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BREAST FEEDING IS BEST

†

FOR BABIES

Infant regurgitation
affects 30% of babies
< 12 months of age1

Cow & Gate anti-reﬂux is a
specially designed thickened formula
• Shown to be effective for the dietary management of
frequent infant reﬂux and regurgitation2
• Formulated with carob bean gum to ensure the feed
stays thicker on contact with stomach enzymes3

Available in most retail and pharmacy outlets

For Healthcare Professional use only
Healthcare Professional Helpline

0800 996 1234 www.eln.nutricia.co.uk
* National Institute for Health and Care Excellence
REFERENCES: 1. Vandenplas Y et al. J Pediatr Gastroenterol Nutr 2015;61(5):531–537. 2. Wenzl TG et al. Pediatrics 2003;111:e355-9. 3. Danone Research (data on ﬁle).
†
Important Notice: Breastfeeding is best for babies. Breast milk provides babies with the best source of nourishment. Infant formula milk and follow on milks are intended to be
used when babies cannot be breast fed. The decision to discontinue breast feeding may be difﬁcult to reverse and the introduction of partial bottle-feeding may reduce breast
milk supply. The ﬁnancial beneﬁts of breast feeding should be considered before bottle feeding is initiated. Failure to follow preparation instructions carefully may be harmful to
a babies health. Infant formula and follow up milks should be used only on the advice of a healthcare professional.

Cow & Gate anti-reﬂux is a food for special medical purposes for the dietary management of reﬂux and regurgitation. It should only be used under medical supervision, after
full consideration of the feeding options available including breastfeeding. Suitable for use as the sole source of nutrition for infants from birth, and as part of a balanced diet
from 6-12 months.
Date of preparation June 2017
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NEW
WEANING
CPD MODULE

AGE-APPROPRIATE
WEANING FOODS
The CPD module will:
• Examine how age-appropriate weaning can contribute
to child health
• Discuss official advice on weaning, also called
complementary feeding
• Look at the steps involved in successful introduction
of complementary feeding, including which foods and
textures to introduce when

• Consider how to tackle problems arising during
weaning, such as pressures around the timing of
food introduction, avoidance of certain foods, fussy
eating, or poor cooking skills
• Address common food myths which lead to confusion
amongst families

Visit: communitypractitioner.co.uk for
further information on the module.
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Welcome to the August issue of Community Practitioner.
Remember how sex education used to be taught? With pictures of rabbits breeding and coy
explanations delivered in scientific terms? Well, we now know children need greater awareness
and better information when it comes to sex and relationships. In a world where they can
access images of online sex round the clock, and gender shifts are becoming more common,
it’s the job of modern, relevant sex education to keep them safe from harm and able to form
healthy relationships.
In fact, this is something young people know themselves: in a recent survey by the charity
Barnado’s, 70% of children polled felt the government should ensure all children have lessons
on sex and relationships. Given the increase in girls under 18 – some as young as nine – who
want to alter their vagina with surgery because they dislike its appearance, providing children
with the full ‘facts of life’ can only help dispel ignorance, taboos and myths around sex, and
keep them safer. See page 24 for our fascinating cover feature by Anna Scott.
Exploring this theme further is our story on children and body anxiety. Teenagers being
self-conscious about their bodies is not new, but what is relatively recent is the pressure they
feel under the barrage of all the images of ‘ideal’ bodies on social media and the internet.
As a result, more younger people are becoming anxious about their looks, which is having a
significant and damaging impact on their lives. See page 12 for our report.
Saying sorry might once have been interpreted as an admission of guilt, but the landscape
is changing – legally and socially. In Scotland, amendments to the law mean that apologising
no longer leaves you liable, and studies show that saying sorry can be healing for all parties, as
our article on page 32 explains.
In the summer time, the weather is hot and it’s a fun time for families – but it’s also a time
when children are more at risk from accidents. Paddling pools, ponds, toxic plants and high
open windows are just some injury hotspots. Preventing mishaps and tragedies is the focus of
our feature on page 30. Avoiding accidents and falls is also an important aspect of preventing
foot problems in children, though one of the most common problems children present with
– after issues with their gait – is the ingrown toenail: seemingly innocuous, it can be ignored
by many, but if not properly treated can lead to infection. This and other foot conditions
are outlined on page 42. While on page 39, you can find out about the innovative schemes
that show us how to build resilience in young people – strong children who can overcome
adversity make for strong adults and a happier, healthier society.
Two more features focus on the health visitor’s role: despite a rapid increase in the birth
rate, NHS-wide cuts mean that health visitor posts are being lost, and on page 20, Lisa
Lewis asks what can be done to keep SCPHNs in public health. On page 35, three health
professionals share their experience of increasing capacity, quality and learning skills in health
visiting practice.
That just leaves it to us to wish you a very happy rest-of-the summer, and to say we look
forward to seeing you next month...
The Community Practitioner editorial team

© 2017 Community Practitioners’ and Health
Visitors’ Association
ISSN 1462-2815
The views expressed do not necessarily represent those
of the editor nor of Unite-CPHVA.
Paid advertisements in the journal do not imply
endorsement of the products or services advertised.
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NEWS ROUND-UP

NEWS ROUND-UP
A look at the latest in public health

ENGLAND

More than 5000 cases of
FGM found in past year
The NHS in England has recorded more
than 5000 new cases of female genital
mutilation (FGM) in the past year.
Data from NHS Digital shows that there
were 5391 cases, with almost half of the
women and girls involved living in London.
A third were born in Somalia and 112
cases were UK-born nationals.
FGM, which involves intentionally
changing or injuring a female’s external
genitalia for non-medical reasons, is illegal
in the UK and carries a sentence of up to
14 years in prison.
The National FGM Centre, which is run
by the children’s charity Barnardo’s and
the Local Government Association, tries to
prevent the practice, but there are fears it
could be at risk of closure if government
funding is withdrawn.
National FGM Centre director Michelle
Lee-Izu said: ‘While we are making progress
in tackling FGM, today’s figures show it

is still being practised in communities
across England.
‘The centre’s remit is to help eradicate
FGM for girls and women living in England
by 2030, but this will not happen if it closes
down just two years after being set up by
the government.
‘The government has said it is committed
to ending FGM and more funding needs to
be found so the centre’s work can continue.’
A government spokesman said the
start-up money for the National FGM Centre
came from the £200m Children’s Social Care
Innovation programme, and was designed
to lead to self-sustaining work, not ongoing
core funding.
Anyone concerned about someone
who has suffered from, or is at risk of, FGM
can contact the NSPCC FGM helpline
anonymously on 0800 028 3550 or visit
nspcc.org.uk
● Read the report at bit.ly/ENG_FGM

SCOTLAND

Preconception health
campaign launches
People who want to have children in
the future are being encouraged to
think about their health during their
reproductive years as part of a new
campaign by a health board.
Almost half of pregnancies are
unplanned, and a new animated
video by NHS Lanarkshire suggests
prospective parents should remain
healthy so they can both prevent
complications with births in the future.
Difficulties developed in utero can
lead to birth defects, speech and
language problems, and poor health
outcomes in later life.
Stress, tobacco, alcohol and obesity
can all contribute towards this before
the child has even been conceived.
Public health specialist Ashley
Goodfellow said: ‘The general
consensus was that young people
didn’t know what preconception health
was or why it was important, so it is
vital we get the message out there.’
Participant Natalie Allan, 16, from
Airdrie said: ‘Everything we learned
was really interesting, like folic acid is
really important. You need to make
sure your baby develops as it should.’
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STATE OF A NATION

23%
of children
live in
poverty

Less than

28%

NORTHERN IRELAND

The sick man of Europe?
Children’s health in Northern Ireland is among
the worst in western Europe – because of
poverty, according to research.
The widening gap between rich and poor is
putting the health of Northern Ireland’s children
at risk, says a report from the Royal College of
Paediatrics and Child Health (RCPCH).
Poverty is the biggest concern and is at the root
of the problem, with almost one in four children
living in poverty.
There are also concerns about obesity, low
breastfeeding rates, and mortality.
Recommendations for improvement include
tighter restrictions on smoking and drinking
alcohol, tackling the problem of obesity and the
implementation of a child poverty strategy.
The report looked at 25 health indicators, from

