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We are committed to advancing
evidence-based best practice
for infant skincare
Over recent years, Johnson & Johnson Family of Consumer Companies has
consistently published more fundamental and clinical research into baby’s
skin than any other global health care company.

90%

We have helped advance 90%
of all publications and peer-reviewed
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We aim to work closely with all healthcare professionals who play a role in caring for
infant skin to ensure that the latest research and information is shared, enabling all
healthcare professionals to have evidence-based conversations with parents.
For more information about our Safety and Care Commitment,
please visit: www.safetyandcarecommitment.com
We welcome any feedback, please email us at jbhcpcontact@its.jnj.com
*Broad search using National Library of Medicine PubMed and text-based search using Google Scholar
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Have you made a bet on the Grand National this year? Innocent enough question to
ask in a friendly conversation among adults. Change the context to a chat among
children however, and it takes a rather more sinister turn. Latest ﬁgures reveal that
gambling among young people aged 11 to 16 is rife, with potentially dire consequences
for their childhood and beyond. This issue, the cover story (page 40) looks at
the numbers, and vitally how adults - parents and practitioners, the industry,
government and society as a whole - can better protect them.
On the topic of protection and support, this issue also looks at paternal PND
- why are fathers’ needs not being addressed? (page 37); military families and their
unique needs (page 24); how to assess neglect with an updated tool (page 27); and
safeguarding children’s mental health (page 48).
As always, please get in touch, via any of the channels below, to let us know what
you think of the articles featured - we will happily print a selection on our feedback
pages. And of course, please keep suggesting ideas for the future. For instance, this
issue, a member offers a
personal reﬂection on
moving from a community
practitioner role to senior
lecturer (page 20).
A ﬁnal request if you have a SCPHN
student with you, please
encourage them to get in
touch regarding our
Voice of a Student feature.
Until next month...
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VALUE OF THE
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The CPD module will:
• Nutritional value of the weaning diet

• What do infants and young children really eat?

• The latest research on nutrition

• Dietary concerns

• Portion sizes
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NEWS IN NUMBERS
District nursing
teams will provide a

24/7
service

Latest figures show

in a new initiative
announced by
Northern Ireland’s
health department.
It also said 100% of
district nurses would
have a mobile
phone by March this
year and 100% of
nurses would have
access to Northern
Ireland’s electronic
care record by June.
All will be able to
work remotely
by 2019

40
young people have
been waiting more
than 12 months for
treatment from the
child and adolescent
mental health
services in Scotland

As many as

4.6m
people are thought to
be living with diabetes in
the UK, according to new
analysis by the charity
Diabetes UK

Almost

9 out of 10

diagnosed have
type 2 diabetes.

A minimum price of

6%
Public satisfaction with
the NHS dropped 6% in a
year to 57% – its lowest
since 2011. Dissatisfaction
has risen to 29% – the
highest in a decade. The
findings come from the
British Social Attitudes
survey by the Nuffield
Trust and The King’s Fund

50p
per unit of alcohol is to be
introduced in Scotland. With
1265 alcohol-related deaths in
2016, the government says it
will prevent around 400
deaths by 2023

It is estimated that there
are nearly a million people
who are unaware that
they have the condition
and 12.2m people are
at increased risk of
developing type 2

The Welsh NHS is spending
more than

£1m

every week on agency nurses to plug gaps
in rotas. A Freedom of Information request
found Welsh health boards spent a combined
£54.9m on nursing staff from agencies in 2017

Find links to relevant reports and surveys highlighted in the news stories at bit.ly/CP_news_in_numbers
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PUBLIC HEALTH LATEST

KEY

DIABETES INCIDENCE RISES BY 62% IN DECADE
Video
‘There is a need to take
a whole society approach
from childhood, including
tackling the marketing of
unhealthy food to children
and making sure that the
food we buy is healthier.’

Report

Campaign

Poll
THE NUMBER OF PEOPLE
DIAGNOSED with diabetes
in Northern Ireland has
increased by more than
62% since 2007, with
92,000 people diagnosed
across the nation, analysis
by Diabetes UK shows.
The charity is calling for
prevention programmes
and early intervention for

CALLS FOR EARLY
INTERVENTION
AND PREVENTION
PROGRAMMES TO
BE IMPLEMENTED
FOR THOSE AT
GREATEST RISK

people at high risk of type
2 diabetes, with being
overweight or obese the
greatest single risk factor.
Jillian Patchett, national
director at Diabetes UK
Northern Ireland, says: ‘In
order to stop more people
developing the condition in
the future, we must tackle
the obesity epidemic.

Website

bit.ly/NI_diabetes

Government
website

PUBLIC HEALTH ENGLAND (PHE) is
offering mums breastfeeding advice
via Amazon’s voice assistant Alexa.
Alexa will provide answers to
breastfeeding questions – from diet
and vitamins, to sore nipples – based
on NHS and PHE information.
The new 24/7 Breastfeeding
Friend is a new addition to PHE’s
Start4Life programme following
the Breastfeeding Friend chatbot,
accessed through Facebook
Messenger, which launched last
year, and the Start4Life website.
The aim of these digital offerings is

to give mums round-the-clock help in
their first few weeks of breastfeeding.
But Professor Julia Verne, of PHE,
stressed that the digital initiative
is in addition to traditional methods
of imparting knowledge: ‘We
don’t intend this to take the place
of speaking to other mums and
getting support through local
breastfeeding groups or trained
healthcare professionals such
as midwives and health visitors.’
bit.ly/ENG_breastfeeding

AMAZON / ISTOCK / GETTY

MUMS CAN CALL ON AMAZON VOICE
ASSISTANT FOR BREASTFEEDING ADVICE
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CHILD POVERTY SCHEME FAILS TO IMPACT POOREST
QUARTER OF MUMS
‘UNCOMFORTABLE’
BREASTFEEDING
BABIES IN PUBLIC

the amount Flying Start
scheme has cost to support
families since 2007
FLYING START, Wales’ flagship scheme to
support children in poverty, is failing to reach
nearly two in three of the country’s poorest
children, a report has found.
The scheme, which has cost £600m
since 2007, provides families with four key
interventions: childcare, an enhanced health
visiting service, parenting support and early
language development support.
But many of the worst-off children are being
excluded as they live outside the designated
Flying Start areas, according to the Flying start:

outreach report, produced by the National
Assembly for Wales Children, Young People
and Education Committee.
The committee has urged the Welsh
Government to consider ‘whether the
geographical focus of the Flying Start
programme needs to be reconsidered in
order to enable those most in need to
access support’.

bit.ly/WAL_child_poverty

CALL FOR ACTION ON CHILDHOOD OBESITY

g in
v i n e st
se
i
l
ob e r
en re at e
r
e
d
b
l
r
e
g
o lth i
Chi eas of tion a
ly t
ike ir wea s
l
ar priva
s
a t he ou r
de
a s igh b
ne

2

X

A NEW REPORT from Guy’s and St Thomas’
Charity seeks to shift the debate around
childhood obesity from ‘willpower’ to how
environments shape decision-making in diets.
Bite size: breaking down the challenge of
inner-city childhood obesity takes a detailed
look at the evidence on how the ‘obesogenic’
inner-city environment bombards people with
opportunities to make unhealthy choices.
It spells out how childhood obesity is a
problem of inequality and how poor decisions
are exacerbated by deprivation.
Kieron Boyle, chief executive of the Londonbased charity, says society must work together
to create ‘environments that make the healthy
thing to do the easy thing to do’.
bit.ly/ENG_childhood_obesity

MORE THAN A QUARTER
of new mums said they
are being made to feel
uncomfortable breastfeeding
in public, a nationwide survey
has found.
The Scottish maternal
and infant nutrition survey
2017, which involved some
8000 pregnant women
and new mums with babies
under a year, also found
3% had been asked not to
feed their babies in a public
place, although the law has
protected their right to do so
for more than a decade.
Results also suggested
mothers across Scotland are
breastfeeding their infants
for longer periods, with 43%
continuing to breastfeed
up to six months after birth,
compared with 32% in 2010.
And more mums are also
introducing food later, with
46% waiting until their baby
is at least six months old.
The study also found 29%
of mums gave babies aged
between eight and 12 months
‘treats’ such as ice cream at
least once a day.
bit.ly/SCT_breast_mothers

Out of

8000

pregnant and
new mums with
babies under 1 year

3%

had been
asked not
to breastfeed
in public
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PROFESSIONAL UPDATE

£100m
ANIMATION TO HELP
SUPPORT WOMEN WITH
EATING DISORDERS
A TRAINING ANIMATION
to help midwives and
health visitors support pregnant
women and new mothers with eating
disorders has been launched.
It is part of a project led by a team
at King’s College London (KCL) and
funded by the Health Foundation.
It aims to help health professionals
assist the 7.5% of women with eating
disorders at a stage in their lives
when they may be motivated to
change their behaviours and when
they will have regular contact with
healthcare professionals.
The KCL team has worked with
women, the Institute of Health
Visiting, the National Childbirth Trust
and the charities Beat and Tommy’s,
to translate research on eating
disorders into practical resources for
health visitors and midwives.
The film aims to raise awareness
on the impact of eating disorders
on pregnancy and beyond and the
importance of a trusting relationship
with healthcare professionals.
bit.ly/ENG_eating_disorders

£100M REFORM OF
SOCIAL CARE
A NEW £100M FUND
aims to transform the
way health and social services are
delivered in Wales.
The funding has been announced
by Vaughan Gething, the health
secretary, as part of a drive to
deliver on the recommendations of
the Parliamentary Review of Health
and Social Care. Mr Gething says the
plan will transform both home- and
hospital-based care, leading to an
improvement in the general health
of the population of Wales.
He says: ‘The focus will be on
using the funding for a small number
of programmes that can have the
greatest impact in developing
and delivering new models of
transformed services. It will be used
to improve population health, drive
forward integration of health and
care services, focus on building
primary care services, provide
care closer to home, and provide
some support to transforming
hospital-based care.’
bit.ly/WAL_social_care

‘This is about
doing things
better’
COUNTY IN FAMILY
SERVICES SHAKE-UP
TWO THIRDS
OF SOMERSET’S
CHILDREN’S CENTRES are to
close under plans to shake up
the county’s family services.
The change will also see the
transfer of health visitors and
school nurses from the NHS to
a new Family Support Service
run by Somerset County Council.
It was unanimously agreed by
councillors, despite protests from
families and health workers, who
aired their ‘heartfelt concerns’.
Unite warned the changes risk
‘wrecking a great service’ and
of a ‘hidden agenda of cost
cutting’. Somerset’s cabinet
member for children, Frances
Nicholson, says it is about ‘doing
things better’.
The 24 Sure Start centres will be
replaced with eight family centres
and employment of health visitors
and school nurses will be brought
in-house by the council from April
next year.
bit.ly/ENG_family_services
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20%
15%

Draw and label the map

10%
OVER 1400 NURSING
POSTS LIE VACANT

BODY MAP TO IDENTIFY
GENETIC CONDITION

£26M OVERTIME BILL
FOR NURSES

MORE THAN 1400
NURSING POSTS ARE
UNFILLED across Northern Ireland
following a 20% increase in the
number of nurses leaving their jobs
over the last two years.
The figures from the Department
of Health show that Belfast has the
most vacancies at 532, followed
by the Northern Trust with 286. The
South Eastern Trust has 262 posts
to fill, the Southern Trust 201, while
the Western Trust has vacancies for
118 nurses.
The figures were obtained by
Daniel McCrossan, Social Democratic
and Labour Party Member of the
Legislative Assembly. He says: ‘It
is very concerning to see a 20%
increase in the number of nurses
leaving over the last two years.’
He says nurses are working under
too much pressure and adds: ‘I
think it is no coincidence that
the numbers leaving have risen
as patient demand and waiting
times have increased.’

A NEW BODY MAP to identify
a genetic condition and
birthmarks has been introduced to the
‘red book’ for families in East Sussex.
The diagram will help to identify the
genetic condition neurofibromatosis
type 1, as well as differentiating
between birthmarks and bruises,
the latter helping to avoid cases of
misidentified child abuse.
It was designed by experts from the
Childhood Tumour Trust charity, which
is lobbying for it to be included as a
core page in the Personal child health
record, more commonly known as the
‘red book’. It is currently a discretionary
inclusion for individual commissioning
health bodies.
Co-designer and charity trustee
Dr Carly Jim says: ‘It’s baffling that
something so simple that can save
lives isn’t included in the red book
as standard. The average person
doesn’t know that if a child has six or
more birthmarks, quite probably they
have neurofibromatosis, which is a
genetic condition.’

ALMOST £26M was spent
on overtime payments
for nurses and midwives in Scotland
last year.
The expenditure coincided with
nursing vacancies hitting record
levels last summer. The figure is a fall
from the £27m spent the previous
year, but is almost £5m more than
in 2014-15.
The figures have been published
following a Freedom of Information
request by the Scottish Conservative
Party. Scottish Labour has also
increased the pressure on the SNP
government with a consultation
that is aimed at ‘fixing the NHS
staffing crisis’.
However, a spokesman for Shona
Robison, the health secretary, says:
‘Annually, the NHS spends over
£6.5bn on staffing, and payments
made for overtime – which is cheaper
than paying expensive agencies and
ensures money goes to NHS staff
– represents less than 0.4% of the
overall staffing budget.’

bit.ly/NI_nurse_shortage

bit.ly/ENG_red_book

bit.ly/SCT_staffing
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GLOBAL RESEARCH

For more
information on
these studies, visit
the bit.ly links

CANADA
SIBLINGS MORE LIKELY TO SHOW
EMPATHY AND KINDNESS
Children with brothers and sisters who are kind
and empathetic are more likely to exhibit those
traits themselves, a study has found.
Researchers from the University of Toronto
and the University of Calgary studied 452
Canadian siblings aged between 18 and 48
months to test if their empathy levels at the start
of the study could predict changes 18 months on.
The study, published in the journal Child
Development, involved filming the children’s
responses to an adult researcher who
pretended to be distressed, along with parental
questionnaires. Researchers found that both
younger and older siblings positively contributed
to each other’s empathy over time. The
exception to this, says
Dr Marc Jambon of the
University of Toronto,
was ‘younger brothers
didn’t contribute to
significant changes in
older sisters’ empathy’.
 bit.ly/CD_siblings

USA
BRIGHT LIGHT SUPPRESSES SLEEP
HORMONE IN YOUNGSTERS

USA
CHATTING FREQUENTLY WITH CHILDREN
IMPROVES THEIR LANGUAGE SKILLS
Making conversation with children can boost the brain’s response to
language, according to cognitive scientists at MIT.
In a study of four- to six-year-olds, researchers recorded every
word spoken or heard by the children, then used functional magnetic
resonance imaging to look at their brains. They found a part of the
brain involved in speech production and language was much more
active in children who experienced more conversations. The impact
of conversational turns was greater than the number of words heard,
so while children from higher-income families were exposed to more
language, children from lower-income families who experienced
numerous conversational
turns matched them in
language skills.


