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Be share aware
Young people are facing increasing pressures from
society as a whole, but the internet is one area where
we can control what children are exposed to

Parenting has probably never
been more difficult than it is now in the 21st century. Life has become more
complex in a number of ways. Today’s parents wrestle with maintaining an
effective work/life balance and, faced with a culture of working long hours,
caring effectively for children can feel like a squeeze. At the same time - and
conversely - the current economic climate and austerity have had an impact
on family life meaning many parents struggle in looking after their children.
Then there is the impact of the internet. Of course, the web affords many
benefits for parents and children alike in terms of providing access to
information and knowledge, communication, and leisure and recreational activities. But
there are disadvantages too.
An NSPCC thematic analysis of serious case reviews where children were killed or seriously
injured considered the impact of online abuse and found that the internet poses new risks
to children and presents new challenges for those working to protect them. In these cases,
the analysis found that suicide followed cyber bullying; online grooming lead to sexual
abuse and exploitation; vulnerable parents were targeted by abusive adults through dating
websites and social networking sites; and children were sexually abused in order to share
images of child sexual abuse online.
Helping children to stay safe online is a challenge to parents. All those working with children
and families also have an important role to play.
Recognising that many parents feel challenged by the internet and struggle in managing
what their children do online, earlier this year the NSPCC launched Share Aware, a public
education campaign to help parents and carers of children aged eight to 12 years old. This
is the age at which children begin doing more online, become more independent, and use a
greater range of devices. Share Aware encourages parents and carers to understand online
safety and to have conversations with their children about keeping safe. The campaign
provides advice and support to parents.
As parents and carers, we tell our children to share, but online it’s different. In fact,
sometimes sharing online can be dangerous. That’s why the NSPCC is asking parents to be
Share Aware and keep children safe online.
This is a 21st century challenge for parents - and yet the advice is not rocket science. Simply
make time to really talk to children, actively listen to what they are saying, and build a
relationship of trust and openness. Easier said than done in today’s pressurised family lives.
As a professional do you feel bewildered by the web and the plethora of social networking
activities? Find out more about the campaign so that you can promote these important
safety messages with the families you are working with. You too can be Share Aware.

Christopher Cloke
Vice President, Unite/CPHVA
Head of Professional Reputation, NSPCC
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2015 election:

Burnham promises ‘healthier
start’ for a generation

S

hadow Secretary
of State for Health
Andy Burnham has
announced a series of
plans to deliver better health
outcomes for children as part of a
more sustainable NHS.
In a speech on 14 January
to mark the launch of Labour’s
public health agenda, he
committed to do more to protect
children from ill health if Labour
win the next general election,
putting forward a series of
initiatives to give young people a
healthier start in life.
The proposals focus on two
main ‘guiding principles’ of public
health; the first will be to deliver a
healthier start for children - while
the second, intended for adults,
aims to empower people to make
healthier choices.
Maximum limits on the
amount of fat, salt and sugar in
foods aimed at children will be
introduced, and an ‘improved’

view

system of food labelling will
come into force, he said.
A standardised ‘traffic light’
system displaying the nutritional
value of packaged foods will
replace the current voluntary
and inconsistent system used by
individual manufacturers, and
steps will be taken to enforce this
at an EU level, according to the
proposals.
Additionally, advertising of
food high in salt, fat and sugar will
be reduced, not just during TV
programmes aimed specifically
at children, but in breaks for
family entertainment shows that
have a high percentage of child
audience members.
Labour’s plan to hand local
authorities the power to veto the
opening of fast food restaurants
in their area will force all such
businesses to apply for planning
permission before opening.
Currently, fast food outlets are
not distinct from other hot food
we all know from the various
polls that the voting public rate
the NHS and healthcare in their
top three vote influencers, so it is
really important that parties take
this into account and make their
proposed policies very clear.
From the next government we
want to see a real investment in
primary care. We have been hearing
about it for years, but there has not
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takeaways in terms of licensing
and planning regulations.
Under the plans, physical
activity will be encouraged and
a ‘national ambition’ will replace
government targets when it
comes to getting people moving,
with companies, councils and
charities all encouraged to be
involved.
Wrap-around childcare
between 8am and 6pm will be
offered to parents of primary
school children to enable them to
participate in after-school sports
clubs.
Standardised packaging for
tobacco products will also be
followed through, to protect
young people from some of the
persuasive techniques used by
manufacturers to attract smokers.
The party’s plan to tackle
binge drinking begins with a
crackdown on the availability of
high-strength low-cost alcohol
products such as white cider, by
been a significant shift so far. Rather
than making a patchy attempt,
funds to help the transition are
needed to really establish this.
I would like to see the issue of
childhood made a priority, with a
focus on areas such as long-term
conditions, obesity, mental health
and teenage pregnancy. The
achievements in these areas so far
need to be maintained and more

banning the sale of alcohol in
volumes greater than one litre, or
by increasing the level of duty on
such products.
Labour is keen to avoid
a repeat of criticism for
encouraging a ‘nanny state’
culture, and the party feels that
by giving people the ammunition
to take control of their own
health they can create a ‘new
point of balance’ between
state intervention and personal
responsibility in public health.
‘Labour wants the next
generation to be healthier than
the last,’ said Luciana Berger MP,
Labour’s Shadow Minister for
Public Health.
‘We are setting our clear
intention to take robust action
to protect children from harm
where voluntary measures have
failed, including regulating to
limit the amount of sugar, fat salt
in food marketed substantially to
children.’
progress needs to be made.
Mental health services cannot take
any further cuts as they are already
over-burdened, and workforce
numbers should not be reducing.
More generally, public health
should be provided with innovative
ways to support the population, and
for these health needs to be properly
funded. Future policy should be
based on evidence we have about

News

Labour propose child
defibrillator training
the Labour Party haS Set
out its public health strategy for
its next term in office ahead of
the upcoming general election
on 7 May. Among the proposals,
published in their policy review
Protecting children, empowering
all: Labour’s New Approach to
Public Health in the 21st Century,
the party has outlined plans to
implement a new ‘heart-safe’
programme to minimise the
number of fatalities following
heart attacks.
Labour also plan to ensure
that all children have access
to training in the use of
defibrillators, as well as receiving
first aid training including
cardiopulmonary resuscitation
(CPR) before they leave school.
Following in the footsteps
of other countries where

emergency equipment is made
available to the community, they
hope to increase the availability
of the life-saving devices in
public places, including schools,
shopping centres and sports
facilities.
A national list detailing
the locations of defibrillator
equipment would also be made
available via a smartphone app.
The party state empowering
the public to respond quickly to
cardiac emergencies would make
an ‘immediate difference’ to the
chances of surviving heart attacks
that occur outside of hospital,
and that educating young people
is crucial.
A new screening initiative
to identify young people at
increased risk of sudden cardiac
arrest would also be considered.

nHS ‘most important’ issue
a PoLL haS reveaLed that voterS are More iNtereSted
in reading news about the NHS than any other issue in the leadup the general election.
More than 4,200 adults were asked to rank the political issues
they would most like to see covered by the media before they
cast their vote on 7 May.
Nearly three quarters (74 per cent) rated the NHS as ‘very
important’ while 93 per cent rated it as ‘fairly important’ or above.
Other issues that were considered very important by
voters surveyed in the poll were the economy (69 per cent),
immigration (60 per cent) and welfare (56 per cent).

what works, and Public Health
England need to be given the
resources to get on and do it.
We want to see the important
progress that has been made in
tackling female genital mutilation
(FGM) being continued and
supported at its current pace, with
the required funding in place.
We also want to see what
the main parties are saying

about the wider determinants of
health - mental health, housing,
environment, education,
poverty and employment - as
these all have an important
impact on health and wellbeing.
The next government need
to ensure that there is scope to
really reach out and consult with
us as users, as we respond well
when we are listened to.

GENERAL ELECTION:
Key party promises

As the main parties ramp up their offerings for the NHS
in the lead up to May 7, here are some of the plans being
put forward.
CoNServAtiveS
Giving people access to a GP seven days a
week is one the plans put forward by the
conservative Party for the NhS ahead of the
general election.
Prime Minister and conservative leader
david cameron has pledged that by 2020 everyone in
england will have the option to visit their GP any day of
the week. the party also plan to extend general practice
opening hours from 8am to 8pm and ensure that everyone
has a named GP responsible for their overall care outside
of hospital.
the conservatives have also promised to ‘ring fence’ the
NhS budget with a ‘real terms’ increase in health spending.
they say that NhS workers and public sector staff will
see redundancy payments capped at £95,000, except for
those earning £27,000 a year or less.
LiberAL DeMoCrAtS
the introduction of ‘care footprints’ outlining
the cost of individuals’ care have been
announced by the Liberal democrats as part
of its election pledges. the footprints would
be made available to patients to raise awareness of the
costs of their care and empower them to make decisions
about their health.
the party has also promised to increase NhS spending
by £8 billion a year by 2020-21, to plug the funding gap
identified by NhS chief executive Simon Stevens in his fiveyear plan.
health and wellbeing boards will be handed additional
powers and budgets, and commissioners will not be
required to put all services out to tender. NhS mergers will
no longer be required to be overseen by the competition
and Markets authority.
LAbour
the Labour party plan to hand the overall
commissioning responsibility for health and
social care to health and wellbeing boards
should they win the next general election. the
underpinning principle will be providing ‘whole
person care’.
the NhS will be the preferred provider of services, which
will only be put out to tender if commissioners judge them
ineffective.
an extra £2.5 billion a year will be introduced to pay for
20,000 nurses, 8,000 GPs, 5,000 care workers and 3,000
midwives, as part of the ‘time to care’ fund.
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nMc issues updated code
for nurses and midwives
tHe NurSiNG AND MiDWiFerY CouNCiL
(NMC) has released a revised code of practice
for nurses and midwives.
The new Code, which has been finalised
following more than a year of consultations and
draft amendments from professionals and the
public, was put together in response to criticism
in the Francis Report of the existing version.
The updated Code outlines the essential
professional standards that nurses and
midwives should uphold at all times, and
centres around four main principles of
care. These are to prioritise people, practise
effectively, preserve safety, and promote
professionalism and trust.
Jackie Smith, Chief Executive and Registrar
of the NMC, said: ‘The Code sets out the
professional standards for nurses and midwives.
When someone joins the NMC’s register, they
are committing to uphold these standards
when they practice.’

“The Code will strike a chord with the nurses
and midwives who already demonstrate
these principles in their practice. It will put
patients at the heart of practice, and will help
us to protect the public better.”
The revised Code builds on the content
of the current version, which was published
in 2008. Jackie Smith continued: ‘Public
expectations of care have changed radically
since the Code was last reviewed in 2008. It
is essential that the Code reflects patients’
needs, modern healthcare practice, and the
recommendations of reviews such as the
Francis Inquiry.’
The new Code will be integral to nurse
revalidatation and comes into force from 31
March 2015.
The existing code will continue to apply
until this time. To view and download a digital
version of the new Code, go to:
www.nmc-uk.org/The-revised-Code.

Relationships central to young person care
PubLiC HeALtH eNGLAND (PHe) HAS PubLiSHeD A NeW
framework aimed at improving health outcomes in young people,
bringing them in line with other high-income countries.
According to PHE, England performs poorly compared to the rest of
Europe in areas such as teenage pregnancy, abortion and underage
drinking.
The report, entitled Improving young people’s health and wellbeing,
names six main principles to encourage organisations to work together
in a holistic way to address health concerns.
These include putting relationships at the centre of care, focusing
on what makes young people feel well, reducing health inequalities,
championing integrated services, understanding young people’s
changing health needs, and delivering accessible and age-appropriate
services.
The report aims to help local areas to improve health and wellbeing
outcomes for young people as the responsibility for public health
commissioning transfers to local authorities.
The 29-page report, which was developed in association with the
Association for Young People’s Health (AYPH), is available for download
from: www.gov.uk/government/publications/improving-youngpeoples-health-and-wellbeing-a-framework-for-public-health.
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news

neWsBites
DH to hold health visitor week
in the week beginning 2 March,
the Department of Health, in
conjunction with partners, will be
showcasing the impact the health
visiting service transformation
has had in health outcomes
and inequalities. there will be a
series of blogs, case studies and
testimonials along with social
media engagement to celebrate
the difference health visitors make.
You can get involved by following @
VivJBennett on twitter or using the
hashtag #healthvisiting.
Consultation on looked-after
children in Scotland
the Scottish throughcare and
Aftercare Forum (StAF) has
launched a consultation with
organisations across all sectors
following on from the children and
Young People (Scotland) Act 2014.
it aims to examine and highlight
issues with the new legislation and
improve services for looked-after
young people. Professionals in any
discipline who are involved in the
delivery of children’s services are
being invited to complete the survey
at www.surveymonkey.com/s/
staf2015.
Oral health faces scrutiny
nHS ﬁgures show that dental caries
are the main cause of admission
to hospital for children aged 5-9,
and it is reported that 12 per
cent of children in england have
experienced dental decay. A one-off
commons health select committee
is examining the evidence ahead
of the release of a report into the
current situation of children’s oral
health, expected to be released this
month.
‘Science and magic’ theme for
national children’s day
the theme for this year’s national
children’s Day UK on 17 May is ‘the
science and magic of play.’ the
aim of the day is to create events
and activities that highlight and
celebrate the Rights and Freedoms
of children. A range of materials
designed to help plan and engage
with events surrounding the day is
available from
www.nationalchildrensdayuk.com

children ‘pester’ for
advertised junk food
More tHAN SeveN out
of ten parents of schoolaged children in Wales have
experienced pressure from their
children to buy unhealthy food
they have seen on TV, a British
Heart Foundation (BHF) survey
has found.
The study of more than 2,100
parents found that 44% were
pestered for advertised junk food
more than once a week, with
42% of parents believing that
adverts for junk food hinder their
attempts at giving their children a
healthy diet.
A third of children in Wales
are overweight or obese,
and there are concerns that
loopholes in the UK’s regulatory
system allowing food and drinks
companies to promote unhealthy
products directly to children
are partly responsible for this
problem.
Earlier research by industry

regulator Ofcom found that
younger children are often
unable to distinguish between
advertising and entertainment,
and that children’s preferences
and behaviour appeared to be
directly influenced by television
advertising.
The BHF is calling for the
government to introduce tighter

restrictions online and ban junk
food adverts being shown before
the 9pm watershed to protect
children from making unhealthy
choices.
Mike Hobday, Director of
Policy at the British Heart
Foundation, said: ‘Regulations
for TV and online advertising in
the UK are weak. Loopholes in
the system mean that every day
millions of children are exposed
to sophisticated marketing
techniques specifically designed
to lure them into unhealthy
eating habits.
‘This evidence shows that junk
food ads are having a detrimental
impact on children’s behaviour
and are hindering parents’ efforts
to get their children to eat
healthily.’
The BHF is running a petition to
ban junk food marketing which
can be signed at www.bhf.org.uk/
junkfood.

Inquiry into parenting support
and social mobility launched
tHe ALL PArtY PArLiA-MeNtArY GrouPS
(APPGs) for Social Mobility and Families have
launched a joint inquiry into parenting support and
social mobility.
The inquiry is in response to feedback from a
recent consultation on social mobility and parenting
led by the APPG for Social Mobility. It will examine
the link between parenting and social mobility
outcomes and will explore the role of parenting
support schemes and how these can be improved.
Increasing inequality between rich and poor
families across Britain has led to a need for better
understanding, information and support from the
government about the causes.
It is hoped that findings from the inquiry will
highlight the key issues to all political parties ahead
of the general election on 7 May.
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Baroness Claire Tyler, Co-Chair of the APPG
for Social Mobility said: ‘I am delighted that this
important issue is receiving the attention it so
clearly deserves. Evidence shows that the role
of parenting is fundamental in promoting social
mobility, and it is important that we investigate
how parenting support can be enhanced, and the
supporting role that both government and other
agencies can provide, especially in the current
economic climate.
‘By making this a joint inquiry, we will be able
to draw on the skills and expertise in both of the
all party groups and their wider networks, and
build on the excellent work that has already been
undertaken in this area.’
The final report and recommendations will be
published later this month.

Association

@Unite_CPHVA #CPHVAtt

#CPHVAtt:

Immunisations
EAcH TuESdAy BETwEEN
7-8PM, @uNiTE_cPHVA,
in association with @CommPrac,
host a live Twitter chat using the
hashtag #CPHVAtt.
The theme for a recent Twitter
Tuesday chat was childhood
immunisations and members
had plenty to say on the issue.
@chelley1282 as a practitioner
I advise about flu imms and
importance - my own children
have had 1 this year
@surreynourish We struggle
to find clinical rooms & vaccine
storage – it’s not just matter of
giving an injection
@lizcullen72 Could delivery of
imms be linked with targeted
visits & developmental
reviews?
@davidamunday Do
professionals talk about
whether they have their
own children immunised? @
tonyblairoffice stayed silent on
Leo/MMR
@SAPHNAsharonOBE v few
neg parents- prevented by
well educated competent HCP
sharing knowledge advice skills
@HeartMummy so many
parents seem to believe flu is
not serious or is something
you can avoid by building up
immune system

Topics coming
up this month
include:
• 3 March – How can we protect
girls and women from FGM?
• 10 March – Is smoking an
inequalities issue?
• 17 March – Does austerity
disproportionately affect women
and families?
• 24 March – Tuberculosis: TB or
not TB?

Twitter Tuesdays take
place every week from
7-8pm. To join in, use the
hashtag #CPHVAtt.