WALES

specific conditions such as asthma, diabetes and
epilepsy, through to risk factors including obesity
and breastfeeding rates.
In Northern Ireland in 2014-15, 23% of children
lived in poverty, compared with 19% in the rest of
the UK.
Dr Karl McKeever, the RCPCH officer for Ireland,
said: ‘Poverty is having a devastating effect on
families – with smoking and drinking alcohol, poor
mental health and obesity among children and
young people all more likely to affect those from
the most deprived backgrounds.
‘The current political vacuum makes it difficult to
enact policy change.
‘But ultimately, the state of child health will not
improve without bold action from policy-makers.’
● For the report, go to bit.ly/NI_RCPCH

28%
of children are
overweight
or obese

Smoking kills

2300

people a year

ENGLAND

Boy of five among 400 sexting cases

ISTOCK/ALAMY

of babies at six weeks
receive any breastmilk

Thousands of children, some as young as five, have been investigated
for sexting.
Nearly 400 children under the age of 12 have been spoken to
by police in the last three years across England and Wales,
according to freedom of information requests from the BBC.
And more than 4000 cases have taken place since
2013 where children have taken explicit photographs of
themselves and sent them to others.
It is illegal to possess, take or distribute sexual images of
someone who is under 18, including of yourself.
A five-year-old boy from County Durham was spoken
to by officers of Durham Constabulary last year.
He is the youngest person to be investigated for
sexting by police forces in England and Wales.

The force’s Detective Chief Inspector Steve Thubron said:
‘We deal with incidents proportionately and obviously do not
criminalise children. We have worked with other agencies to provide
advice and guidance to both schoolteachers and young people.’
The most common age of those sexting is 13 or 14.
Kerry Smith of Plan International UK, which works for
children’s rights, said on the BBC’s Victoria Derbyshire
programme: ‘Girls are being pressured – sexting is a
gendered issue; more girls are being asked to share.
‘There are double standards. When they do [share], the
girls are shamed, not the boys who are holding the phones.
‘People know there’s an issue. They want that knowledge
shared with their children and we’ve got to make sure that’s what’s
happening in our schools.’
● See our story on relationships
and sex education on page 24.
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WALES

Wales spends less
than England on
eating disorders
Less money is being spent on services to treat
people with eating disorders in Wales than
in England.
This is despite more men and boys suffering
from eating disorders, according to an
investigation by the BBC’s Panorama.
Panorama asked every mental health trust
and board how many men were referred to
eating disorder services for a first assessment.
From those that responded, in 2016 there were
871 referrals, an increase from 2014 of 43%.
It also found a 42% rise in under-18s of
both sexes receiving help in 2016 compared
with 2014.
The Welsh Government said it spent more
on mental health services than on any other
part of the NHS. It said it spent £250,000 a year
to improve care for children and put another
£1m into specialist services for adults.
But in England, £30m a year is spent on
children’s services alone. It is estimated that
England spends six times more on these
services per head of population than Wales.
Vaughan Gething, Welsh cabinet secretary
for health, wellbeing and sport, said: ‘What
we don’t want is a best-guess approach to
making these choices.
‘That potentially means that we overprovide or, given we think for men in
particular they’re likely to under-report, that
we don’t have enough provision in place for
the need that exists.’
Andrew Radford, chief executive of eating
disorder charity Beat, said: ‘People suffering
from eating disorders in Wales deserve better
than they’re getting.’
● Read more at bit.ly/WLS_eating

ENGLAND

Alcohol abuse
hotspots mapped
A survey has revealed which areas
across England have the highest levels
of binge drinking.
Data was collected by Ipsos MORI from
25 local authorities to cover all regions and
all types of local authority. The figures also
show the number of people who abstain
from alcohol.
Public Health England (PHE) said there is
a lack of reliable information about alcohol
consumption, primarily due to the cost of
collecting the data.
Rates of frequent drinking, considered
to be drinking on four or more days a
week, varied from 9% in Peterborough to
22% in West Berkshire.
Binge drinkers are defined as women
drinking more than six units and men
more than eight units in a single drinking
occasion on a weekly basis or more often.

It ranged from 7% in Rotherham to 21% in
South Tyneside.
Just over one-fifth of people surveyed
said that they never drink alcohol.
Of those who said they never drank
alcohol, two-thirds said it was because
they didn’t want to act drunk.
The PHE report said: ‘In order to take
effective action on alcohol-related harms
and to ensure this action is appropriate,
we need to understand levels and
patterns of alcohol consumption which
can vary significantly.’
Figures from NHS Digital revealed
Blackpool had the highest rate of
alcohol-related admissions at 3540 per
100,000 people.
The Isle of Wight had the lowest rate at
1400 admissions per 100,000 people.
● For more, go to bit.ly/ENG_alcohol

HIGHEST AND LOWEST ALCOHOL-RELATED ADMISSIONS
BLACKPOOL

ISLE OF WIGHT

3540

1400

per 100,000 people

per 100,000 people
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SCOTLAND

Cyber criminals target health boards
More than half of Scottish health boards and
nearly 60% of Scottish councils have been
targeted by cyber criminals since 2014.
An investigation found 11 of Scotland’s
health boards were affected by the WannaCry
attack in May that affected the NHS network
across the UK.
NHS Fife logged 693 attempted malware
attacks in the past three years. It was also hit
by three successful ransomware attacks which
required computers to be rebuilt.
NHS Lanarkshire reported 51 attempted or
successful attacks and NHS Greater Glasgow
and Clyde was subject to four cyber breaches
in 2016.
Files became inaccessible after they were
encrypted by ransomware. However, data was
recovered and the ransom was not paid.
NHS Ayrshire and Arran said it did not
record attempts, but had one successful
ransomware attack on a GP practice in 2015.
In the past year, NHS Highland had one
ransomware email that attacked a ‘small
number of files’. No ransom was paid and no
data was lost.
NHS Tayside reported being bombarded

with up to 7000 attempts every month
including ransomware.
Jann Gardner, director of planning and
strategic partnerships with responsibility for
IT at NHS Fife, said: ‘Of the 693 attempted
malware attacks, only three affected small
areas of our network, with swift action taken

to contain and repair systems. No patient data
was lost or compromised.’
A spokesman for NHS Lanarkshire said that
only the WannaCry incident was reported to
the police as no data was lost or stolen in the
other cases.
● Read more at bit.ly/SCT_malware

WALES

Parents lack awareness of
their children’s weight

GETTY/ISTOCK/PHOTOTHEK

Parents in Wales are
struggling to recognise
when their children are
overweight, experts
have warned.
Public Health Wales
(PHW) found that just
4% of parents with
children aged four or five
described their child as
being overweight.
However, latest figures
show that just over a
quarter (26%) of children
in that age bracket are
classed as overweight or
obese in Wales.
Julie Bishop, director

of health improvement
for PHW, said: ‘Many
parents may not
realise that a child
is overweight or […]
that it’s something to
take seriously.
‘When children are a
healthy weight, they feel
better about themselves
and they find it easier to
play and learn.
PHW have launched
a campaign, Every
Child Wales, to improve
children’s health.
● Join Every Child Wales
at bit.ly/WLS_weight
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RESEARCH NEWS

CANADA

US

New potential treatment for
fetal alcohol damage
Drugs could be used to erase the learning and memory
deficits caused by fetal alcohol exposure.
Two commonly used drugs given after birth could
potentially identify a treatment for the disorder, a new study
in Chicago has revealed.
The scientists also discovered a key molecular mechanism
by which alcohol neurologically and developmentally harms
the developing fetus.
Lead investigator and senior author Eva Redei said: ‘We’ve
shown you can interfere after the damage from alcohol is
done. That’s huge. We have identified a potential treatment
for alcohol spectrum disorder. Currently, there is none.’
In the US, 1% to 5% of children
are born with the disorder, which
includes learning and memory
deficits, behavioural problems,
depression, low IQ, and
cardiovascular and other
developmental health problems.
● Visit bit.ly/fetal_alcohol

JAPAN

Lung test
predicts
asthma attacks
A new non-invasive test
could help to predict
asthma attacks.
The test could analyse
lung sounds in children
and infants at risk of an
asthma attack.
In a study of 70 severely
asthmatic children,
published in Respirology,
the approach was useful
for predicting attack
symptoms and for
identifying asymptomatic
children who were at a
higher risk of an attack.
● The research can be seen
at bit.ly/asthma_test

Antibiotics could lead
to birth defects
A study has found that certain
antibiotics taken during
pregnancy could cause
birth defects.
The study analysed
information on
139,938 live births
in Quebec
between 1998
and 2008 and
showed certain
antibiotics
could cause
major congenital
malformations
in newborns.
Although the risk is small,
doctors are being asked
to consider the antibiotics
prescribed when treating
patients with infections

in pregnancy, including
clindamycin, doxycycline
and macrolides.
Anick Berard, senior author of
the British Journal of Clinical
Pharmacology study,
said: ‘Infections
during pregnancy
are frequent
and should
be treated;
however,
our study
highlights safer
options for the
treatment of infections,
more specifically urinary
tract infections or pulmonary
infections, at least during the
first trimester of pregnancy.’
● See bit.ly/BJCP_antibiotics

Both maternal obesity
and excessive weight gain in
pregnancy put the mother and
infant at risk, both in pregnancy
and in later life. This also brings
considerable costs to the health
service and society.
The research team analysed
individual participant data
from 36 randomised trials
that involved more than
12,500 women.