bit.ly/PS_language

Exposing children to an hour of bright light before
bedtime almost shuts down their production of the
sleep-promoting hormone melatonin, a study shows.
Researchers from the University of Colorado Boulder
enrolled 10 healthy three- to five-year-olds for a weeklong study. They made them follow a strict bedtime
schedule in a dim-light environment, then, on the final
two days, interrupted that with an hour’s play on a lightemitting table. Using saliva samples, they assessed the
impact on melatonin levels.
The study, published in Physiological Reports, found
melatonin levels were 88%
lower after bright light
exposure and remained
suppressed at least 50
minutes after the light
was turned off.
 bit.ly/PR_sleep
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SCOTLAND
ANTI-OBESITY DRIVES HELP BOOST PUPIL PERFORMANCE
A review of anti-obesity
initiatives in schools found
they helped to improve
pupils’ problem-solving and
could boost achievement.
The research, published
in the Cochrane Database
of Systematic Reviews,
considered 18 studies of 2384
obese or overweight children
and adolescents from 10
different countries. These

included physical activity
programmes combined with
healthy lifestyle education
and dietary interventions.
The authors assessed the
impact of obesity treatment
interventions on school
achievement and cognitive
abilities, says Dr Anne
Martin, from the University
of Glasgow.
She says: ‘Losing weight

is not the only success
parameter of a healthyweight intervention.’
Physical activity is linked
to increased oxygen flow in
the brain and stimulation
of new neural connections,
which are linked to memory
and learning, while obesity
can cause sleep disturbance
and impaired concentration.
 bit.ly/CR_school_obesity

ENGLAND
MENINGITIS SYMPTOMS
HARD TO SPOT IN BABIES
UNDER THREE MONTHS
Only half of babies under three
months old who have bacterial
meningitis show signs of a fever, a
study has suggested.
Other symptoms associated with
meningitis in infants, including a
bulging fontanelle, coma, seizures
and neck stiffness, were also found
to be uncommon in babies so
young, who are at the highest risk
of the disease.
The study, at St George’s,
University of London and funded by
The Meningitis Research Foundation,
involved 263 infants across the UK
and Ireland. Researchers found that
a fever was reported in only 54%
of cases, seizures in 28%, bulging
fontanelle in 22%, coma in 6% and
neck stiffness in only 3%.
Common signs of meningitis were
found to be poor feeding, lethargy,
and irritability – all of which can be
difficult to distinguish from mild illness.
Professor Paul Heath, one of the
study investigators, says: ‘Clinicians
must still consider bacterial meningitis
in the diagnosis of an unwell infant
that doesn’t present with fever.’
The study was published in the
Paediatric Infectious Disease Journal.

AUSTRALIA
PARENTS’ TEENAGE
LIFESTYLES MAY
INFLUENCE THEIR
OFFSPRING’S HEALTH
Parents’ teenage lifestyles may affect the growth
and development of their own children, a new
study suggests.
Researchers from the Murdoch Children’s
Research Institute and the University of
Melbourne compiled data from around 200
countries and from more than 140 recent
research papers and looked at the ways,
other than by genes, in which health and growth
was transmitted between generations.
Writing in the journal Nature, they
argue that health problems such as
obesity and substance abuse must be
tackled in young people before they become
parents to give their children the best start.

 bit.ly/PID_symptoms

 bit.ly/NAT_teen_life
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BIG STORY

CHECKING OUT

HEALTH
As Tesco joins forces
with three national
charities to reduce
the risk of disease by
promoting healthy
eating, journalist
Juliette Astrup looks at
the role of supermarkets
in helping to improve
public health.

he UK is in the middle of an obesity
crisis. More than half of the population
– 65% of men and 58% of women
– are overweight or obese and face
an increased risk of diabetes, heart
disease, stroke and some cancers (NHS Choices, 2015).
It is a crisis that is costing us dearly, both as
individuals and as a society. The NHS in England spent
an estimated £6.1bn on overweight- and obesityrelated ill health in 2014-15 (PHE, 2017). The UK-wide
NHS costs attributable to excess weight are projected
to reach £9.7bn by 2050 (PHE, 2017).
A range of measures are in place to attempt to
reverse this trend – from public health campaigns
and obesity strategies, to a ‘sugar tax’ on soft drinks,
restrictions on junk food advertising, improved
labelling and the production of healthier products.
While the responsibility falls across many
shoulders, undoubtedly supermarkets play a critical
role in our food choices.

T

CRITICISM AND CHANGE
In the past, supermarkets have faced criticism for not
doing enough. In 2012, for example, the consumer
magazine Which? published research assessing the
response of leading manufacturers and retailers to
the government’s 2011 Public Health Responsibility
Deal, which encouraged them to sign up to
voluntary pledges to act to improve health.
While some retailers, such as the Co-op
and Marks & Spencer were praised for setting
out speciﬁc commitments, for example
around cutting the number of unhealthy
products on offer, the report found a lack
of consistent action and ambition among
the retailers in addressing public health

‘ALL THE MAJOR
SUPERMARKETS HAVE A
PROGRAMME OF ACTIVITY
ON HEALTH AND ARE
COMPETING TO BUILD
A REPUTATION AS THE
BEST IN THIS AREA’
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concerns (Which?, 2012).
The past six years, however,
have seen supermarkets rising to
the challenge, with Tesco – the
UK’s biggest with a 28% share of
the grocery market (Kantar, 2018)
– catching up with early pioneers.
In 2014, it was the ﬁrst of several
supermarkets to remove less healthy
snacks from checkout areas (Lidl
removed sweet checkouts around the
same time) and to introduce free fruit
in-store for children.
Other Tesco initiatives highlighted
alternatives lower in saturated fat,
salt and sugar, while the Food Love
Stories campaign offers ideas on
healthier cooking. This year, Tesco
joined the Co-op in supporting
the Public Health England (PHE)
Change4Life campaign to promote
healthier snacks for children.
Working in partnership with
Diabetes UK and the British Heart
Foundation (BHF) for the past three
years and with Cancer Research UK’s
Race for Life since 2002, Tesco has
also helped raised tens of millions for
health charities.

ISTOCK

A NEW PARTNERSHIP
These relationships are to be
taken to a new level following the
announcement of the ‘Little helps for
healthier living’ partnership between
Tesco and the BHF, Cancer Research
UK and Diabetes UK.
Over the next ﬁve years, the four
organisations will work together to
help tackle some of the UK’s biggest
health challenges – cardiovascular
disease, cancer and type 2 diabetes
– supporting measurable changes
in behaviours through a series of
targeted activities and campaigns.
They will start with a health
strategy for Tesco’s 300,000-strong
workforce. Plans include aligning
campaigns in-store and online
with national health campaigns.
The supermarket will also share
anonymised sales information to help
steer health policy and programmes
and continue its fundraising for
health research.
Dave Lewis, chief executive of

HEALTHY LIVING
ON OFFER
Latest ﬁgures show that more than

65%

58%

of men

of women

are overweight or obese in the UK
(NHS Choices, 2015)

The NHS in England spent

£6.1bn

on overweight- and obesity-related
ill health in 2014-15 (PHE, 2017)

53%

of promotions were
on foods high in fats,
saturates, sugar or salt
(Which?, 2016)

By 2020, PHE and the
food industry wants
to cut the sugar in
products that children
consume by

20%

85%

of shoppers are
making some attempt
to improve their diet

Tesco, says: ‘We want to help people
take small steps on their own terms
to develop healthier habits. This
is about unlocking the energy,
knowledge and reach of our different
organisations to help people take
little steps to healthier living across
the whole country.’
The four organisations have also
pledged to share their ﬁndings with the
UK health community to accelerate
progress on public health goals.
Simon Gillespie, chief executive
of the BHF, says that measuring
the impact of these initiatives
could ‘pave the way’ for innovative
strategies that ‘can be adopted across
the country’.
The new partnership heralds
a deeper level of collaboration
by Tesco, which goes beyond
fundraising and supporting public
health campaigns.
Chris Askew, chief executive of
Diabetes UK, speaking to Third Sector
magazine, says: ‘It’s a different
model and we don’t know what the
extent and value of the opportunity
that’s being offered to us will be. But
we’ve worked with Tesco before and
we know enough to be conﬁdent
that it will make a really considerable
contribution to our work.’

RESPONDING TO CUSTOMERS
Of course supermarkets are being
proactive in this area not least because
it’s what their customers want,
explains Rachel Bradford, nutrition
and scientiﬁc affairs manager at the
Institute of Grocery Distribution (IGD).
‘Our research reveals that 85% of
shoppers are making some attempt
to improve their diets throughout the
year,’ she says. ‘It makes good business
sense for supermarkets to support the
aspirations of their customers.’
And she adds: ‘All the major
supermarkets have a programme of
activity on health and are competing
to build a reputation as the best in
this area. Because they have different
mixes of shoppers, with different
health priorities, this leads them to
focus on different areas, but it adds
up to healthy competition; we expect
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EXTERNAL PRESSURE
As well as self-generated public health
initiatives, supermarkets are also under
external pressure to act.
PHE is working with the food industry
through its Change4Life campaign to cut
20% of sugar from the products children
consume most by 2020.
Alison Tedstone, chief nutritionist at
PHE, has hinted at possible calorie caps for
ready meals: ‘This is all about things like
pizzas and ready-made sandwiches. We will
need to set out guidelines and, I suspect,
a series of calorie caps.’
More action to curb promotions
on unhealthy products could also
be coming. The health select committee
in England reiterated its call for such
action last year (House of Commons,
2017), and the Scottish Government’s
proposed new diet and obesity strategy
would restrict price promotions on
food high in salt, sugar and fat (Scottish
Government, 2017).
Many retailers have set out to address
this issue themselves, but research by
Which? looking at Asda, Morrisons, Ocado,
Sainsbury’s, Tesco and Waitrose over
two months in 2016, found that 53% of
promotions were on foods high in fat,
saturates, sugar or salt (Which?, 2016)
showing no one has mastered it quite yet.

WHAT NEXT?
Undoubtedly, supermarkets are ideally
placed to make health-promoting
interventions. Not only do most of us pass
through their doors at least once a week, but
they are experts in inﬂuencing our shopping
decisions, with an armoury of devices
including design, product placement,
packaging and offers. Loyalty card data also
gives them the ability to target promotions.
But of course public health improvement
is not solely down to supermarkets. And one
could argue that supermarkets are having to
step up their game because the government
isn’t doing enough.
So, beyond making food more healthy and
pricing it effectively, what can be done to
harness the public health-promoting power
of supermarkets and other retailers?
A four-year research programme
launched in January aims to determine just
that. Behavioural and cognitive scientists
at the universities of Cambridge and Bristol
investigate ways to ‘nudge’ people towards
healthier behaviour, including improving
diets, cutting back on alcohol and quitting
smoking (University of Bristol, 2018).

This ambitious programme will investigate
the design of supermarkets, the size and
shape of products, their availability,
placement and labelling.
Mary De Silva, head of population
health at the global charitable foundation
Wellcome, which is funding the research,
says developing our understanding of such
‘nudge’ interventions ‘is a critical part
of helping prevent non-communicable
diseases such as heart attacks, obesity,
stroke, cancer and diabetes’.
So while supermarkets are increasingly
doing their bit to support their customers
in healthier living, it seems their inﬂuence
on public health could extend even further
in future. And of course, the public need to
want change too - which is where willpower
will need to come in to the equation.

For full references, visit
bit.ly/CP_news_big_story

ISTOCK

that to step up further over time.’
The industry works collectively through
the IGD on a range of programmes to
support healthier eating: for example,
with universities in their research, and
with businesses to improve the nutritional
content of their products. It has also
produced guides to help companies address
customer confusion around nutritional
information on packaging.
Rachel says: ‘We would love to see health
practitioners support the messages we have
developed to help people understand and
use nutrition labels. This involves helping
people with some basic nutritional concepts
such as calories, recommended intakes,
portioning and the traﬃc-light colourcoding system.
‘We’ve developed a guide speciﬁcally for
educators and healthcare professionals to
use when speaking to consumers.’
This guide to making more effective
choices can be found at bit.ly/IGD_nutrition.
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FEEDBACK

HONOURING BME
LEADERSHIP AND
DEVELOPMENT
With just weeks left to
apply for the Mary Seacole
Awards 2018-19, we look
back at how these awards
were born and the efforts
of last year’s winners.
Since 2004, the Mary
Seacole Awards have
been recognising
outstanding individuals
in the healthcare sector whose
projects have made a real difference
in the black and minority ethnic
(BME) community.
The awards were ﬁrst introduced
by the Department of Health in
honour of Mary Seacole (1805-81),

S

a Jamaican-Scottish nurse who
became a heroine for her work
bravely nursing soldiers during
the Crimean War. Today, the
awards are funded by Health
Education England – in association
with Unite, the RCM, the RCN and
Unison, with support from NHS
Employers – and the ﬁnal countdown
has begun for applications for this
year’s 2018-19 awards.
Open to nurses, midwives and
health visitors doing outstanding
work in their ﬁelds, the awards
are divided into development and
leadership categories. Development
awards are more suited to those at the
beginning of their service/research
development career, to increase an
individual’s capabilities in shaping
the health of BME communities.
Leadership awards are about much

more than personal endeavours,
they also require the individual to
inﬂuence developments and changes
within their area of work at a service,
policy or educational level, involving
not just their own professional
activities but those of others.
One of last year’s winners
included Dorcas Gwata, a
clinical lead at the Integrated
Gangs Unit for Westminster
CAMHS at the Central and North
West London NHS Foundation
Trust. She won a leadership
award for her role in improving
mental health interventions for
adolescents from African and
Middle Eastern backgrounds
who are affected by gang culture
and are vulnerable, violent and
exploited in Westminster.
The closing date for entries is
5pm on 5 May 2018.
To take part, visit nhsemployers.
org/maryseacole, or email
governance.support@rcn.org.uk
You must be registered with the
NMC and work in a publicly-funded
healthcare service in England
to apply.

TWITTER WRAP UP
LAURA SANDERS
via Twitter @laurajrs

DAVID MUNDAY
via Twitter @davidamunday
My reading material at 18,000ft,
@CommPrac . Teaching sexual
consent; first aid heroes;
professionalism – are guidelines
really required? Diversity in action;
a parenting programme for
Muslims; @JoTrust One size does
not fit all

Reading the
@CommPrac, this
statistic should not
happen! More
publicity is needed
towards 25 year olds!
#dotheyknowtogo?
#SmearTestAware

To give any feedback on the journal (or even to show us how your team enjoys reading it), email
aviva@communitypractitioner.co.uk, tweet us @CommPrac, or reach us on facebook.com/CommPrac
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CALLING ALL
STUDENTS!