Next government urged
to make children’s
health a priority
THE cHildrEN ANd yOuNg PEOPlE’S HEAlTH POlicy iNfluENciNg
Group (HPIG) has called on the incoming government to urgently
prioritise young-person centred care.
HPIG, a coalition of organisations with a common aim to improve
health and wellbeing of young people, includes Unite/CPHVA alongside
18 other charitable, regulatory and not-for-profit organisations.
In a call to action to the future government, the lobbying group have
set out nine main ‘immediate and urgent’ priorities:
1. Ensuring all children and young people have a voice in decisions
about their own care and are empowered to influence the shape of
provision locally and nationally, from priority setting to service design.
2. Making children and young people’s health a priority within the NHS,
particularly in the context of an ageing population and increasing
demand, and ensuring clear lines of accountability.
3. Improving data on the health outcomes of children and young people
and their experiences of health services, in order to monitor the
impact of services for children and young people.
4. Ensuring clear accountability and sufficient resources for the delivery
of services that promote children and young people’s mental health
and emotional well-being.
5. Securing the best possible care and a positive experience of care for
all children and young people, no matter how complex their needs or
disability, rare their condition or challenging their behaviour might be.
6. Ensuring joined-up approaches across all the services that have an
impact upon children and young people’s health, including GPs,
health visiting, hospitals, schools and early childhood services.
7. Ensuring children and young people have access to age-appropriate
services, and that they are supported in smooth transitions from child
to adult services and between specialised and community provision.
8. Meeting the ambition to increase investment in early intervention and
preventative services.
9. Creating the conditions for children and young people and their
families to make healthy lifestyle choices.

Unite/CPHVA Question Time Events
Unite/CPHVA Are rUnning A series of
Question Time events giving audience members the
opportunity to put their questions and opinions to a
panel of experts. The events take place from 5.30pm to
8pm at locations across England.
The first part of the event will focus on the important issue of NMC
revalidation to make sure that you know exactly what requirements will
be placed upon you when you re-register. The second part will be set
around the issues and questions raised by you. You set the agenda! We’ll
also offer some food at the end of the event.
the upcoming Question time events are:
Birmingham
18 March 2015
5.30pm – 8pm
Unite House, 211 Broad Street, Birmingham, B15 1AY
london
26 March 2015
5.30pm – 8pm
Unite House, 128 Theobald’s Road, Holborn, London, WC1X 8TN
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Obituary:
Deborah Bone MBE
We were very saddened to hear
of the passing of our friend and
colleague Deborah Bone, who
died aged 51 on 30 December
2014 – the very day it was
announced that she had been
awarded an MBE for her services to
children’s mental health.
Deborah grew up in Sheffield
and was a close childhood friend
of Pulp singer Jarvis Cocker,
achieving an unusual type of fame
as the inspiration for the band’s
1995 hit single Disco 2000 – ‘’Your
name is Deborah. Deborah. It
never suited ya.’’
However, it is for her immense
enthusiasm, sense of vocation and
great sense of humour that she
will be remembered by her many
colleagues and health service
friends. She was a long-time
Community Practitioner reader and
CPHVA member, and was widely
liked and respected.
Deborah’s professional
background was as a Mental
Health Nurse, and she latterly
worked for Hertfordshire
Community NHS Trust as Clinical
Lead and Service Manager for
early intervention and adolescent
mental health services.
In 2007, Deborah received
the CPHVA Education and
Development Trust’s MacQueen
Award for Excellence in Practice for
her work in developing ‘Brain Box’,
a visual resource designed to help
children and adults handle times
of great stress.
The follow-up to this, her awardwinning ‘Bright Stars’ programme,
was later used for working with
children in Hertfordshire schools.
She also wrote a book, Sticking
Plasters for Children’s Souls, a
collection of stories and poems
created to help improve children’s
emotional wellbeing.
In 2008, Deborah became
a member of the CPHVA’s
Education and Development Trust
Professional Advisory Committee,
during which she was instrumental
in helping to develop a more
robust system for our awards. In
2011, she became a Trustee.
She faced her illness with total
courage, and shared her journey
through it on her personal blog.

Association

Seven Day Working or Seven Day Services?
James Lazou, Research officer, Unite the Union
This GovernmenT’s unrelenting attacks
on NHS staff look set to continue right up until
the election in May. Not content with presiding
over the biggest reorganisation in NHS
history, funding cuts, cuts to your pensions,
introducing performance-related pay, and the
long running dispute with NHS wages cut by
nearly a fifth in real terms since taking office,
they are now aiming their guns at overworked
NHS staff’s unsocial hours payments.
This latest attack comes under the guise of
‘improving patient outcomes’ through seven
day services. Jeremy Hunt and the devolved
governments have asked the NHS Pay Review
Body (PRB) to investigate the barriers to
seven day working, while at the same time
explicitly stating that there will be less money
available to deliver it. This was followed up by
submissions from the Department of Health
(DH) calling for cutbacks to unsocial hours
payments to redefine weekends and late shifts
as normal working hours.
To illustrate just how political this attack
is, the DH described the current system as
‘arcane’ while justifying its approach by quoting
‘evidence’ from arch-right wing Conservative
Think Tank, the Taxpayer Alliance.
Unite has always stressed that it supports
all initiatives that deliver the optimum service
for patients based on clinical need and clinical
evidence. It is absolutely clear, however that
Government proposals will do the opposite.
The issue of seven day services has arisen
due to review of the evidence by Sir Bruce
Keogh showing poorer patient outcomes for
people admitted over weekends across the
NHS in England. This issue is a major concern
for NHS trade unions but it is clear that the
main driver of this problem is staffing levels
and insufficient funding.
When Sir Bruce Keogh addressed the NHS
Staff Council on 14 November he remarked that
his main regret was that the undertaking had
ever been referred to as seven day working,
rather than seven day services or care. He was
clear that the driver was to minimise the current
variation in outcomes for patients admitted
to hospitals at the weekend across the NHS in
England and not about forcing new working
patterns. The Seven Day Forum identified that
the main causes of variations include: variable
staffing levels in hospitals at the weekend;

fewer decisions makers of consultant level and
experience; a lack of consistent support services
such as diagnostics and a lack of adequate
social care, community and primary care
services that could prevent some unnecessary
admissions and support timely discharge. These
conclusions sit closely with Sir Robert Francis’s
conclusions in his investigation of abuses in Mid
Staffordshire Hospital.
Unite members report that the causes of
these differences over weekends is likely to
be due to the level of cost cutting, deskilling
and understaffing currently found across the
NHS. This has been caused by the enormous
costs associated with reorganisation of the
NHS, complex additional bureaucracy that has
been created and the extremely tight financial
situation Trusts face due to government
restrictions to funding.
Given that there is currently substantial lack of
clarity as to what Jeremy Hunt is really proposing;
Unite reiterates that decisions need to be made
on sound clinical study. To provide seven day
services there is a need for more staff and more
funding. It would be impossible to deliver the
same level of service by taking a workforce which
is currently struggling to cover a five day service
and spread it more thinly over seven days.
There is no evidence that such a model
would improve patient care as it would be likely
to lead to a worse skill mix on duty throughout
the week, resulting to increased mortality rates
right across the seven day period not just on
the weekends. Unfortunately the proposals
under consultation appear to be motivated

solely by reducing costs to the Treasury rather
than improving patient care and clinical need.
The PRB has been tasked to look at a system
with no increases in funding available. It is
therefore almost inevitable that services will get
worse. Understaffing will lead to increased stress
and lower NHS staff morale. Unite knows that
NHS staff will not cope with further cuts to their
pay – morale is very low and further cuts could
cause industrial unrest and unsafe services. It
is unsustainable and dangerous to simply ask
NHS staff to work more and more hours.
In order to fully assess the exact staffing
needed there must be a scientific approach to
modelling the impact of seven day services on
staff numbers, safe skill mix, the occupations
affected or staff working patterns, taking into
account workforce motivations, preferences,
wellbeing and intentions.
Many professionals are already running
24/7 services, for example the ambulance
and other emergency services. These are also
the most over-stretched with huge issues of
unsustainable overtime, deskilling of jobs and
funding problems.
Unite members report that in many areas
spreading health services across weekends
makes no sense unless other services are also
running. For community health services this
may be even more important as many of you
will require non-NHS services that need to be
operating and integrated.
Crucially hospital staff report that there
would need to be a link up with social care
over seven days or many hospital discharges
could be blocked. Similarly some health
visitors have argued that without other council
services such as social work available it would
be difficult for them to operate. It will be
difficult to have one without the other.
Unite and the other NHS trade unions have
stood firm in our evidence to the NHS Pay
Review Body. In the current political context the
proposals under discussion appear to be yet
another attempt to use the PRB as a wedge to
attack collective bargaining in the NHS. Unite
continues to believe that the PRB, when given a
fair remit is an asset for properly evidencing the
pay needs of the NHS. Unite has made it clear
that it will stand firm on these issues and others
to halt the attacks on your terms and conditions
and protect the quality of our NHS.
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capacity. All link to a family focus; seamless
transition to 5-19 services; and close working
with local troubled families programmes and
their key workers. There is also a strong focus on
achieving public health outcomes.

NHS ENglaNd

Core health visiting service
specification updated
NHS ENglaNd HaS publiSHEd a NatioNal
core health visiting service specification for
2015-16. The refreshed specification has a
strengthened focus on the role of health visitors
as leaders for improving health and wellbeing
outcomes for young children and their families.
Supporting a safe and sustainable transfer
to local authority commissioning of 0-5
public health services is a high priority. As
well as extensive consultation with health
visitor providers and existing commissioners,
NHS England has involved the Local
Government Association (LGA), in addition
to directors of public health and directors of
children’s services. The commitment of future
commissioners to NHS England’s service
specification covering April to September 2015
will increase the likelihood of the specification

transferring in to local authority/provider
contracts for October 2015 and beyond. The
core specification can be built on by local
children’s partnership to meet local needs.
The specification emphasises local authority
priorities. These include a strengths-based
approach to building family and community
competency; assessing development at the
integrated 2-2.5 year review using the Ages
and Stages Questionnaire (ASQ3); promotion
of school-readiness including working in
partnership to improve speech, communication
and language, and partnership working where
there are concerns about parenting capacity,
adult mental health, substance misuse and
domestic and child abuse. Underpinning each
of these elements is the strong emphasis
on building early attachment and parenting

The specification reflects the 4,5,6 model
• Four progressive tiers of health visiting
practice – building community capacity;
the universal elements of the Healthy Child
Programme; targeted interventions to meet
identified need, and partnership working to
meet complex needs.
• Five universal HCP checks and reviews in
line with the proposed mandate of local
authority commissioning of the five universal
checks and reviews. A significant addition to
the performance report is the percentage
of children who receive a six to eight week
review.
• The six high impact areas - maternal
mental health, transition to parenthood,
breastfeeding, healthy weight, child
development and managing minor illness/
accident prevention.
Working in partnership with other services
in supporting assessment of education and
health and care plans for children aged
0-5s is a strong focus, including a family
centred approach to meeting the needs of
children with Special Educational Needs and
contributing to high intensity multi-agency
services where there are safeguarding or
child protection concerns. The updated
specification highlights the health visiting
contribution as experts and leaders in
delivering better health and wellbeing for 0-5s.
The full updated service specification is
available by following the link below.
link

www.england.nhs.uk/wp-content/
uploads/2014/12/hv-serv-spec-dec14-fin.
pdf

Department of Health insight day
The Department of Health is holding an insight day for health
visitors, school nurses, allied health professionals and others
involved in supporting the health and wellbeing of children, young
people and families. The day is aimed at those who would like to find
out about the work of the Department of Health and Public Health
England.
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The Insight Day will be 10.00 – 3.45 on 13 May 2015, at rooms
102A/124A/125A Skipton House, 80 London Road, London, SE1 6LH.
The event is a repeat of the day held on 18 February 2015, so if you
have already attended, you do not need to attend again. To book your
place contact fiona.hill@dh.gsi.gov.uk. Places are limited.
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New resources
Child Protection - Information Sharing
The Health and Social Care Information
Centre (HSCIC) has developed the Child
Protection - Information Sharing (CPIS) initiative, which aims to improve the
way that health and social care services
work together across England to protect
vulnerable children. CP-IS provides health
professionals with prompt and easy
access to key social care information that
can help them to assess whether a child is
at risk. The project will link the IT systems
of NHS unscheduled care to those used by
social care child protection teams, so that
information can be shared about children
who are subject to child protection plans
or who have looked after child status.
CP-IS is being rolled out across local
authorities in England during 2015, and it
is hoped that 80% of the NHS in England
will be involved by 2018. HSCIC have
developed a video illustrating how the
project will work, as well as downloadable
toolkits and resources available from
http://systems.hscic.gov.uk/cpis.

latESt rESEarCH
after eating - or gastro-intestinal reflux (GOR)
- is common in this group, but GORD is used
to describe the condition when it becomes so
severe that medical intervention is required.
The guideline recommends that parents
need to be informed that GOR is normal and
does not usually require further investigation
or treatment, and states that healthcare
professionals should be aware of additional
symptoms which may indicate GORD, such
as frequent vomiting, chronic diarrhoea and
abdominal distension. The full guidance is
available from www.nice.org.uk/guidance/ng1.

Breastfeeding and return to work
Northern Ireland’s Public Health Agency (PHA)
has produced a leaflet aimed at mothers who
are thinking about combining breastfeeding
and working. It offers advice on how mothers
and employers can work together to facilitate
successful breastfeeding following a return
to work, and sets out the legal requirement
and entitlements for lactating women in the
workplace. The leaflet for mothers is available
from www.publichealth.hscni.net/publications/
breastfeeding-and-returning-work

Public health outcomes measures
A factsheet has been published by the
Department of Health about ‘Developing
a public health outcome measure for
children aged 2-2½, using ASQ-3.’ It sets
out how an outcomes measure might be
used to monitor child development and
observe changes year-on-year, as well as
track outcomes as children progress. The
information will be collected for children
across England and used to evaluate and
plan the commissioning of services. It sets
out timescales for the collection of data
from April 2015, and answers questions
that other service providers may have
about the implementation of the outcomes
measurements. The factsheet can be
accessed from www.gov.uk/government/
uploads/system/uploads/attachment_
data/file/392384/FACTSHEET.pdf

NICE guidance on reflux
The National Institute for Health and Care
Excellence (NICE) has issued new guidelines
on the management of gastro-intestinal
reflux disease (GORD) in infants, children
and young people. The bringing up of food

Value of schools as
a community health
asset
The authors of a study have found that
planners of services for school-aged children
need to consider that children have to learn
in order to be healthy. This paper sought
to provide a model for commissioning
children’s services which aimed to deliver
both educational improvements and
better health outcomes. The rationale for
the review was to find the best available
evidence and to locate the major gaps
in knowledge for health planners in any
country working with that population. Using
a framework of Asset-Based Community
Development (ABCD), which counted
schools as a public health asset, areas for
health gain were identified. The authors
concluded that more research was needed
to more rigorously test how schools can
be utilised as an asset in public health, and
that this could be used by commissioners to
address health inequalities.
Public Health. 2014. doi: 10.1016/j.
puhe.2014.10.006

Defecation patterns in
infants

Smoking support
As part of national No Smoking Day on 11
March, the British Heart Foundation are
issuing free materials and campaign packs
for people wanting to stop smoking, as well
as those supporting people who are giving
up. There is also online support available in
the form of discussion forums for smokers
who are in the process of quitting. No
Smoking Day aims to support smokers who
want to stop by providing an opportunity to
do so, and highlighting the effective help
that is available. Further information and
resources are available from
https://nosmokingday.org.uk

A study has investigated the prevalence of
infant dyschezia (straining and crying for at
least 10 minutes before successful passing
of soft stools). Using questionnaires and
bowel diaries, patterns were recorded in
infants aged one, three and nine months. Of
the 1,292 infants involved in the study, 46.4
per cent experienced no gastrointestinal
complaints. Among children aged one
month, 3.9 per cent fulfilled the criteria for
dyschezia, but 17.3 per cent displayed some
of the symptoms. For three-month-olds,
the percentage of those with dyschezia was
0.9 per cent, with 6.5 per cent displaying
milder symptoms. Among nine-month-olds,
dyschezia was present in 0.9 per cent, with
some symptoms present in 5.7 per cent.
The study concludes that infant dyschezia
declines with age, and argues that the
definition of dyschezia needs to be reviewed
to take into account those who display
some, but not all, of the diagnostic criteria.
Arch Dis Child 2014 doi:10.1136/
archdischild-2014-307448
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Role

to play
Author: George F Winter

Toys form an important part of a child’s play
experience and development, and can also be
a useful tool in clinical settings – but they are
not without risks

T

he role of play as an
important part of children’s
optimal development was
formally recognised in 1989,
when the United Nations High
Commissioner for Human Rights conferred
every child a right to play (Office of the United
Nations, 1989). Central to children’s enjoyment
of play is the availability of appropriate toys,
a point underlined in Community Practitioner
by health visitor June Thompson (2000),
where she pointed out that, although toys
provide simple enjoyment, well-designed toys
can help improve hand-eye co-ordination,
communication, language skills, agility and
balance.