Diet and physical activitybased interventions consistently
reduced gestational weight gain
– regardless of age – pregnancy
history, ethnicity, BMI, and
existing medical conditions, and
remained when studies at high
risk of bias were excluded.
It also lowered the odds of
having a caesarean section.
● To access the full study,
visit bit.ly/BMJ_CS

UK

Healthy
eating cuts
chances of
caesarean
Healthy eating and physical
activity during pregnancy limits
excess weight gain and lowers
the odds of having a caesarean
section, according to research.
The new study, published
by the British Medical Journal,
has reported that the benefits
are consistent, regardless
of age, ethnicity, body mass
index (BMI) and underlying
medical conditions.
The research suggests that all
women should be given advice
on diet and lifestyle as part of
their routine antenatal care.
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RESEARCH NEWS

US

Saliva tests
track outbreaks
of hepatitis E
UK

Head lice rise linked to smartphones
The use of smartphones and tablets has
been blamed for a big rise in head lice
among schoolchildren.
A study of more than 200 young people
found that those who had a smartphone
or tablet were more than twice as likely
to be infested with lice because their
use encourages youngsters to gather
in groups, allowing the lice to jump
between heads.
Of the 98 who did not have or use either
type of device, 29 (29.5%) experienced
head lice – compared with 65 of the 104
(62.5%) who did.
Nearly half the children had lice at some
point in the previous five years, up to 22
times more than the figure of between
2% and 8% previously calculated.
However, regularly taking selfies was
not a major factor in the rise, contrary to
previous suggestions.
Tess McPherson of Oxford University

Hospitals NHS Foundation Trust said:
‘Compared to previous estimates of
head lice incidence our figures were
much higher, showing that almost half
of children have had them in the last five
years, which may not come as a surprise
to parents.
‘We also noted that children with
smartphones or tablets were more likely to
get head lice, which is interesting, but we
can only guess that this is due to the way
that young people gather around them,
though there could be other reasons.
‘Selfie culture gets its fair share of
negative press so it’s worth noting that
despite previous speculation, it seems
that selfies can’t specifically be blamed
for helping the spread of head lice at
this stage.’
Girls with siblings aged six to nine were
most commonly affected.
● For more, visit bit.ly/BAD_head_lice

BRAZIL

ISTOCK/ALAMY/GETTY

Bullying could cause teeth grinding
Teenagers who grind their teeth in their
sleep could have experienced bullying in
school, a new Brazilian study has suggested.
The study, published in the Journal of Oral
Rehabilitation, observed 103 youngsters –
aged between 13 and 15 – from the case
group and 206 adolescents of the same age
in the control group.
The case group had
possible sleep bruxism
(self- or parent-

reported), while the control group
reported no sleep bruxism.
In sleep bruxism, a sleep-related
movement disorder, people either clench
or grind their teeth in deep slumber.
Nearly half (43.3%) of the participants
were involved in verbal school bullying,
and a majority of them were
males (90.3%).
● View the research at
bit.ly/JOR_bruxism

A saliva test almost matches the
performance of a blood test widely used
to assess recent or past hepatitis E virus
(HEV) infection, a new study has shown.
Published in the Journal Of Immunological
Methods, the study suggests
an easier, less expensive
alternative to gathering
data for studying and
treating the disease.
HEV infects around
20 million people
worldwide each year.
Study lead
Christopher Heaney,
associate professor at
the Bloomberg School, said: ‘An easier
diagnostic method could have substantial
yields in terms of research to test the success
of preventative interventions.’
● Go to bit.ly/HEV_saliva

SPAIN

Autism slows sibling
development
A review of published studies
suggests that infants who have
siblings with autism spectrum
disorder may be affected by
their development.
The review, published in Autism
Research, said that children with
brothers or sisters who are autistic
have less advanced linguistic and
motor skills than siblings of children
with typical development.
These differences were detectable
when infants were 12 months old and
seemed to be sustained until they
were three years old.
Differences in language skills were
greater than those in motor skills.
● Read more at bit.ly/AR_siblings
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THE BIG STORY

BODY IMAGE

the pressure of ‘normal’

B

ody image among young people is
a subject that has been increasingly
hitting the headlines of late.
Youngsters are becoming so
anxious about the way they look
that it is having a significant impact on their
lives. They are worrying about whether they
are ‘normal’, which has become reflected
– shockingly – in the rise in cosmetic
operations including genital surgery in girls
under 18, as reported by the BBC in July.
Whether it’s through powerful outlets
such as print, TV, film or digital devices,
young people are repeatedly presented
with images of what is deemed to be the
‘ideal’ body. The pressures to conform are
reinforced by their peers and through social
media in the ever-connected world they
now inhabit.
Research by the Be Real campaign for
body confidence from YMCA and Dove
(2017) revealed that 79% of 11- to 16-yearolds said how they look is important to them
(see ‘The real figures’ for more findings).

While feeling bodyconscious as a teenager
may not be new, the
issue is arguably now
magnified thanks to
always-on technology.
Community Practitioner
looks at the impact.

post perfect “selfies” and images online,’
says Dr Rebecca Horner, an educational
psychologist who works in schools with staff
and children to help combat the issue.
‘However, there has been the ability to
compare with others through newspapers,
television and magazines for a long time
prior to social media. So there isn’t a sure-fire
way to measure whether there has been an
alarming rise in young people with body
anxiety issues.

ISTOCK

WHAT’S GOING ON?
A survey by the Royal Society for Public
Health and the Young Health Movement
(2017) showed that social media sites
including Instagram, Snapchat, Facebook
and Twitter are having a harmful and
negative impact on young people (aged
14 to 24 in the survey). It revealed that
the platforms could lead to body image
worries and could worsen bullying, sleep
problems, and feelings of anxiety, depression
and loneliness.
‘One argument is that social media results
in young people constantly comparing
themselves and their lives with others who
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THE REAL FIGURES
‘It’s very possible they just feel more able
to ask for help when they need it, or are
seeking diagnosis of anxiety-related issues
more frequently.’

All views represented by Dr Rebecca Horner are her own and do not represent the views of any employer past or present.

THE DAILY IMPACT
How exactly does an ongoing struggle
with body image and body anxiety
impact a young person’s life? ‘Learning is a
process that includes taking risks,’ explains
Dr Horner.
‘If a young person has been comparing
themselves with others, physically or in
terms of academic achievements, they may
feel less confident in themselves. This lack
of confidence can have a knock-on effect
on their, often subconscious, willingness to
take risks.’
Sadly, this can affect several areas of their
life. ‘It’s a logical method of protecting
oneself from the risk of negative feedback
from others, but one that can result in them
avoiding, often without deliberate intent,
potentially risky situations such as answering
a question in front of the class,’ continues
Dr Horner.
‘I have met young people so anxious
about what others think of them and how
they will be judged that they physically
cannot put pen to paper, or even leave home
to go to school. In addition, high levels of
anxiety can sometimes impact on a young
person’s ability to develop and sustain
positive relationships. This can often result
in them feeling socially isolated in school,
and can cause other difficulties such as low
mood, lack of motivation and difficulties with
relationships at home.’