Are you a health visiting, school nursing or community
nursery nursing student? Or perhaps you are a master’s or
PHD student? If so, we would love to hear from you for our
new Voice of a Student page. Get your voice heard! Email
aviva@communitypractitioner.co.uk for more information.
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RIGHTS
AT WORK

NHS PAY – A NEW
DEAL ON THE TABLE
Unite’s head of health Sarah Carpenter
welcomes discussion with the government
over a new pay framework for NHS staff.

year deal ends, but for those who have not, as well as for new
A
AFTER
YEARS OF NHS PAY BEING
starters, incremental progression will look different in the new
held back by government under the
pay system. Bands will have fewer pay points but staff will stay on
guise of austerity, health unions
the same one for longer. Instead of small annual increments, your
decided enough was enough. As
increase will be larger, but there will be a longer interval between
reported in Community Practitioner in
increments. In addition, all employers will be required to apply a
late 2017, Unite-CPHVA was among
process – linked to appraisals – before your incremental increase
14 unions that put in a pay claim,
is activated.
leading to the government agreeing
There has been much speculation about what the deal has to
to talk to us.
say on annual leave. The reality is that annual leave entitlement
Those negotiations have been
will remain the same for all staff, but a national framework will
going on over a number of months,
be set up through which individuals can buy and sell their leave.
and as a result we have created
a framework agreement that we
believe will beneﬁt all NHS staff.
HAVE YOUR SAY
THE DEAL IS FULLY
Those beneﬁts include a three-year
The decision is in the hands of union members: all NHS members
FUNDED, SO WILL
pay deal (backdated to April 2018)
in England will get a vote, and those in Wales, Scotland and
NOT PUT FURTHER
and changes to the pay structure to
Northern Ireland will be talking to members separately. The
make it fairer and better. The deal
consultation will be taking place during April and May, with the
PRESSURE ON
is also fully funded, so will not put
outcome known in early June. So make sure all your colleagues
NHS SERVICES
further pressure on the delivery of
are in the union so that they can take part.
already hard-pressed NHS services.
Local meetings are being arranged for union members to ﬁnd
This deal has been negotiated for
out more, so ask your local rep for details. A pay calculator is also
England only, but a key clause in the
available on the joint NHS union pay website nhspay.org, to work
agreement states that, if endorsed in England, partners in Wales,
out how much your pay will change over the next three years.
Scotland and Northern Ireland can discuss
whether – and how – the contents of the
agreement are implemented in light of
 A three-year pay deal that gives the vast majority of staff at least
available funding in accordance with the
a 6.5% pay increase by the end of the deal, with many staff getting
Barnett formula.
considerably more than this.
The main elements of the framework are
 An improvement to starting salaries and the assurance that promotion
listed in the panel, right.

THE MAIN ELEMENTS

SAM KERR

PAY PROGRESSION AND LEAVE
The main change to the system is about
how pay progression will work. Most
existing staff will have progressed to the top
of their pay band by the time the three-

comes with a meaningful pay rise by removing the current overlaps in
the pay bands.
 The simplification of all pay bands to enable staff to get to the top
– now agreed as the ‘rate for the job’.
 A real boost for low-paid staff – for the first time in England, the lowest
rate of pay will be above the living wage.
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Public health expert Sheila Lally
offers a personal reflection
on moving from a community
practitioner role to senior lecturer.

NURSE

TWO STEPS

FORWARD,
ONE STEP
BACK
n the UK, new university
lecturers in nursing, midwifery
and allied health professions
are generally appointed after
establishing themselves as
expert clinicians with associated practices and
identities rather than the traditional doctoral
research route (Boyd et al, 2010).

I

PROFESSIONAL IDENTITY
Assuming a new professional identity (PI) is
perceived as a socially constructed phenomenon
and a process of reconciliation of various
identities (Wenger, 1998). My previous
professional identity had been acquired
within practice settings as a nurse, health
visitor and practice teacher. Wenger’s (1998)
communities of practice (CoP) model may have
a contribution to make in the development
and understanding of professional identity in
education and practice. According to Wenger,
there is a strong connection between identity
and practice and that by being immersed

in the social and cultural practices of the
new community contribute to learning and
tactical knowledge. This, in turn, aids the
development and understanding of professional
behaviours. Therefore, a CoP forms or is
formed around groups of people who share a
common interest. The community acts as a
vehicle for collaboration, allowing members
to enter dynamic relationships, although
the ‘newcomer’ may at ﬁrst operate on the
periphery (Wenger et al, 2002; Lave and Wenger,
1991). Wenger (1998) suggests that individuals
are motivated to join a CoP primarily to
develop a sense of PI and belonging. However,
Gourlay (2011) found in her study that new
lecturers from practice did not experience a
sharing of practice or a sense of collaborative
working. Therefore, Gourlay (2011) questions
the usefulness of the CoP model for explaining
new lecturers’ transitions into higher education
institutes (HEI).
As a new lecturer I was motivated to join
and engage with a new CoP and to develop
my PI as a teacher within a HEI. But in my
ﬁrst year I felt as if I was operating on the
periphery and trying to learn the ropes from
more experienced colleagues. The demands of
the specialist community public health nursing
(SCPHN) programme meant that there was little
time to engage in ‘exposure’ activities, such

REFLECTING ON
AND UTILISING MY
TRANSFERABLE SKILLS
HAS FACILITATED
MY TRANSITION BY
REMINDING ME THAT I DID
NOT START MY TEACHING
ROLE AS AN EMPTY VESSEL
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as shadowing more experienced
colleagues. I quickly found myself
participating in teaching activity and
supporting students through their
academic journey and in practice
(Steinaker and Bell, 1979). At ﬁrst, I
felt ‘out of my depth’ and struggled
to make sense of my new role
(Benner, 2001).

LEARNING THE ROPES
Boyd et al (2010) suggests that new
lecturers often hang onto existing
identities as they ﬁnd the new HEI
environment too challenging. This
is something I recognise as during
the ﬁrst few months in my new role
I felt a strong ‘pull’ back to practice
and my previous role as specialist
health visitor for gypsies and
travellers. This was a role I enjoyed
and had achieved a degree of expert
status (Benner, 2001). New teachers
often report feeling ineffective and
isolated (Boyd et al, 2010; Bathmaker
and Avis, 2005). McArther-Rouse
(2008) also identiﬁed that a lack
of understanding of the new
organisation’s functioning can be
confusing and hamper transition.
Jones (2010) refers to this as ‘culture
shock’. According to Schein (2005),
organisational culture is the pattern
of shared basic assumptions
that a group learns as it solves
its problems.
However, feelings of isolation,
frustration and inadequacy are
a normal part of the transition
process (Fisher, 2005) and are
often transient. Within my ﬁrst
year of teaching I was given the
opportunity to work towards my PG
certiﬁcate in education; this gave
me protected time to reﬂect on and
assimilate new learning. According
to Wenger (1998), when individuals
bring knowledge from one CoP into
another it amounts to brokering
across boundaries and between

HEALTH
VISITOR

ISTOCK

PRACTICE
TEACHER
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practices. If you are a good broker,
then new possibilities arise, which
beneﬁts the new CoP.
My ﬁrst year very much involved
working on the periphery but I
increasingly found I was able to bring
learning from previous roles into my
new role. I was being asked to teach
on modules outside of the SCPHN
programme, which boosted my
conﬁdence as a teacher.

TEACHING SKILLS
In developing my teaching skills, I
ﬁrst reﬂected on what does teaching
and learning in an HEI involve.
According to Chuang (2014), teaching
is the fundamental mission of any
university. The creation of new
knowledge is of little value without
the ability to pass it on. Biggs (2003)
proposes that teaching is completely
student centred. This is supported
by Race (2015). He suggests teaching
in higher education is far more
complex than just ‘lecturing’,
that is the expert lecturer delivers
knowledge to the ‘novice’ student.
According to Race, it is essentially
about facilitating learning.
It is important to understand
how students learn as they develop
their cognitive and intellectual
skills. The theory of learning I
found most useful was that of social
constructivism and social learning
theory, such as proposed by Vygotsky
(1935), and how this links to the
theory of threshold concepts, that
is concepts that students often ﬁnd
diﬃcult to grasp, but once they have
a previously inaccessible way of
thinking about a subject opens up.
These are useful in achieving quality
learning (Meyer and Land, 2005).
Vygotsky emphasises the importance
of interactions between the learner
and the more knowledgeable
peer and that learners’ cognitive
understandings were enriched when

they were ‘scaffolded’
[supported] by a
 Reflect on transferable skills
more knowledgeable
 Feelings of inadequacy and isolation
other. It also helps to
are normal
contain a student’s
 Embrace technology to interact
anxiety. In doing this
with students
in my seminar groups
 Be confident about acquired knowledge
I ﬁnd the principles
 Think about your role
drawn from the
humanistic approach,
as proposed by Rogers (1983) to
be of value. These include being myself
such as research. According to Andrew
and developing a rapport with the
and Wilkie (2007), there is a tension
students. These principles also ‘ﬁt’ with
between an HEI’s goal of research
the underpinning philosophy of social
and the reality of the priorities of
constructivism, which emphasises the
teaching for nurse academics. Gouray
importance of relationship building.
(2011) found in her study that for new
I ﬁnd the humanistic approach
lecturers most emphasis is given to the
also works in larger style delivery
development of pedagogy rather than
approaches to facilitate learning, that
research. However, as I enter my second
is 50-plus students. According to
year, I can see my way forward within
Weimer (2013), nurse educators are in
my new CoP to more participative
an era of classroom without walls. As
working and realigning my PI with the
methods to teach and learn evolve, the
new ethos, vision and values until I am
academic paradigm has shifted from
fully immersed (Wenger, 1998). This
teacher-centred to learner-centred
will help me to meet both the teaching
environments that include technology
and scholarly activity of my role.
enhanced pedagogy and methodologies
Using Steinaker and Bell’s Experiential
(Wickersham and Chambers, 2006).
Taxonomy (1979) as a development tool,
The advantage of using technology
this demonstrates I have moved from
enhanced learning (TEL) is that it is
exposure and participation through to
interactive. The beneﬁts include greater
identiﬁcation and internalisation.
in-class engagement and collaborative
Like any transition, the move from
learning. Jing et al (2013) suggests using
practice into academia has not been
e-technology encouraged students to
without its diﬃculties and at times my
feel more engaged if an activity-based
progress felt like two steps forward
approach was used. To make my lectures
and one step back, but reﬂecting on
more interactive, I use quizzes and pose
and utilising my transferable skills has
questions using digital student response
facilitated my transition by reminding
systems, such as Poll Everywhere
me that I did not start my teaching role
and TurningPoint. This approach has
as an ‘empty vessel’.
stimulated the students’ learning
motivation, leading to positive feedback.
Sheila Lally is a senior lecturer in
Specialist Community Public Health
REFLECTION
Nursing at the University of the West of
The theory of CoP and PI have helped
England, Bristol.
me to make sense of my transition into
teaching and what it is to be a teacher
For full references,
in an HEI. To date, I have given little
visit bit.ly/CP_opinion
attention to other scholarly activities,

Top learning points
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Life for military families can be difficult,
and regularly disrupted. Journalist
Rima Evans looks at ensuring they
are given the support they need.

s civilians, we
recognise we owe a
huge debt of gratitude
to the 195,730 people
serving in the UK
armed forces (Ministry of Defence,
2017a). But the sacriﬁces their
families make often pass unnoticed.
Service families and children face
a set of unique challenges because of
the nature of life within the armed
forces: being separated from a spouse
or parent for long periods, frequently
having to move house or school,
living in remote locations with poor
transport links, as well as having to
cope with the deployment of a loved
one to a combat zone.
In 2014, Wendy Nicholson, then
professional oﬃcer for school
and community nursing at the
Department of Health, highlighted
just how damaging such experiences

A
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can be for children: ‘Service children who face regular moves
from home and school can suffer high levels of anxiety and
stress, and their health and ability to learn may be disrupted,
especially when their parents are deployed to conﬂicts
overseas. In addition, children with additional or complex
health needs may ﬁnd continuity of care a problem due to
regular moves and may feel isolated or ﬁnd it diﬃcult to
cope without the support from the extended family or local
community networks’ (Bennett, 2014).
Those health professionals identiﬁed as having a pivotal role
in ensuring military families are provided with appropriate
and timely care are community practitioners (CPs).

THE GUIDELINES

she had seen her new GP, which meant a three-week wait
for an appointment. We were able to help her in the end,
but it’s an example of the disruption to the continuity of
healthcare that military families can face.’

THE RIGHT SUPPORT
There are vital considerations about general service life
for CPs if they are to be able to
offer the appropriate support to
CHILDREN AGED
meet military families’ health and
wellbeing needs. ‘Military families
BETWEEN TWO AND
are present in all communities,
FOUR CAN REGRESS
and there needs to be greater
DURING PERIODS OF
awareness that their lifestyle
is different to those that have
CHANGE, WHETHER
predominantly settled lives,’
THAT IS IN TOILETING
says Jane Bojdys, nurse/public
health lead at the armed forces
OR SLEEP PATTERNS
charity SSAFA.
CPs also have a crucial role
in identifying military families.
This may sound surprising since it’s often assumed they
live in barracks and are easy to pinpoint. Yet many are
living among the local population, which can make them
difficult to identify, highlighting the Department of
Health’s 2015 guidance about the wellbeing of military
families. The majority of navy families, for example,
live in their own homes in civilian communities around

In 2015, guidance was issued by the Department of Health
and Public Health England. The role of health visitors and
school nurses: supporting the health and wellbeing of military
families aimed to shine a light on the unique experiences
of service families and set out how their needs can best be
met. It listed several situations and experiences military
families could be exposed to. The sizeable list included
family instability due to prolonged periods of separation;
lack of resilience; diﬃculties with ﬁnancial management,
potentially leading to debt; isolation or bereavement;
diﬃculty developing friendships and peer support due to
frequent moving around; potential increased exposure to
domestic violence and substance misuse; and increased
risk of bullying and isolation. In addition, it highlighted
that many military families are cut
off from their support network
and, despite their vulnerability,
access to health services can
be diﬃcult.
How do military families
posted overseas receive
Karen Ross, health and
adequate support for
additional needs specialist at
health and wellbeing?
the Army Families Federation,
British Forces Cyprus
explains that, for military
has a population
families, frequent moves can
of 7000 over four
disrupt continuity of care. It
barracks and three
can potentially cost them a
main bases. The
place on an NHS waiting list,
armed forces charity
a referral to secondary care,
SSAFA is contracted
or they could lose out simply
by the Ministry of
because provision can vary in
Defence to provide its
different locations.
community care.
She says: ‘One military family
Jane Bojdys, a nurse/
moved to Nottinghamshire.
public health lead in
The two children had very
Cyprus, explains that a
particular health needs and
transfer-in visit is carried
required prescription medicine.
out by a health visitor
However, the mum couldn’t
access a health visitor until after

ISTOCK

ON FOREIGN SHORES
to all new families within
28 days. If support or
care is needed more
urgently, or before
registration with a GP,
they can access help
via a dedicated ‘health
zone’ resource. During
the initial visit, a health
needs assessment is
conducted and records
from previous visiting
teams are requested.
‘We mirror what is
offered in the UK,’ Jane
says. ‘We want families
and children to be able
to cope with military life
and fulfil their potential.