CrUCIal role To play
The importance of appropriate toys in normal
development is well understood, but what
about when children are unwell, hospitalised
or traumatised? As Little (2006) pointed out,
the importance of play to sick children was
first recognised in the 1950s, and it has been
linked to more rapid recovery from illness,
a finding confirmed by a report from the
Audit Commission (1993), which highlighted
how play and toys are crucial to alleviating
children’s pain, fear and discomfort.
An example of this was described in an
Irish study where O’Donnell et al (2002)
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demonstrated the importance of toys
and play in an emergency department
setting, noting how toys could help to
distract children from unpleasant clinical
procedures. They recommended dedicated
play therapists for A&E departments treating
more than 18,000 children per year, since
play therapists ‘...can be most useful in
distracting the child from their pain with
age-appropriate toys and games, such as
picture books, drawing and painting.’ The
authors also considered that ‘[role] playing,
such as pretending to stitch or auscultation
of a toy, can prepare a child for suturing or
examination.’

sIMple DIsTraCTInG Toy
A further Irish study demonstrates how
a simple rubber glove can serve as a
distracting toy in a healthcare setting.
Inspired by the Dublin twins Jedward, who
found fame on The X Factor, Fogarty et al
(2014) found that ‘[a] standard hospital glove,
inflated as a balloon with a face drawn on
it, is a useful distraction for children with an
acute injury.
The face drawn should be drawn ‘Jedward’
style. This meant that when the face was
drawn on the palm of the inflated glove,
the fingers represented the twins’ gravitydefying, gel-strengthened hair.
The ‘Jedward’ was found to be more
popular among youngsters than the
‘Mohawk’, where the thumb of an inflated
glove served as a nose, and the line of four
fingers represented the style first promoted
by certain native American Indians and later
taken up by many of the punk generation of
the late 1970s.
According to Stallard and Salter (2003),
dolls and similar toys can also be used as
an aid for children who have undergone
traumatic experiences, helping to explain
what happened to themselves or to
someone else. However, the authors cite a
study of pre-school children, which found
that they can ‘...experience difficulties if
they are asked to use the doll to represent
themselves. They have difficulties
understanding that a doll can be both an
object (toy) and a symbol (representation of
themselves).’
It is also worth noting that toys can be
helpful at the other end of the age spectrum.
For example, James et al (2006) highlight
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the value of doll therapy among people
with dementia, stating that dolls have ‘...
been used as a reminiscence tool to develop
a therapeutic bond, influence pro-social
behaviours, provide sensory stimulation and
enhance communication.’
But against the benefits conferred by
toys on patients – especially children – in
healthcare settings, we must also consider
some risks. The most acute risk to children
arises from their tendency to place objects in
their mouths. In a recent review, Jayachandra
and Eslick (2013) found that small toys,
marbles, batteries and erasers are most
commonly ingested, with coins being the
most regular offenders. They also cited
evidence to show that ingested foreign
bodies often obstructed the upper third
section of the oesophagus.

in superficial infection such as abscesses,
wound infections, boils and conjunctivitis
or deep infections such endocarditis,
septicaemia, pneumonia and osteomyelitis
as well as toxic food poisoning, toxic shock
syndrome and skin exfoliation.’
Similarly, Little (2006) cites a study carried
out in a neonatal intensive care unit which
found that 98 per cent of all toys placed
in incubators had been colonised with
staphylococci, and a subsequent study ‘...
found a moderately strong association
between toys and nosocomial infections.’
When toys were excluded from the neonatal
unit, the number of infections fell. However,
the authors make the important point that
‘[a]lthough the figures were not statistically
significant, the rate was the lowest recorded
for five years and could not be dismissed.’

rIsKs lUrK

CleanlIness Is Key

Other risks, however, lurk at a microscopic
level, and it appears that toys can host a
range of infectious agents. For example, a
small-scale study by Fleming and Randle
(2006) of toys brought in by families
visiting a paediatric intensive care unit at a
Nottingham teaching hospital found that
‘...85 per cent of the toys harboured viable
bacteria, which could be damaging to the
child’s health.’
The authors stated: ‘The main
pathogen that could be spread by toys is
Staphylococcus aureus ...[t]his can result

Infected toys may not only pose a threat
to children, but to adults as well; this is of
particular significance to pregnant women.
For example, cytomegalovirus (CMV) belongs
to the same group of viruses as herpes
simplex (cold sores, and genital infections),
Epstein-Barr virus (glandular fever) and
varicella (chicken pox).
CMV is the most common congenitally
acquired infection in infants, and according
to NHS Choices (2014): ‘It is estimated that
one to two babies in every 200 will be
born with congenital CMV in the UK. Of
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these, about 13 per cent will have problems
when they are born and around another
14 per cent will develop problems later on.
Problems that congenital CMV can cause
include hearing loss and learning difficulties.’
In an American study, Cannon et al (2012)
questioned around 2,200 women and 2,000
men, finding that only 13 per cent of women
had heard of congenital CMV. And whereas
95 per cent of women cleaned their hands
after changing children’s nappies, only 26 per
cent did so after handling children’s toys –
possible vehicles of CMV transmission.
The authors concluded: ‘Few women are
aware of CMV and most regularly practice
behaviours that may place them at risk when
interacting with young children. Women
should be informed of practices that can
reduce their risk of CMV infection during
pregnancy.’
There is no denying the infectious
potential of toys, but do we perhaps need
to develop a sense of perspective about the
relative risks posed by infectious hazards that
children are exposed to in certain settings?
This question arises from recent work
undertaken by Danish researchers,
who observed that with more children
attending day care nurseries, the greater
the opportunities for the transmission of
infectious diseases.
Microbes can be directly transferred from
child to child by sneezing, coughing and
touching, or indirectly by objects such as
toys. Ibfelt et al (2014) state: ‘Toys are among
the fomites with the highest pathogen
load, but their role in disease transmission is
unknown.’
The aim of the researchers, led by Dr Tobias
Ibfelt of Copenhagen University Hospital, was
to find out whether washing and disinfecting
toys could reduce both absence due to
sickness and the amount of pathogens
recovered from the nursery environment.

TesTeD for InfeCTIon
Twelve nurseries, attended by 587 children,
were selected. Over a three-month period
the toys and linen from six nurseries were
washed and disinfected every fortnight
by a commercial cleaning company; the
remaining six nurseries served as controls.
Toys and the surrounding environment
were tested for infection with bacteria and
respiratory viruses. In addition the extent and

Toys can harbour potentially pathogenic microbes which
could be transmitted from person to person and possibly
cause infections.
causes of sickness absence among all the
children were recorded both before and after
the washing protocol was introduced.
The results showed that washing and
disinfecting toys reduced the presence of
adenoviruses, respiratory syncytial virus and
common-cold rhinoviruses ‘… compared
with the control group, but the intervention
had no effect on sickness absence or disease
patterns in the nurseries.’
Commenting on the results, Dr Ibfelt told
Community Practitioner: ‘In nurseries, toys
are among the most heavily contaminated
things in the environment and may be a
source of transmission of infectious diseases
from child to child.’ He added, however: ‘In
infection prevention in nurseries, cleaning
of the toys does not seem to have a major
effect on the disease pattern and frequency
among the children.’
Toys are not only crucial to the normal
development of children, but they can
also aid recovery from illness and have
applications among adult populations
suffering from dementia.
Yet it is clear toys can harbour potentially
pathogenic microbes which could be
transmitted from person to person and
possibly cause infections. But as the
Danish study shows, regular washing and
disinfection of toys do not necessarily result
in fewer episodes of infectious disease
among children attending nurseries.
It seems that community practitioners
should be able to assess the infectious risks
posed to individuals by toys by considering
the context in which they are found (for
instance, day nursery, intensive care unit,
classroom of infants taught by a pregnant
lady).
While it might be crucial to wash and
disinfect toys under certain conditions, the
importance of routine hand-washing in the
interruption of a chain of infection and as a
cornerstone of infection control cannot be
over-estimated, and should be promoted
among both adults in children in domestic
and healthcare settings.
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Twitter Tuesdays

#cpHVatt Twitter Tues

days

Your chance to engage
with
members, swap though other
ts
opinions, and get YoUR and
VoIce
heard. We’d love you to
join us!

A Guide to CPHVA
Twitter Tuesdays
Every Tuesday from 7-8pm Unite/CPHVA (@Unite_CPHVA) and Community
Practitioner (@CommPrac) host a weekly live #CPHVAtt Twitter chat on a topical
issue affecting the profession
I don’t
understand
Twitter...!

Don’T panIc, it’s really easy. Twitter is a form of
social media where users post public messages – or
‘tweets’ – of 140 characters or less. To become a
Twitter user, simply create an account at
twitter.com and start ‘tweeting’. You can then
‘follow’ other users to ensure you always receive
their tweets, and mention them in your own tweets
by including their username with an
‘@’ symbol at the start - @Unite_cpHVa and
@commprac are a good place to start!
So what
is a
Twitter
chat?

a TWITTeR cHaT is where a group of people use
Twitter at the same time to send, receive and read
messages between one another. To make sure your
message is visible to others taking part in Twitter
Tuesday, you should include our ‘hashtag’ which
is #cpHVatt. Hashtags are used to group together
similar tweets to allow people to find them easily.
You should also make sure you’re following
@Unite_cpHVa so you don’t miss the tweets on
what this week’s topic is.
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I’m worried
about privacy
or getting
into trouble
at work

YoU can tell Twitter as much or as little
about yourself as you want. Tweets are
public, so the key is to treat them as you
would any kind of conversation in a public place.
Unite in Health has published a social media
briefing, available from www.unitetheunion.
org/how-we-help/list-of-sectors/healthsector/
healthsectorresources/professionalresources. The
nursing and Midwifery council (nMc) also has
guidance available on its website.

I’ve got a
Twitter account,
it’s Tuesday…
what now?

BeFoRe THe cHaT @Unite_cpHVa will tweet
information about the topic (they’re also listed in
this issue of community practitioner). From 7-8pm
on Tuesday, anything you tweet that includes
the hashtag #cpHVatt will form part of the live
discussion. To view what others are saying, click on
the hashtag and you will see a list of participants’
tweets – you can then reply, retweet or just read
the messages. putting @Unite_cpHVa or
@commprac in the tweet will also make sure we
see it and can retweet it.

Profile

Moving upstream
Seema Malhotra MP was appointed the first ever shadow minister for preventing
violence against women and girls in August 2014. She talks to Louise Naughton about
the step change she is hoping for among healthcare workers
How can health practitioners better
respond to prevent the harm of
domestic abuse?
Too much of a response to violence against
women has been further downstream whereas
now we are moving much more upstream to
think about how you can intervene earlier in
spotting the signs, and responding in a way
that is sensitive and understanding but brings
the professionals services into play when they
are needed. The statistics are horrific: between
six per cent and 17 per cent of women are
estimated to suffer domestic violence during
pregnancy. We know from police reporting
that one of the biggest risk moments in a
domestic situation is pregnancy. It can be
where violence begins and it can be when
women are most vulnerable.
The cost of responding to domestic abuse
– because it could be 35 instances on average
before she may report it – is billions but
also means women dying – between 10 per
cent and 15 per cent of female deaths either
during or immediately after pregnancy can
be attributed to domestic violence.
We have to make the prevention of domestic
violence mainstream in the way in which
health services are provided locally. In terms of
antenatal care, interviews one-on-one, posters
on the toilet alerting women to the secret
codes in place they can use to raise an issue
even if your partner is there, are really making a
difference.

How can community nurses better
work with GPs on domestic abuse?
GPs may have incidences where women may
come into the surgeries for other issues, but
after probing a bit further, they can see things
aren’t quite right at home. One example that
was told to me was a woman who was being
told to mop the floor every day despite having
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A really important part of prevention is
sex and relationship education and the role
schools can play in intervening early in how
attitudes are being formed. You are going to
set up a generation that is going to have far
deeper social problems as those young people
go on to become partners and parents.

Do you think school nurse numbers
need to rise?

just given birth with a low blood count. There
was clearly a very controlling environment at
home with a very dominant mother-in-law.
The GP I was talking to happened to be from
the same ethnic background and could spot
some of the scenarios going on. That wouldn’t
necessarily happen if someone didn’t have that
awareness.
You are going to hopefully see a much more
preventative role coming through when it
comes to violence against women and girls
with health service workers and signposting to
other services where a woman’s needs can be
followed up.

Are commissioners engaged in this
new preventative approach for health
workers?
In looking at the issue of violence against
women and girls more generally, the local
clinical commissioning groups have an
important role in working with the local
authority and community safety partnerships
in making sure training is rolled out in an easily
accessible way and I would like to see that
being increased.

The commitment we have made under the
Time to Care fund is as far as we have gone –
there are really important questions about how
the transformation of services will need to take
place on how it can be more joined up, where
it makes more sense to apply some of those
resources and how the system can become
more integrated.

How important is it for CPHVA members
to engage with May’s general election?
If we are to see a step change in the prevention
of violence against women and girls, and
improvements in the health service across the
board, we look at the commitment of people
who work in the health service who are wanting
to do the very best for individuals and families
but often feel so constrained because of the
resources available. It is important to hear those
voices in the run up to the election and how
things can be improved locally.
We are really concerned with how low the
morale is within the health service and how £3
billion was spent on a reorganisation that was
not called for from within the health service.
What we need is a government that is working
with the heath service on the changes we need
to secure its future so we can make sure that
in 50 years time we still have a health service
in this country that is true to the principles of
how it began in serving the nation’s health and
continuing to be a world leader.

Profile

Author spotlight:
Louise Perrin
The lecturer, health visitor and Community Practitioner
author talks to Amy Brewerton about the opportunities
and possibilities presented by nurse prescribing, and why
prescriptions shouldn’t be scary

P

art-time lecturer and health visitor
Louise Perrin is passionate about
nurse prescribing. Through her
work at Anglia Ruskin University
– where she is due to take up a
permanent lecturing position at the end of
March – she has encountered a number of
student and newly-qualified health visitors
with the knowledge, but not the confidence,
to write prescriptions. She explains why
she thinks the prescribing role should be
celebrated and fully embraced by those
qualified to do it.

Q. Why do you think nurses should
train to be nurse prescribers?
A health visitor is a public health nurse, so
hopefully prescribing encourages them to
take a more holistic view of the population.
There are such big issues – such as Ebola
or antibiotic resistance - which prescribing
makes you aware of, and which you can then
apply to populations you’re working with.
You do go into people’s houses who ask you
about Ebola or antibiotics. Prescribing isn’t
just about writing prescriptions for emollients
for eczema, it’s about always being there in
a health education or health promotion role,
and being up-to-date on all the public health
issues, conditions and prescribing.

Q. Is there a benefit to the wider NHS?
There’s a need for more research into what
a great job nurse prescribers do for the
NHS. One thing that’s apparent is that nurse
prescribers aren’t prescribing very much.
This has been criticised, but that’s because
there’s no research into what health visitors
do actually contribute. I’m pretty sure they
prevent a lot of prescriptions being written.
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They are in a good position to say ‘you don’t
need a prescription’ or ‘antibiotics wouldn’t be
appropriate this time’ – but it’s hard to collect
the evidence to say that they’ve prevented a
certain number of attendances to the GP. Just
because they’re not writing prescriptions, I
don’t think they should be criticised.

have their own support, whether it’s weekly
allocations meetings or clinical supervision, or
annual one-to-ones; it’s an important part of
the health visitor’s role to identify their own
objectives and create an action plan. It’s not a
massive amount of work, it’s just one part of
the public health role to keep a focus on really.

Q. How can health visitors make
prescribing more of a priority?

Q. What is the most rewarding part of
being a nurse prescriber?

I think it’s down to the individual. A lot of
energy has to come from them in terms of
the desire to want to keep up-to-date. In
health visiting there’s a lot of emphasis on
lone working and mobile working, so as
an individual practitioner they have to take
responsibility and ownership of their role. They
need to take the lead and talk to colleagues,
meet with pharmacists, GPs and other nurse
prescribers and just keep it current and a
regular occurrence within their practice.

I think for me, the thrill is always when you
feel you’ve been able to give some really upto-date information and been able to advise
a client who has been anxious, and prevent
them having to seek help somewhere else.
It might save them having to go to the GP
with a new baby, or having worries that you
could help alleviate. It’s disappointing when
you have to refer them onto someone else
for advice because you haven’t kept yourself
up-to-date, when really you were there and
could’ve given them that information.

Q. How can students and newlyqualified health visitors keep
prescribing at the front of their mind?
They need to know not to worry about
prescribing, it’s just part of the whole public
health role. If you are a nurse prescriber,
you have the knowledge, it’s just having
the confidence to provide information. The
prescriptions come with experience and
practice. You need to make sure you’ve got a
good knowledge base and the confidence to
take it forward.

Q. What’s the best way to create a
culture of prescribing?
I think there’s lots of opportunities with the
health visitor preceptorship programme for
newly-qualified health visitors. Also, teams will

❑ Community Practitioner would like to
apologise to Louise Perrin for an error in
the previous issue of the journal (February
2015).The article ‘Embrace your autonomy:
be proud to be a nurse prescriber’ was
incorrectly bylined. Louise Perrin was in fact
the author of this paper. The correct citation
for the article is: Perrin, L (2015) Embrace your
autonomy: be proud to be a nurse prescriber.
Community Practitioner 88(2): 36-38. The
corrected version is available in PDF format
on request.

PLEASE CONTACT

amy.brewerton@tenalps.com
To receive a copy of the revised article.