WHAT’S THE ANSWER?
‘I am very interested in what we can do as a
society to change the way the human body
and personal achievements are represented
in the media,’ says Dr Horner. ‘And I
applaud the drive for more diversity and
less gender bias in television programming
and advertising.
‘I believe that this should be supported by
a good education, from a young age, that
celebrates diversity and every body
and every mind as beautiful and special.

79%

of young people say
that how they look is
important to them

52%
say they often worry about the
way that they look
More than

agree they would do whatever
it takes to look good
Source: Somebody like me, Be Real campaign, 2017

A good education is, of course, underpinned
by good role models at home, in school and,
ironically, in the media.’
In a world where so much value can
be placed on appearance, Dr Horner
has these reassuring words: ‘Disability,
weight, age, gender, clothes, style, haircut,
to name but a few, should, in my view,
be taught, modelled and understood by
society as secondary to a person’s
attributes, their character, their strengths
and their skills.’
‘These issues have always been here for
young people but they’re now coming
more to light,’ says Liam Preston, who is
spearheading the Be Real campaign. He
belives peers can have a big influence.

‘I do think celebrities have an impact on
young people wanting to emulate their
icons but people have always wanted to
do that,’ continues Liam. ‘The pressures are
more from each other and from friends.
We know that it’s the friendship group that
has an impact.’
‘Our campaign is around achieving
body confidence for everybody. We
are working with fashion, music and
advertising industries to ensure that
they reflect the diverse society that we
have in the UK. It’s also about having
healthy and age-appropriate models in
advertising campaigns.’
So what’s most important in making a
change? ‘The key to doing any work in this
area is starting young. That’s when issues
start to develop. We do a lot of work in
secondary schools, but ideally it’s about
going to primary schools to give children
the building blocks, to say that it’s not about
image, but it’s what’s inside that counts.
The key age is 12 or 13. We need to get in
there early enough so that we can engage
with them before they reach that critical age.’
More than 600 primary and secondary
schools have signed up to the Be Real
campaign, which involves pupils opening up
about their body image issues. On the back
of their research, a toolkit for schools has
been developed to help teachers educate
pupils about body confidence. Let’s hope it
kickstarts a change.
Spreading the right messages from a
young age and having healthy role models
seem to be the way forward. Let’s help
young people realise there is no ‘normal’.
That message can hopefully help future
generations to be body and life confident. CP
● To find out more about Be Real , visit

berealcampaign.co.uk
REFERENCES
BBC. (2017) Vagina surgery ‘sought by girls as young as nine’. See
bbc.co.uk/news/health-40410459 (accessed 25 July 2017).
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Unite-CPHVA
Annual Professional
Conference 2017
17th - 18th October 2017
Motorpoint Arena Cardiff

Why you should
join us
• You will gain essential CPD hours for your
portfolio from our experts, plus receive
approved presentations post-event for
your reference

• You will network with peers and colleagues
from across the United Kingdom to share best
practice and discuss common issues

• You can explore the conference exhibition
where you will meet with innovative suppliers
and charities relevant to your practice

• You will attend masterclass sessions for an
in-depth look at speciﬁc topics

• You will leave feeling inspired, rejuvenated, and
motivated to face challenges head-on, having
found new solutions and ways of working.
Plus, want to save money on your ticket?
Contact events@cogora.com to ﬁnd out about
discounts!

cphvaconference.co.uk
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I thought the poster presentations
were inspirational and highlighted
some great areas of practice.”
Community Nurse, 2016 attendee

Energise Educate Empower

Highlighted speakers
Jasvinder Sanghera (CBE), founder of Karma
Nirvana will deliver the Nick Robin lecture at
the end of Day 1
Professor Jane Barlow, president of the
Association of Infant Mental Health, will
deliver a keynote presentation on infant
mental health
Professor Mark Bellis, Director of the Centre
for Public Health at Liverpool John Moores
University, Director of Policy, Research
and International Development for Public
Health Wales, Chair of the WHO Centre for
Violence Prevention and alcohol lead for
the UK Faculty of Public Health will discuss
the latest research on impact of adverse
childhood experiences.
Professor Ivan Robertson, Emeritus
Professor of Work & Organizational
Psychology at The University of Manchester
Professor Dame Elizabeth N Anionwu DBE
CBE FRCN, Emeritus Professor of Nursing,
University of West London and VicePresident, CPHVA will close conference with
an inspiring session entitled ‘A Radical Health
Visitor: Breaking Through Despite the Odds’

Find out more about our speakers
and sessions by visiting
cphvaconference.co.uk/programme/
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FEEDBACK

Let’s put an
end to FGM

Alongside my work as a researcher of
women’s health issues and a midwife at
Guy’s and St Thomas’, my life’s campaign
has been to stop female genital mutilation
(FGM). This long-held practice involves
purposely cutting, injuring or changing the
external female genitals, with no medical
reason to do so.
I wish I could say FGM is rare, but it’s not:
every hour, a woman in England attends
a medical appointment where FGM is
identified, and around 137,000 women and
girls are living with FGM in the UK. There

were more than 5000 newly recorded cases
of FGM in the past year, according to recent
NHS figures.
While those at highest risk are women and
girls from African countries, such as Somalia,
Nigeria, Gambia and Kenya, 112 of those new
cases involved females born in the UK. FGM
has been illegal in Britain since 1985, yet
there’s not been one successful prosecution
of those perpetrating it.
Back in 1997 I set up the African Well
Women’s Clinic, which has since helped
thousands of FGM survivors. Last month I
launched my charity, Global Comfort.
We aim to end FGM in a generation, and
are dedicated to helping all ages; however,
we will be targeting teenagers, as the most
common age to be subjected to FGM is
between five and 12.
Global Comfort will be helping educate
young women and encouraging them to
speak out, and raising public awareness
of the issue. The struggle continues but I
strongly believe that by working together
we will end FGM. CP
Dr Comfort Momoh, MBE, FGM/public health
specialist and CEO of Global Comfort
● For more information about Global
Comfort, visit glocomfort.com

BURSARY AVAILABLE TO
SUPPORT CONFERENCE
ATTENDANCE
Would you like to attend this year’s
Unite-CPHVA Annual Professional
Conference on 17 and 18 October
in Cardiff? Then why not apply for
the MacQueen Bursary? The award
provides a full two-day conference
ticket and £50 towards travel and/or
accommodation. Up to SIX awards
are available.
Applicants must be Unite-CPHVA
members who have qualified within
the past two years OR have never
previously attended a Unite-CPHVA
conference.
For details of how to apply, contact
Lynne MacKinnon, member of the
Professional Advisory Committee,
by emailing lynne.mackinnon@
bfwhospitals.nhs.uk
Early application is advised. CP

LAR OF THE YEAR AWARD 2017

REX

Do you know a local accredited representative (LAR) who deserves special recognition?
Unite-CPHVA is inviting all members to nominate candidates for LAR of the Year Award 2017.
The award is due to be presented at the Unite-CPHVA Annual Professional Conference 2017,
which will be held in Cardiff on 17 and 18 October. This is an important annual award and
members are encouraged to nominate suitable candidates. Go to unitetheunion.org/LAR17
to complete the nomination form. CP
● All nominations must be submitted by 15 September.
If you have a story, campaign or a comment you would like to see featured in Feedback, we’d love to hear from you.
Email emma@communitypractitioner.co.uk with your thoughts.
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Using the NICE guidelines to manage frequent
infant regurgitation with marked distress
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YOUR JOURNAL
NEEDS YOU
Why not help shape the direction of the journal by
he content or suggesting some ideas?
contributing to the

T

he heart of Community
Practitioner is all about you
– reflecting your life and work as
healthcare professionals. We’re
always striving to produce the
best journal for you – and here’s where you
can help make it even better. We would love
to receive your feature ideas, written stories
and research papers for future publication.
Perhaps you’ve been working on a research
paper you’d love to see published? Or you’re
passionate about a subject you’d like to write
about? And if you’ve had an experience or
insight you feel would make an informative
read and you don’t want to write about it
yourself – you could simply tell us about it.
In short, Community Practitioner needs
your input! We’re always on the look-out for
interesting, incisive and relevant material.
Examples of what we’re looking for include:
● Research papers – recent topics
published in the journal include the
increase in childhood obesity, and health
visiting in honour-based communities
● Standalone features or ideas – stories
published recently include how to make
the transition from student health visitor
to practitioner; improving breastfeeding
rates; health professionals and the
digital revolution
● Feedback – items on professional events
and insider information.
If any of these are appealing to you, please
don’t hesitate to get in touch.
Send your research papers, features
and ideas to the managing editor,
Emma Godfrey-Edwards, at
emma@communitypractitioner.co.uk
and you could see your work and/or ideas
in the pages of the journal.
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RIGHTS AT WORK

Working on
the workload
How do you know when accepting more work would be
unsafe for you and the families you work with?
Unite’s head of health Sarah Carpenter takes a look.

