee the project. A plot of land has
already been allocated and the building drawings done, including a
water tank above the dispensary, toilets and electricity.
Our visit in April showed that the community is aware of their needs
– we were asked to visit many homes of different backgrounds and
faiths. We visited a whole range of conditions, and none of them were
minor or time wasters. Everyone wanted to know about their health
and how to help themselves. We had spent considerable time writing
a booklet on the chronic conditions in Swahili and we had 300 printed.
These were very useful and we used them as a constant teaching tool.

expecteD OutcOmes
• Success: Enthusiasm for Tazama na Tunza project.
Outcome: A management committee has been selected from among
the volunteers. The team hopes to visit those with chronic conditions at
home, enabling them to make healthy changes and encourage them
in a healthy lifestyle. The team will also visit new patients and when the
diagnosis is uncertain, the trust will pay for that patient to see the doctor
and have a correct diagnosis and initial treatment. The local government
have already heard about the team and government public health have
also come to give them a seminar and work with the team. The trust will
sponsor up to two more serious treatments a year, at the discretion of
the doctor. To date these have been operations for a uterine fibroid, a
large fatty cyst and a thyroid operation on three patients.
• Success: The need for a base for the team where they can keep their
records and any medication, meet patients.
Outcome: The trust paid for a room in Mavuno House (the CCC
Church and community office) to be prepared.
• Success: Enthusiasm of UK nurses/doctors for supporting and
updating the project.
Outcome: The trust is ensuring that a medical team visit annually
to update and encourage the team, work with the local doctor and
nurse and show accountability as a charity.
• Success: The CCC Church has already allocated a plot of land and
drawings have been done to build the health centre.
Outcome: The trust needs to raise the visibility of this project and
raise the money, with the long-term prospect of a self-sustaining
health centre with good clinical knowledge and expertise, with
sound drugs and treatments, in a caring community.

analysis: strengths, weaknesses,
OppOrtunities, threats
Strengths
• L ong-term partnership already in place.
• L ocal partners already very keen on project.
• Trust agreed on health vision.
• Ability to work with other like-minded organisations eg, Interhealth in
London (a worldwide health support charity) would like to work with us,
government public health in Dodoma has also started working with us.
• The need is obvious and large.
Weaknesses
• Relationships working from a distance (UK–Tanzania) with annual visits.
• More medical networking and support locally in Dodoma would
improve the care available.
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• Everyone involved in the Trust and in the Team are volunteers, and
enthusiasm for the work needs to be maintained.
• Success has its own drawbacks and the team may be swamped by
the volume and seriousness of needs they encounter.
Opportunities
• The Team could have a really positive effect on the health of the local
community.
• Empowerment of the local community to meet their own health needs.
• Health champion encouragement to spread their ways of success.
• Provide good local health care where presently there is none,
through the proposed health centre.
• Be part of the bigger vision of the TAG church in Tanzania in having a
health centre linked to every large city church.
Threats
• Changes in government policies
• Failure to access enough support to build the health centre
• Being diverted from the vision.
• Being daunted by the size of the health centre project.
• Having enough good medical staff to manage the health centre,
when it is completed.
• The need for the project to rest on more than the one local doctor ie,
to recruit another doctor in to do the work.

mOnitOring anD evaluatiOn
Annual trips to the project can ensure that targets are being met, along
with regular feedbacks from the Tazama na Tunza team to the trust
throughout the year. The targets include:
• Correct diagnoses
• Correct health advice given
• Correct medication use
• Correct use of money and resources
• Correct record keeping.
This can be assessed visually, by the feedbacks and by the records kept
(as we already do, as an overseas charity). A Tazama na Tunza bank
account has already been set up by the CCC Church.