‘We can signpost to
lots of services that can
build, social capital or
resilience, for example.
‘If required, we will
open an Early Help plan
that involves multiple
agencies and the family.’
Teams can also refer
to an educational
psychologist, community
psychiatric nurse or
child and adolescent
mental health worker
if necessary.
School nurses liaise
closely with health
visitors and offer weekly
drop-in services.
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it can be used from the
antenatal through to the teenage period.’

THE NATION’S PROMISE
It is crucial for CPs to be familiar with
a commitment made in 2011 under the
Armed Forces Covenant. This is ‘a promise
by the nation ensuring that those who
serve or who have served in the armed
forces, and their families, are treated
fairly’, so removing any disadvantage
military families may face compared with
civilian families.
Speciﬁcally, the pledge contains the
commitment that the armed forces
community ‘should retain their relative
position on any NHS waiting list if
moved around the UK due to the service
person being posted’ (Ministry of
Defence, 2011).
To date, it has been signed by around
2000 organisations, including all 407
local authorities on the British mainland
and four in Northern Ireland (Ministry of
Defence, 2017b; 2016). Despite its best
intentions, it doesn’t always work, warns
Karen, because of differing provision
criteria or pressures. In addition, the
pledge doesn’t address continuity of
care, which is problematic for those
military families constantly on the move.
But CPs’ awareness of the agreement
is hugely valuable in attempting to
remove potential obstacles to healthcare.
The Department of Health and Public
Health England’s 2015 guidance (see
Resources panel, right) sets out ways
in which CPs can make transferrals in

or out of an area smoother: for
example, by understanding different
commissioning arrangements.
Essentially, Kerry adds, the current
guidance is the model to follow. ‘All
health professionals should be using
it; not just health visitors and school
nurses. We need to raise the proﬁle
of military families so they can be
properly supported.’

RESOURCES


The Department
of Health and
PHE 2015 guidelines
The role of health
visitors and school
nurses: supporting the
health and wellbeing
of military families at
bit.ly/military_health



CPs can complete an
e-learning programme
on NHS healthcare
for the armed forces
at bit.ly/armed_
forces_healthcare

For full references, visit
bit.ly/CP_P_features
ISTOCK

the UK (Naval Families Federation et
al, 2018).
Working in the local community
puts health visitors and school nurses
in a good position to identify military
families, explains Kerry Riley, SSAFA
health visitor for Episkopi in Cyprus,
who used to be based in northwest England.
‘A new birth visit or transferin visit is an opportunity to ask
parents what they do for a living and
let them know about the support they
can access if they are in the armed
forces, as well as signpost them to
other relevant services,’ she says.
‘Similarly, school nurses should be
asking new schoolchildren about what
their parents do, so service children can
be identiﬁed.’
Typically, says Kerry, who is ex-forces
herself, military families have additional
needs and are therefore placed on the
Universal Plus Service. ‘It’s important
we can ﬁrst recognise and get to
those families.’
Are there particular stages that health
visitors and school nurses may need
to be mindful of when looking after
service families?
‘The antenatal period is a vulnerable
time for mothers, especially if they are
also moving or delivering in another
country away from the UK,’ says Kerry.
‘They need a good health visitor and
midwife to support them at that time.’
She also says that, in her experience,
children between two and four can
regress during periods of change,
whether that is in toileting or sleep
patterns. This can have a negative
impact on a family, and Kerry sees her
role as one of offering reassurance. The
teenage years can also be a sensitive
period. ‘Research shows that increasing
numbers of teenagers are suffering
mental health problems, so community
practitioners need to be aware of any
signs of that.’
Kerry adds: ‘The Solihull approach can
be a great tool to use since it understands
the relationship between behaviour,
emotional development and change. And
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Identifying problems with
the care of a child poses
challenges for health
visitors. Dawn Hodson and
Natalie Cummings discuss
how the Graded Care Profile
2 tool can aid you in your
assessments and help your
relationship with a family.

TOOLS TO
ASSESS
NEGLECT
eglect is the most common reason for
taking child protection action (UK Child
Protection Register statistics, 2016).
However, although professionals may
be worried about a child, it’s not always
easy to identify neglect. For health visitors, who have a
unique insight into family life and parenting behaviours,
it is important they feel conﬁdent in their ability to
recognise where the needs of a child are not being met.
The Graded Care Proﬁle 2 (GCP2) is a tool that can
support professionals in these situations. It can be
used to assess the quality of care being given to a
child and help to bring focus to the areas of parenting
that require support.
The original GCP tool was developed in 1995 by
community paediatrician Dr OP Srivastava. When
put into practice, the tool was found to have some
weaknesses, which led to several local authorities
making changes to it. However, none of these amended
tools were retested in the same manner as the original
GCP had been. Recognising the huge potential of the
original tool and the value of robust evidence-based

ISTOCK
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NEW WAYS OF WORKING
Past research and experience has
demonstrated that
there are challenges
A GCP2 ASSESSMENT in getting staff to
IS ONLY INITIATED BY use evidence-based
programmes in
A HEALTH VISITOR their daily work,
WHEN THERE ARE and that training
CONCERNS OF alone is rarely
enough to support
POTENTIAL NEGLECT tangible change in
AND CARRIED OUT working practices
WITH THE PARENTS’ (Fixsen et al, 2005;
Joyce and Showers,
AGREEMENT 2002). However,
the NSPCC’s recent
implementation
research has
demonstrated positive indications
for the adoption and use of GCP2
(Smith et al, 2018). Of the ﬁrst 30 sites
trained to use GCP2, 29 of these remain
currently engaged. Many of these
sites are proactively driving forward
the implementation. As a result, an
increasing number of healthcare
providers who deliver 0 to 19 services
for children and families are now using
GCP2 regularly.
Between 2015 and 2017, research
was undertaken to understand
more about how the workforce was
using GCP2 and their experiences of
adopting this new way of working.
The research identiﬁed that GCP2 was
a unique and much-needed tool that
ﬁlled gaps in practice. For instance,
95% of those who responded to the

survey felt it assessed neglect ‘well’ or
‘very well’; additionally, practitioners
interviewed said it made referrals into
social care clearer and more likely to
have an impact. GCP2 was also said to
enable parents to better understand
professionals’ concerns, and some
families were reported to have made
positive lifestyle changes as a result.
Of those trained to use GCP2, more
than 90% say the tool is relevant to
their work. However, health visitors,
who make up around a quarter of
all those trained, felt there were
challenges in incorporating the tool
into their work (Smith et al, 2018).
So why is it that some health visitors
feel that it doesn’t ﬁt in with their way
of working?

UNDERSTANDING THE
CHALLENGES
1. Is it too invasive?
A key concern for health visitors is
that in using GCP2 there is a risk of
appearing too invasive in their working
practices. Health visitors reported that
they struggled to manage the balance
between being robust in identifying
maltreatment, while still maintaining a
positive professional relationship with
the family. One health visitor said: ‘It’s
very intrusive and the main aspect of
the role of the health visitor is to be
accepted by families.’
Health visiting is a profession that
is there to support families with the
health needs of their children. This

allows them to develop a unique
relationship with families and often
means they see parenting behaviours
that other professionals may not. It is
not surprising therefore that health
visitors do not want to disrupt this
position of trust and acceptance.
However, anecdotal feedback
from those who use the tool makes
it clear that not all families feel the
use of GCP2 by their health visitor
compromises the positive professional
relationship they have built.
The Healthy Child Programme
encourages health visitors to work
with families in a way that identiﬁes
the strengths, as well as risks and
use these strengths to be built upon.
GCP2 supports this as it identiﬁes both
strengths and concerns relating to care
provided to a child. The use of GCP2
enables open discussions about these
issues and allows for a stronger and
more honest relationship between
the health visitor and parents.

2. Striking a balance
One element of the GCP2 training
video clips that generates a lot of
debate is when the worker asks to
look at the child’s bedroom and in the
fridge. Health visitors are particularly
uncomfortable with this element.
However, we must recognise that
there is always the need to balance
safeguarding responsibilities with
the professionals’ relationships
with families. Just because these

NSPCC CHILD PROTECTION PLAN AND
REGISTER STATISTICS: UK 2012 TO 2016
Number of children on child protection registers or subject to a child protection
plan at 31 March (or 31 July in Scotland)
Nation

2012

2013

2014

2015

2016

England

42,850

43,140

48,300

49,690

50,310

Scotland

2698

2645

2877

2741

2723

Wales

2890

2955

3135

2935

3060

Northern Ireland

2127

1961

1914

1969

2146

UK total

50,565

50,737

56,231

57,335

58,239

NSPCC, 2017. Wales data rounded to
nearest ﬁve, England data to nearest 10

interventions, the NSPCC undertook
the ﬁrst national evaluation and
worked with Dr Srivastava to update
and enhance the GCP.
This work resulted in the creation
of the only authorised update of
the tool, GCP2, which is now in use
in more than 50 localities in England,
Northern Ireland and Scotland,
with the hope that the tool will be
used in Wales soon. These authorities
are licensed and trained by the
NSPCC to use GCP2 and receive
implementation guidance that helps
them to embed use of the tool within
their workforce.
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FIVE TOP TIPS
FOR USING GCP2


USE IT – it gets easier
and quicker the more
you use it



BE CONFIDENT in using
the GCP2, it will help you
robustly assess neglect



BE HONEST AND CLEAR
if you are worried about a
child – from our experience
families don’t feel it’s
too invasive



USE IT AS A STARTING
POINT – if you are not
sure what the problem
areas are, do a GCP2 as
a desktop exercise; it will
frame your thinking even
before you speak with
the family



FOCUS ON THE
POSITIVES – use GCP2 to
support positive parenting,
not just to identify neglect

observations are not part of a health
visitor’s normal practice doesn’t
mean that they should not be carried
out, with the parents’ consent and
when they are warranted. In fact, the
guidance that all health visitors follow
includes the ‘need to search for health
needs’. This involves observation
and assessment of the population’s
health and wellbeing by identifying
individuals, families and groups who
are at risk and in need of further
support (NMC, 2015).
The NSPCC’s Learning from serious
case reviews (2015) for the primary
healthcare workforce highlighted
professionals’ reluctance to challenge
parents’ views or probe for further
information for fear of provoking
a confrontation. In some cases,
professionals were relying exclusively
on parents’ reports without examining
the child or observing their behaviour.
GCP2 provides the platform from
which to ask probing questions. The
assessment is built on the foundation
of good-quality information and as

much observation as possible; the aim
being to take away conjecture and
subjectivity from the process and give
a more robust, objective and evidencebased assessment.
Many health visitors have embraced
the tool and adapted to it, albeit
with reservations at times. One said:
‘Perhaps it would have worked better
if we had been paired with a social
worker to co-work that case. I
wanted to learn alongside other
professionals. What are we seeing?
What are they seeing?’
GCP2 supports health visitors
with their holistic assessment as
they can conﬁdently explore the care
provided by parents to their children
in a variety of health and social areas
including health, nutrition and
developmental support.

differently is always a challenge, but
where concerns are evident, and an
assessment is warranted, the GCP2 tool
can help health visitors to make sound
and proportionate judgements about
issues surrounding the quality of care a
child receives. Identifying the correct
issues and intervening in an informed
way can potentially have a huge
impact on the health outcomes and
the future wellbeing of a child.


For more information on
implementing the GCP2 in your area,
contact GCP2@nspcc.org.uk

Dawn Hodson is development and
impact manager at the NSPCC;
Natalie Cummings is a GCP2
coordinator and a health visitor
from Stockton-on-Tees.

3. Time issues
A further area of concern for some
health visitors is the time it takes
to complete a GCP2 assessment.
Although an assessment usually
requires more than one observation,
it is important to understand
that the tool brings clarity to the
observations that the workforce is
already doing. The time invested can
save unnecessary or misinformed
interventions. It also encourages
families to take ownership of
concern to increase their own
motivation to make changes.
We must also remember that
only a small percentage of the children
a health visitor sees will be subject
to maltreatment and only an even
smaller percentage will require
a GCP2 assessment. A GCP2 assessment
is only initiated by a health visitor
when there are concerns of potential
neglect and is carried out with the
agreement and understanding of
the parents.

For full references, visit
bit.ly/CP_P_features

CONCLUSION
Health visitors are in a very privileged
position for identifying the early signs
of maltreatment and intervening
at the optimum time to prevent
issues from becoming chronic or
escalating. Of course, doing something
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DOWN
MOUTH
IN
THE

ublic health
programmes have
energetically
attempted to stem the
rising tide of obesity
across the UK in recent years. The
cause of the problem is generally
accepted to be a combination of
lack of exercise and poor diet. In
particular, the ﬁnger of blame is
pointed in the direction of reﬁned
carbohydrates, in particular the
added sugar in food and drink.
Besides obesity, an equally
troubling – though less wellpublicised – side effect of this
excessive sugar consumption has
been a high rate of tooth decay,
particularly among children. The
latest ﬁgures tell a startling story.
The 2013 Child Dental
Health Survey of England, Wales
and Northern Ireland found that
almost half (46%) of 15-year-olds
and more than a third (34%) of
12-year-olds had ‘obvious decay’ in
their permanent teeth. In addition,
31% of ﬁve-year-olds and 46%

P

Tooth decay remains a
persistent problem across
the UK, especially among
children, writes journalist
John Windell, so what
can put the sparkle back
in the nation’s smile?
of eight-year-olds had obvious
decay in their primary teeth (NHS
Digital, 2015).
More recently, the Local
Government Association (LGA)
analysed oﬃcial 2016-17 data for
England and found that the number
of multiple teeth extractions among
under-18s was 42,911. This represents
a 17% increase on the 36,833
procedures in 2012-13 and a cost
to the NHS of £36.2m. Since 2012,
the overall cost of these operations,
mostly carried out in hospital under
general anaesthetic, has reached
£165m (LGA, 2018).

THE CHILD DENTAL
HEALTH GAP
These ﬁgures tell only half the story,
though, because children who live in
economically and socially deprived
communities are far more likely to
suffer from tooth decay than those in
more aﬄuent areas. Across England,
the rate of ﬁve-year-olds with tooth
decay shows massive variation, as
Dr Jenny Godson, national lead for
oral health improvement at Public
Health England (PHE), explains:
‘The areas with poorer dental health
tend to be in the north and in the
more deprived local authority areas.
When comparing the regions, the
estimates of tooth decay ranged
from 33% in the North West to 20%
in the South East.’
According to PHE’s 2015 national
dental epidemiology survey,
the highest rate of tooth decay
among ﬁve-year-olds was 56% in
Blackburn with Darwen, while South
Gloucestershire recorded the lowest
level of just 14%. PHE claims that
deprivation can explain 41% of the
variation (PHE, 2015).
Part of that variation is also
explained by ﬂuoridation. It
is a controversial issue, but in
Manchester, for example, which has
no ﬂuoridated water, children are 23
times more likely to go into hospital
for tooth extraction than children
in Birmingham, which has had a
ﬂuoridated water supply since 1964
(Jeyanthi, 2011).
Poor dental health can
compound deprived children’s
problems: pain and infection can
disrupt their sleep, upset their
diet and impair their growth and
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development. It can restrict the way
they socialise with other children,
and they often have to miss school
to get treatment. In effect, healthy
teeth are a vital element of their
overall wellbeing.
This brings us back to sugar.
Eddie Crouch, vice-chairman of the
British Dental Association (BDA),
says: ‘Dental decay doesn’t happen
without sugar.’ The National diet and
nutrition survey shows that sugar
accounts for 13% of children’s daily
calorie intake, 15% for teenagers
and 12% for adults – the oﬃcial
recommended limit is no more than
5% (PHE, 2016).
An overarching solution is
needed, says Dr Godson: ‘Achieving
good dental health for all children
needs the support and commitment
of a wide range of partners. The
most effective way to improve
dental health is to embed it in all
children’s services at strategic and
operational levels – this includes
positive action from commissioners,
healthcare practitioners, early years
settings and consultants in dental
public health.’
PHE believes health visitors have
an important role in providing oral
health advice and support, such
as signposting parents to dental
services within their child’s ﬁrst
year, and identifying families that
need additional help, such as those
that have already had one child suffer
tooth decay.
But what – in everyday, practical
terms – can be done to improve the
dental health of children and adults?
The BDA’s Eddie Crouch offers the
following points of advice.