M

any queries that UniteCPHVA reps and officers
receive concern workloads
– community practitioners
are clearly being asked to do
more and more as budgets shrink, staffing
levels are cut and need increases. So, what
should you do when faced with infinite
demands in finite hours?

AN ACCEPTABLE WORKLOAD
National guidelines, such as safe staffing
legislation in Wales, should be considered.
However, the absence of guidelines does
not mean that staff have to accept unsafe
workloads. Ask yourself:
● Am I leaving work undone?
● Do I have less free time, and is the free time
that I have spent thinking about work?
● Am I getting irritable and upset more easily?
● Am I thinking of going sick or quitting?
These are all signs that you have reached
your limit: call a halt to additional workload
and speak with your team leader/manager.

but also that you are willing to listen to
others state their position. Work with your
manager to reach a consensus: a position to
which you can both at least partially agree.

PREPARE IN ADVANCE
Take time to gather facts that will support
your argument for no more cases. Think
through the various responses you could get
from your manager and work out a response
to each. Be able to show where your time
is going, the cases you have and the work
that needs doing. Ask him or her to discuss
with you what can be dropped – and hold
your ground. Avoid being drawn into an
argument; emphasise that your motivation is
for the good of the team, and eventually for
good case resolution or management. CP

ISTOCK

MANAGE YOUR OWN FEELINGS
Often, we do not want to say ‘no’ out of
a feeling of guilt – of letting ourselves
or others down. But what’s to feel guilty
about, stating our capacity for work is not
unlimited? Saying ‘no’ is not easy for many of
us but, as professionals, not only is it
our right to say ‘no’, it is our duty.
Sarah Carpen
ter will
co
-run the ‘Worki
BE ASSERTIVE
ng on
the workload’
Being truly assertive requires
session
at the Unite-C
not only that you state your
PHVA
An
nual Professio
position calmly and rationally,
nal
Conference on
17-18 October
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HOW MUCH IS TOO MUCH?
Here are some areas to consider if
you don’t have guidelines or a policy
on workloads in place:
● Complexity: does your work
involve collaborating with a
number of other professionals?
For example, are you responsible
for drawing together professional
networks, such as in child
protection case conferences, or
helping a family to make decisions
about the care of vulnerable or frail
family members?
● Risk: this considers the
professional judgement required
of you. Are decisions to be made
based on risk assessment? Is the
picture a fast-changing one? Is the
work at a stage where professional
anxiety is heightened because of
lack of information?
● Level of experience: do you and
other members of the team
have the necessary experience
to provide the required aspects
of care?
● Individuals or families: what is the
actual number of people/families
that you have responsibility for
providing a service to?
● Travel: do you have to travel long
distances to undertake your work?
● Records: is time to complete
records and documentation built
into your contact time?
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YOUR THOUGHTS

Harnes
sing
a public
health a
sset
Despite a rapid increase in birth rate, NHS-wide cuts
mean that health visitor posts are being lost. Lisa Lewis
asks what can be done to keep SCPHNs in public health.

T

he health visiting service in
England is facing another
period of significant change,
including uncertainty around
the funding for training
specialist community public health nurses
(SCPHNs), apprenticeships and – perhaps
most notably – the ramifications following
its transfer to local authorities on 1 October
2015. This was arguably a natural transition,
as public health and school nursing had
already transferred.
However, the budgets for health visiting
services that were also transferred across to
the local authority were not ring-fenced. This
occurred at the same time as large spending
cuts in public health were announced,
namely £200m in 2015-16, £77m in 2016-17
and £84m in 2017-18 (Unite, 2016).
Local authorities are proposing cuts to
health visiting services despite Public Health
England renewing the five mandated visits
in March 2017. Harrow’s planned budget for
2018-19 proposed a 100% cut to the health

visiting budget for 2018-19, and £1m cuts
to Barnsley, Brighton and Waltham Forest.
Sheffield had to make savings of £1.3m
between 2016 and 2019, and Southwark
and Lewisham cut between 40 and 60
health visiting jobs (Unite, 2016). These are
just a few examples of cuts occurring all
across England.
This is set against the backdrop of the
recent significant public purse investment
into educating health visitors (HVs). In
2010 the coalition government made
a commitment to transform the health
visiting service by increasing the workforce
by 4200, and so began the Health visitor
implementation plan in 2011. A large-scale
publicity programme was launched to
aid recruitment, and higher education
institutions (HEIs) started offering two
intakes a year to achieve the target number
by the end of March 2015. Alongside this was
a drive to recruit return-to-practise HVs.
While there is no clear data available as
to the exact cost of the implementation

plan, a freedom of information request
to the London Strategic Health Authority
established that the average annual cost of
training an HV between 2007 and 2012 was
£38,401 per student (Ballinger, 2012).
Taking into account the subsequent
increase in tuition fees, inflation and the
cost of promoting the implementation plan
alongside indirect costs, one can only begin
to make a conservative estimate that the
overall investment is likely to have amounted
to more than £150m.

DISAPPEARING HEALTH VISITORS
While the target of 4200 new HVs was missed
by only 271, data from NHS Digital (2017)
shows that in real terms there was only an
increase of 2507 from September 2011 and
the end of the implementation plan. In the
past year the numbers in post have dropped
by a further 1050 despite the continued
training of new starters. While there was
always a predicted attrition rate owing to
expected retirements within the workforce, it
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is unclear how the reduction relates to those
of working age. What is eminently clear is
that posts are continually being cut and
some students qualifying this year do not
have posts to go into, or are being offered
Band 5 positions.
It is also of note that there were more
than 11,000 registered HVs at the start of
the implementation plan but only 7802 in
post. Projected figures following the newly
trained HVs entering the workforce were
12,292 full-time equivalents by March 2015
(Department of Health, 2013). So where have
they all gone?
HVs sit on the third part of the NMC
register with school nurses and occupational
health nurses as SCPHNs, whose work with
individuals and groups, and the decisions
they make, can affect whole groups of
people without necessarily involving direct
contact (NMC, 2016).
The general working population is
one of the less recognised groups that
SCPHNs can have a positive impact on.
The demographic is changing in terms
of the change in retirement age and the
subsequent ageing workforce. Sickness
absence is a key challenge facing employers,
with 1.8m employees having a long-term
sickness absence of four weeks or more in
a year equating to a cost of £9bn a year to
the employers (Department for Work and
Pensions, 2016). In 2016 an estimated 137.3
million sick days were taken; mental health
issues accounted for at least 11.5% of these
(Office for National Statistics, 2016).
Diane Romano-Woodward, president
of the Association of Occupational Health
Nurse Practitioners, acknowledges that with
a large proportion of people’s time being
spent at work there may be an opportunity
to positively influence the population’s
general health (O’Reilly, 2015).
Viv Bennett, director of nursing at the
Department of Health and chief adviser
on public health, identifies that changes
in the general workforce and the current
demographic require a greater emphasis on
health and wellness. She writes: ‘In future,
the boundaries of traditional occupational
health practice may also extend beyond the
workplace to those who are economically
inactive’ (Public Health England, 2016).
Within this context, SCPHN occupational
health nurses (OHNs) will have an

Changes in the general
workforce and the
current demographic
require a greater
emphasis on health
and wellness
ever-increasing role in supporting and
maintaining a healthy workforce. However,
there is a shortage of OHNs, with employers
struggling to recruit high-calibre candidates.
This may be because of the small number
of SCPHN OHNs who have been funded to
complete the course, but also it may reflect
the fact that occupational health nursing
is not understood and does not factor in
undergraduate student placements.
Unfortunately, the situation is unlikely to
improve with a number of HEIs cutting the
SCPHN OHN pathway as it is not viable due
to low student numbers.