cOrpOrate respOnsibility
This project is based on a partnership between the Church, community
and the trust. The project will be owned by the CCC Church, with
practical support from the trust, to benefit the community. The trust is
under a ‘Memorandum Of Understanding’ with the TAG Church, Tanzania.
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health change in areas where the need is far greater than in the UK.
This is an ongoing project, so if you are interested in being involved,
contact Ruth at ruth.chorley@nhs.net . Life is an adventure, to care for
others is a privilege, and you don’t realise just how important the NHS is
until you step outside of it, into areas and conditions unseen in UK. Join
the adventure and make a difference!
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One in three children under three and
around 50% of children under six experience
at least one or more episodes of wheezing
(Bisgaard and Szefler, 2007). Consequently,
asthma management has a huge economic
impact on the NHS (Stevens et al, 2003). The
highest cost involves asthma inhalers that
are prescribed and dispensed, but never
used. The second highest cost is managing
children in hospital who are not given their
inhaler with the correct advice, rendering it
less effective.
Noisy breathing (snoring, ruttles) causes
great anxiety to parents and is often
misinterpreted as wheeze. When a parent
says their child has been wheezing it is
important for the health professional to
discuss this further to establish that the
noisy breathing is wheeze, as part of making
a diagnosis and planning appropriate
treatment (Cremonesini, 2014).
Wheezing is ‘a continuous high-pitched
musical sound emitting from the chest
during expiration’ (Brand et al, 2008). In
children it can be a symptom of transient
viral-induced wheeze in which the child has
wheezing with viral infections, no eczema
or allergies and will, generally, grow out of
symptoms by the time they go to school.
Children who are atopic ie, with allergies
such as a food allergy, hayfever or eczema,
are more likely to have persistent wheeze,
even without a cold. Family history of allergy
also makes it more likely.
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TREATMENT FOR WHEEZING
The type of wheezing will influence the
child’s treatment. Asthma treatments
have changed over the years from oral
medication, such as syrups, to inhaled
medications. Inhaled medication has two
main advantages over oral syrups: the
drug is delivered directly to the lungs for
maximum effect; and when it is inhaled
there are fewer systemic side-effects. This
article will cover the use of inhalers and
spacers in the treatment of wheeze in preschool children.

Metered dose inhalers
The most common way to deliver
medication for treatment of wheeze is
directly to the airways by a metered dose
inhaler (MDI). This delivers a metered
(measured or defined) dose of medication
on each actuation of the inhaler. MDIs are
also called inhalers or puffers.
Using an MDI requires good coordination, and many adults and children
are unable to use these devices correctly
(Rodriguez et al, 2003). Research by Levy et
al (2013) demonstrated that asthma control
improved with use of an MDI plus spacer
(a clear plastic tube or rugby ball-shaped
container) compared with MDI alone. All
young children with wheeze should be
given inhalers using an MDI and spacer.
The National Institute for Health and Care
Excellence (NICE) (2000) recommends that
children under the age of five years with
chronic stable asthma should use an MDI
and spacer. There are no guidelines for viral
wheezing. Occasionally, dry powder devices
in children aged three to five years can be
used. Adding a spacer to an MDI reduces
the speed of the aerosol and holds it in
suspension, allowing effective inhalation.
There are a number of spacers available
on prescription. The large-volume spacers,
such as the Volumatic®, are gradually being

replaced by small-volume spacers, such
as the AeroChamber®, Able Spacer® and
SpaceChamber Plus®, which are small and
more portable and can easily be carried in
handbags or school bags. It is important that
the spacer is compatible with the MDI – this
is particularly the case with the Volumatic as
all the small-volume spacers have generic
ports and can be used with all MDIs. A
spacer has two ends: one for the MDI and
the other with either a mask or mouthpiece.
A pre-school child should be given a spacer
with mask. As the child becomes more cooperative and is able to follow instructions
they should move from using a spacer plus
mask to spacer using the mouthpiece.
The Aerochamber spacer with mask
is a valved holding chamber with a soft,
integrated silicon face-shaped mask, which
creates a secure seal on the child’s face with
minimal effort. It has pictures of teddies to
distract and engage the child. The valve allows
the child to breathe in and out of the holding
chamber (tidal breathing) without diluting
the aerosol in the spacer. Parents should
be shown how to use the MDI and spacer
with the child at the time of prescribing.
The technique should be regularly checked
and good technique reinforced (Scottish
Intercollegiate Guidelines Network (SIGN),
2012) (Figures 1 and 2).

HOW TO USE THE MDI AND SPACER
Get the child ready to take their inhaler.
Depending on their age, sit them down
(for example, on a lap, in arms, highchair,
pushchair or car seat) while giving the inhaler
so that they don’t make an escape bid.
• Take the cap off the end of the MDI.
• Shake the MDI to well mix the contents.
• Put the MDI into the end of the spacer.
• Place the mask on the child’s face ensuring
a good seal over nose and mouth.
• Encourage the child to breathe in and out
gently – this is called tidal breathing.
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• Press the MDI once.
• Let the child breathe in and out five times
(and count out loud ‘1, 2, 3, 4, 5’, as they
breathe).
• If further doses are required, shake the MDI
each time before pressing it.
• When finished, replace the inhaler cap.
Babies and toddlers are often unhappy
with the mask on their face; as far as they
are concerned it will be held on their face
forever. A spoken counting technique is
useful to help the child learn to tolerate the
mask on their face quickly, as they know
that by the count of five the mask will be
taken off their face. It is important that
positive reinforcement is given in the form
of smiling, playing, clapping and distraction.