BABY TEETH
‘They can still cause
pain and suffering.
The worst time to
attend a dentist is
when a child already has a problem.
We want to see children from the
moment they get their ﬁrst teeth.
Health workers who see new mothers
should encourage them to take their
children to the dentist before the teeth
have arrived to get the best advice.’
TOOTHBRUSHES
‘Buy a small-headed
brush for children
and start brushing
the gums when the
teeth are just below the surface. This
can help with teething, as many
problems are related to plaque and
bacterial build-up rather than the
teeth themselves. Use a toothpaste
recommended for small children. That
will get ﬂuoride on the teeth from an
early age, giving the child the best
chance of avoiding any problems.’
ELECTRIC
TOOTHBRUSHES
‘Studies show that
people who use
electric toothbrushes
tend to brush better. But the heads
need replacing every three months,

which can be expensive. An
electric toothbrush with a poor
head can cause more damage
than a manual brush.’
TECHNIQUE
‘Plaque normally
builds up around
the margin between
the teeth and gums.
So angle the brush towards the join
between the gum and the tooth, and
use a circular, massaging motion
rather than scrubbing, which can
damage the gums. Work from tooth
to tooth smoothly – don’t jump – to
ensure you remove the plaque from
all along the gumline. If you get some
bleeding, gently massage that area
more. Don’t avoid it as that could
allow bacteria to cause more damage.’
SUGAR ‘It is hard
to avoid sugar, but
apps are available
where parents can
scan barcodes and
check the sugar content in the food
they are buying. Try to limit sugar
to mealtimes, when the mouth is
producing more saliva, which can
neutralise the acid. It’s better to

ANGLE THE BRUSH TOWARDS THE JOIN
BETWEEN THE GUM AND THE TOOTH,
AND USE A CIRCULAR, MASSAGING
MOTION RATHER THAN SCRUBBING
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FLOSSING ‘The
main beneﬁt of
ﬂossing is in gum
health (young adults
can start by trying
interdental brushes). In children, this
is rarely an issue; it is far more
important to brush well. However,
during orthodontic treatment
(braces), a tufted interspace brush can
allow cleaning between brackets,
wires and any spaces between the
teeth as a result of extractions.’
MOUTHWASH ‘Do
not rely on it as an
alternative to good
toothbrushing.
Some washes offer
another way of getting ﬂuoride onto
the surface of the teeth, and others
can help with speciﬁc early problems.
Otherwise, they will not make up for
bad brushing.’
DENTIST VISITS
‘Every six months
for children. For
high-risk children,
it could be every
three months. For adults it is more
risk-based. If you have never had
much dental work, your standard of
cleaning is good, you don’t smoke,
you don’t have a high-sugar diet,
then you might not need to go for up
to two years.’

DECAY IN NUMBERS
DENTAL ADVICE
ACROSS THE
FOUR NATIONS

1/3
adults and close to

1/4
children suffer
from tooth decay

40%
of children aged
11 to 18 get their
added sugars from
soft drinks

1 in 4

parents are unaware
of free check-ups
for children

Over

40%
of children have not
seen an NHS dentist
in the past year

The Childsmile
initiative offers
free toothbrushes,
toothpaste and supervised
brushing in deprived areas.
Access to NHS dentists has
also improved: the rate of
four- to seven-year-olds
with no ‘obvious decay’
rose from 54% in 2006
to 68% in 2014 (Scottish
Government, 2016).
childsmile.org.uk
The Designed to
Smile programme
provides supervised
brushing in schools and
nurseries, and oral health
education. Public Health
Wales says that, as a result,
the proportion of children
with tooth decay is now
35.4%, falling from 47.6% in
2007-08 (Welsh Oral Health
Information Unit, 2016).
designedtosmile.org
England has
no national oral
health programme for
children, and tooth decay
remains the top reason
for hospital admissions
among children.
bit.ly/ENG_dental_health

A child in
Blackburn is nearly

7x

more likely to have
tooth decay than
one in Surrey
BDA, 2017; NHS Digital, 2016; Public Health England, 2015

The Children’s
Dental Health
Survey in 2013 found that
72% of 15-year-olds, 57% of
12-year-olds and 40% of
five-year-olds have tooth
decay. While these figures
are down significantly from
the 2003 survey, they still
leave Northern Ireland with
the worst rates of tooth
decay among children
(NHS Digital, 2015).
bit.ly/NI_dental_health

For full references, visit bit.ly/CP_P_features
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brush before a sugary snack than
after, as brushing when acid is
on teeth can cause wear on the
tooth surfaces.’
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he word ‘Sikh’ means
learner. There are 10 Gurus
(spiritual teachers), from
Guru Nanak (born in 1469)
to Guru Gobind Singh (died
1708), who are seen as being one in spirit.
The Sikh volume of scripture, Guru Granth
Sahib, embodies that spirit, and is viewed
as Guru for all time. As taught by the Gurus,
Sikhs believe there is only one God and that
union with God is possible by selﬂessly
serving others and through God’s
grace. Other key religious teachings
include the need to overcome ego.
This requires constant mindfulness
of God, while also shouldering family
life’s responsibilities. The view is that
once ego takes over, people will give in
to lust, anger, greed, materialism and
pride. Also, all humans are equal
– caste (hereditary status) and
gender are seen as irrelevant
to spiritual progress.
The gurdwara (public
place of worship) houses
the enthroned Guru
Granth Sahib. Sikhs
gather to worship and
for langar (rhyming
with ‘hunger’), the free
vegetarian hospitality,
provided daily by
community members
for all-comers.
Sikhs’ family roots
are in Punjab: almost

T
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Continuing our
series on how
religion and culture
can impact on
practice, Professor
Eleanor Nesbitt
looks at Sikhism.
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all British Sikhs identify to some extent
with India’s (not Pakistan’s) state of
Punjab. That said, Sikhs are diverse.
They come from different generations,
have differing views, and their
upbringing in Britain, India or East
Africa has a strong inﬂuence.
Sikhs are inﬂuenced by the often
contradictory pulls of: (a) Punjabi
culture (for instance, marrying within
caste - in contrast to religious principles,
maintaining family honour, respecting
elders, the cultural pressure to have
lavish weddings); (b) religious demands
(such as no hair-cutting, no smoking
or alcohol); and (c) modern/western
society (so to live independently of
parents, marry out of the religion,
women drinking alcohol, waxing to
remove unwanted hair).
Also, for various reasons, individuals
may present differently at different
stages of life or in different settings. For
example, a man may strictly observe a
discipline requiring full beard and uncut
hair for years, but at another stage be
short-haired and beardless. A woman
who is assertive outside may be a
deferential daughter-in-law at home.
So be prepared for contrasting
attitudes, behaviour and appearance
within and between families, as well
as for similarities. It’s also important
for practitioners to be respectful of any
mention of Sikh religious teachers
and teachings.

Kirpan

Identity
A Sikh may present as
‘modern’ and ‘western’
in manner and dress but
the cultural values of their
home may be strongly
Punjabi and Sikh. When
faced with crisis or illness,
tradition may become
more important.
Most Sikhs wear a kara
(a steel bangle) on their
right wrist. Many men wear
turbans: they have uncut
hair and do not shave.
An increasing minority of
women too wear turbans
(mainly Khalsa Sikhs).
Most Sikh forenames

are unisex.
Sikh women’s
second name
is usually Kaur
(princess) and
men’s is Singh
(lion). These
names may be
followed by a
family name or may
be their surname. First
names often begin with
Bal-, Har-, Jas-, Kul- or
Sat-, Sukh. Many forenames
end in -deep (or -dip),
-inder, -jeet (or -jit), -pal,
-preet, -want. Examples
are Amarjeet, Balwant,
Davinder, Jaspal, Satwant.

How does this
affect you?
Do not assume that a
Sikh will be of the same
sex as the last person you
met with that forename.
Look for the names Kaur

Khalsa Sikhs
A minority of women wear turbans.
They and some turban-wearing men
who additionally do not trim their
beards – it may look shorter because
of being skilfully tied up – are usually
members of the Khalsa, a community
started by Guru Gobind Singh
sta
in 1699. Khalsa Sikhs form a
minority of the Sikh community
m
overall. They are initiated with
o
holy water (amrit) in a ceremony
h
which is often compared with
w
Kangha
baptism. However, it’s rare
b
ffor children to ‘take amrit’
before puberty, as they need
b
tto understand the implications
of it; there is no upper age
limit for initiation (Gatrad et
al, 2005). Initiation involves
committing to a lifelong
Kara
discipline which forbids
adultery, tobacco, intoxicants

and Singh,
or a middle
initial of K
or S, as likely
indicators of
gender. Sikhs
may introduce
themselves
with a
nickname rather
than their given name.
A turban symbolises a
Sikh’s religious identity
and removing it is a
significant act – not as
casual as taking off other
sorts of headwear. Never
place it on the floor or
near shoes. Also, look out
for Sikh emblems, the
khanda (double-edged
sword in a circle, cupped
by two other swords) and
‘ik oan kar’ meaning
‘God is one’ – these
indicate that a person or
a household is Sikh.

and halal meat, and also forbids the
removal or shortening of hair. This is
understood to mean all bodily hair.
The Khalsa discipline includes
keeping on one’s person the Five Ks:
kara (steel bangle), kes/kesh (uncut
hair), kangha (small wooden comb),
kirpan (sword), and kachha/kachahira
(cotton shorts worn as underwear).

How does this affect you?
Be prepared for a Khalsa Sikh to
have a short, sheathed sword (kirpan)
which he or she will be reluctant to
remove (it is usually attached to a strap
diagonally across the chest, often
under his or her outer clothes). Khalsa
Sikhs need to know whether any facial,
pubic or other hair is to be removed in
any procedure and this can influence
decisions about accepting surgery.
Khalsa Sikhs seek reinitiation if hair
is removed.

Kachahira
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meat, animal fats, fish or
egg. In the gurdwara Sikhs
rreceive karah prasad,
made from wheat flour,
m
ssugar, ghee and water.

THE NUMBER OF SIKHS
LIVING IN THE UK
ACCORDING TO THE 2011
CENSUS WERE ...

How does this
affect you?

Dietary practice
Many Sikhs eat meat, although most (for
cultural reasons) avoid beef. Increasingly,
Sikhs eat non-Punjabi food at home and
outside. However, food served in the
gurdwara and at marriages is Punjabi.
Social events often involve men
consuming alcohol.
That said, most initiated Khalsa Sikhs, and
many uninitiated (so not Khalsa Sikhs) also,
are strictly vegetarian. They accept dairy
products but avoid anything containing

ALAMY / ISTOCK / SHUTTERSTOCK

Family, relationships,
childbirth
Family relationships tend to be
strong – women are expected
to defer to parents-in-law, for
example. Gay and lesbian
Sikhs may fear coming out
– to the extent of accepting
a heterosexual marriage to
please their parents.
Contraception is
accepted, though
a woman may not
feel able to put off
starting a family for
long after marriage.
Despite religious
affirmation of
gender equality,
a woman who has
daughters but no
sons often feels a
failure if she bears
another daughter,
and is likely to keep
trying to conceive
until she has a son.
Pressures to marry
and to produce a
son can include

Gelatine capsules or fish
oil may be unacceptable.
o
Vegetarian hospital
V
patients may refuse food
that has been prepared together with nonvegetarian food. Dietary advice, such as for
diabetic or gluten-intolerant patients, needs
to recognise that traditionally Punjabi diet
is wheat-based (chapatis and other breads).
Plenty of salt is used in cooking, and
celebrations involve very sweet sweets. You
should never take tobacco or cigarettes into
a Sikh’s home.
It’s also important to be aware that men
(and, less openly, women) can have alcoholdependency problems, but social stigma can
lead to denial and to refusing treatment.

pressure to terminate an
unwanted female fetus – this
is cultural – so from Punjabi
society – and not religious:
the Gurus’ condemned female
infanticide so would have
condemned feticide too.
Sikhism does not prescribe
any special rituals for during
labour, and Punjabi customs
around childbirth have

declined; after birth, women
are encouraged to rest and
recuperate; and breastfeeding is
positively encouraged and seen
as completely natural (Gatrad et
al, 2005). While family practices
vary, many Sikhs name their
baby on or near the 40th
day after birth in a simple
ceremony in the presence of
the Guru Granth Sahib.

420,196
in England

9055
in Scotland

2962
in Wales

216

Northern Ireland

ONS, 2011; National Records of Scotland, 2011; Northern Ireland Statistic and Research Agency, 2011
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How does this affect you?
Practitioners need to be aware
of community attitudes. Sikhs
may feel more comfortable
with a South Asian practitioner
– some older Sikhs find English
difficult. They may, however,
be anxious about the
practitioner’s disapproval or
fear information getting back
to the family.
It’s also important to realise
that extended family may be
involved in a Sikh’s life; elders’
and in-laws’ expectations
are part of individuals’
decision-making.
When it comes to childbirth
and the postnatal period,
since beliefs may vary among
Sikhs, you should ask rather
than assume what’s important
to them. This is especially
germane as there are
generally no elaborate rituals
or ceremonies surrounding
childbirth within the Sikh faith
(compared with other South
Asian religions) (Gatrad et
al, 2005).
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The official Sikh (Nanakshahi) calendar
(below) is not agreed by all Sikhs. In practice,
festivals may be celebrated on the Sunday
following the calendar date. Many dates
are the same each year in terms of the
secular calendar, though some are still
widely observed in accordance with the
older (lunar) calendar. Most Sikhs celebrate
the late autumn festival of lights, Divali on
a November date that shifts from one year
to the next. Devout Sikhs also observe many
other anniversaries, such as the martyrdom
day of the fifth Guru, Arjan Dev, in June.

Eleanor Nesbitt is professor emeritus
in religions and education at the
University of Warwick, specialising
in the religious socialisation of Sikh,
Christian and Hindu young people.