School nurse campaign

How members can
mobilise themselves
for political change
Rosalind godson
Professional Officer, Unite/CPHVA
rosalind.godson@unitetheunion.org

O

nce every five years we get an
opportunity to vote nationally
(UK) for political change and
once every three years (varies)
for local change. I have written
before in this column imploring you to use
your vote wisely; remember the CPHVA colours
are those of the Suffragettes (white, green and
purple) who campaigned tirelessly so that all
women could have the right to vote.
However, some of you are content to let
your neighbours choose your local council
and your national government; you must have
a lot of confidence in the unknown people
who happen to live in your area!
Traditionally, nurses have not thought
of themselves as ‘political’ but I’m afraid
you entered a political world the day you
applied for training. If you had trained as an
accountant or a travel agent, then people
would be able to choose whether to engage
with you, but health related matters affect
everyone and are paid for from taxation.
Recently, I attended a stakeholder day with
Public Health England (PHE). PHE is a relatively
new organisation brought about by the
amalgamation of over 20 entities and has spent
some time sorting out its priorities. They have
consulted widely and come up with seven
ambitions :
• Tackle obesity, particularly for children;
• Reduce smoking;
• Reduce the harm from alcohol;
• Secure the best start in life for children;
• Transform a generation’s risk of dementia;
• Achieve decline in tuberculosis incidence;
• Tackle antimicrobial resistance.
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The first four of these ambitions have a direct
link to school nursing, and we can have a
role in the other three. However, the political
question is; how serious is the government
about achieving these aims? I wasn’t the
only delegate muttering under their breath
at the audacity of the well-meant ambitions
contrasting with current government policy.
For example, if they want to ‘secure the best
start in life for children’, then why are they closing
Sure Start centres and reducing the opening
hours and scope of others? Is this an evidencebased policy, and have better alternatives been
found? Why haven’t they committed to a large
increase in school nurses to follow on from health
visitors? Why is there a reduction in CAMHS
services? Are these services no longer needed?
If they want to tackle obesity, then why
were the contracts for food at the Olympics
in London in 2012 awarded to fast food
companies? What does this say about sport and
fitness? Why are companies allowed to offer
me enormous chocolate bars at breakfast time
when I buy a newspaper? Why is unhealthy
food allowed to be advertised before the 9pm
watershed? If they want to reduce the harm
from alcohol, then why not use pricing per
alcohol unit? Why not restrict the number and
type of shops where alcohol is available?
PHE states that these seven priorities
can’t be addressed without also considering
three themes: health equity, mental health
and community centred approaches. Again
there is a contradiction; on the one hand we
have increasing numbers of suicides, which
indicate deteriorating mental health, but on
the other hand, many of those who have been
‘sanctioned’ by the Department of Work and
Pensions, and been denied benefits are those
with mental health problems and those who
are sick and disabled
However, surely of greater concern is the

rising number of suicides in prison largely
blamed on the policy of out-sourcing prisons
to private companies who cannot provide
the level of staff and support which prisoners
need. Was this out-sourcing evidence based
or was it a dogmatic policy based approach?
Many public health concerns are directly
related to lower socio-economic groups. The
university of Manchester’s recent report four,
2015; Social Policy in a Cold Climate compares
the coalition government plans to its
achievements and concludes that: ‘Despite the
coalition’s reforming intentions, however, it will
find itself passing on many of the problems it
inherited to its successor, or having to address
them itself in a second term. Increasing
need for health and social care, unaffordable
housing, a regionally unbalanced economy,
large spatial disparities in people’s outcomes
and continuing labour market inequalities
all remain to be tackled, as do child poverty,
insufficient high quality affordable childcare,
a weak system of apprenticeships for young
people and relatively ineffective mechanisms
for helping workless people back into work.’

challenges ahead
The next government, like the coalition, will
need to address these challenges in the
context of very high public sector net debt
and a current budget deficit. The cold climate
for social policy and those most affected by it
will remain into the foreseeable future.
‘Meanwhile, low income families with young
children have been among the worst affected by
benefit changes, and it now appears impossible
that the statutory target of eradicating child
poverty by 2020 can be met. While health visitor
numbers increased and early education places
for disadvantaged two year olds were rolled
out, real spending per child on early education,
childcare and Sure Start services fell by a quarter

School nurse campaign

as local authority budgets were cut, leaving
services for young children vulnerable.’
Finally PHE thinks there are six ‘game
changers’ which will deliver better outcomes’
one of which is: NHS preventative services.
As school nursing is a preventative service for
children aged 5-19, then it follows that they
are a PHE priority? Or have I misunderstood?
There are clearly many issues on which you
have to make up your mind, locally and nationally
before May 7 and being involved with your
Unite Health or CPHVA branch can help with
these discussions. Now is the time to attend MPs
surgeries and check their voting record. Read the
minutes of your clinical commissioning group
and health and wellbeing board meetings, and
really get an understanding of who you want to
represent you in Parliament and on your local
councils. And if you think you could do a better
job, then get active! Personally I am appalled that
people have to resort to food banks, and will
support an increase in funds and resources to
poorer sectors of society.
As one of the oldest trade unions we make
no apology for our political views, which are
socialist. We campaign for sharing of wealth

and resources so that accessibility to health,
education and social services is based on need
and entitlement and financed via national
taxation, and not on individual ability to pay.

dismantling of the nhs
This is why we do not support the dismantling
of the NHS into component parts to be sold
off to the private sector. We do not agree that
health services should have to make a profit
for shareholders, especially as the main way
to reduce expenditure and promote profit is
by getting rid of staff and getting those which
are left to work harder, with greater caseloads
or increased tasks and responsibilities. It goes
without saying, but needs to be said, that
we see no evidence that the private sector is
any better or more efficient than the public
sector; indeed there are many public sector
employers who have streamlined services
and reorganised their staff in order to achieve
better health outcomes for their population.
Where services are privatised, and there is no
local competition as NHS staff have been made
redundant or geographical location makes it
untenable for competitors to operate, we are

opening the door to a ratcheting up of prices
(and shareholder profit) and a reduction in service
to clients and terms and conditions for staff.
Health service unions have been remarkably
effective at obtaining good basic salaries,
pensions and terms and conditions for staff
from a publicly funded service, because
to coin a phrase ‘you are worth it’ but local
bargaining would lead to lower wages in rural
areas where there aren’t many health jobs.
The outcome of the next general election
cannot be called, so get involved with the
issues and don’t let any school nurse not have
an opinion!
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The impact of infant crying on
the parent-infant relationship
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aBStract
Infant crying is distressing for parents, evoking a range
of difficult feelings. Infants who cry often may be
perceived as difficult by their parents, with negative
effects on bonding and attachment. Infant crying as a
stimulus for child-abuse is also highlighted, as parents’
feelings of frustration may provoke harmful responses
towards the child. A non-exhaustive literature review
was conducted, exploring the impact of infant crying
on parents, using CASP tools to support the analysis of
twenty qualitative and quantitative studies, published
between 2003 and 2013. This paper reports the findings
of the review, with a specific focus on the effects of
infant crying on the parent-infant relationship.
The findings suggest parents may experience
anxiety, depression, helplessness, anger and frustration
in response to infant crying. Negative effects on
bonding and parental perception of the baby are
identified. Parents may also experience thoughts of
harming their baby, and subsequent feelings of guilt
and shame. Universal interventions to help parents
prepare for parenthood, and to respond positively to
crying are strongly recommended. Opportunities for
parents to discuss their feelings towards their infant
should be maximised, reducing the impact of infant
crying on bonding and attachment. Parents should
be empowered to develop strategies and sources
of support to help them cope. Early identification of
parents experiencing difficulties in coping with infant
crying is essential, and risk in relation to potential
abuse must be assessed. Health visitors have a key role
in providing such support.
key wordS
Infant crying, parent-infant relationship, health visitor,
child safeguarding
No conflict of interests declared.

IntroductIon
Much has been written on the subject of infant
crying from the parents’ perspective, and also
around parental response to infant crying,
particularly in relation to child maltreatment and
Non-Accidental Head Injury (NAHI). However,
studies specifically exploring the impact of
infant crying on the parent-infant relationship
are less common, and attempts to evaluate
and synthesise these findings into a coherent
summary are lacking. This paper aims to
improve professional understanding of parental
experiences of infant crying. This may enhance
parent knowledge, promoting healthier
responses to infant crying (Barr et al, 2009), with
subsequent benefits for the child, including
good attachment with the parent, healthy
emotional development (Bowlby, 1973), and
reduced risk of maltreatment (Dias et al, 2005).

Background
Infant crying is designed to initiate interaction
with the parent, and is usually effective in
securing a loving response. However, infant
crying can also be very distressing for parents,
causing them to question their parenting
abilities if unable to soothe their child (Bruning
and McMahon, 2009). Young babies may
cry for several hours per day, and for some
parents this goes beyond their expectations
and coping resources (Barr, 2005). Excessive or
prolonged infant crying is a key reason parents
seek help and advice from professionals
(NSPCC, 2013). Health visitors are ideally placed
to support parents as part of The Healthy Child
Programme (DH, 2009).

When babies cry excessively or inconsolably,
they may be perceived as difficult by their
parents, with negative impact on the parentinfant relationship, and subsequent effects
on bonding and attachment (Lehtonen et al,
1994). Bonding and attachment are essential for
healthy emotional and cognitive development
(Bowlby, 1973). There is a rapidly growing body
of evidence supporting the critical importance
of a loving, consistent relationship between
parent and child, and optimum early brain
development (Gerhardt, 2004).
A parent’s capacity to respond appropriately
to their baby is crucial for babies’ healthy
emotional development. However, parents
may struggle to cope with the stresses of their
role at times, particularly during periods of
excessive infant crying, and may not always be
able to respond in a loving way. Such failures
in early parental care can compromise a child’s
ability to cope with stress, and may also impact
upon their future parenting abilities (Rowley,
2011). Strategies to support the development
of strong parent-child attachment and positive
parenting are also identified within the Healthy
Child Programme (DH, 2009), with an emphasis
on sensitive and attuned parenting during the
first months of life, and the promotion of stable
relationships within families. The responsibility
for delivering the healthy child programme
is clearly placed with health professionals,
particularly health visitors.
The Health Visitor Implementation Plan
(DH, 2011a) identifies health visitors as crucial
in ensuring families receive early access to
services and interventions to prevent and

Table 1: Study search terms
Keywords:

Search terms used:
(* = truncation)

Parents

Parent*, Mother*, Father*, Maternal, Paternal

Infant

Infant*, Baby, Babies (bab*), New-born,
Newborn

Crying

Cry*, Colic*, Irritable, (irritab*)

Impact on parents

Impact, Effect, Experienc* Opinion*,
Perspective*

March 2015 Community Practitioner 29

Professional and research

Studies identified:
CINAHL 44; PsychInfo 598; PubMed 116; Summon 648;
SCOPUS 115; Hand Searches 3
Total = 1925
Articles Screened by Title & Abstract.
Discarded if not relevant to study objectives or did not meet
inclusion criteria.
Discarded = 1873
Relevant studies remaining = 52
Duplicates dicarded = 31
Studies remaining for full-text
read = 21 (1 discarded as not
relevant to study objectives)
Included
studies: 20

Fig 1: The study selection process

manage health, developmental and other
problems. Such support can significantly
improve children’s physical and mental health
and wellbeing, readiness to learn, and ability
to thrive later in life. However, health visitors
must be well-prepared for this role and should
have access to high-quality education and
training to develop their knowledge and skills,
as identified in ‘Educating health visitors for a
transformed service’ (DH, 2011b).
The NSPCC ‘All babies count’ campaign
(Cuthbert, Rayns and Stanley, 2011) also
recognises the critical role of health visitors
in providing vital information and support to
parents, and suggests this can help prevent
abuse and neglect of vulnerable babies.
The importance of early intervention
in enhancing outcomes for children is
acknowledged in the cross-party manifesto
‘The 1001 Critical Days’ (Leadsom et al, 2013),
which aims to ensure all babies receive
sensitive and responsive care in the first years
of life, and stresses the importance of helping
parents to raise their children in a loving and
supportive environment.

Study aIm/purpoSe
A literature review exploring the impact of
infant crying on parents was conducted,
to identify, evaluate and critically appraise
relevant studies exploring the impact of infant
crying on parents, and also to synthesise
the literature and develop common themes
regarding the impact of infant crying on
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parents. The aim of this article is to report the
findings of the review, with a specific focus on
effects on the parent-infant relationship.

methodology
An extensive literature review of twenty studies
examined the evidence on the impact of infant
crying on parents. This methodology is suited
to exploring the impact of infant crying on
parents, as although there is much published
work in this area, the results of such studies
have not been fully synthesised to date.
Although the study was comprehensive in
its approach, it must be recognised as ‘nonexhaustive’ as it was not possible to include
unpublished literature and studies not written
in English. Key databases including CINAHL,
PsychInfo, PubMed, SCOPUS and Summon
retrieved studies published between 2003 and
2013, using search terms outlined in Table 1.
Relevant studies were identified using a
systematic approach. Pre-defined criteria
outlined the scope, boundaries, and detail
of the review, ensuring only relevant studies
were included (Aveyard, 2010). As the study
sought to explore parents’ experiences of
infant crying, qualitative studies including
interviews, narratives and case-studies, were
most appropriate to answer the research
question (Gerrish and Lacey, 2010), although
other types of study provided different
perspectives, including quantitative designs.
The quality of each study was assessed using
CASP tools (Critical Appraisal Skills Programme,

2010), and although literature reviews do not
require formal ethical procedures, ethical
concerns in relation to the studies being
reviewed were thoroughly explored.
The results of each study were interpreted
and summarised to find new meanings through
a process of ‘meta-synthesis’ (Aveyard, 2010).
Comparative analysis highlighted similarities
among study findings. Codes were assigned to
these, and themes were identified by grouping
together similar codes. Themes were then
closely scrutinised to consider relationships,
links and discrepancies. The evidence was then
evaluated, with more weight afforded to the
findings of the most robust studies.

reSultS
Nine studies specifically identified the impact of
infant crying on the parent-infant relationship,
with the majority (18) discussing issues that may
indirectly affect the parent-infant relationship,
such as feeling angry, frustrated, guilty,
ashamed, or feeling unprepared for parenthood
and having unrealistic expectations of life with
a new baby. Parent-infant relationships were
frequently affected by infant crying, with parents
feeling less tender and empathetic towards
their infant (Tabuchi and Shimada, 2008; Megel
et al, 2009; Kurth et al, 2011). Mothers reported
feeling disappointed with, and ambivalent
towards their baby (Cox and Roos, 2008; Kurth
et al, 2010). They felt rejected, and that their child
did not love them (Ellett and Swenson, 2005).
Fathers specifically avoided spending time
alone with their newborn because of the crying,
with a significant impact on bonding (Ellett et
al, 2009). Landgren et al (2012) also reported
difficulties in parents bonding with their baby,
with some experiencing delays in feeling real
happiness until the child was over a year old.
Most studies referenced parental feelings of
anger and frustration, along with thoughts of
harming the baby. Mothers described losing
their patience (Bruning and McMahon, 2009),
and feelings of rage, loss of control, and fears
of harming or abandoning the baby (Cox
and Roos, 2008). Negative emotions of anger,
fear, irritation and frustration were frequently
expressed, and parents acknowledged the
frustration that may cause someone to harm
their baby (Ellett and Swenson, 2005; Tabuchi
and Shimada, 2008; Ellett et al, 2009; Megel et
al, 2009; Kurth et al, 2011; Fujiwara et al, 2011;
Twomey et al, 2012). Nash et al (2008) found
parents felt most frustrated by the crying
when they themselves were tired. Reijneveld
et al (2004) found that to stop infant crying,
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some parents took actions that may threaten
the child’s health and be regarded as abuse,
including smothering, shaking or slapping.
This occurred most often in the first six months
of life. Parents felt overwhelmed by feelings of
anger, frustration and resentment in response
to failed attempts to understand and comfort
the crying infant (Gaffney et al, 2008; Landgren
et al, 2012). They reported losing their temper,
screaming, crying and hitting things, and
losing control (Landgren and Hallstrom, 2010).
Parents often felt guilty and ashamed when
they couldn’t calm their baby, and blamed
themselves for the crying (Ellett and Swenson,
2005; Gaffney et al, 2008; Nash et al, 2008;
Fujiwara et al, 2011; Kurth et al, 2011; Landgren
and Hallstrom, 2010; Landgren et al, 2012). They
struggled with feelings of incompetence and
failure, as they were unable to soothe their child
(Tabuchi et al, 2008). Parents described feeling
unprepared for the challenge of infant crying,
and found that the experience of having a baby
did not meet their expectations (Cox and Roos,
2008; Nash et al, 2008; Ellett et al, 2009). Parents
experienced a loss of the baby they expected to
have (Megel et al, 2009; Landgren and Hallstrom,
2010). They had dreamed about happy, fun times
with their baby, but instead were faced with
an unsettled, crying child that they could not
soothe. Mothers felt disappointed in themselves
and in the baby. Parents remembered the crying
period as one of the worst times of their lives
(Landgren et al, 2012).

dIScuSSIon
This review identifies difficulties and delays in
parents bonding with their baby due to infant
crying. This is a significant concern, as the
impact of poor attachment and bonding on
child development is widely acknowledged.
Contemporary attachment theory, based on the
work of Bowlby (1973), clearly demonstrates the
importance of good quality close relationships
in promoting children’s emotional and social
development. Interruptions in the attachment
and bonding process can have far-reaching
effects on children’s wellbeing, and should be
viewed as critical by those working with young
children and families.
Clear associations between a lack of positive
emotional experiences during infancy and
irreversible structural changes within the
infant brain have been demonstrated (Rowley,
2011). The first 24-36 months of a child’s life is
a period of rapid brain development, and this
can be significantly diminished if the child is
not adequately nurtured and stimulated. Poor

social and emotional development, lack of
coping skills, and inability to self-regulate may
result, leaving the child ill-equipped to deal
with many of life’s challenges (Gerhardt, 2004).
It is essential therefore, that steps are taken
to identify parents who are experiencing
difficulties in coping with infant crying, and to
provide appropriate information and support
during this period. Professionals should
be mindful of the impact of infant crying
on bonding and attachment, and should
maximise opportunities for parents to discuss
their feelings towards their infant.
Observations of parent-child interaction
may also enable professionals to identify
families of concern, although the use of tools to
support such assessments in practice is limited,
and requires considerable skill and training
(Stanley et al, 2010). The findings of this review
support the need for additional training and
development for those working with children
and families, enabling them to assess parentinfant relationships more effectively.

recommendatIonS for practIce
Interventions to help parents prepare for
the transition to parenthood are strongly
recommended. Education-based programmes
are widely used to help parents develop
knowledge, skills and strategies in caring for
their baby, and are acknowledged by the
Department of Health (DH, 2011c) and Public
Health England (PHE, 2013), as effective in
improving parent and infant health outcomes.
Specific interventions to help parents respond
positively to crying infants are essential (Barr
et al, 2009). There is an urgent need to help
parents cope safely with infant crying, including
education about normal infant crying patterns,
and safe strategies to soothe their infant.
One such example is the ‘Coping with Crying’
project (NSPCC, 2013). Such approaches should
be offered universally and must attempt to
engage both parents. Opportunities for parents
to discuss their feelings towards their infant
should be maximised in acknowledgement
of the potential impact of infant crying on
bonding and attachment. Parents should be
empowered to find and use suitable strategies
and sources of support to help them cope with
infant crying, and to identify appropriate ways
to soothe their baby. Such interventions should
ideally be delivered ante-natally or within two
weeks of birth, in order to prepare parents
for the period for peak crying in infants. Early
identification of parents who are experiencing
difficulties in coping with infant crying is

essential, and appropriate information and
support should be provided during this time.
Levels of risk in relation to abuse should be
thoroughly assessed, with appropriate support
and intervention to minimise this.
This review supports the need for additional
training and development of professionals
working with parents of young babies
concerning the management of infant crying, so
that more consistent and up-to-date information
is given to parents. Education and training
should focus in particular on understanding
infant crying, especially peak crying periods, and
the assessment of parent-infant relationships.
Knowledge of triggers and risk factors for
NAHI is also crucial in enabling professionals to
identify vulnerable parents and children. It is also
important to recognise that NAHI can also occur
in the absence of such concerns.

concluSIon
This review found compelling evidence that
infant crying has a significant impact on the
parent-infant relationship, with subsequent
effects on bonding and attachment. Such
experiences may affect early child brain
development with impact on emotional,
social and cognitive functioning. They may
also diminish parents’ enjoyment of the early
weeks and months with their child, which may
be remembered with a sense of loss and regret.
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Table 2: Review of the literature
Author & Date

Purpose & type of study

Sample

Bruning, S. and McMahon, C.