COMMON QUESTIONS ASKED BY PARENTS
‘My child has been given two inhalers, a blue
and brown one – what’s the difference?’
The blue inhaler is a reliever inhaler or
bronchodilator. This is given as needed
for acute wheeze and quickly relaxes the
smooth muscle of the airways, reducing
wheeze. Two puffs should be given as
needed. If a child is very wheezy with
recessions (sucking in of the chest/tummy),
10 puffs of salbutamol can be safely given.
If the child requires 10 puffs more than
twice (or more often than every four hours)
medical help should be sought.
Children with recurrent wheezing who
have eczema or allergies may respond
well to regular inhaled corticosteroid (ICS)
treatment (SIGN, 2012). This is called a
preventer and is usually a brown inhaler.
This reduces inflammation in the airways
and has to be taken twice daily, every day,
to prevent symptoms developing.
Research suggests that treatment with
ICS in pre-school children who wheeze only
with viral infections do not prevent wheezy
episodes (Wilson et al, 1995). Giving ICS to
wheezy children with no allergies when
they have a cold and are symptomatic is not
effective. After taking the preventer inhaler
the child’s the face should be wiped and
the child should be given a drink – this is to
prevent thrush. When a child is on ICS their
growth should regularly be measured.
‘My child went to see a hospital paediatrician
and was prescribed montelukast. How does
this work?’
Montelukast is an oral medication that may

be given to children with recurrent wheezing.
It is often started by a hospital paediatrician.
When the airways are in contact with a virus
or allergens, airway leukotrienes are released
causing airway inflammation and muscle
spasms, resulting in asthma symptoms,
including shortness of breath, wheezing
and coughing. Montelukast blocks the
action of leukotrienes as it stops the airway
muscles from contracting, the inflammation
of airways is prevented and there are no
asthma symptoms (or less severe ones).
Not all children respond to montelukast.
Usually, a trial of treatment is given.
Sometimes montelukast is given all the time,
particularly if the child is allergic. At other
times it is only given with upper respiratory
tract infections alongside the reliever
medication. Parents may notice side-effects,
such as sleep or behavioural disturbances.
In these cases treatment should be stopped,
making sure the person prescribing the
medication is told.
‘I’ve been told that I must always give the
blue inhaler before the preventer to open up
the airways. Is this true?’
This is unnecessary, unless the child is
wheezy. If the blue inhaler is given all the
time without the child really needing it for
treatment of respiratory symptoms, it may
become less effective. If the blue inhaler has
to be given three or four times a week for
wheezing, parents should seek help from
their GP or asthma nurse.
‘When I went to A&E the nurse gave my child
10 puffs of inhaler. Isn’t this too much?’
This is often the treatment for acute, mild-tomoderately severe asthma attack (Cates et al,
2012). If you have to give 10 puffs more than
twice (or more often than every four hours)
while at home you should seek medical help.
All children should have a written action plan
to help them manage their child’s wheezing
at home.
‘Will my child’s nursery or childminder have
to give the inhalers?’
It is important that those caring for the child
are shown how the spacer and MDI are used.
Make sure the MDI is in date and labelled
with the child’s name. It is important that the
child has 100% access to a reliever inhaler.
Parents should be told when the reliever
inhaler has to be given while in someone
else’s care. All children prescribed inhalers