RESOURCES


Caring for a Sikh
patient by Harinder
Singh, Sikh Healthcare
Chaplaincy Group
bit.ly/caring_Sikh Also,
see the chaplaincy
website for more
guides bit.ly/Sikh_
publications



Sikhism, chapter by
Eleanor Nesbitt in
the Oxford textbook
of spirituality in
healthcare (2014).



Faith guides for higher
education: a guide
to Sikhism by Eleanor
Nesbitt (2005),
Subject Centre for
Philosophical and
Religious Studies.
While not aimed at
CPs, a useful guide bit.
ly/Sikhism_faith_guide



Sikhs.org is a useful
website on Sikhism

SIKH FESTIVAL CALENDAR

ISTOCK

It’s important to be aware of the calendar,
though it is unlikely to affect clients’
attendance at health appointments.


Guru Gobind Singh’s Birthday 5 January



Vaisakhi 14 April



Bandi Chhor Divas/ Divali
7 November in 2018



Guru Nanak’s Birthday
23 November in 2018

ISTOCK

Festivals
More families go to the gurdwara when
there’s a festival. In general, celebration
consists of congregational worship. Each
festival is preceded by a 48-hour reading of
the whole Guru Granth Sahib.
Vaisakhi (sometimes called Sikh new year
or the birthday of the Khalsa) celebrations
often include a street procession, headed
by the Guru Granth Sahib on a vehicle,
attended by five male Khalsa Sikhs in
traditional dress. Divali (which Sikhs
increasingly call Bandi Chhor Divas) is a
time of fireworks and lights (while Hindus
remember Rama and Sita, many Sikhs recall
their sixth Guru leaving prison on Divali).

For full references, see
bit.ly/CP_P_features

YOUR JOURNAL
NEEDS YOU!
Are you passionate about a subject you’d
like to write about? Perhaps you’ve had
an experience you feel would make an
informative read? We are on the look-out for
interesting, incisive and relevant material.
Email aviva@communitypractitioner.co.uk
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SILENT SADNESS

Postnatal depression
in fathers and the
effects on childhood
development need
urgent attention as too
many men are suffering
in silence, says health
visitor Helen Knapman.
ostnatal depression (PND) is deﬁned
as a non-psychotic depressive illness
of mild to moderate severity occurring
during the ﬁrst postnatal year (Royal
College of Psychiatrists, 2015) and it
has long been viewed as a female-speciﬁc condition.
Much has been written about maternal PND and
its effects on child development (Goodman, 2004).
In stark contrast there is a lack of literature about
both paternal PND and its effects on child health
functioning (Dave et al, 2005).
Currently, there is no clinical deﬁnition or
diagnostic criteria for paternal PND (Kim and Swain,
2007) and it is not a commonly recognised medical
occurrence (Goodman, 2004). In fact, the recent NICE
guidelines (2016) for antenatal and postnatal mental
healthcare discuss the importance of supporting the
father of a depressed spouse but provide no guidance
on how to identify paternal postnatal depression,
or how to best intervene. This lack of recognition
can lead to an underestimation of prevalence and
population need (Ramchandani et al, 2008).
Despite this, emerging statistics suggest 10.4% of
fathers suffer with PND (Paulson and Bazemore, 2010).

P

THE TRUTH ABOUT
PATERNAL PND
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Furthermore, an alarming feature of paternal depression
is the increased risk of suicide found in fathers with mood
disorders during the postnatal period. Work by Quevedo
et al (2011) indicates the incidence of suicide risk in
the postnatal period for fathers with paternal PND was
4.8% higher compared with fathers without depression.
The evidence also suggests that there is a correlation
between paternal PND and detrimental cognitive, socialemotional, and behavioural outcomes for children
(Dave et al, 2005).
The following ﬁndings, together with my conclusions
and suggestions on how to improve the situation for
fathers, are based on my dissertation. This was a literature
review on paternal PND and the effects it may have on
early child development (Knapman, 2014).

WHAT’S BEHIND PATERNAL PND?
Some factors that contribute to maternal PND are the
same for paternal PND; however, other factors are speciﬁc
to fathers. This includes the impact of changing social
roles for fathers in the family. Traditionally fathers have
been ‘the bread winners’ who provide ﬁnancial stability
for their families. However, in contemporary society
fathers are expected to cope with demands additional
to providing ﬁnancial support: fathers are also expected
to play an active role in childcare and provide emotional
support to their spouses, and it is suggested these
increasing demands may impact negatively on fathers’
psychological wellbeing in the postnatal period (Halle
et al, 2008; Bielawska-Batorowicz and KossakowskaPetrycka, 2006). Other speciﬁc features include increased
ﬁnancial responsibilities, increased dissatisfaction with
their relationship with their partners, including lack of
intimacy (Hanington et al, 2012). The actual pregnancy,
so the antenatal period, appears to be the most stressful
time for men in the transition to fatherhood (Condon et
al, 2004) as well as a lack of opportunity to bond with the
baby until after the birth – unlike mothers who can bond
during the pregnancy (Edhborg et al, 2005).

THE IMPACT ON CHILDREN
Fathers who suffer with PND are more likely to display
negative parenting towards their children and this
can have a detrimental effect on the child’s overall
development (Wee et al, 2013). Davis and Davis (2011)
found depressed fathers are more likely to smack their
children compared with fathers who are not depressed. A
substantial UK/USA study found severe PND in fathers was
associated with high levels of emotional and behavioural
problems in their children, particularly in their sons as
young as 3.5 years (Ramchandani et al, 2005). Wilson
and Durbin (2010) published a meta-analytic review
of 28 studies looking at the overall development of the

infant and examining the effects of paternal depression
on parenting behaviour. The ﬁndings indicated negative
parenting behaviour such as decreased positive emotion,
warmth, sensitivity and increased hostility, intrusiveness,
and disengagement was observed in fathers with
depression. The review identiﬁed depressed fathers are less
likely to sing, read or tell stories to their children and this
may have a negative impact on speech development in the
ﬁrst year of life (Paulson et al, 2006). It also reports infants
of depressed fathers smile and laugh less than infants of
non-depressed (Ramchandani et al, 2005) and have more
fussy temperaments (Dave et al, 2005).

LACK OF SUPPORT
Generally, there is lack of understanding and a poor
support network for fathers suffering with PND. Often
partners and other family members underestimate the
paternal role and the diﬃculties fathers may encounter
during the transition to fatherhood
(Kim and Swain, 2007). For fathers,
DEPRESSED FATHERS
being supported may ease the transition
to fatherhood during the postpartum
ARE LESS LIKELY TO
period (Kim and Swain, 2007). Similarly,
SING, READ OR TELL
healthcare professionals need to offer
STORIES TO THEIR
more structured support.
The health visitor plays a pivotal role
CHILDREN AND THIS
in the promotion of mental wellbeing
MAY HAVE A NEGATIVE
(DH, 2007) and is considered the
IMPACT ON SPEECH
linchpin in the detection and support
to mothers at risk of experiencing
PROGRESS IN THE
PND (NICE, 2016). However, national
FIRST YEAR OF LIFE
guidelines for assessing fathers’ mental
health and emotional wellbeing during
the transition to parenthood have yet
to be recognised within the health visiting service, and
fathers’ distress usually goes undetected (Kim and Swain,
2007). Davey et al (2006) reports fathers feel isolated
and frustrated by their inability to understand and deal
with their own PND, but found that their stress levels
signiﬁcantly reduced when they engaged and shared their
experiences with peers and professionals. Unfortunately,
healthcare professionals’ awareness of paternal PND is
limited because of the persistent perception that only
mothers suffer from it (Ramchandani and Stein, 2008) and
therefore, target screening and support programmes for
fathers are virtually non-existent.

RECOMMENDATIONS FOR CLINICAL PRACTICE
Given the ﬁndings of my review, these are my suggestions
for improvements in clinical practice:
 Screening programmes should be considered for both
parents. Currently there is no systematic approach to
assessing fathers for depression in the postnatal period.
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Practitioners may want
to consider using a selfreporting questionnaire for
PND for fathers as well as
for mothers.

to parenthood has long
been recognised, but
similar considerations
do not appear to have
extended to fathers.
There has been an
underestimation of the impact
of the fathers’ role in child
development and health professionals
need to recognise that fathers play
an essential role in supporting
development in their children
(Roberts et al, 2006). Current
evidence suggests paternal
PND rates are on the increase
and has a deleterious effect
on child development and
child behaviour to a degree
like that seen in maternal
depression (Wilson and
Durbin, 2010).
Therefore, understanding paternal PND
and its effects on child development needs equal
consideration as its maternal counterpart.



Encourage more media and
celebrity coverage about the
condition to reduce social stigma.
Public policy does not reﬂect the
importance of screening fathers for
PND. Clinicians need to challenge
government policy to ensure
paternal PND receives the same
considerations in policy as
maternal PND.



Researchers need to consider
conducting international and
cross-cultural studies to determine
if there are similarities and
differences in paternal PND in
different cultures and countries.

SUGGESTIONS FOR FUTURE RESEARCH
Helen Knapman works as a flying start
health visitor for the Aneurin Bevan University
Health Board, Newport, South Wales.

I have identiﬁed the following areas where there is
a need for further research:
 Research assessing the early identiﬁcation and
intervention to address mental health needs of
fathers may be required.

RESOURCES



More longitudinal studies to assess the
impact of paternal PND on child development
and potential child psychology are needed.



Find advice from NCT at
bit.ly/NCT_paternalPND



The Fatherhoodinstitute.org
has a wealth of information



Recruitment of fathers into research studies
involving children appears to be challenging.
Therefore a better understanding of factors
contributing to low participation rates in studies
needs to be examined.



Fathers mental health
campaigner Mark Williams set
up reachingoutpmh.co.uk



Pandasfoundation.org.uk has
a dedicated Facebook page



Underrepresentation of certain groups appears
problematic and this factor also needs to be
addressed. It is important to study fathers in nontraditional settings, such as stay-at-home fathers,
non-biological fathers, or single fathers.

For full references, visit
bit.ly/CP_P_features

CONCLUSIONS
The importance of
supporting women
during the transition
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BETTING
FUTURE
New figures
reveal the
shocking extent
of gambling
among children.
Journalist
Phil Harris asks
if we need to be
more vigilant.

e are in great danger
of sleepwalking
into a future public
health storm.’
These were the
words of Marc Etches,
chief executive of the
charity GambleAware,
following the release
of shocking new statistics published late last
year on gambling in children. The ﬁgures paint
a grim picture.
Alarmingly, 0.9% of the children surveyed
described gambling behaviours that classify
them as ‘problem gamblers’ – multiplied by
the number of children in Britain, this equates
to around 25,000 children, while another 1.3%
are ‘at risk’ of problem gambling (see panel,
Problem gambling, on page 43).
The ﬁgures were produced by industry
regulator the Gambling Commission (2017)
following a detailed survey of 2881 children
across England, Scotland and Wales.
The report also revealed that 12% of children
– the authors calculated this to be around
370,000 – had admitted to gambling in the
previous week, with the proportion rising to
15% in boys. This is more than those who have
had an alcoholic drink or smoked a cigarette.

A total of 11% of children – more than
a quarter of a million – had played online
gambling games with a licensed operator, such
as a bookmaker or online casino, and 7% had
used their parents’ accounts to gamble online.
The report also found that 11% of children had
taken part in so-called ‘skin betting’, a common
feature of many popular games, whereby online
gamers can bet using in-game items, such as
weapons or outﬁts. Although the items are
‘virtual’, they can have a real cash value, often
a very large one.
Other common forms of gambling were
fruit machines, private bets, scratchcards, the
National Lottery Lotto and playing cards.
Overall, the Gambling Commission research
suggests that children are experiencing gambling
in situations where the risks are seldom clear or
explained, and this raises questions about the
long-term impact for children, and the risks of
addiction throughout their lives.
These are not the ﬁrst ﬁgures to highlight the
problem. Earlier last year, GambleAware (2017a)
published its own research into childhood
gambling, which had found that half of young
people had lied to their parents about it, and
that a ﬁfth (20%) admitted their ﬁrst gambling
experiences was when they were aged between
11 and 14.

ISTOCK

WITH
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A GROWING CONCERN
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Gambling Commission, 2017

is concerning, considering it is illegal for children under
Most gambling in childhood is illegal,
18 to gamble online. If gambling companies use cartoons
and the Gambling Act 2005 states
and comic book images to make their services appealing
that children must be protected
to children, that is unacceptable. It is important that
from harm. Most gambling becomes
gambling sites enforce existing regulatory measures to
legal from the age of 18, although the
stop children signing up to these sites.’
National Lottery and football pools are
A big part of the problem is that gambling has become
legal from 16 years, and low-stakes
normalised in society, according to Professor Jeffrey
slot machines can be played at any age.
Derevensky, a child psychologist and director of the
So why has gambling become such
International Centre for Youth Gambling Problems and
a problem for children?
High-Risk Behaviours, who has been researching the
Research shows technology is
problem for more than two decades.
playing a big part, providing children
‘Gambling used to be considered a sin or a vice, but now
with the chance to experiment with
it’s everywhere,’ he says. ‘Gambling companies sponsor
gambling in a way
sports teams and advertise lots on TV
that is not always
and online, where gambling-related
‘CHILDREN ARE
apparent to parents
pop-ups are very common. They’ve
(Floros et al, 2013).
tried very hard to make it seem
VERY SUSCEPTIBLE
For instance, free-toinnocent and fun, calling it ‘gaming’
TO GAMBLING
play online casinoinstead. And lottery machines and
TRIGGERS, AND
style games, via social
scratchcards are seen in most shops.
media or within some
‘Children are very susceptible to
NOW THEY HAVE
computer games, do
these triggers, and now they have
MANY MORE
not have the same
many more opportunities to gamble,
level of protections or
such as using websites or their
OPPORTUNITIES
responsible gambling
phones, whereas in the past it may
TO GAMBLE’
messages as regulated
have been more diﬃcult.’
gambling.
He says that boys are often
The Gambling
susceptible to thinking they know
Commission report
more than adults about subjects such
(2017) highlights that it is also
as sports, and believing they can use this intelligence to
happening in locations that should
beat the odds.
be regulated and controlled,
‘People often think that gambling, and problem
such as those selling National
gambling, is something that is done by middle-aged
Lottery scratchcards and offering
men. But the reality is that there is a higher prevalence of
fruit machines.
gambling in children and young adults [Calado et al, 2017].
Tim Miller, executive director of
We know that problem gamblers usually start young.’
the Gambling Commission, says:
WHAT’S NORMAL?
‘We require gambling operators to
have strong protections in place to
Gambling is often called the ‘hidden addiction’ (Griﬃths,
prevent children from accessing their
2002) because there are often no easily observable signs
products and are actively reviewing
or symptoms, and shortages of money can usually be
how some, like age veriﬁcation, can
explained away. Even quite young gamblers become adept
continue to be strengthened.
at lying to mask the truth.
‘However, it is clear that
Professor Derevensky adds that the problem is even
many children’s experiences of
more hidden in children. ‘Adults and children present
gambling-style activities are coming
differently. Gambling in adults can appear more dramatic,
from the playground, the games
with large losses, career problems and arguments with
console or social media rather than
wives or husbands. Children don’t have jobs to lose, or
the bookmaker.’
partners. And they usually gamble with small amounts
Andy Burrows, associate head of
because they have limited access to credit.
child safety online at the NSPCC,
‘But it can lead to major problems of addiction in
adds: ‘Through Childline we hear
just the same way, and the long-term consequences
from children with online issues, and
can be major.’
this does include accessing unsuitable
Thankfully, professionals and parents can look out for
apps, such as gambling apps. This
indications that a child is developing a gambling problem.
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These include a drop in standards
of schoolwork, being evasive
about how time is being spent,
constantly seeking money, a lack of
concentration, dwindling interest
in activities they used to enjoy, and
losing friends (Griﬃths, 2002).
Other possible signs are a marked
change in overall behaviour, such
as being sullen, irritable, restless, or
bad-tempered, constantly being on
the defensive or secretive or lying,
and neglecting their appearance or
personal hygiene (Griﬃths, 2002).
Gambling may also lead to criminal
activity, including stealing from
family and friends. Children may take
cash from their mother’s purse, or
shoplift to raise money.
A child in the grip of gambling
addiction may be unwilling to accept
the reality or take responsibility
for their actions. As they have not
developed the same insights or
maturity as adults, they may not
view it as a problem, and gambling
may offer them status and a way of
deﬁning achievement. For some,
gambling can even be a substitute
for parental affection.