To explore the impact of infant crying on mood,
perceptions of temperament and caregiving
behaviours in young women.

80 female undergraduate student volunteers
(mean age 19 years).

2009

Randomised controlled experimental design
using a programmable baby doll.
Cox, L. and Roos, V.
2008

Ellett, M.L and Swenson, M.
2005

Non-mothers only.

To describe the subjective experiences of firsttime mothers who seek medical help for their
excessively crying infants.

Purposive sampling used to select participants:
first-time mothers seeking medical help for
infant crying.

Qualitative, exploratory, descriptive, contextual
design.

It is not clear how many participants were
included.

In-depth, semi-structured, phenomenological
interviews with descriptive analysis.

Infants aged between 0 and 12 months.

To describe parents’ experiences of caring for
their infants with colic.

Parents averaged 33 years old.

Qualitative study.

Infants aged 7 months or younger.

Multiple case-study design. In-depth interviews.
Includes father’s perspectives.
Ellett, M., Appleton, M. and Sloan, R.
2009

Fujiwara, T., Barr, R., Brant, R. and Barr, M.
2011

To explore the experience of fathers living with a
colicky infant.

10 fathers, aged 19-45 years. Mostly married
with varied educational status.

Interpretive phenomenological study. In-depth
interviews.

English-speaking only. Predominantly
Caucasian.

To investigate the association between infant
distress and caregiver frustration.

2922 participants:

Replicated cross-sectional study. Secondary
analysis from 2 RCT’s.

Most were married college graduates.

Infant fussing, crying and un-soothable crying
and caregiver frustration were measured using
‘the baby’s diary’.

Mean age of mothers was 32 years.
64% were first-time mothers.

Caregiver frustration measured using a 6 point
Likert scale (self-reported).
Gaffney, K.F., Beckwitt, A.E. and Friesen, M.A.
2008

Kurth, E., Kennedy, H.P., Spichiger, E. Hosli, I.,
Zemp Stutz, E.
2011

To describe mothers’ reflections about perceived
infant irritability and postpartum tobacco use.

86 low-income mothers who intended to
become non-smokers after delivery.

Qualitative, descriptive approach was applied
to the responses of low-income women who
participated in a mixed-methods study of
smoking relapse among mothers of infants.

Predominantly African-American and White
mothers. Age 20-30 years. English speaking.

To synthesise the evidence on the association
between infant crying and maternal tiredness in
the postpartum period.

Studies published between 1980 and 2007.

A systematic review of both quantitative and
qualitative studies.
Kurth, E., Spichiger, E., Zemp Stutz, E.,
Beidermann, J., Hosli, I. and Kennedy, H.P.
2010

Landgren, K. and Hallstrom, I.
2010

Half were first-time mothers.
Half were single parents.
Comprehensive literature search conducted.
17 year timespan of articles 1980-2007.

To explore how new mothers experience and
handle postnatal infant crying and their own
tiredness.

Purposive sampling used to enrol 15 mothers.

Interpretive Phenomenology used to analyse
interviews and participant observation data
collected in hospital and at 6 and 12 weeks
post-delivery.

Mothers aged 23 to 44 years.

To illuminate the meaning of being a parent of a
baby with infantile colic.

Mothers were of diverse parity and educational
backgrounds.

23 parents (12 mother and 11 fathers) seeking
help for infantile colic at a child-health clinic.

Phenomenological hermeneutic study.
Inductive qualitative interviews. Narrative
analysis.

Landgren, K., Lundqvist and Hallstrom, I.
2012

To understand parents’ experience of having
had a baby with colic 4 years previously and of
how the colic and care influenced the family in a
long-term perspective.
Qualitative inductive follow-up study.
Interview narratives analysed using content
analysis.
13 individual interviews and one focus group
with 4 parents.
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10 mothers and 7 fathers, representing 12
families (previously interviewed 4 years ago).
Parents aged between 26 and 56.
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Table 2: (Continued)
Author & Date

Purpose & type of study

Sample

Megel, M.E., Wilson, M.E., Bravo, K., McMahon,
N. and Towne, A.

To describe mothers’ experiences of parenting
an irritable infant.

12 middle-class, white married mothers (mean
age 27 years).

2009

Qualitative study.
Interviews analysed using Grounded Theory
methods.

Nash, C., Morris, J. and Goodman, B.
2008

Poskey, G.A. and Hersch, G.
2012

To describe mothers’ opinions of the crying
behaviour of infants under 1 year of age.

Convenience sample

Descriptive qualitative study. Semi-structured
interviews.

Sample size determined by data-saturation.

24 mothers attending a child health clinic.
Infants aged 3 to 12 months.

To explore parents’ perspectives on the lived
experience of infant crying.

6 parents

Qualitative, phenomenological study using
in-depth semi-structured interviews.

selected using convenience sampling

Radesky, J.S., Zuckerman, B., Silverstein, M.,
Rivara, F.P., Barr, M., Taylor, J.A., Lengua, L.J.
and Barr, R.G.

To quantify the extent to which maternal
report of inconsolable crying is associated with
maternal postpartum depressive symptoms.

2013

Nested retrospective cohort study.

3 mothers and 3 fathers
All married, caucasian USA residents mean age
34 years.
587 mothers
Predominantly white, married, primi-parous,
held a college degree or higher, with average
age 31 years.

Baby’s Day Diary recorded by mothers at 5-6
weeks.
EPDS scores administered at enrolment and at
8 weeks.

Reijneveld et al, S.A.
2004

Tabuchi, N. and Shimada, K.
2008

To assess potentially detrimental parental
actions induced by infant crying.
Quantitative study based on the interviews of
parents, and an anonymised questionnaire
completed by parents about their actions to stop
infant crying (including smothering, shaking or
slapping).
To analyse the extent of, and factors associated
with the range of mothers’ feelings when they
experienced the crying of their infant.
Quantitative, instrument-based study. Crosssectional design.

Parents of 3259 infants aged 1-6 months.
Families living in the biggest cities slightly
under-represented.

127 mothers:
Mean age 32 years.
61 primiparas and 66 multiparas.
70% lived in a nuclear family.

A mail survey (606 questionnaires) yielded 127
maternal responses from 61 institutions.

Tabuchi, N., Shimada, K., Kameda, Y., Sekizuka,
N. and Sakai, A.
2008

To clarify the nature of mothers’ distress and its
related factors resulting from the crying of her
one-month-old infant.

298 primiparas and 332 multiparas.
Mean age of mothers was 29 years.

Quantitative.
Self-administered questionnaire using a 4-point
Likert-scale about infant crying, maternal sleep,
and infant feeding.
630 responses.

Twomey, J.E., High, P. and Lester, B.M.
2012

To deepen appreciation of the impact of infantile
colic on maternal mental health.
Case-study of 3 mothers, who self-referred to
an ‘Infant Behaviour, Cry and Sleep Clinic’.

Case 1:
married white, professional, late 30’s
Case 2:
married white woman, mid-30’s
Case 3:
married Puerto-Rican woman, early 20’s.
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Table 3: Themes and issues highlighted by studies
Relationships between
parents and their
infants

Feeling angry,
frustrated / thoughts of
harming the baby

Feeling guilty, ashamed
or a failure

Feeling unprepared /
unrealistic expectations

Bruning & McMahon, 2009
Cox and Roos, 2008
Ellett and Swenson, 2005
Ellett et al, 2009
Fujiwara et al, 2011
Gaffney et al, 2008
Kurth et al, 2011
Kurth et al, 2010
Landgren & Hallstrom,
2010
Landgren et al, 2012
Megel et al, 2009
Nash et al, 2009
Poskey and Hersch, 2012
Radesky et al, 2013
Reijneveld et al, 2004
Tabuchi & Shimada, 2008
Tabuchi et al, 2008
Twomey et al, 2012
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aBstract

Postnatal depression is a significant problem
affecting approximately 14.5% of mothers and has
the potential for negative long-term consequences
for mothers and their children. Previous research
suggests that group interventions using cognitive
behavioural techniques can be helpful, providing
mothers with strategies to address their problems
as well as professional and peer support. This paper
describes how a therapeutic group was developed by
Health Visitors for mothers with postnatal depression
in Oxfordshire. It was hypothesised that women who
attended the group would feel better able to manage
their mood, that their mood would improve and
that attending the group would be a positive and
supportive experience for them. Formal outcome
measures as well as feedback questionnaires were
used to evaluate the group and test these hypotheses
as well as provide information to improve the service.
An overview of the effectiveness of the group is given
here, with the majority of women who attended
showing improvement in their mood as well as high
satisfaction with the content and processes of the
course. The findings are discussed and plans for the
future are presented.

key Words

Health visitor, postnatal depression (PND), therapeutic
group, cognitive behavioural therapy
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IntroductIon

Background to the project

The diagnosis of Postnatal depression (PND)
is given to women who present with a range
of symptoms including sadness, fatigue and
feeling unable to look after their babies and
it affects approximately 14.5% of mothers in
developed countries (Scope, 2012), although
it is thought that the problem may be underreported (4Children, 2011). As well as being
at the very least unpleasant and sometimes
devastating for the women experiencing it,
PND can have a negative impact on fathers
(Beestin et al, 2014) and can have short and
long-term adverse outcomes for children as
a result of its detrimental impact on motherinfant relationships and subsequent insecure
attachment (Barlow, 2013).
The National Institute for Health and Care
Excellence (NICE) guidance on maternal mental
health recommends counselling, cognitive
behavioural therapy (CBT), interpersonal
psychotherapy and group social support for
PND in the mild to moderate range (NICE,
2007). Group psychotherapy for depression
(McDermut, 2001) and CBT groups for PND
(Marrs, 2013; Alexander 2013) have been shown
to be effective and group treatments have been
shown to enable women to develop better
relationships with their babies (Scope, 2012).
This article describes the development of the
postnatal depression (PND) group delivered by
health visitors across Oxfordshire and presents
preliminary outcome data gathered from 13
groups run between May 2011 and July 2013. The
background to the development of the group is
given and a brief history of its implementation is
provided, with details of the key decisions, some
of the problems encountered and how these
were overcome. The format and content of
the group as it is delivered today are described.
Future plans for delivering and developing the
group programme are presented. The purpose
of this article is to reflect on the development,
delivery and effectiveness of the group with the
aim of sharing good practice and providing an
example for other community practitioners to
use, develop and improve.

The project started in Bicester, North
Oxfordshire as part of the health visitor
team’s approach to a perceived local need.
Health visitors ran well-attended groups
for postnatally depressed mothers in the
local Children’s Centre and received clinical
supervision from a psychiatric social worker
from the community mental health team. The
project in Bicester became under threat, with
concerns that the running of the programme
was not the best use of Health Visitor time.
However, the area lead pressed for the groups
to continue and presented information to
commissioning authorities around the clinical
efficacy of the groups and calculated the
potential for the groups to be a cost effective
way of health visitors fulfilling their role.
In order to standardise the format, the
content was reviewed and manualised
by a clinical psychologist from the Family
Assessment and Safeguarding Service. Milgrom
et al’s model (1999; 2006), which was originally
developed in Australia already formed the basis
of the group content and this was used, with
the addition of further cognitive behaviour
therapy components and aspects of the Circle
of Security parenting scheme (Powell et al,
2013). A session for partners was added to the
revised version to meet the standards of the
Healthy Child programme (DH 1999).
The model was subsequently expanded to
Carterton, a military town in Oxfordshire in May
2011. At this time the project saw four services
working together: Health visitors, the Infant
Parent Perinatal Service (IPPS), which provided
the clinical supervision, the local Children’s
Centre and the Royal Air Force (RAF), which
provided the premises and financial support
respectively. The principles of partnership
working play an important role in the success
of the project.
The provision was further extended to four
localities with the aim of running groups in 10
of 12 localities across Oxfordshire by the end
of 2014. The Department of Health’s Health
Visitor Implementation Plan (DoH, 2011)
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Box 1: Postnatal depression group outline
Session

Topic

Technique/strategy/tool

1
2
3
4 (a)

Introduction and Expectations of motherhood
Understanding Postnatal depression
Learning to look after yourself again
Mothers’ session: Problem-solving skills

Mood diary
Activity planning
Relaxation techniques
Assertive communication and
problem-solving

4 (b)
5
6
7

Partners’ session: Overview of PND and helping
partners to be supportive
Views on parenthood
Learning about attachment
Identifying negative thoughts

8

Challenging your thoughts

9
10

Progress review
Staying healthy

reinforced determination to realise the plan by
outlining the need for health visitors to provide
support for mothers suffering from PND as part
of their core service.

the postnatal depressIon group
Two health visitors facilitate each group which
consists of 10 weekly sessions for up to eight
women as well as one evening session for
partners, with a break for school half term. An
outline of the group is provided in Box 1.

traInIng and supervIsIon
The course content is in an easy to use manual,
which also forms the basis for the two-day
training, given to experienced health visitors
by mental health staff from IPPS to enable
them to become facilitators of the PND groups
in their localities. The training covers setting
up a group, group processes, the content of
the 10 sessions, concepts of CBT, attachment
theory and managing endings. Ideally the
programme is rolled out in such a way that
experienced facilitators run groups with
colleagues who are running it for the first time
and in this way skills are passed on.
Clinical supervision for facilitators is
provided by two experienced community
psychiatric nurses from IPPS. These faceto-face supervision sessions are at around
weeks 3-4 and 7-8 of the 10 week PND group
programme. Telephone contact is available for
any concerns around the suitability of referrals
to the group or for any other matters that may
arise.
The dates of supervision are provided in
advance and there is an expectation that
group facilitators running a PND group will
36 Community Practitioner March 2015

Noticing early warning signs
Using the circle of security
Noticing negative automatic
thoughts
Developing more balanced
thoughts
Practice
Planning for the future

attend the sessions and a contract for this is
drawn up. Those not currently running groups
are invited to attend to maintain their learning
and to offer their expertise to other facilitators.
It is a collaborative approach to supervision
with good practice shared by experienced
facilitators. The supervision sessions are for two
hours in different localities of the county and
two PND groups are discussed each time. The
sessions cover group dynamics, an overview of
each participant, any concerns around risk and
the content of the manual. At the supervision
towards the end of the group, time is spent
considering the process of ending and if any
further treatment/therapy is needed for any
of the participants. Referral on to the local
Improved Access to Psychological Therapies
service or to IPPS are the most likely routes for
further therapy with the Adult Mental Health
Team an option if there were to be a serious
deterioration in mental health. Brief notes
are taken by IPPS staff and the content of the
supervision is confidential in accordance with
the Trust policies on such records.

referral procedure
The groups are advertised at local GP surgeries
and Children’s Centres. Mothers can selfrefer via their health visitor and referrals can
also be made by other professionals to the
local health visitor team. Once identified as
potentially benefiting from the group, mothers
are screened by their routine health visitor for
suitability. The Edinburgh Postnatal Depression
Scale (EPDS, Cox et al, 1987) is used to identify
mild to moderate depression, and a score of
10 or above was the referral threshold for the
group. The mother needs to be in the perinatal

period: that is she has a child who is under
one year old. For the mothers to attend the
group the primary problem must be PND and
mothers are excluded from the group if they
have other current mental health problems. If
a mother is under other counselling services,
with her permission, the routine health visitor
liaises with the service to determine if the group
is appropriate. The group is not considered
suitable for pregnant women or women who
have recently experienced a still-birth.