should have an asthma plan with clear
guidance about what to do when the child is
acutely breathless, including what treatment
to take and when to call for help and who.
‘I want a nebuliser to use at home’
There is a lot of evidence that 10 puffs of
salbutamol by MDI plus spacer is as effective
as nebulisers (Cate, 2003) in an acute, mildto-moderately severe asthma attack. The
main concern health professionals have
is that if a child is particularly breathless,
parents feel they need nebulisers at home.
However, this may delay coming to hospital,
by which time the child might be a lot
sicker. Children can only be safely managed
at home if they improve on inhalers alone.
‘How will I know when the inhaler is empty?’
Most MDIs have 200 doses in them. The
medication name, dose and expiratory date
are on the canister label. Some MDIs have a
counter, making it easy to know when they
are running out. People who regularly use
an MDI notice a change in the feeling of the
MDI – it feels less heavy. Sometimes the MDI
still puffs the propellant even when empty
– in this case throw the inhaler away. Some
co-operative pharmacies accept empty
inhalers as part of a recycling scheme. If you
haven’t used the MDI recently you should
check it is in date, shake it and squirt a few
puffs into the air.
‘Should I wait for 30 seconds between
actuations (or puffs) into the spacer?’
This is not needed. As long as the MDI is
shaken between puffs it is good to go. You
should only put one puff of MDI into the
spacer at a time. Putting more than one puff
at a time means that the aerosol sticks to
each other and isn’t available for inhalation.
‘My child has a big spacer called a Volumatic
with a plastic mask – how do I use it?’
To use a Volumatic spacer and mask you
will have to hold the spacer at 45o on the
child’s face, covering the mouth and nose
to ensure the medication goes through the
‘clicking’ valve. Tipping it will stop the valve
from clicking. When the Volumatic + mask
is used in toddlers the spacer should be
held horizontally. In this case the valve will
make a clicking sound. The Volumatic spacer
plus MDI is used in the same way as other
spacers – one puff at a time and shaking
between puffs.
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Practice: CPD

‘Do I have to wash the spacer before I use it?’
Before using the spacer for the first time it
should be washed in warm, soapy water
and left to air dry. Do not dry it with a cloth.
This is to reduce static of the plastic spacer.
Without doing this, much of the aerosol will
cling to the plastic and will not be available
for inhalation. After this, clean the spacer
the same way monthly. The mask can be
removed from the main part of the spacer
and washed more often as it will attract dust
from the surrounding environment. Some of
the new spacers on the market have fewer
problems with static so it is important that
the information leaflet is read before it
is used.
‘How often should the spacer be changed?’
Every six months, or as recommended on
the manufacturer’s label.
Figure 1. Child using his own spacer and inhaler

Figure 2. One-year-old boy helped to use a spacer and inhaler by his parent
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‘My baby/toddler cries while being given
their inhaler. I’ve been told this is OK as
more medication gets into the airways
with crying?’
Giving an inhaler to a crying child means less
medication is inhaled (Iles et al, 1999) than if
the child is content. A good seal of the spacer
mask covering the child’s mouth and nose
is important in ensuring that a significant
amount of the medication is inhaled
(Janssen et al, 2007). In the beginning, allow
the child to play with the spacer and mask.
Let them get used to its feel and what the
spacer and MDI look like. Use the technique
as mentioned above.
The Asthma UK website (www.asthma.org.
uk) gives the following advice:
• Cuddle your baby on your knee or cradle
them in your arms
• Gently tuck their arms out of the way with
one hand if they try to knock the mask away
• Be positive and smile! Your baby will be
aware if you are anxious
• Gently stroke your baby’s cheek with the
mask so that they get used to the feel of it
• Reassure your child by pretending to take
the medicine yourself or giving it to a
favourite toy
• Distraction with music or videos can
be useful
• Use it when your baby is asleep
• Wipe your baby’s face after using a preventer.
‘My child is OK with the mask on their face
until they hear the ‘firing’ of the MDI’ – then
they refuse to have the mask on their face’

Practice: CPD

Get the child ready for taking their inhalers.
Hold the spacer and MDI right away from
the child’s face and ‘fire’ the MDI into
the spacer. You will then have about 10
seconds to get it onto their face and do the
counting technique. Remember the positive
reinforcement is important. It is vital to carry
on with the counting technique until the
child is about four or five years old.
‘I can only give the inhalers to my baby while
he is asleep. Is this OK?’
Giving inhaled medication to a child when
they are asleep is often suggested as an
option. It is important to try to get the child
used to the MDI and spacer when awake for
the following reasons:
• It is not always possible or safe to wait
for a wheezy child to sleep to give them
treatment
• Children often wake up when the mask is
put on their face when asleep and become
distressed (Esposito-Festen et al, 2006)
resulting in less medication being inhaled
• Parent and child should be shown how to
use the MDI and spacer when the child
is awake.
‘I’ve been told that smoking outside is as bad
as smoking inside the house. It can’t be true!’
Smoking around your child will have a
detrimental effect on your child’s lung health
(SIGN, 2012). Research has demonstrated
that whether you smoke inside or outside

the house, the child will be inhaling secondhand smoke (Pool et al, 2012). If your child
is on a steroid preventer inhaler there is
good evidence passive smoking will mean
the steroids have less effect and might need
higher doses to get protection. Encourage
parents to seek help for smoking cessation.