‘Children’s lives can be changed
forever,’ says Professor Derevensky.
‘They suffer academically, can
turn to stealing and get criminal
records, build up debts and ruin
relationships permanently. I’ve
come across many cases of people
who haven’t spoken to their parents
since they were teenagers because of
gambling problems.’
Meanwhile, parents can often be
unaware of the role they can play in
encouraging their children to gamble.
Research paints a picture of some
parents buying children scratchcards
and lottery tickets, placing bets for
them on horse races and allowing
them to spend time and money
in amusement arcades (Gambling
Commission, 2017; Carran, 2016).
Parents tend to think of computer
games as ‘harmless’, as their
experience was with older-style
games, rather than the psychologically
complex and money-generating
online entities they have evolved into.
Professor Derevensky warns that
parents need to be vigilant about
their child’s online activities, and
questioning if betting is involved.
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‘They could be giving money to a child, thinking it is for
buying games or in-game features, but in reality it may be
being used for gambling.’

*Name has been changed

THE ROLE OF PROFESSIONALS
Jo** b
became addicted
ddii t d tto ffruit
iit
machines at around the age
of 13. Raised in a seaside
town in the So
South
h We
W st of
England, she started
d playing
the mach
hines because
se they
were so abundant thatt she
conside
ered them to be ‘part
of the wallpaper’.
She
e feels her parents
inadv
vertently encouraged
d her
gamb
bling, as they often to
ook
her to amusement arcade
es
for a weekend treat. She sa
ays:
‘The
ey did not see anything
wro
ong with going to the
sea
aside arcade because the
ey
feltt it was harmless fun and
did
dn’t cost much.’
Where she lived, the local
arc
cades were the main
pla
ace for hanging out with
friends, as there was little
elsse for them to do. Her
ea
arly adolescence proved
diffficult and she struggled to
o
fitt in. But she felt wanted at
the arcades.
‘The machines became
the
e most important thing in
my
y life. I didn’t worry about
mo
oney. I just believed I would
win
n it back or that money
wou
uld come from somewhe
ere
bec
cause it always had. I wa
as
fore
ever chasing my losses. I
wou
uld always tell myself th
hat
afterr a bad loss, the arcad
de
was only “borrowing” my
mone
ey and that they wou
uld
have to “pay it back” ne
ext
time I was in there.
‘Of co
ourse, that rarelly
happene
ed, but once I was
playing ag
gain, money
ey worries
and
a
d losses
went out of
we
w
the window.
th
Gambling
G
became my
b

escape.
p iima means off escape
primary
‘I used to spend every
penny I had on the machines.
It was a goo
od job
b I wasn’t
into clothe
es like the ot
o her
girls at sc
chool. I could
dn’t have
afforded
d to buy anythiing as I
lost eve
erything I had. I used to
wear the same pair of je
eans
for mo
onths – I don’t even
n
think I washed them.’
Jo started playing truan
nt
at 15
5 to spend more time in
n
the arcades, then turned to
o
stea
aling to fund her addictiion.
At 16, she left home and live
ed
from hand to mouth, stealin
ng
fro
om friends and from her jo
ob.
On
n two occasions she met
me
en and went back to their
ho
ouses, just so she could stea
al
fro
om them.
Eventually she was sacked
an
nd had to move back home
e.
Sh
he admitted her gambling
prroblem to her parents, who
we
ere disbelieving at first.
Th
hings began to change
wh
hen she got another job an
nd
mo
oved to a remote village,
witth no fruit machines for
milles around.
Withdrawal made her
fee
el short-tempered, irritable
and
d moody. She had troublle
slee
eping, had stomach
cram
mps and felt nauseous
when
n not playing.
Jo eventually joined a
local Ga
G mblers Anonymo
ous
group and, despite leaviing
the gro
oup, managed to curtail
her gam
mbling. ‘I wasted
d four
years of my adolescen
nce,’ she
says – and
d now she doesn’t
want to wa
ast
s e any more of
her life.
Provided by Mark Griffiths,
professor of behavioural addiction,
Nottingham Trent University

Community practitioners can play an important role in
helping to turn the tide, according to Jane Rigbye, director
of education at GambleAware.
‘We need more prevention alongside better recognition
and treatment, and staff who work with children and
families are extremely well placed to play a key role,’ she
says. ‘They can be aware of signs, intervene and have
conversations, and signpost families to other forms of
help, such as specialist charities, support groups, GPs
and CAMHS.’
Jane says that an important part of education is raising
the proﬁle of gambling so that it is discussed in the same
way as sex education and warnings over alcohol and drugs.
‘At the moment, there isn’t parity in the way it is
considered or talked about, but that is a strange situation
considering the prevalence of gambling in childhood.
Kids get warned about drinking alcohol before they try it
for the ﬁrst time, but this is not the case for gambling so
children don’t have a precautionary approach.
‘Problems can arise when there are no conversations
taking place and no other protective factors. But we’d
like to encourage health visitors and school nurses to see
gambling as being on a par with other risky behaviours.’
Interventions with families are important because
children of gamblers are more likely to suffer harm
and neglect, and also to become problem gamblers
themselves. There is in fact a long list of risk factors when
it comes to adolescents becoming problem gamblers,
which include the death of a parental ﬁgure in childhood,
low self-esteem and a heavy emphasis on money within
the family (Griﬃths, 2002).
Jane adds that the National Gambling Helpline is also
there to support professionals in how to signpost to
services, and isn’t just for people with gambling problems
(see Resources, opposite).

WHAT’S BEING DONE?
Betting ﬁrm Ladbrokes Coral maintains that the industry is
doing what it can to prevent the problem. A spokesperson
says: ‘Anyone involved in gambling takes the requirement
to protect the young and vulnerable from harm extremely
seriously. We have many processes and procedures to
prevent under-18s gambling, which we believe are on the
whole extremely effective.
‘The Gambling Commission research covers all forms
of gambling, from betting against friends to lottery
scratchcards to gaming that involves buying packages.
It covers a broad church that impacts not only on the
gambling industry but society as a whole. No one
wants to see young people struggle with gambling,
and education alongside effective prevention obligations
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has to be the way forward.’
But Jane Rigbye thinks that not
enough is being done generally. ‘We
all need to be doing much more, not
just the government and industry,
but anyone who has a responsibility
for public health. There is a growing
awareness and public health
concern, but little real activity from
these parties.’
Charities, however, are taking
steps, particularly in developing
better education. GambleAware
has produced a brief intervention
guide for professionals who are not
expert in gambling problems, which
sets out what to do and the services
and support that are available,
and last month it launched new
resources for use by schools
(GambleAware, 2017b).
Meanwhile the charity GamCare
has been active in this area, following
last year’s launch of a strategy to
combat the problem. It established
a youth outreach programme that
has provided free workshops for
young people and trained more than
500 professionals who work with
children (GamCare, 2017).
GamCare is keen for community

practitioners to take advantage
of its learning and development
opportunities, and welcomes
enquiries from practitioners who are
interested in ﬁnding out more. They
also run the ‘Big Deal’ website, which
is speciﬁcally aimed at children but
also includes help for professionals
so they can encourage and facilitate
conversations (see Resources below
for this and other charity support).
Ultimately, Jane believes that

better education is vital for preventing harm. ‘It’s
probably not realistic to expect children not to gamble.
But we need to have the conversation with them.
‘It’s not about saying don’t do it. We need to recognise
there is some excitement and enjoyment from gambling,
and children are often drawn to risk-taking behaviour.
But there are many dangers – and in the long run they
simply will not win.’

Fo
or fulll refferen
nce
es, vissit
bit..ly
bi
y/C
CP_
P_fe
featu
ures
es

RESOURCES
Many avenues of help are available to tackle childhood gambling:


begambleaware.org – Run by GambleAware to provide information and support.
The charity also has an extensive information hub at infohub.gambleaware.org



bigdeal.org.uk – Advice and support targeted at young people on gambling,
plus resources and information for parents and professionals



gamblingcommission.gov.uk – includes guidance for parents, including how to
report illegal skin-betting websites



gamcare.org.uk – Operates Netline, a confidential online support service, and
the National Gambling Helpline on 0808 8020 133, with advisers trained in
dealing with children



internetmatters.org – Set parental controls on computers and mobile devices



youthgambling.com – Global research and treatment information
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WRITING FOR PUBLICATION
Would you like to write for the journal?
Take a read of this shortened version of
our author guidelines and find out some
of the key aspects to consider.
BEFORE YOU START TO WRITE, READ SOME
articles in respected publications. Look at
the way facts are presented, arguments
are made and styles of language used.
Take a close look at the style of Community
Practitioner (CP) and the way articles are
written. When you begin to write, begin by
outlining the order of your ideas.
As you begin to think about your writing,
you should bear in mind these key questions:
 Who am I writing for? All community
practitioners: for example, health visitors
(HVs), school nurses (SNs), community
nursery nurses (CNNs), students
 What question am I attempting to answer
or angle am I wanting to take?
 What is the relevance of my article or
paper to community practitioners/the
professions/Unite-CPHVA?
 Is it centred on HVs/SNs/CNNs?
It is important that you write carefully
and accurately, removing superﬂuous or
ambiguous words including unnecessary
adjectives and adverbs. Check your spelling
too, particularly unusual or scientiﬁc terms.
The points to consider when you write are:
 Have I written the article with a view
to writing for CP and its readership?
 Is the level of argument and language
used appropriate to the readership?
 Have I answered the question I set out
to discuss accurately?
 Have I explicitly differentiated between
personal belief/opinion and evidence/
research-based fact?
 Could I improve the clarity of my article
by rewriting sections, or providing more
or better examples?
 Have I deﬁned or explained unusual
or novel words, terms or concepts?
 Are my references up to date, and have I
looked extensively at the ﬁeld of sources to
gain evidence for the issue being discussed?

TYPES OF ARTICLE/PAPER
Research paper
(2000-3500 words for the
full online version, with 1500
shortened version for the
journal. This version will need
150-250 words in four to five bullet points
summarising the key ‘take-home’ messages)
CP aims to promote the dissemination,
implementation and evaluation of HV/
SN/CNN evidence at local, national
and international levels. Papers on
qualitative research, quantitative research,
philosophical research, action research,
systematic reviews and meta-analyses of
qualitative or quantitative data are welcome.
All authors are encouraged to discuss their
research paper with peers or editorial staff
with regards to issues of importance to the
local, national and international readership.
Research papers should be arranged in the
following order: introduction, study aim/
purpose, method including ethical approval,
results, discussion, implications and
recommendations, conclusion, references
and acknowledgments.
All suitable papers submitted to CP are
subject to double-blind peer review to assess
their academic rigour, quality and relevance
to the overall aim of the journal. Referees
with relevant expertise in the subject area
and/or methodology will be asked to provide
a structured critical review of papers, and
reviews will be forwarded to the authors
along with comments from the editors.
Features
(500, 1000, 1500 or 2000 words)
These can be descriptive articles based
around the development of practice, speciﬁc
clinical issues, new innovations, research
– any issues relating to health visiting, school
nursing and community nursery nursing.

Personal perspectives/opinions
(500 or 1000 words)
Articles expressing an opinion are welcome.
These should include references where
appropriate. If you are describing case studies,
it is vital that client anonymity is preserved.
Letters
(150-400 words)
We strongly encourage members to write to
the editorial team; however, we reserve the
right to edit your letters. Please include your
position, place of work, address and email,
and clearly specify if your name may be
published or not.
News
If you have any potential news stories,
please contact deputy editor Aviva Attias
at aviva@communitypractitioner.co.uk
The above are guidelines and not strict
rules. Please talk to either Aviva or the
managing editor, Emma Godfrey-Edwards,
if you wish to write an article of signiﬁcantly
different length. If the subject area is covered
in more depth, it may be necessary to divide
it into two or more parts and run a series.
Note about word counts: Rather than the
word count being between 500 and 1000 or
1000 and 1500, the articles should be either
one or the other. Staying within 50 words of
these amounts will ensure that large sections
of your article are not removed.

HOW TO SUBMIT YOUR WORK
Ideally, text should be typed
in a clear font such as Arial
– minimum point size 12. Also
text should be one and a half or
double spaced as this makes for
ease of reading for reviewers and editors.
Text
Material must be submitted via email as
a Word document attachment to Aviva.
Please try to avoid giving ﬁles names such
as ‘article’ or ‘CPHVA’ – try to use something
representative of your particular article.
Also, if you are sending in an updated draft,
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ensure that the ﬁle name reﬂects this.
Please do not use any form of text
formatting, such as italicisation,
emboldening or underlining as they will
be lost in our ﬁle conversion. In particular,
please do not try and space out words or
paragraphs with multiple spaces or tabs;
it is time-consuming and error prone to
remove these. The golden rule is to keep your
text layout as simple as possible. It is easier
to read and takes you (and us) less time.
There is one exception to this rule – see the
guidelines on laying out references.
Tables, diagrams or illustrations should be
displayed on separate pages. Please ensure
that these are all appropriately numbered
and that reference is made within the text
to each one that you include.
All material should be submitted with
a separate title page. This must include
as much of the following as possible:
 Author name(s) – this is the only place
where your name(s) should appear, clearly
indicating the corresponding author
 Current appointment(s), including
department and institution details
 Correspondence/contact address
 Work and mobile number
 Email address
 Date of submission and indication
of article version as applicable
 Word count.
Photographs
We can use most forms of photography,
as long as the image is clear and the
resolution is high enough (300 dpi at print
size, about 1MB in size). Relevant details
about the image should be clearly indicated.
We will often use photographs from picture
libraries or create infographics based on the
content to illustrate your article.