ImplementIng the project
Approximately 30 facilitators have been
trained across Oxfordshire. In July 2014 ten
more health visitors were trained with a view
to having 10 groups running simultaneously 3
times a year. Each locality is expected to run
3 groups per year. The preferred model is that
facilitators run the groups at the Children’s
Centre within their locality. However, it has
been found that with vacancies and sickness
this has not always been possible and group
facilitators have had to be flexible about
working in different localities.
The facilitators are responsible for gathering
referrals and making contact with the mothers
prior to the start of the group, with a view
to providing mothers with the opportunity
to discuss any fears or concerns and to start
building a relationship with the facilitators
which may help them feel more confident to
attend the first session. The facilitators also
liaise with the Children’s Centre to confirm
exact dates and times for the upcoming
groups, tea and coffee facilities and also the
numbers of crèche places required. Crèche staff
members are able to approach the facilitators
at any time during the running of the group
to let mothers know if their child is unsettled
and for mothers to attend to their children as
necessary. Facilitators are also responsible for
ensuring that the EPDS and Beck Depression
Inventory, 2nd Edition (BDI-II, Beck et al, 1996)
are completed pre and post group as well as
the final qualitative evaluation forms.
In order for the mothers to have the time and
space to think about how they are feeling, the
babies are cared for by the Children’s Centre
crèche staff. This is often the first time the
mothers will have left their baby with anyone
other than a family member and it requires
a high degree of sensitivity from the crèche
workers. They are a vital element to the success
of the group and to acknowledge and prepare
for this they are required to attend a 2-hour
training session. This is provided by IPPS and
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covers an introduction to perinatal mental
health problems, particularly PND, an update
about attachment and the role of attachment in
adult mental health and wellbeing, an overview
of the content of the group and introduction
to the Circle of Security (Powell et al, 2013) as a
parenting model. Usually, crèche staff members
attend part of the last group session and provide
a “report”, often written, of the baby’s progress in
the crèche over the 10 weeks. The mothers find
this highly valuable and touching.
Partnership working with the Children’s
Centres is crucial to the success of the project.
This entails meeting with Children’s Centre
managers and crèche staff to discuss the extra
training on offer. Practicalities such as staffing
ratio to babies in the crèche, date, time and
venue are also discussed as early as possible.
Good communication prior to the group
commencing helps to minimise any practical
difficulties when the course starts.
Health visitors have encountered problems
with publicising the group to get sufficient
referrals and helping referrers to identify
mothers whose needs meet the criteria of
the group. Once mothers are identified it has
sometimes been hard to encourage them to

attend or for them to arrange the necessary
transport to get there. With many pressures on
their time, health visitors have to work hard to
promote the idea that running PND groups is a
good use of their time and to free themselves
for supervision. Additionally, turnover of staff
in the Children’s Centres and amongst health
visitors inevitably leads to trained staff moving
on and the need for further training sessions.
For some groups there are challenges in
providing sufficient crèche places, which are
funded by the Children’s Centres.

outcomes and effectIveness
In order to assess the effectiveness of the group
in reducing symptoms of PND and improving
scores on measures of mental health, mothers
attending the group are asked to complete
the BDI-II and the EPDS before the group starts
and at the final session. These are standardised,
self-report measures consisting of 21 and 10
multiple-choice items respectively. The higher
the score on these measures, the more severe
the depression is likely to be. In addition,
mothers are asked to complete evaluation
forms at the end of the ten sessions, which
prompt them to provide scores and comment

on their experience of each session, the
facilities, the facilitators and specific aspects of
the group as well as indicate what they found
most useful and most difficult and ways in
which they felt it could be improved.

results and dIscussIon
A complete data set was collected on 41 women
who attended thirteen groups between May
2011 and July 2013. The age range of women
attending the group was nineteen to forty-one
years old further demographic information was
not collected at this time. The groups ran with
an average of 4-5 women attending. There were
sometimes a number of mothers who stopped
coming to the group for a variety of reasons
and data was not routinely collected about the
size or reason for the dropout. Average scores
on the BDI-II and the EPDS are given in Figure 1.
Overall, scores on these measures reduced. The
average score on the BDI-II prior to the group
was 25 (range 2-45) and 16 after (range 0-34).
The change in EPDS score was less marked with
a change in average score from 14 to 11.
This indicates that on average, women
attending the group moved from ‘moderate’ to
‘mild’ depression over the course of the group.
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Figure 1: Outcome on Measures of Depression
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Feedback from the evaluation forms also
indicated that the women found the groups
helpful. For example, when asked to rate out of
10, (with 10 as excellent) how well the course
had equipped them ‘to deal with any future
difficulties’, women on average provided a
rating of 8.9 out of 10.
Overall satisfaction with the course of
ten sessions was high (average 9 out of 10
rating) with notably high ratings for the group
facilitators and the childcare arrangements
(on average 9.6 and 9.7 out of 10 respectively).
When asked, the women who took part in the
group indicated that they would have liked
more time for discussion in the sessions.
The women who took part in the PND groups
for whom we have pre and post group data
showed a decrease in symptoms, reported a
high level of satisfaction with the group and an
improved sense of wellbeing. These findings
indicate that groups for women with postnatal
depression, run using the model presented
here are effective in supporting women to
address their difficulties with PND and help
them to reduce their symptoms.
It is important to acknowledge that we
do not have data on how many women
were referred, how many started but did not
complete it or on average, how many sessions
women attended. Collecting and analysing this
information in future groups will be important
for understanding why some women may
choose not to engage with the group or
decide not to pursue it and for suggesting
ways in which the group might be made more
appealing to those women. As indicated by
Scope (2012) it would be very useful to identify
who is most likely to benefit from such groups,
whether there are any adverse effects and any
additional training needs of the health visitors
delivering the service.

ConClusions and reCommendations
Having reviewed the evaluations and data
presented above, a number of improvements
are being considered. Health Visitor and creche
staff time and resources are being looked at to
see whether it is possible to allow more time
for discussion, as requested by the majority of
mothers who completed the feedback forms
as well as facilitators during supervision.
In order to encourage commissioners to
continue supporting the project, feedback
forms and outcome measures are being
reviewed to provide further data on the clinical
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Key Points
• Postnatal depression affects approximately 14.5% of mothers and has the potential for
negative long-term consequences for mothers and their babies
• Cognitive behavioural therapy methods in a group format have the potential to help
• This paper describes the development of a therapeutic group run by health visitors
• Preliminary results are good with some suggestions for improvements

and cost-effectiveness of the programme.
Additional demographic data on age, ethnic
background, first or subsequent baby, and
level of family support could highlight areas
of need and who might benefit most form the
group. Procedures for gathering and collating
such data need to become more robust and
efficient so that the benefits of the group can
be clearly demonstrated and ways in which the
project can be improved can be indentified. For
example, the father’s session has so far not been
evaluated across the county and a feedback
form is needed for this. Information on dropout
rate and reasons for this could be helpful. The
issue of the timing of the completion of the
EPDS and BDI needs to be clarified. It is argued
that the very act of agreeing to come to a group
for treatment is likely to have an impact on
reducing the scores. A follow-up questionnaire
at 3 or 6 months is also being considered
to evaluate the possible lasting benefits of
the group. The rate of referral on to other
services such as IPPS or Improved Access to
Psychological Therapies for further therapeutic
work would also be useful. On-going audit is
part of this process to provide an evidencebased and highly respected provision for the
mothers, fathers and babies in Oxfordshire.
With the acknowledgement of perinatal
mental health being a key public health
area addressed within the Healthy Child
programme the local commissioners have
indicated that they support the work as they
appreciate the effect PND can have on child
outcomes. The Trust places a high priority on
the continued running of the groups as well as
a regular programme to ensure the provision
of highly trained facilitators.
With the NICE Guidelines for Antenatal and
Postnatal Mental Health published in December
2014 and the continued media interest in the
patchy nature of provision of mental health
support to new mothers (e.g. The Guardian on
8th July 2014) we would argue that enduring
commitment to the Post Natal Depression
groups in Oxfordshire is an essential part of
successfully addressing the problem.
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aBStract
The parameters of non-medical prescribing have
changed since its introduction in 1994. In July 2000
nurse independent prescribing was introduced, this
opened up the opportunity for many practitioners
to incorporate this into their practice. The national
childhood immunisation programme is an area of
practice that has not required the use of independent
prescribers. Their skills can provide support to the
effective and efficient delivery of the vaccination
programme through enabling the work of a mixed
skills team. Doncaster in South Yorkshire was one
of the Public Health England pilot areas for the
secondary school aged children in years seven
and eight in 2014. This paper details the use of
independent prescribing by a practitioner to sign
patient specific directions for health care support
workers to administer the nasal flu vaccine to children
clearly identified in it. This process required the
development and implementation of a clinical skills
training package for health care support workers to
administer the flu vaccination (Fluenz Tetra) nasal
vaccine. Also governance arrangements needed to
be in place to support this change in practice in the
delivery of the childhood influenza immunisation
programme. This enables nurses and health care
support workers to practice safely and within
acceptable and legal boundaries.
key wordS
Non-medical independent prescribing, patient
specific direction, health care support workers, public
health
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IntroductIon
There have been several important changes
to the parameters of non-medical prescribing
since its introduction in 1994. Nurse
independent prescribing was introduced in
July 2000 in line with plans to modernise the
NHS to extend nurses skills and encourage
flexible working within health care (DH 2006
a, b). From spring 2006 nurse independent
prescribers (formerly extended formulary
prescribers) can prescribe any medicines
for any medical condition within their
competence, with the exception of some
controlled drugs. This area was added in 2012
(MHRA 2012). This must be within their scope
of practice, level of expertise and competence
and includes prescribing from the Children’s
British National Formulary (DH 2006b) (NMC
2010).
Within the community there are now many
areas of healthcare where skilled practitioners
incorporate independent prescribing within
their work environment to provide a high
standard and complete episode of care
(Courtenay 2008). The national childhood
immunisation programme is an area of practice
that has not required the use of independent
prescribers but their skills can provide support
to the effective and efficient delivery of the
vaccination programme through enabling
the work of a mixed skills team. The Human
Medicines Regulations 2012 allow the nonmedical independent prescriber to sign a
patient specific direction (PSD) for health care
support workers to administer a specified
vaccine to children clearly identified in it. This
process requires safe practices to be in place
to enable the prescriber to delegate the task.

Background
Vaccines produce their protective effect by
inducing active immunity and providing
immunological memory. This enables the
immune system to recognise and respond
rapidly to exposure to natural infection at a later
date and therefore preventing or modifying the
disease (Public Health England 2013).

In 2012, the Joint Committee on Vaccination
and Immunisation (JCVI) recommended that
the annual influenza vaccination programme
should be extended to include all children
aged two to under 17 years of age (Public
Health England 2014). In 2013, the phased
introduction of this extension began with the
flu vaccine being offered to all two and three
year old children as well as those aged four to
10 years (up to and including pupils in school
year six) in seven different geographical pilot
areas.
From 1st September 2014, the second
phase of the childhood seasonal influenza
(flu) vaccination programme began. For the
2014/15 flu season, the flu vaccine has been
offered to all four year old children as well as
to all two and three year old children as it was
previously. The seven geographical pilots of
primary school aged children that started in
2013/14 has continued and new geographical
pilots involving secondary school children in
years seven and eight have also been added
(Public Health England 2014). Doncaster in
South Yorkshire was one of the Public Health
England pilot areas for the secondary school
aged children in years seven and eight in 2014.
It is expected that all children aged two to
16 years will be offered the live attenuated
influenza vaccine (Fluenz tetra) (nasal) on
an annual basis. If this occurs, the number
of children involved will be significantly
greater, and innovative ways of delivering the
programme will be required to enable the
safe, efficient and cost effective delivery of this
programme.
In Doncaster, the current flu vaccination
programme is delivered by the school nursing
team under a patient group directive (PGD).
The current PGD is for the administration of
nasal spray suspension Fluenz Tetra (influenza
vaccine, live) by nurses currently registered by
the NMC to infants, children and adolescents
aged two to 17 years. Each nurse is authorised
by name to work in accordance with the legal
criteria that it details. The broad use of PGD in
this area has limited the range of people who
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administer the vaccination.
Health care support workers assist all the
school vaccination programmes but they are
not involved in the actual administration. It
has been questioned as a part of the Public
Health England pilot whether their role can
be further developed in the programme by
being able to administer the nasal vaccine.
In the case of administering a prescription
only medication (POM), which the nasal
vaccination is, an unregistered health care
support worker may only administer under a
PSD, they cannot administer under the PGD
(RCN 2014).
As a part of the Public Health England
pilot, Doncaster was asked to evaluate the
administration of the nasal vaccination by
non-registered health care workers. A PSD
needed to be developed and each instruction
for specific children signed by an independent
prescriber. Doncaster decided that this
prescriber should be non-medical.
The decision for the PSD to be signed
by a non- medical independent prescriber
was based on several factors including:
the availability of a skilled practitioner with
experience of working with children and
young people who is also a competent and
confident independent prescriber; managing
the service within the existing workforce rather
than having to source a medical prescriber
with the cost implications which that would
involve.
Also, due to the whole process being jointly
co-ordinated by the school nurses, health
care support workers and the independent
prescriber, it was ensured that considerations
to quality and safety were addressed. The
term independent prescriber will be used
throughout this paper in reference to the
nurse independent prescriber.

aImS and oBjectIveS of the
project
1. The development and implementation of
a clinical skills training package for health
care support workers to administer the flu
vaccination (Fluenz Tetra) nasal vaccine.
2. To produce a PSD for the administration of
the Fluenz Tetra nasal vaccine, that will be
signed by an independent prescriber.
3. To ensure that governance arrangements
are in place to support this change in
practice in the delivery of the childhood
influenza immunisation programme, whilst
enabling nurses and health care support
workers to practice safely and within
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acceptable and legal boundaries.
4. To contribute to the evaluation of the Public
Health England pilot programme.

methodS
The use of a PSD is not unusual, it is commonly
used in general practice to support the
administration of vaccinations but it has not
been a commonly used practice within the
school nursing vaccination programme. There
are issues that the independent prescriber
needs to be confident and assured about for
the use of a PSD in practice to support the safe
and legal delegation of the assessment and
administration procedure (NMC 2008, RCN
2006).
This includes: a training package and
assessment of competence and skills of the
health care support workers; the supervision
provided by the qualified nurse; the PSD and
its paperwork; the consent form and the initial
assessment of the suitability of the child by the
trained nurses before placing the child on the
PSD.

development and ImplementIng
a traInIng package
A clinical skills training package specific for
the nasal administration of flu vaccination
(Fluenz Tetra) has been developed and
delivered by the Trust clinical skills coordinator, the school nursing community
specialist practitioners and the school
nurse leading the vaccination programme.
This incorporates the national minimum
standards for immunisation training for
health support workers as defined within DH
2012.
The learning package was designed to
provide the theoretical knowledge and
clinical skills to expand the professional
practice of the health care support worker
to include the administration of the nasal
flu vaccination, supported by simulation
training and the use of the Leicester Clinical

Assessment Tool (LCAT). The package also
covers the supervised practice and final
workplace assessment of competence.
The independent prescriber has ensured
that they are familiar with the learning
package and has joined training sessions
as this a part of gaining confidence that the
health care support workers are suitably
trained and supported to undertake this
delegated task. The training package has
included: reading material, group session,
simulated practice and observed practice and
assessment.
The independent prescriber has also joined
the school nursing team at some vaccination
sessions to observe the sessions. This has
involved observations of the assessment
procedures, record keeping, administration
by nurses and the processes in place to
support the health care support workers. The
justification for this is that the liability for harm
rests with the prescriber for the delegation
to others (NMC 2008) and therefore the
prescriber needs to have confidence that
those people who are being to delegated to
are suitably trained (NMC 2010).

pSd for the admInIStratIon of
Influenza naSal vaccIne (fluenz
tetra)
The PSD has specific legal requirements which
are detailed in Box 1.
The independent prescriber is delegating
the administration of the medication that
is specified on the PSD, in this case Fluenz
Tetra 0.1ml to each nostril as a one off dose.
The NMC practice standard 14 details that the
prescriber has to have the knowledge and
competence to be able to prescribe this and
have the confidence that the person to whom
this has been delegated to is appropriately
skilled, trained and competent to administer
the medication (NMC 2010).
The PSD document has been written by
the Trust’s chief pharmacist in consultation

•

•

•

•

•

•

Box 1: Patient Specific Direction
Is a written instruction for Prescription only medicines to be supplied for administration to
a named patient without a prescription
Must be patient specific
Can be administered by any capable person who may not be a registered health
professional
Can be signed by a doctor or a non-medical independent prescriber
Liability rests with the prescriber, who will be judged on the appropriateness of the patient
specific direction and the appropriateness of delegation
Must include the dose, route and frequency to be supplied or administrated
NMC medicines management (2010)
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with the practitioner who is the independent
prescriber. Considerations within this process
were: clear inclusion and exclusion criteria; the
assessment processes that will be undertaken
by the registered school nurse; record keeping
requirements; the training and competence
of the health care support worker and
production of a template for generation of the
PSD instruction.
The prescriber has observed the assessment
procedure that has been agreed, which
included the returned consent forms being
assessed by the trained nurse against criteria
for inclusion or exclusion. This included the
consent form that is sent home with each child
in year 7 and year 8 to be completed by their
parent/carer. This form has been designed to
give all the information required, including all
of the aspects identified by the relevant Public
Health England documents (2013, 2014). If the
school nurse has any questions arising from
the consent form they will contact the parent/
carer to gain further information, and record it
on the form.
The prescriber joined a vaccination session
to observe the assessment by the registered
nurse and by the healthcare support worker
who was being supervised in this process as
part of the training package.
Through engaging in these activities
the prescriber has gained confidence and
assurance that:
• the training, support and supervision of the
health care support workers is appropriate
and suitable to support safe practice for the
delegation of vaccine administration by the
prescriber.
• the assessment process by the registered
nurses is safe and in line with the agreed
requirements of the PSD.
An algorithm has been written to clarify this
process of assessment so that if a child meets
the criteria for the nasal vaccination, their
name will be placed on the PSD instruction
sheet ready for the prescriber to sign. At the
vaccination session the child is assessed by
the trained nurse to ensure they still meet
the criteria for the vaccination on the day.
If they do they can then see the health care
support worker who will follow the agreed
procedure for assessment and administration.
Any child who does not meet the criteria for
administration under the PSD will be assessed
for administration by the registered nurse
under the PGD.
The independent prescriber observed this