CONCLUSION
Inhalers will only work if they are given
correctly, and for the right reasons.
Education of parents will empower them
to manage their child’s wheezing at home
and it is the responsibility of the prescribing
health professional to ensure parents are
properly trained in taking inhalers correctly.
Every child should have an action plan
provided by a health professional whether
in primary or secondary care. The Asthma UK
website can be recommended as a fantastic,
informative site with a forum for parents.
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CPD questions (please visit www.communitypractitioner.com/CPD to submit your answers)
1. What percentage of children under six experience at least one or more
episodes of wheezing?
A. 20%
B. 30%
C. 40%
D. 50%
2. What colour is a reliever inhaler or bronchodilator?
A. Green
B. Black
C. Blue
D. Brown
3. What colour is a preventer inhaler?
A. Brown
B. Yellow
C. Pink
D. White
4. The blue inhaler must always be given before the preventer to open up
the airways. True or false?
A. True
B. False
5. How many doses to metered dose inahalers (MDIs) contain?
A. 100
B. 200
C. 300
D. 400

6. How many puffs of MDI should be put into the spacer at one time?
A. 1
B. 2
C. 3
D. 4
7. How often should spacers be cleaned?
A. After every use
B. Daily
C. Every two days
D. Monthly
8. Approximately how often should spacers be changed?
A. Fortnightly
B. Monthly
C. Every three months
D. Every six months
9. How many seconds do you have between firing the inhaler into the
spacer and placing it onto their face?
A. 4
B. 6
C. 8
D. 10
10. Passive smoking can lessen the effect of steroid inhalers. True or false?
A. True
B. False
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WWW.BABYMASSAGETEACHERTRAINING.COM
For Children’s Centre Staff Family Health
Professionals and Parent Practioners
A Two Day Certificated Teacher Training in Developmental
Baby Massage
Fedant Accredited Course with Teaching Certificate
With PeterWalker
A Physical Therapist, International Author and Yoga Teacher
with 35 Years Teaching Experience
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.
1) A Holding Reassurance Programme
Birth to Eight Weeks
a) Secure Attachment
b) Introduction to Baby Massage
c) Making Tummy Time Easy
2) Developmental Baby Massage
Eight Weeks to Standing
d) Full Baby Massage routine including
some elementary motor delay and
correction
3) Making Friends with Gravity
Ensure good posture
e) Best way to assist ‘tummy time’
‘sitting’ and ‘standing’
High quality resource: A copy of Peter
Walker’s international best selling book
‘Developmental Baby Massage’ plus a
full set of course notes and DVD given
to all students.
‘Peter Walker is well known in the baby
massage field.

It was therefore to him that we turned
when setting up training days. These
days have been a huge success and
resulted in baby massage being
offered free to parents in health
centres and clinics throughout the UK
Sarah Forester RGN HV Cert. Ed.
Professional Officer (Education)
Health Visitors Association, (Baby
Massage - Piatkus Books)
‘In House Courses’ given
throughout UK
Also at The Active Birth Centre
25 Bickerton Road, London N19 5JT
Developmental Baby Massage
28th February and 1st March 2015

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.

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

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.
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
Too much, too little: Safeguarding and nutrition – with Juliette Francis
Wednesday 4th February online at 6pm
Register at www.hipp4hcps.co.uk
Fetal Alcohol Syndrome – with Susan Fleisher (NOFAS-UK)
Tuesday 17th February at Woodlands Hotel, Leeds at 6pm
Register at www.hipp4hcps.co.uk
Child development – with Juliette Francis
Tuesday 24th February at Hilton St Anne’s Manor, Wokingham at 6pm
Register at www.hipp4hcps.co.uk
An introduction to autism – with Lorraine MacAlister
Wednesday 18th March online at 6pm
Register at www.hipp4hcps.co.uk

Post course support given for all teachers
Email; walker@thebabieswebsite.com

Touch-Learn International’s Baby
Massage Teacher Training Programme

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.

TO ADVERTISE

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

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

For more information

or to advertise in Community
Practitioner’s diary section, please
call Claire on 020 7878 2319

Alternatively email: claire.barber@tenalps.com