CHANGING FIELD OF PRACTICE
Given changing commissioning of SCPHNs
in the public sector, surely it makes sense to
harness this valuable public health resource.
The NMC allows for any SCPHN registrant to
change their field of practice by completing
a practice placement supported by a
portfolio and assessed reflective account,
which is facilitated by some HEIs offering the
SCPHN programme.
The module requires a minimum 10-week
placement in the appropriate field and a
portfolio of evidence to demonstrate that
the person has met the required learning
outcomes in their new field. While there
is consternation among OH professionals
regarding this option, it should be set
against the fact that OHNs and SHNs are
often employed without any experience at
all, as specific tasks can often only be learned
on the job. An increasing number of SCPHNs
are changing their field of practice to reflect
the need in their area.
While there continues to be significant
debate about the education of occupational
health nurses, their ability to have an impact
on the public health agenda cannot be
ignored. In essence that there needs to

be some separation of the issue of public
health focus within occupational health and
whether the SCPHN programme is fit for
purpose for OHN education as this clouds
the issue.
SCPHNs from any pathway have a wealth
of transferrable skills and have already
demonstrated their ability to engage
in higher education and new learning.
Harnessing the resource will require a
positive shift in thinking but in doing
so there can only be a positive impact
on public health outcomes by retaining
current SCPHNs.
The digital – or ‘third industrial’ –
revolution creates a landscape of rapid
change. Being responsive to this change
and mindful of maximising the everlimited resources available to health
is surely a pragmatic approach to an
untenable situation. CP
● Lisa Lewis is senior lecturer in SCPHN at
the University of the West of England.
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BREASTFEEDING IS BEST FOR BABIES

FOR HEALTHCARE PROFESSIONALS ONLY

What is responsive feeding and how
can it help to shape a baby’s future?
The ﬁrst 1000 days of a baby’s life, from conception to the age
of two, are crucial1
Making the right decisions
during this period can help
deliver lifelong beneﬁts2
It’s well known that breastfeeding
is an unparallelled way to feed
an infant, delivering numerous
beneﬁts to both mum and baby,
in the short- and long-term.
But it is less known that
breastfeeding actually heightens
infants’ ability to self-regulate
their energy intake.3 There’s
two parts to this; the act of
breastfeeding and the breast
milk itself.
Research has shown that infants
fed breast milk from a bottle,
rather than directly from the
breast, were 67% less likely to
respond to their internal satiety
cues.4 What’s more, babies fed
breast milk from a bottle, rather
than from the breast, gained
signiﬁcantly more weight, which
could be linked to an increased
risk of obesity in later life.5,6

So why does breastfeeding
promote self-regulation?
Breastfeeding is a naturally
responsive way of feeding.
Responsive feeding refers to
a reciprocal relationship
between infant and caregiver
to communicate feelings of
hunger and satiety through
behavioural cues, followed by a
correct interpretation of those
cues and a response from the
caregiver.7 Breastfeeding naturally
lends itself well to the activity of
responsive feeding as there is no
set limit of preplanned milk and
the mother and baby are in such
close proximity.8
When breastfeeding is not
possible, feeding responsively
may still be possible from a
bottle. To help parents and
caregivers SMA® Nutrition
has developed a leaﬂet full of
practical tips which is available
to download from our website.

The importance of
responsive feeding
is recognised by:
UNICEF9
WHO10
NHS11
If you want to ﬁnd out more about
the ‘UNICEF Baby Friendly Initiative’,
you can ﬁnd their top tips for responsive
bottle-feeding on our website

How else can we
help to support infants
grow at a healthy rate?
Whilst we have discussed the
importance of the behavioural
aspects of infant feeding, it’s
recognised that the nutritional
proﬁle of food given to an infant
in early life is signiﬁcant too.
With that in mind, over the past
50 years, SMA® Nutrition has
invested in protein research to
develop a low quantity, high
quality protein formula following
evidence that this supports
slower growth rates comparable
to that of a breastfed baby.12

The act of breastfeeding,
rather than just breast milk,
is therefore associated with
better appetite regulation.

What to remember to tell parents when responsively feeding
Hungry

Full

• Sucks on ﬁsts
• Smiles and gazes at caregiver
• Opens mouth while feeding
• Cries or fusses
• Wakes or tosses

• Is distracted
• Turns head away
• Spits out the nipple or falls asleep
• Slows or stops sucking
• Seals lips
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BREASTFEEDING IS BEST FOR BABIES

FOR HEALTHCARE PROFESSIONALS ONLY
The only First Infant Milk
clinically proven to achieve
a growth rate comparable
with a breastfed baby12

Using a formula that has a protein proﬁle
closer to breast milk supports healthy growth12

Percentage difference of essential amino acids compared
to breast milk14
Threonine
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Visit us at:
smahcp.co.uk or smahcp.ie

15
10

Leucine

5
0

Valine
Breast milk = 0
SMA® PRO First Infant Milk

Isoleucine

Four essential amino acids have
been shown, when supplied in
excess, to be associated with
an increased release of insulin.
This can cause a cascade of
reactions in the body that
may result in faster growth.13
The amino acid proﬁle of breast
milk is the best estimate of infant
amino acid requirements.

Aptamil First Infant Milk

SMA® PRO First Infant Milk has an
amino acid proﬁle closer to that
of breast milk, with lower levels of
those four amino acids compared
to other ﬁrst infant milks.14
It is the only ﬁrst infant milk
clinically proven to achieve a
growth rate comparable with
a breastfed baby.12

By combining the practical elements of responsive parenting15
with a formula clinically proven to show growth comparable
to a breastfed baby12, we can help give formula-fed infants
the best chance for healthy growth and the associated
lifelong beneﬁts.

IMPORTANT NOTICE: The World Health Organisation (WHO) has recommended
that pregnant women and new mothers be informed on the beneﬁts and
superiority of breastfeeding – in particular the fact that it provides the best
nutrition and protection from illness for babies. Mothers should be given guidance
on the preparation for, and maintenance of, lactation, with special emphasis on
the importance of a well-balanced diet both during pregnancy and after delivery.
Unnecessary introduction of partial bottle-feeding or other foods and drinks
should be discouraged since it will have a negative effect on breastfeeding.
Similarly, mothers should be warned of the difficulty of reversing a decision not
to breastfeed. Before advising a mother to use an infant formula, she should be
advised of the social and ﬁnancial implications of her decision: for example, if a
baby is exclusively bottle-fed, more than one can (400 g) per week will be
needed, so the family circumstances and costs should be kept in mind. Mothers
should be reminded that breast milk is not only the best, but also the most
economical food for babies. If a decision to use an infant formula is taken, it is
important to give instructions on correct preparation methods, emphasising that
unboiled water, unsterilised bottles or incorrect dilution can all lead to illness.
®

Registered trademark
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SMA Careline
UK: 0800 0 81 81 80
ROI: 1800 931 832

SMA® Nutrition UK and Ireland

Supporting you to support parents
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Children are growing up in a confusing world of online
sex and modern gender norms, says Anna Scott. They
require relevant, up-to-date sex education to keep them
safe from harm and able to form healthy relationships.
ising numbers of girls under the age of 18 –
some as young as nine – want plastic surgery
on their vagina because they are distressed
by its appearance (BBC, 2017).
This has sparked concerns that access
to online pornography and social media
images has led to children having
unrealistic perceptions of how they should
look (read more about children’s body issues on page 12). It has
also shown the need for better education – labiaplasty isn’t needed
under the age of 18 because genitals are still growing.
‘Ignorance allows negative, useless and erroneous beliefs to
spread,’ says Anita Abrams, a chartered clinical and educational
psychologist. ‘If children don’t have access to the facts, they will

almost certainly pick those beliefs up. This is misinformation with a
big emotional dressing, which means guilt and fear.’
It is not surprising, therefore, that 70% of children in England
surveyed by young people’s charity Barnardo’s said they thought the
government should ensure all children have school lessons on sex
and relationships (Barnardo’s, 2017).
Carron Fox, the charity’s research and policy officer, says it is
important to make the subject of sex less taboo – as in the case of
worrying about genital appearance – so that children are willing
to talk about it. ‘You would hope that they would be able to have
a regular, normalised conversation with a school nurse who could
examine them and say: “No, you’re fine”.’
Ignorance isn’t the only issue. Almost three-quarters (74%) of the
11- to 15-year-olds surveyed said they would feel safer if sex and

relationships lessons were provided, and
94% agreed that understanding the risks and
dangers of being online was important for
them to stay safe (Barnardo’s, 2017).