Key Points
• The independent prescriber has a valuable role to play in supporting the delivery of the
large scale public health vaccination programme.
• The use of patient specific directions can lead to an increased mix of staff involved in the
administration of the influenza nasal vaccine
• Health care support workers have a valuable role to play within the delivery of the
vaccination programme
• Governance arrangements need to be in place to support this change in practice in the
delivery of the childhood influenza immunisation programme, whilst enabling nurses and
health care support workers to practice safely and within acceptable and legal boundaries

complete pathway on the first ‘live’ occasion.
The trained nurse followed the agreed
procedure whereby consent forms were sent
out, responses assessed and children who met
the criteria were placed on the PSD according
to the algorithm. The prescriber checked all
of these cases and attended the first session
to verify that the assessment process was
satisfactory and that vaccine administration
by health care support workers was
undertaken in accordance with the agreed
procedures as part of their training package.
Following this the PSD instructions were
signed by the independent prescriber with
the understanding that these processes were
to be adhered to in the future. If a child has
been named on the patient specific direction
the nasal vaccine can be administered by any
of the health care support workers who have
been assessed as competent.
Through the vaccination programme, six
health care support workers undertook the
training, completed supervised practice
and demonstrated their competence to
administer the nasal vaccine. The procedure
will be simpler next year because it will require
an update of their training rather than the
complete initial training package. There
are some administrative issues which when
resolved would make the process run more
smoothly and these will be addressed before
the next season. There have not been any
incidents identified which raise any concerns
about patient safety in relation to the service
model used.

concluSIon
The independent prescriber has a valuable
role to play in supporting the delivery of
the large scale public health vaccination
programme. The use of patient specific
directions within the vaccination programme
has been received well by the health care
support workers, who have embraced
the challenge of learning new skills and

expanding their roles, and by the school
nursing team in the delivery of training and
staff supervision to support the delivery of
this important public health intervention.
The aim will be to develop further this work
in the influenza vaccination programme in
2015 and to evaluate the role of the health
care support workers in the administration
of the nasal vaccine supported by the use of
the patient specific direction.
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Feature

Does motHer
knoW best?
With parents now having greater access to sources of information than ever before, health
visitors need to stay ahead of the game when it comes to issuing the latest evidence-based
recommendations, says parent champion Helen Calvert

I

run a support group for mums on Facebook. I started it more
than three years ago when my eldest was eight months old,
and there are over 1,300 of us now. We talk about everything
parenting-related and support each other through all the twists
and turns of motherhood. One thing I have noticed more
than anything else about these mums from across the UK is their
disappointment in their health visitors.
Now firstly, that’s not entirely fair. Many of us, myself included, have had
excellent health visiting support. Secondly, this article is not about to launch
into an invective against your profession. What I would like to do instead
is discuss one of the reasons why I think the women on my group, and
potentially women elsewhere, are struggling to get the support they need
from health visiting teams. I believe there has been a misunderstanding
about what it is that we as families expect from you as professionals.
This belief came to me following a discussion with David Munday,
Professional Officer at Unite. I had written to Unite last year outlining
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a number of concerns I had following numerous posts on my group
about health visiting support and advice. David had kindly agreed to
meet with me, and we met up just before Christmas. We discussed
resources and the challenges your profession is facing, and has faced for
the past ten years and beyond. We also discussed the range of families
you are expected to support, your enormous caseloads and how hard it
is to get to know the families when visits are few and far between.
And then David said this to me: “Health visitors want to enable
children to be the best they can be and to enable parents to enjoy the
experience of parenting. Health visitors will try to focus on a family’s
strengths. Health visitors want to give children the best future and they
want families to have the best possible experience.”

The meaning is clear
I’m paraphrasing, but the meaning was clear: health visitors want us to
be happy. They want us to enjoy parenthood, to enjoy our children, to
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have a pleasant experience as a family. Sounds pretty good doesn’t it?
Well it does, and then again it doesn’t. This is where I think the
misunderstanding comes in. As healthcare professionals, we expect you to
focus on our family’s health. We are expecting you to give us up-to-date,
evidence-based, accurate information on the health aspects of parenting,
and this includes infant feeding, co-sleeping, introducing solid food,
postnatal depression, toddler behaviour, weight gain and development. It
has never occurred to me that my happiness or enjoyment of the parenting
experience has anything to do with my health visitor, and a number of my
group members feel the same. Yet if that is your focus, or a good part of it, it
goes a long way to explaining where things might be going wrong.
The classic example here is of the breastfeeding mum who is advised
to give formula top-ups. I say classic, because it happens all the time.
Any breastfeeding peer supporter, counsellor or lactation consultant
will tell you that formula top-ups are rarely required. Either the mother
has a problem with her milk supply which requires resolution, the child
has a health problem which requires investigation or (far more likely)
the pair simply require some breastfeeding support.

Keeping mum and baby happy
So, why do health visitors so often resort to recommending top-ups? I
don’t believe it is because you are behind in your breastfeeding training,
I know you are all well trained and informed about infant feeding. I
wonder though whether it isn’t because, in the short term at least, you
believe introducing some formula will make mum and baby happy, will
take the stress out of the situation and will make everyone’s life easier.
So is this the approach that families want? Unfortunately, I am not
convinced that it is. I had this discussion on my group a week or so ago
and I will share with you some of the comments:
‘If health visitors are there to put mum’s happiness first, then they take on
the role of friends, family and society which in turn will just perpetuate the
beliefs and practices of that group, family or society... they should be health
professionals who provide accurate up-to-date information to help both
babies and society to grow healthy.’ - Julie, Yorkshire.
‘Personally I would want up-to-date, clear and unequivocal guidelines
from a health visitor. I would want all options posed in an unbiased
way with pros and cons pointed out. They should make it clear if any
information they share is their personal opinion so you know how much
weight to give it. I think a mother’s happiness arises from being able to
make informed choices for herself.’ - Sarah, Nottingham.
‘Pushing a mum down a certain route or not giving a rounded answer
is likely to impact on mum’s happiness anyway. Giving the full information
and spending time with the mum so she understands it, and feels
empowered to make the right decision for her and her baby, is going to help
her happiness.’ - Joanne, Manchester.
‘Health visitors should give mums access to dispassionate, accurate,
up-to-date evidence-based advice. They are professionals, not there to be
a “friend”. This doesn’t stop them from being supportive, but they should be
there to be honest and unbiased.’ - Ruth, Lancashire.
We have a situation in 2015 where families have access to information
like never before. Yes, the internet can be a minefield of dodgy
information, but these days it is easy to find and follow trusted sites that
spread from parent to parent via word of mouth and social media. It is
therefore very easy for a mum to discover that the advice she received
from her health visitor was not the most up-to-date or the most evidence-

We need to remember that you have the
benefit of years of training, hard work and
experience. You need to remember that,
given the right information, we want to
decide what is best for our family.
based available. It doesn’t matter at that point what the intentions of the
health visitor were; the mum loses faith in that professional.
You may have made the decision to tell mum to try controlled crying
because you could see that she was exhausted after nine months of broken
sleep. But if you omitted to mention the body of evidence questioning that
practice, or the evidence to suggest that sleeping through the night is not
necessarily ‘normal’ for a nine-month-old, please remember that she will
find out about that information for herself; she will then wonder why you
weren’t aware of it, and will hesitate to seek your advice again.
The postnatal period is an extremely vulnerable time for mums, and
many of us are eternally grateful for the emotional support and hand
holding offered by our health visitors. I would not wish to suggest that
the profession becomes a robotic, information and signposting service
– the personal touch is vitally important. And, yes, you do have to use
your discretion and judgement when it comes to the approach to take
with families. But please remember that all mums prefer to make their
own decisions.
Some might need information in written form, some might be
happy to be directed to the internet, some may need a good chat
through the options, others may require signposting to local groups
and classes. But very few will be happy to discover that you have made
the decision for them and given them only that piece of advice which
you have decided is in their best interests.
Jennifer in Dorset put it this way: “Health visitors should provide guidance
but support mothers whichever decision they decide to make... no point in
repeatedly saying about breastfeeding being the WHO recommended way
of feeding if someone has already made the decision to give formula. But
they need to be blunt in giving the facts first so that mums fully understand
the consequences... same goes for sleep training, weaning, you name it.”
An excellent example of this in practice was provided by a group
member in South Tyneside who was desperate to introduce solid
food for her little girl, aged just over four months old. Understanding
the situation, her health visitor clearly outlined the reasons it is not
recommended to introduce solid food before six months, but then
went on to give the mum practical support with weaning because she
had made the decision to go ahead. To simply lecture and refuse to
engage in the situation would have been unhelpful and upsetting for
the mum, but to waive the guidelines and pretend they don’t matter
would have been unprofessional and misleading. To me, this is a great
example of professionalism and support going hand-in-hand.
As parents, we want to know that we will receive all of the
information from our health visitor, and that it will be as accurate
as possible. As professionals you want what is best for families and
children. We need to remember that you have the benefit of years of
training, hard work and experience. You need to remember that, given
the right information, we want to decide what is best for our family.
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IntroductIon
Foreign body (FB) ingestions in young children
are one of the most common presentations
to the Emergency Department. It is estimated
that up to 40% of these ingestions may go
unnoticed (Uyemura, 2005).
Hand-to-mouth activity is one of the primary
mechanisms that infants use to connect with
their surroundings and experience the world;
hence the increased risk of FB ingestion in
the younger age group [6 months to 4 years]
(McConnell, 2013; Paul et al, 2010; Uyemura,
2005). Common items that get put in the
mouth are those that are shiny and easy
to grasp, including coins, button batteries,
magnets, screws and small keys. In most cases,
children do not need any medical intervention
as the FB traverses through the gastrointestinal
tract without problems. However, sometimes,
it can lead to serious complications that need
urgent medical attention (Paul et al, 2010).
Some FB ingestion causes significant
morbidity and may require surgical
intervention, though necessary in less than
1% of cases. Any report of FB ingestion should,
therefore, always be taken seriously and
the potential for harm not underestimated
(Uyemura, 2005). On the rare occasions that
FB ingestion causes serious sequelae, the
affected children and their families will need to
be appropriately supported through what can
be a very distressing and worrying experience,
and the removal of the FB (where necessary)
must be undertaken in a timely manner to
minimise any suffering and further sequelae to
the child (Sarmast et al, 2012).

EpIdEmIology
FB ingestion is most common in children between
six months and four years of age (McConnell,
2013; Paul et al, 2010; Uyemura, 2005). In 2002,
53,750 episodes of FB ingestions were reported
in children in England, the majority occurring in
children under four years of age, when children
are most inquisitive (Department of Trade and
Industry, 2003).
Children with pre-existing anatomical
abnormalities in the gastrointestinal tract
are at an increased risk of suffering from
complications, whilst children with chronic
disability may also be at a higher risk of delayed
diagnosis following FB ingestion, as signs and
symptoms can often be vague (Paul et al, 2010).
Furthermore, children with neuromuscular
disorders can have poor cough reflexes and
increased secretions and a significant increase/
change should raise the suspicion of FB
ingestion (Paul et al, 2010). Batteries are also
swallowed by young people who self-harm.
This article discusses the items that
commonly get ingested by children, with
a particular emphasis on button batteries
and magnets, the ingestion of which can
potentially be very serious.

ImportancE of rEcognIsIng
fB IngEstIon
Although most FB ingestions will get passed in
the stools within a few days, some objects will
need active removal, especially if they become
lodged in the oesophagus or along the course
of the gastrointestinal tract. Rapid diagnosis
and treatment is important; delay in detection
can increase the risk of complications.
Furthermore, this delay can cause distress to
the child and the family. Acute complications
include haematemesis, bowel obstruction,
haemorrhage, fistula formation, vocal cord
paralysis, and bowel perforation (Sarmarst et
al, 2012). If these complications are suspected
in the community (even if the child has been
discharged recently from the hospital); the
child should be urgently referred and seen in
the Emergency Department.

Certain objects are deemed to pose more of
a risk to the child and require consideration for
urgent removal. Ingestion of button batteries
can cause serious harm and even death, due to
significant damage to tissues caused by caustic
soda that accumulates as electric charge is
discharged. Magnets, if swallowed in number,
can attract each other through opposing
bowel loops, potentially causing obstruction
and bowel necrosis. Sharp objects also have
a higher risk of perforating the gut and may
need removal. The incidence of complications
such as oesophageal and tracheal damage
increases with the duration of FB impaction
(Paul et al, 2013).
FB aspiration is another serious complication
that can arise; a short discussion is included in
Box 1. Patients who present with respiratory
compromise (particularly wheeze), often very
sudden in onset in an otherwise well child,
should always consider the inhalation of a FB
as a possible cause and an urgent medical
review should be sought.

commonly IngEstEd oBjEcts
FBs that are commonly ingested tend to be
everyday objects including coins, pins, safety
pins, screws, nails, toy parts, food (fish bones,
meat lumps), button batteries and magnets.
Accidents often happen when the household
is busy or disorganised, such as during children’s
parties, Christmas celebrations and DIY activities,
when small objects are left unattended around
the house (Paul et al, 2010). As children become
more inquisitive and begin to explore their
surroundings, hand-to-mouth activity becomes
increasingly common (McConnell, 2013; Paul et al,
2010). Children are attracted to shiny objects that
are easy to grasp. Coins are the most commonly
ingested object, but magnets and button batteries
present potentially more serious adverse effects.
Objects with sharp edges also pose
problems, due to their capacity for perforation.
It is important that community practitioners
remain aware of the potential risks of leaving
small items such as keys, coins and screws
around the house and that children are not left
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to play unsupervised with age inappropriate
toys. Most FBs will be passed in the stools
with an uncomplicated course, but in a small
proportion of cases complications will be seen;
suspicion of which should lead to an urgent
referral for medical review (Antoniou and
Christopoulos-Geroulanos, 2011).

Button BattErIEs
Button batteries are disk batteries, small and
lightweight in nature. Common sources of
ingested batteries include remote controls,
electronic devices such as cameras, watches,
hearing aids, calculators and children’s toys.
Most ingestions are uncomplicated, but if the
battery becomes lodged in the oesophagus,
children can experience complications including
oesophageal burns (due to the discharge of electric
current causing a build up of caustic soda (sodium
hydroxide), perforations (secondary to liquefaction
necrosis), fistula formation, pressure necrosis
(due to prolonged pressure on the oesophageal
tissues), leakage of the battery contents with direct
corrosive damage, catastrophic oesophageal
haemorrhage, heavy metal absorption (causing
systemic poisoning), and rarely death (Chouhan
et al, 2011; McConnell, 2013). Reports suggest that
when ingestions have been reported, healthcare
staff have not appreciated the need to treat the
situation as a medical emergency, nor did they
realise that some symptoms of tissue damage can
present up to 28 days after the initial ingestion,
and therefore they didn’t link the two. It is also a
common misapprehension that ingested batteries
will do no harm if they remain intact and don’t leak
their contents – as already explained, leakage is not
the predominate mechanism of injury, and such
notions must not delay cases being managed
urgently (NHS England, Dec 2014)
The risks of complications secondary to
an ingested and lodged button battery are
extremely high once eight hours from ingestion
have elapsed, but damage can occur as early
as two hours from swallowing the FB – rapid
diagnosis and removal is therefore key. Between
2007 and 2009, serious sequelae occurred in 2.7%
cases of button battery ingestions reported to
the National Poisons Data System in the United
States, with large (>20mm diameter) batteries
having worse outcomes (Litowitz 2010).
Most patients who swallow button batteries
are asymptomatic at the time of presentation
(80%), but worrying signs include chest pain,
haematemesis, fever, diarrhoea, respiratory
distress, anorexia, dysphagia, and epigastric pain.
Delayed diagnosis increases the risk of serious
complications as described above (McConnell,
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Box 1: forEIgn Body aspIratIon
Aspiration of FBs causes significant mortality and
morbidity in children. Food-related aspiration
injuries are particularly common in young children
under four years of age and the risk of respiratory
compromise is high. Nuts, peas and seeds are the
most common food items aspirated (Hilliard et al,
2003).
Certain physical and environmental factors
increases the risk of aspiration – immature dentition,
poor control during swallowing, concomitant play
activity during feeding and propensity to explore
the environment orally make children (especially
younger ones) susceptible to FB aspiration
(Dehghani and Ludemann, 2008). Children may
present with choking, cough, wheeze or stridor,
with decreased or abnormal breath sounds on
examination, although the presentation is variable
and may be non-specific.
Parents should be advised to resist the urge of
putting their fingers into the child’s mouth in an
attempt to retrieve the FB, unless it is plainly visible

2013). The history should be obtained and should
cover the type of battery (including chemical
content and size if available), the battery charge
state (i.e. new or used), when ingested and how
many (Parsh and Amarrador, 2011).
Prompt referral to emergency department for
clinical evaluation should be made. Plain X-rays
(AP and lateral) should be taken to determine the
location of the battery/ies and any fragments in
children aged 12 years and under. This should also
be considered in all patients who have ingested
a battery >12mm diameter or who do not know
the size of the battery ingested (National Battery
ingestion Hotline). In a young person over 12 years
who has ingested a battery <12mm diameter,
imaging can be delayed as long as the patient is
brought back promptly if symptoms occur, and
uses stool surveillance to confirm timely passage.
It can be difficult to distinguish between
lodged coins and batteries radiographically
(McConnell, 2013). Most of these can pass through
the gastrointestinal tract without complications
but batteries lodged in the oesophagus need
emergency removal by endoscopy (ideally
within two hours). Endoscopic / surgical removal
may also be necessary if the passage of a button
battery becomes arrested in the GI tract, or if
there has been concurrent ingestion of a magnet.
Children can be managed at home if the button
battery has crossed the oesophagus with advice
on regular diet, encouraging physical activity
and regular inspection of the faeces at home to
confirm passage of the battery. A repeat X-ray

at the front of the mouth, in case they push it further
down the airway, potentially causing soft tissue
damage, bleeding and even converting a partial
airway obstruction to a complete occlusion. Such
children should be kept calm, and encouraged to
cough if able, whilst medical help is sought. If a
child ceases to cough effectively, manoeuvres can
be undertaken to help dislodge the FB. If the child
becomes unconscious, basic life support should
immediately be commenced (ALSG, 2011).
FB aspiration is a medical emergency and
causes approximately 3,000 deaths per year in
the US (Korlacki et al, 2011). Objects in the larynx
and trachea are potentially life-threatening;
while objects lodged more distally may remain
undiagnosed for a length of time and can cause
severe complications including pneumonia,
atelectasis and bronchiectasis (Rodriguez et al,
2012). These children will need specialist help for
retrieval of the FB and early detection is associated
with a better outcome.