REFERENCES
Correct referencing is an
important cornerstone of
professional writing. It protects
you from the criticism of
plagiarism. It shows that you have
investigated other authors’ opinions before
coming to your own conclusions. It also
provides readers with the opportunity to
check your arguments and opinions against
those of others. Authors should verify
references against the original documents.
CP uses an adapted Harvard style for
references, which are uploaded onto the

Basic house-style tips
All publications adhere to an in-house style so content remains consistent.
These are just a few basic points to remember:
 Spelling should conform to UK versions of words as opposed to US. For
example, where either ‘s’ or ‘z’ can be used, please use ‘s’.




Numerals one to nine should be written as words, 10 and over typed
as figures.
Percentages should be written using the symbol %.



Full stops should not be used to indicate abbreviations, such as UniteCPHVA, DfES. Terms should be spelt out in full when first used followed by
the abbreviation in brackets.



Quotation marks should be single, except for quotes within quotes.



Capitals should not be used for words like ‘health visitor’ or ‘school nurse’.

CP website and do not appear alongside the
printed article. The name of the author and
the year of publication in brackets identiﬁes
references in the text.
For references with more than two
authors, the ﬁrst should be used, followed
by ‘et al’ and then the year. If a direct quote
is made, then the year should be followed
by a colon and the page number.
For an outline on how to reference,
visit the full author guidelines on the CP
website at communitypractitioner.co.uk/
author-guidelines

REVIEW PROCESS
All material is acknowledged and
it is reviewed by the professional
editor and/or a Unite lead
professional oﬃcer and/or
members of the CP editorial advisory board
or members of our review team to assess its
suitability for publication. This process takes
up to four to six weeks for articles and up to
12 weeks for research papers. The editorial
team reserve the right to revise material or
send it back to the author for amendments
before accepting it for publication. The author
may be required to revise the article on more
than one occasion.
The editorial team also reserve the right
to amend material during production in
accordance with house style and demands
for space and layout. However, all articles
are sent to authors for checking before
publication. This may be several weeks
after you have been informed that the
article has been accepted. Corrections at
this proofreading stage should be kept to a
minimum, and references and quotations
should be checked carefully.

COPYRIGHT
All material is accepted for
publication on the
understanding that it has not
been published before and is not
due for publication elsewhere, and that it is
the authors’ own original work. The
copyright of all material accepted for
publication lies with Unite-CPHVA.

WHERE TO SEND YOUR ARTICLE
AND FURTHER HELP


Have you got any queries about presenting
your article?
 Would you like to discuss an idea for
a potential article?
 Do you need help to start writing?
The editorial team will be delighted to
answer any questions that you may have.

CONTACT THE
EDITORIAL TEAM


Emma Godfrey-Edwards,
managing editor – emma@
communitypractitioner.co.uk



Aviva Attias, deputy
editor – aviva@
communitypractitioner.co.uk



Hollie Ewers, assistant
editor – hollie@
communitypractitioner.co.uk
(specifically for research
paper submissions or enquiries)

47
COMMUNITY PRACTITIONER | APRIL 2018

46-47 Author guidelines.indd 47

26/03/2018 08:34

PROFESSIONAL PA SE

THE MENTAL
HEALTH DIVIDEND
he government’s
Transforming Children
and Young People’s
Mental Health Provision
green paper, published
in December (Department for Health and
Social Care, Department for Education,
2017) puts the spotlight on the role of
schools. Schools will be incentivised to
identify designated senior leads for mental
health who can oversee the whole school
approach to promoting good mental
health. They will be supported by new
mental health support teams, which will
provide new capacity for intervention for
children with mild to moderate needs.
While the make-up of these teams is yet to
be determined, they are expected to work
closely with a range of other professionals,
including school nurses, educational
psychologists and counsellors, making for
a collaborative approach (Department for
Health and Social Care, Department for
Education, 2017).
The teams will be supervised by NHS staff,
but schools will jointly manage their work.
This is logical. In a world in which demand
for specialist mental health support is far
outstripping NHS capacity, schools must be
enabled to provide greater support at the
sub-clinical level for children with emerging
signs of mental health problems.
This new infrastructure is to be welcomed,
but, as the government recognises, it needs
to add value by complementing rather than
replacing work within the current system.
Designated senior leads need to be people
with real authority and inﬂuence within the
school, rather than the person who deals
with mental health. Mental health support
teams need to increase the capacity for joint
problem-solving involving schools and
child and adolescent mental health services

T

Stephanie Waddell of
the Early Intervention
Foundation says
proactive schemes
in schools will help
vulnerable children,
prevent problems
in later life and
benefit society.
(CAMHS), rather than simply delivering a set
of interventions or referring to CAMHS.
Our view is thatt all this needs to be
he ﬁrm foundation offered
underpinned by the
otional Learning – by
by Social and Emotional
itise children’s
childr
d en’s social
schools that prioritise
velopment alongside
and emotional development
tainment. Our research
their academic attainment.
vention Foundation
at the Early Intervention
(EIF) has shown that
hat social and emotional
elf-awareness, selfskills, including self-awareness,
ial awareness,
management, social
relationship skills and responsible
decision-making are fundamental to
children’s health and wellbeing (Goodman
et al, 2015).

to be important to later mental health and
wellbeing. Research also indicates that
some social and emotional skills lay the
foundation for later skill development.
Skills learned in primary school act as
building blocks for more complex skills
learned throughout secondary school
(Jones and Bouffard, 2012).
Children from disadvantaged
backgrounds tend to have lower levels of
self-control and emotional health than
other children and this inequality gap can
be seen in children as young as three. This
socioeconomic gap in social and emotional
skills in the early years risks embedding a
mental health gap as children get older.

CRITICAL SKILLS
LLS
Skills like self-awareness,
areness, self-reg
self-regulation,
gulation,
relationship skills and sel
sself-eﬃ
f-eﬃcacy are
ldren’s future
important for children’s
success and wellbeing.
being.
ing and
Emotional wellbeing
ildh
d ood are
self-esteem in childhood
strongly associated
ed with good
mental health in adulthood.
kills
l , selfSimilarly, social skills,
control, self-regulation
lation
n and
self-eﬃcacy also appearr
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THE CLASSROOM AND BEYOND
These skills can be taught and developed throughout
childhood, adolescence, and beyond. Promoting
social and emotional development involves teaching
and modelling social and emotional skills, providing
opportunities for children to practise these skills and
giving them the opportunity to apply these skills in
various situations. Schools play a central role.
There is strong evidence for the impact of high-quality
school-based social and emotional learning programmes
on the development of these essential life skills. Many
of these are on the searchable online EIF guidebook,
which provides information
about programmes that have been
WE NEED TO SUPPORT
evaluated and shown to improve
HEADS, TEACHERS,
outcomes for children and young
people (EIF, 2018). Some of these
SCHOOL NURSES, SENCOS
programmes have been shown
AND EDUCATIONAL
to reduce the risk of anxiety and
PSYCHOLOGISTS TO
depression. These programmes fall
into three main groups:
CREATE CARING, SAFE

AND NURTURING

1) Universal classroom-based
SCHOOL ENVIRONMENTS
interventions, which teach a range
of skills through a developmentally
appropriate curriculum
2) Whole-school interventions, which operate at different
levels and involve coordinated action involving the
curriculum, the school ethos and environment and family
and community partnerships
3) Targeted interventions, which are designed for children
at increased risk of development mental health problems
and are often delivered through small-group work. These
supplement sessions with the whole class.

without supporting their children to develop the ability
to understand and manage their emotions and behaviour,
they will not see the academic results that they aspire to.
We will continue to make the case to government that
social and emotional learning should be given greater
prominence within schools. It should be a core part
of relationships and sex education and any personal,
social, health and economic (PSHE) curriculum and also
be embedded within everyday teaching. This is not just
about PSHE. Crucially, we want the new Ofsted common
inspection framework to include speciﬁc consideration of
how effectively schools are supporting the development of
social and emotional skills within their daily practice.
We need to support heads, teachers and other school
staff – notably school nurses, SENCOs (special educational
needs coordinators) and educational psychologists – to
create caring, safe and nurturing school environments
and to teach children the skills they need to be happy,
healthy and successful in their lives. These are the kinds
of environments that promote emotional wellbeing and
mental health and support children who may already
show the signs of mental health problems. They are the
bedrock of the system changes proposed by government
in the children’s mental health green paper. To overlook
this and consign the conversation about social and
emotional learning to the PSHE debate risks severely
limiting the impact of the new investment in sub-clinical
mental health provision in schools.
Stephanie Waddell is the lead for vulnerable children and
young people at the Early Intervention Foundation. She
joined the EIF from the Home Office, where she was the
policy lead on work to prevent gang and youth violence.

Research suggests that social and emotional learning
programmes need to be integrated within a whole-school
approach that also includes more targeted support for
children with emerging mental health needs.
The value of universal social and emotional learning
programmes in combination with targeted interventions
should not be underestimated. Universal support can
provide a backdrop of provision, potentially reducing
demand for targeted work through CAMHS, and creating
a supportive environment that can sustain improvements
for children who have needed additional help.

TIME TO REFLECT
How can your role complement
the proposed changes in the
government’s green paper on children
and young people’s mental health,
so that the social and emotional
wellbeing of children is prioritised?
Join in the conversation on Twitter
@CommPrac using the hashtag
#ChildrenMentalHealth

HOW TO SUPPORT SCHOOLS
We know anecdotally that social and emotional learning
in schools is patchy. Schools are under pressure to focus
on academic attainment and are not incentivised to
prioritise the teaching of social and emotional skills.
Indeed, those head teachers who do prioritise social
and emotional learning are often described as ‘brave’ or
‘courageous’. Pragmatic is closer. These heads are often
working in deprived areas and they have recognised that

RESOURCES


Learn more about early mental health intervention by reading
the EIF guidebook guidebook.eif.org.uk
 For more information on helping children and young people
with mental health problems, visit bit.ly/CMH_support
 Read the government’s green paper at bit.ly/GP_transform
(see Unite’s response at bit.ly/Unite_CMH)
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COURSES
PETER WALKER’S TEACHER TRAINING
IN DEVELOPMENTAL BABY MASSAGE
TOUCH-LEARN INTERNATIONAL BABY MASSAGE
TEACHER TRAINING COURSE
A comprehensive baby massage teacher course for health
professionals and parenting practitioners with longestablished company Touch-Learn. This highly acclaimed
ﬁve-day programme is accredited by the Royal College of
Midwives, the University of Wolverhampton and Independent
Professional Therapists International. The curriculum includes
simple massage techniques, underpinned by research and
practical knowledge to enable practitioners to feel conﬁdent
in supporting parents sensitively, safely and professionally in
a variety of settings. Experienced trainers with professional/
HE teaching qualiﬁcations. Touch-Learn teachers are
provided with free handouts to support classes.
Location: Scheduled and in-house courses across the UK.
Call for dates.
T: 01889 566222 M: 07814 624681
E: anita@touchlearn.co.uk
W: touchlearn.co.uk

TRAINING IN NEONATAL BEHAVIOUR
Newborn Behavioural Observations (NBO)
26-27 April – London
Neonatal Behavioural Assessment Scale (NBAS)
2-3 May – Cambridge

This two-day certiﬁed course is a personal teacher-training
programme with Peter Walker, who has over 40 years’
experience with 25,000 teachers in over 22 countries. Peter is
credited with the free teaching of developmental baby massage
in NHS centres across the UK. Inexpensive, high-quality and
originally university-accredited, the course includes key
principles of neuroscience and child development.
The course is for family health professionals, health visitors,
children’s centre staff and anyone involved in supporting
and nurturing new parents and their babies, including
those concerned with limiting developmental delay and
disabilities from birth. Fully accredited by FEDANT and IPTI,
the course resources include Peter’s international bestseller
e notes, session notes for
Developmental baby massage, course
parents, a bi-monthly newsletter
and post-course support.
Location: In-house groups
throughout the UK and
one-to-one instruction.
T: 01752 218392
E: walker@thebabieswebsite.com
W: thebabieswebsite.com

LEARN BABY MASSAGE WITH THE INTERNATIONAL
ASSOCIATION OF INFANT MASSAGE (IAIM)

NBO is a relationship-building tool between parent and baby
and parent and practitioner suitable for babies from birth to
three months old. NBAS is an assessment of newborn babies
and is suitable for those practitioners or researchers who want
a detailed look at baby behaviour. The NBAS is recommended
in the Healthy Child Programme (Department of Health).
The NBAS and NBO are recommended in the National
Health Visiting Service Speciﬁcation (NHS England) and
the Specialist Health Visitors in Perinatal and Infant Mental
Health (NHS Health Education England).
Book your place via the website.

Train to become a certiﬁed infant massage instructor with the
IAIM, the largest and longest-standing worldwide association
dedicated solely to baby massage. Our curriculum is taught
in more than 60 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. By training with
our highly respected organisation, you will join a worldwide
network of instructors offering a supportive environment to
teach lifelong parenting and relaxation skills.

T: 01223 314429
E: info@brazelton.co.uk
W: brazelton.co.uk/courses

T: 020 8989 9597
E: info@iaim.org.uk
W: iaim.org.uk
Facebook: IAIM UK Chapter

TO ADVERTISE, CONTACT: GORDANA JEVIC | T: +44 (0)20 7324 2735 | E: gordana.jevic@redactive.co.uk
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  #CPHVA18

ANNUAL PROFESSIONAL
CONFERENCE

REGISTRATION OPEN
17-18 October 2018,
Bournemouth International Centre

Register now and submit your abstracts
and poster presentations at: cphvaconference.co.uk
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Cleanse and protect
newborn skin from day 1
6SHFLDOO\FUHDWHGIRUGDLO\XVHRQEDE\óVGHOLFDWHVNLQ
JOHNSON’S® TOP-TO-TOE®%DE\%DWKLV
•
•
•
•

Independently proven to be as mild on baby’s
skin as water alone, from day one1
pH balanced so will maintain baby’s natural skin pH
Hypoallergenic*
Free of phthalates, parabens, soap, and dye

The JOHNSON’S® TOP-TO-TOE® range also includes Baby Massage Oil,
Baby Massage Lotion, Moisturising Baby Cream and Baby Washcloths.
The JOHNSON’S® brand is committed to developing safe,
PLOGDQGHıHFWLYHEDE\SURGXFWVWKDWFRQWULEXWHWRKHDOWK\
skin development.
For more information about taking care of newborn skin please visit
http://www.johnsonsbaby.co.uk/skincare/newborn-skin
We welcome any feedback, please email us at jbhcpcontact@its.jnj.com

*Formulated to minimise the risk of allergies
1

Lavender T, Bedwell C, Roberts SA, et al. Randomised, controlled trial evaluating a baby wash product on skin barrier
function in healthy, term neonates. Journal of Obstetric, Gynecologic & Neonatal Nursing. 2013; 42, 203-214.

JOHNSON’S® is a partner in the RCM Alliance Programme
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