The government’s announcement in March
that relationships and sex education (RSE)
will be compulsory in all secondary schools
in England has been welcomed by Barnardo’s
and a number of other organisations,
including sexual health charity the Terrence
Higgins Trust.
Children in free schools and academies,
which represent around two-thirds of
secondary schools in England, were also
guaranteed RSE under amendments to
the Children and Social Work Bill. The
government renamed the subject RSE
– previously ‘sex and relationships education’
(SRE) – to emphasise the importance of
healthy relationships. In future, personal,
social, health and economic education will
be taught in all schools in England – primary
and secondary, maintained and academy
(Department for Education, 2017).
‘We have no objection to the government
changing it to RSE if that means it thinks in
terms of being age-appropriate, focusing
more on relationships in primary schools,
with a greater focus on sex and sexual
identity in secondary schools,’ says Ian Green,
chief executive of the Terrence Higgins Trust.
‘But it does need to be a really dynamic
part of the curriculum and not just an
afterthought, which it too often is. The
fact that it is now going to be a legislative
requirement will go a long way to help with
that. It’s a massive step forward.’
As is the case in local authority schools,
where sex education is already mandatory,
all schools will have flexibility over how
subjects are taught to reflect the sensitivities
of different communities
and faiths. Parents will
have the right to withdraw
their children from sex
education, and schools
must publish a clear
statement of their RSE
policy (Department
for Education, 2017).
Mandatory
requirements differ across
the devolved nations,

and there are currently no plans to change
legislation in line with schools in England
(see panel, right).
‘Welsh Government guidance currently
states that schools’ SRE programmes should
be relevant to learners and sensitive to their
needs,’ says a spokesman for the Welsh
Government, which has formed an expert
panel to advise on the future curriculum and
support for the teaching profession (Cardiff
University, 2017).
The Scottish Government will also
undertake a national review of personal and
social education, and the role of guidance
in local authority schools, with a report
expected to be published in 2018 (The
Scottish Parliament, 2017).
‘We want our children and young people
to build positive relationships as they grow
older, which is why relationships, sexual
health and parenthood education is an
integral part of the health and wellbeing area
of the curriculum,’ a Scottish Government
spokesperson says.
In Northern Ireland, the Department of
Education updated its guidance for primary
and post-primary schools in August 2015
(Council for the Curriculum, Examinations
and Assessments, 2015). ‘RSE must be
delivered in a sensitive manner which is
appropriate to the age and understanding of
the pupils and in keeping with the ethos of
the school,’ says a spokesperson.

DEVOLVED GOVERNMENT
APPROACHES TO
SEX EDUCATION

NORTHERN
IRELAND
RSE is covered within the Personal
Development and Mutual
Understanding area of learning
in primary schools and the
Learning for Life and Work area
in post-primary schools. Schools
and teachers can decide which
topics to teach in class and which
resources to use to help deliver
the curriculum. Each school must
have its own written policy on
addressing the delivery of RSE,
which parents can consult upon.

SCOTLAND
Yet the major problem has been the
Westminster Department for Education’s
SRE statutory guidance, introduced in 2000.
The department will consult on the new
curriculum across England and publish
regulations and statutory guidance for
consultation later in 2017, with a view to the
new curriculum being taught in schools from
September 2019.
Current SRE guidance
for professionals working
with children is completely
out of date, according
to Carron Fox. ‘Anything
about the digital world is
just not there,’ she
says. ‘Many children’s
relationships are online
now, and we talk to them
about stranger danger,

There is no statutory curriculum
for relationships, sexual health
and parenthood education, but
local authorities and schools
can decide how to deliver the
curriculum based on local needs
and circumstances.

WALES
Primary schools must have a sex
education policy in place which is
accessible by parents and carers.
Secondary schools can determine
the approach they take to
delivering sex education.

but no one is seen particularly as a
stranger online, especially if
children feel like they
have got a connection.’
The new curriculum should cover
issues such as healthy and safe relationships
of all kinds, understanding when a
relationship isn’t quite right, online safety,
and issues such as puberty, sexual health
and pregnancy, according to Barnardo’s.
Crucially, the charity says, it must also
address gender roles, gender identity and
LGBT issues.
‘Young people say their sex education is all
about heterosexual sex and nothing about
LGBT relationships,’ Carron says. ‘At a young
age this might be about someone at school
with two mums or two dads. You don’t have
to talk about sex, just different relationships
and how one isn’t better than the other.
There are so many different topics.’
Consent and safeguarding are also vital.
‘It’s really important that the curriculum is
robust and age-appropriate, focusing on the

needs of young people and
enabling them to chart the
sometimes challenging world
of relationships and sex in a way
that is empowering for them,’ Ian
Green says.

School nurses encounter many of these
kinds of relationship and sex issues.
‘Recently we have seen more young people
requesting information relating to gender
issues and sexuality,’ says Lindsey Franks,
lead practice teacher for school nursing at
Leicestershire Partnership NHS Trust. She
supports schools in delivering RSE across
the region, providing guidance and advice
to parents and children through drop-in
centres and one-to-ones.
Nicola Boyle, service manager for children,
family, health and wellbeing at Central
London Community Healthcare Trust, who
has been a school nurse working with
schools to plan and deliver SRE talks, says

HOW SCHOOL NURSES CAN HELP

Give lessons
● Have a member of school staff present in the classroom to deal with any
disruptive behaviour
● Use a range of teaching styles: group work, whiteboard teaching
and demonstrations
● Distribute leaflets or handouts
● Have fun with the class but set ground rules at the start
● Allow students to write down any questions they are too scared to ask,
put them in a box and at the end of the session read them out
● Stick to the syllabus.
Have a visible presence
● Ensure you are accessible to children and parents online and face-to-face
● Publicise what school nurses offer children and how they can be contacted
– and emphasise confidentiality
● Hold drop-in clinics in schools.
Use appropriate language and technology
● Be open and honest and have the correct and up-to-date information
in language that they use and understand and via mediums – such as
webchats and text messaging services – that they use
● Ensure there are opportunities for them to discuss concerns and
ask questions.

that social media and mobile phone use
have been a catalyst for many issues related
to SRE.
‘There are increasing challenges in how
we keep young people safe online,’ she says.
‘So this should definitely be a key focus for
RSE education. Also, continued education
on sexual health and sexually transmitted
infections (STIs), and where young people
can access help so that they can stay healthy
are important.’
It’s not just new issues relating to RSE that
are prevalent, however. ‘In some areas there
appears to be a rise in teenage pregnancy,
suggesting a lack of knowledge around
delaying sexual relationships and the use of
contraception,’ says Paula Lawrenson, school
nurse practice teacher for Lancashire Care
NHS Foundation Trust.
‘Child sexual exploitation, healthy
relationships and STIs are also areas that
have been identified for discussion with
other agencies.’