should be considered if no passage has been
observed within 10-14 days (Litovitz et al 2010).

magnEts
Magnets are increasingly available to children
as components of inexpensive toys (Abbas et
al, 2013). The incidence of magnet ingestion
has risen significantly in recent years. A survey
amongst NASPGHAN members in 2012 reported
481 cases of magnet ingestion over 10 years;
320 of these ingestions occurred over the most
recent three-year period (Abbas et al, 2013).
When a single magnet is swallowed, this can
usually be managed conservatively and generally
it will be passed spontaneously in the stool.
However, when two or more magnets or a magnet
with another metallic FB (e.g. coin, button battery)
are swallowed together, complications can arise
(Mandhan et al, 2014). Bowel perforation, fistula
formation, volvulus and obstruction can occur
if magnets become attracted and opposed to
each other in adjacent areas of bowel. A portion
of bowel can become trapped between the two
objects, causing pressure necrosis and perforation
(Mandhan et al, 2014; Abbas et al, 2013; Soomro
and Mughal, 2014).
Delayed diagnosis is common, with
symptoms, if present, being usually non-specific
and resembling other common ailments.
Once magnet ingestion is suspected,
multiple radiological views are recommended
(Pederiva et al, 2014) and endoscopic removal
is recommended if they are discovered to be
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impacted in the oesophagus, whilst surgical
retrieval may be required if the magnets are
lodged in the bowel, sometimes necessitating
bowel resection if there is already significant
tissue necrosis (Mandhan et al, 2014).

clInIcal prEsEntatIon
In most cases where a FB has passed through the
oesophagus, the child will remain asymptomatic
unless other complications occur (Paul et al,
2010). In some cases there will be a history of FB
ingestion, which can be communicated either by
the parents or the child themselves (if old enough).
However, there may be no clear indication in the
history to suggest FB ingestion as the events
often go un-witnessed. It is therefore important to
consider FB ingestion as a differential diagnosis in
a wide range of presenting complaints (Uyumura,
2005). In cases where symptoms are present, they
are often vague and non-specific and can mimic
other common childhood illnesses.
Common signs and symptoms include:
• Choking and gagging
• Stridor
• Retching or vomiting
• Blood in sputum or vomit (due to mucosal
injury from FB)
• Drooling of saliva (due to inability to swallow)
• Heart racing
• Dysphagia
• Pneumonia
• Food refusal
• Chest pain
• Breathing difficulties
• Behavioural disturbances
• General irritability
• Refractory wheeze
(Paul et al, 2010; Paul et al, 2013; Hilliard et
al, 2003; Advanced Life Support Group, 2011)
Signs of more serious complications include:
bowel obstruction [include bilious (green)
vomiting, abdominal distension and pain],
constipation, guarding [on abdominal palpation],
tachycardia [fast heart rate] and dehydration
(Paul et al 2013; Mandhan et al, 2014). If any of
these symptoms are present, urgent referral and
management is needed. Haematemesis, with
a history of possible button battery ingestion,
should be considered serious and an emergency
requiring immediate stabilisation and intervention.
Gastro oesophageal reflux disease is known to be
associated with motility disorders and oesophageal
abnormalities can predispose to FB impaction
(Antoniou and Christopoulos-Geroulanos, 2011).
Health professionals should therefore remain alert
to the possibility of FB ingestion when there is
sudden increase in symptoms in such children.

managEmEnt of fB IngEstIon
The rapid diagnosis and correct management of a
FB ingestion are integral to minimising morbidity
and life-threatening complications (Antoniou and
Christopoulos-Geroulanos, 2011). If a practitioner
suspects FB ingestion, a good history should be
obtained, when available, and a prompt referral
for medical assessment should be made.
Early assessment and radiological investigations
(where necessary) should be carried out in children
where there is a strong suspicion of FB ingestion.
Surgery may be necessary if the FB becomes stuck
in the oesophagus or there is a risk of it becoming
embedded further along the gastrointestinal tract,
especially with sharp objects, button batteries or
magnets (Paul et al, 2010; Litovitz et al 2010), so the
surgical team should be involved at an early stage.
In the emergency department, cases are
investigated with a chest and/or abdominal
plain X-ray, although hand held metal detectors
are increasingly being used now to minimise
radiation (Paul et al, 2013; Lee et al, 2005). However,
it is important to note that not all FBs are visible
on X-ray (e.g. plastic toys, food boluses, etc),
and clinicians should remain alert to symptoms
indicating possible aspiration or ingestion
(Antoniou and Christopoulos-Geroulanos, 2011)
even in the absence of radiological confirmation.
If a sharp object such as an open safety pin
is ingested, there is a risk of GI Tract perforation
and chest/abdominal X-ray are suggested. CT
scans can be more informative, especially if
radiographs are inconclusive.
Most FBs can undergo conservative
management with a ‘watch and wait’ approach.
Parents should be advised to monitor the
stools for the passage of the FB, and to return
to the emergency department if deterioration
occurs (vomiting, abdominal distension, blood
in stool, etc.) or the object doesn’t pass in 10
– 14 days (Paul et al, 2013; Litovitz et al, 2010).
Although it can be an extremely anxious
time for parents, repeated exposure to radiation
should be avoided unless there is a clinical
indication. Spontaneous passage of a coin is
more likely to occur in older children, males and
when it is located distally in the oesophagus
(Antoniou and Christopoulos-Geroulanos, 2011).
Children who develop new-onset respiratory
symptoms, gagging or feeding problems
should be urgently reviewed, supported and
observed until the symptoms resolve and/
or further investigations/interventions are
undertaken (Paul et al, 2013).
If a FB gets lodged in the oesophagus or
airway, urgent specialist surgical or ENT input
is required. Endoscopic removal should be

performed as soon as possible and within 24
hours from presentation (see earlier guidance
regarding button battery or magnet ingestion).
Similarly, if there are signs of gastrointestinal
obstruction or perforation, review by the
surgical team is essential (Paul et al, 2013), albeit
surgical intervention is required in less than 1%
of cases (Paul et al, 2010; Uyemura, 2005).

prEvEntIon:
EducatIon
and
hEalth advIcE – practIcE poInts
Primary prevention is the best approach for
reducing the occurrence of FB ingestion.
Health professionals working with families
in the community play a vital role in advising
parents on home safety issues and the need to
supervise the play activities of young children.
Education is crucial to these strategies and
information about home safety should be
included during scheduled visits to community
health professionals, and during home visits, to
ensure parents are able to recognise potentially
dangerous products, identify high-risk situations
and appropriately control access to hazardous
objects. Strategies that community practitioners
may find useful in their practice are highlighted
below; these have been adapted from the
available literature and our experience in
managing such children (Rodriguez et al, 2012;
Paul et al, 2010; Hilliard et al, 2003; Paul et al, 2013;
Dehgani and Ludemann, 2008; McConnell, 2013).
• Parents should be encouraged to choose
age-appropriate toys (many toys display
safety labels stating that the toy is not
suitable for a child below a specified age)
• Community practitioners should visit
families following an episode of FB ingestion
and highlight home safety issues.
• Carers should ensure that small objects and
button batteries are kept out of reach of
young children; dead batteries should be
recycled or discarded appropriately
• Older children should be encouraged to keep
their toys out of reach of younger siblings
• Young children should be observed whilst
they eat. Hotdogs, grapes and other small
food items should be cut into small pieces
until the child is at least five years old
• Whilst working with screws and nails, children
should be kept at a safe distance and count the
numbers used at the end of the DIY session.
• Child-resistant packaging should be used
for all medications and chemicals
• Parents should supervise children when
playing with small toys and if possible,
keep count of items (e.g. magnets, button
batteries) to identify whether any are missing
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•

In cases where there are multiple episodes
of FB ingestion noted, child protection
issues should be considered.

conclusIon
FB ingestion is a common presentation to the
Emergency Department and can be missed due
to the lack of a clear history and non-specific or
delayed presenting signs and symptoms. Most
cases only require supportive care, observation
and reassurance. However, there is a risk of
tissue damage if a FB becomes lodged in the
oesophagus, especially when the object is a
button battery or magnet, and urgent referral and
consideration for surgical removal is necessary.
It is important to consider FB ingestion as a
differential diagnosis in a wide range of paediatric
presenting complaints. Prevention is the key
in reducing the number of FB ingestions, and
community practitioners should provide advice
on accident prevention in the home environment.

rEfErENcEs

Abbas MI, Oliva-Hemker M, Choi J, Lustik M, Gilger
MA, Noel RA, Schwarz K, Nylund CM (2013). Magnet
ingestions in children presenting to US emergency
departments, 2002-2011. JPGN. 57(1): 18-22
Advanced Life Support Group (2011). Advanced
Paediatric Life Support: The Practical Approach. Fifth

Edition. BMJ Books, London

systematic review. Emerg Med Journal. 22: 839-844

Antoniou D, Christopoulos-Geroulanos G (2011).
Management of foreign body ingestion and food bolus
impaction in children: a retrospective analysis of 675 cases.
The Turkish Journal of Pediatrics. 53:381-387

National Battery Ingestion Hotline; http://www.poison.
org/battery/guideline.asp

Chouhan M, Yadav JS, Bakshi J (2011). Foreign body
button battery in oesophagus – Time for intervention?
International Journal of Pediatric Otorhinolarnyology Extra
6: 329-330
Dehgani N, Ludemann JP (2008). Aspirated foreign
bodies in children: BC Children’s Hospital emergency room
protocol. BC Medical Journal. 50(5): 252-256
Department of Trade and Industry [DTI]. 24th (Final)
Annual Report of the Home and Leisure Accident
Surveillance System. 2000, 2001 and 2002 Data. London:
DTI, 2003
Hilliard T, Sim R, Saunders M et al (2003). Delayed
diagnosis of foreign body aspiration in children. Emergency
Medicine Journal. 20(1): 100-101
Korlacki W, Korecka K, Dzielicki J (2011). Foreign body
aspiration in children: diagnostic and therapeutic role of
bronchoscopy. Pediatr Surg Int. 27: 833-837

NHS England; Patient Safety Alert: Stage One: Warning
Risk of death and serious harm from delays in recognising
and treating ingestion of button batteries. 19 December
2014
Parsh B, Amarrador A (2011). When a child swallows a
button battery. Nursing. 41(5): 56
Paul SP, Hawes D, Taylor TM (2010). Foreign body ingestion
in children@ case series, review of the literature and
guidelines on minimising accidental ingestions. Journal of
Family Health Care. 20(6): 200-204
Paul SP, Sanjeevaiah MK, Routley C, Kane M (2013). Ingestion
or aspiration of foreign bodies by children. Emergency
Nurse. 21(7): 32-36
Pederiva F, Daniela C, Scarpa MG, Guida E, Dragovic D,
Martelossi S (2014). An asymptomatic multiple magnet
ingestion with transmesenteric entero-enteric fistula. APSP
J Case Rep. 5(2): 16

Litovitz T, Whitaker N, Clark L, White NC, Marsolek
M (2010). Emerging battery ingestion hazard: Clinical
implications. Pediatrics. 125(6): 1168-1177.

Rodriguez H, Cuestas G, Ballali S, Sica G, Widmann W, Carca
S, Tortosa S, Gregori D (2012). Foreign Bodies Injuries in
Children in Argentina: A Countrywide Program Connecting
Evidence with Prevention. The Open Pediatric Medicine
Journal. 6: 16-22

Mandhan P, Alsalihi M, Mammoo S, Ali MJ (2014).
Troubling Toys: Rare-earth magnet ingestion in children
causing bowel perforation. Case Reports in Pediatrics.
Article ID 908730

Sarmast AH, Showkat HI, Patloo AM, Parray FQ, Lone R,
Wani KA (2012). Gastrointestinal Tract Perforations due to
Ingested Foreign Bo dies: A review of 21 cases. BJMP. 5(3):
a529

McConnell MK (2013). When button batteries become
breakfast: The hidden dangers of button battery ingestion.
Journal of Pediatric Nursing. 28(6): e42-e49

Soomro S, Mughal SA (2014). Singing Magnets Ingestion: A
rare cause of intestinal obstruction in children. Journal of the
College of Physicians and Surgeons Pakistan. 24(9): 688-689

Lee JB, Ahmad S, Gale CP (2005). Detection of coins
ingested by children using a handheld metal detector: a

Uyemura MC (2005). Foreign body ingestion in children.
American Family Physician. 72(2): 287-291

cpd questions (please visit www.communitypractitioner.com/cpd to submit your answers)
1.
a.
b.
c.
d.

What percentages of FB ingestions are estimated to go unwitnessed?
20%
30%
40%
50%

2.
a.
b.
c.
d.

FB aspiration is:
More common when eating times are disorganised
Is treated with bronchoscopy
Can remain undiagnosed and cause pneumonia
All of the above

3.
a.
b.
c.
d.

The most commonly ingested household object are:
Keys
Coins
Magnets
Button batteries

4. Button batteries:
a. Can cause perforation secondary to liquefaction necrosis
b. Need urgent removal if lodged in the oesophagus
c. Repeat X-ray may be necessary if button batteries are not defecated
after 14 days
d. All of the above
5. Metal detectors can be a useful alternative to X-rays to diagnose FB
ingestion?
a. True
b. False
6. To help reduce the incidence of FB ingestion, parents should:
a. Choose age-appropriate toys
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b. Ensure small objects are kept out of reach of children
c. Safely dispose dead batteries
d. All of the above
7. The majority of cases of FB ingestion pass spontaneously and
healthcare professionals should advise parents to monitor children at
home for passage of FB in faeces
a. True
b. False
8.
a.
b.
c.
d.

Complications of FB ingestion include:
Perforation
Obstruction
Fistula formation
All of the above

9. Community professionals should:
a. Visit families after an episode of FB ingestion
b. Highlight home safety issues
c. Encourage parents to supervise young children while playing with toys
especially with magnets and batteries
d. All of the above
10. Community practitioners should take the following actions when a
young child presents with suspicion of FB ingestion
a. Button batteries are small, will get defecated on its own and does not
warrant a medical review
b. Toy magnets pose less risk than other magnets and is safe to leave
alone to get defecated on its own in due course
c. Multiple episodes of FB ingestions are always accidental and does not
warrant initiation of child protection procedures
d. None of the above is true
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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 to
secure potential at each stage of
development including elementary
motor delay and correction
e) Primary preparation for sitting and
standing
3) Infant Balance and Good Posture
Using gravity for stronger foundations
Primary preparation for 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

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.
An introduction to autism – with Lorraine MacAlister
Wednesday 18th March online at 6pm
Register at www.hipp4hcps.co.uk
Feeding infants – is less more? – with Professor Atul Singhal. Speaking on:
Tuesday 28th April at the Royal College of Surgeons of England, London at 6pm
Wednesday 13th May at the Solent hotel and spa, Fareham, Hampshire at 6pm
Wednesday 3rd June at Colwick Hall, Nottingham at 6pm
Register at www.hipp4hcps.co.uk
Child development – with Juliette Francis
Wednesday 7th October online at 6pm
Register at www.hipp4hcps.co.uk

Sarah Forester RGN HV Cert. Ed.
Professional Officer (Education)
Health Visitors Association, (Baby
Massage - Piatkus Books)
‘In House Courses’ given
throughout UK
TriYoga
Camden Works
57 Jamestown Road
London
NW1 7DB
on the 27th and 28th June 2015
Tel: 01752216106
Mobile: 07833072255
Post course support given for all
teachers
Email; walker@thebabieswebsite.com

Learn Baby Massage with the International
Association of Infant Massage
Train to become a Certified
Infant Massage Instructor with
the International Association of
Infant Massage (IAIM), the largest
and longest standing worldwide
association solely dedicated to baby
massage. Our curriculum is taught in
more than 45 countries and has been
developed and refined over 30 years
through research, reflective practice
and practical experience. This has
resulted in a widely endorsed and
implemented parenting programme.

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

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

Practical teaching in the field
Relevant anatomy and physiology
● Quality supporting materials and
books
● Summative assessment
● Free, informative biannual newsletter
● Tutorial and on-going support
● Free membership of the GofSD.
●
●

Other courses from Touch-Learn in
2015
● Massage for Babies with Special
Needs
● Baby Yoga Teacher
● Baby Signing Teacher
● Baby Wearing Advisor
For further details of in-house training
and UK dates please visit
www.touchlearn.co.uk.

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

Millpond Children’s Sleep Workshop –
Training NHS professionals since 2007

100% of delegates would recommend to a colleague
London: Tuesday 21st April 2015
Our popular one-day interactive
workshop, designed for professionals
working with families with babies
through to school age children.
sleep cycles/needs
sleep problems
● Interpret sleep information
questionnaires and diary

● Plan

a range of sleep techniques
intervention

● Evaluate

£175
EARLY BIRD PRICE £160 before end
March ‘15

● Explore

● Understand

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