Experts agree that as well as including an
appropriate wide range of topics, the new
curriculum must also be delivered effectively
to have an impact.
The Terrence Higgins Trust also wants to
see the curriculum treated the same as any
other within education, in which teachers are
properly resourced and trained to deliver it.
‘Proper time needs to be built into the school
week to make sure appropriate time is given
to RSE, and it shouldn’t just be an add-on to
somebody else’s role,’ Ian Green says.
‘There will also be times when the
school wants to bring in other people
from outside to deliver parts of the
curriculum where appropriate. Teachers
need flexibility to deliver the curriculum
in the most appropriate, sensitive, inspiring
and passionate way that isn’t just focusing
on the nuts and bolts of reproductive health,
which is the way SRE was often taught in
the past.’
This doesn’t mean
RSE should be treated
the same way as
any other school
subject, however.
In the 1950s, an
authoritarian

approach towards children was taken,
from the way newborn babies were
treated to the way children were taught
about sex, if they were taught about it at
all, according to Anita Abrams.
‘If we’re dealing with geography or
maths, adults can be authoritarian – set
the rules, set the homework and have
consequences for not doing it,’ she
says. ‘The attitude has to be completely
different for something so personal, so
much to do with privacy and emotions
[as RSE]. You have to earn the right to talk
[to children] about private issues. Either
individually or in a group you have to
be hugely aware of the fact that there
are walls of shyness, self-protection and
guilt – really tough feelings that you can’t
barge into.’
This is why school nurses play a vital
role in delivering RSE. ‘Children ask us
all sorts of things,’ says Natalie Jewell,
a school nurse who has given puberty
talks in primary schools and SRE talks in
secondary schools.
‘Every time I think I have been asked
everything I ever could be, someone asks
me something new. We still come across
really old-fashioned ideas and playground
myths. Our role is essentially as a friendly
face who can give the real facts. And it
helps to have a good profile in schools
with the students.’
The nature of the content and delivery
of RSE by school nurses depends on the
NHS region and the resources available.
‘School nurses have the skills but the main
problem is that our resources are out of
date,’ Natalie says.
Not all trusts expect school nurses to
deliver RSE and instead schools pay private
organisations to give talks to students.
But school nurses are often ‘best-placed
to deliver this education, reinforced on a
daily basis by confidence and informed
school staff’, Paula Lawrenson says.
‘I hope that schools will request
support with this. I do not see school
nurses being responsible for the delivery
of all RSE, but there is an abundance
of research identifying that young
people prefer “outside speakers” to
deliver what are commonly seen as
embarrassing subjects.’

WHAT CHILDREN WANT

of children in England surveyed by
Barnardo’s in 2017 said they thought
the government should ensure all
children have school lessons on sex
and relationships

of 11- to 15-year-olds surveyed said
they would feel safer if sex and
relationship lessons were provided

School nurses can also advise parents,
who have a crucial role in RSE.
‘Empowering parents to speak to
their children about puberty, sex and
relationships is a really important area
of RSE that can be missed,’ says Lindsey
Franks. ‘For schools where we have
provided support with delivering sessions
for parents, the feedback has been that
this was really valuable.’
Parents have a crucial role in RSE and in
ensuring their children remain confident
and competent about relationships and
sex, but ‘many need support themselves’,
says Ian Green. ‘RSE in schools, with school
nurses playing a distinct and vital role, can
provide parents with support they might
need to further develop conversations
with their children at home.’
There are roles for many different
people in the successful education of
children in relationships and sex. If the
new curriculum reflects this, and covers
the expanding range of topic areas, it
could have a genuinely transformative
impact on the sexual and mental health of
a future generation of young people. CP
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#HVWEEK

Celebrate the service
#HVweek, which runs from 21 to 25 August this year, is the
perfect time to champion the teams working hard to bring the
best possible services to children and families, says Obi Amadi.

W

hat are you doing for
#HVweek this year?
Following on from last
year’s success, we will be
holding another national
week to look at the important role that
health visitors and their teams play in our
communities, and to celebrate the excellent
work that is being done by the service.
So what is #HVweek good for? We often
hear that health visiting and its unique
benefits to the population are poorly
understood. This week presents the perfect
opportunity to take a deep breath and think
about the many ways to let others know
about what your job entails.
The way that services are organised and
delivered is now likely to be different in every
organisation, depending on how they have
been commissioned. Many of you will have
faced cuts to resources and staffing, and
these are proving to be challenging times.
In spite of this, teams continue to work hard,
remain professional and give children and
families the best possible service they can.
So where you’ve faced some real challenges
in practice, why not get in touch and let us
know how you have overcome them?
#HVweek, which covers the whole of the
UK, is also a brilliant chance to change things
around and to do things a little differently.
Why not invite other stakeholders – your
trust board, CCG, care service colleagues,
commissioners, national or local charities,
nurses or midwives – to come out on your
rounds to visit with you, or have lunch with
you? Or why not set up a forum for some
discussion and debate?
To kickstart the week, we will be holding
a celebration event in London on 21 August.
It’s free to attend, so visit bit.ly/hv_celebrate
to book your place. CP

#HVWEEK: An exchange of ideas
Consider the following issues, which are key to health visiting, and then think
about how you can promote your role, inspire yourself and others, and engage in
new partnerships, working through the week from Monday to Friday.
MONDAY
Safeguarding
The health visitor’s role in safeguarding
children is an important one. It relies on
good relationships and collaborative work
with many different professionals. How do
you manage this process and how can you
make it better? How can you reduce risk?

on nutrition, dental care, lifestyle and
accident prevention are delivered
to families, particularly with regard
to migrants’ and vulnerable groups’
health? And how do services ensure that
vulnerable groups get good access to
appropriate services and information
when they need it?

TUESDAY
Healthy weight and the family
A critical area – how you impact on the
advice and information given to families
can help them make better choices.
We know breastfeeding rates can be
improved, so how do you encourage
women to breastfeed and engage their
families to support them? And ensure
those who choose not to breastfeed are
fully informed, do so sensibly and safely,
and know how and when to wean?

THURSDAY
Infant and maternal mental health
The government considers this subject to
be a priority. What initiatives in this area
have been developed in your community?
How do you raise the profile of such
initiatives so that families are more easily
able to speak out and ask for help?

WEDNESDAY
The health conversation
While coping with the pressure created
by shortened contact time, how do
you ensure the right health messages

FRIDAY
Handovers between professionals
When it comes to communication and
handovers from midwife to health visitor
and health visitor to school nurse – and
especially now that we are more reliant on
electronic communication – how effective
are these key service handovers? What do
you do to facilitate them?

UNITE-CPHVA ANNUAL GENERAL MEETING (AGM) TO BE HELD IN OCTOBER
We will be holding a motion-based AGM on 16 October, the day before the 2017 Annual
Professional Conference in Cardiff. You will be able to send delegates, and there are forms
for submission of motions that branch secretaries should complete and send in by
14 August. There is no limit to the number of motions that you can submit or second, but
they must relate to the professional work of the association, its members or its members’
clients. See the CPHVA website, unitetheunion.org, for further details.
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THE BIG STORY

JOIN US
JOURNAL’S
BOARD!
ON
THE

Are you a student member of UniteCPHVA? A member who is undergoing
a programme of education to become a
health visitor, school nurse or community
nursery nurse? Would you like to help
shape the Community Practitioner journal?

A

s the official professional journal
of Unite-CPHVA, Community
Practitioner (CP) covers topics
that are crucial to members and
potential members.
The volunteer editorial advisory board
(EAB) plays a vital role in the journal’s life, as
it helps to reflect the membership’s views,
provide expert professional advice and
insight, and supply suitable contacts and
moral support to CP’s editorial team.
Now we need two new members
to join the board – a student and a
representative from Wales. The student
place can be filled from any discipline –
health visitor, school nurse or community
nursery nurse. The board should also reflect
the ethnic diversity of the professions and
geographical spread of CPHVA members,
and as such we are particularly looking for
a Welsh representative/someone living and
working in Wales.
As an EAB member, your roles are to:
● Preserve and enhance the journal’s
reputation as a trusted source of
high-quality information
● Discuss the latest developments and
how these should be reflected in the
professional journal

● Review the previous issues
● Assist in the planning of future issues
● Provide expertise and guidance relevant
to your clinical and geographic experience
● Solicit or write commentaries and opinion
pieces for consideration for publication,
including original research
● Ensure key Unite-CPHVA messages are
disseminated, and promote the journal
● Plan so as to maximise the value of CP as
a key member benefit
● Participate in the blind peer review of
submitted manuscripts from time to time.
Membership is open to all Unite-CPHVA
members. Meetings take place three times
a year, ideally in person. For those who are
not employees of Unite or its publisher,
membership of the EAB lasts for three years,
with a maximum of two terms.
While these are voluntary, unpaid roles,
reasonable expenses will be met.
So, does joining the EAB appeal to
you? Contact Emma Godfrey-Edwards at
emma@communitypractitioner.co.uk by
16 August with any questions and/or your
CV and a cover letter explaining why you
would like to be a member of the board and
the specialties you’ll bring. We look forward
to hearing from you!

THE JOURNAL NEEDS YOU!
Are you an experienced community
practitioner with a broad knowledge
base? Perhaps you work in academia
or you’ve worked in practice and are
regularly published? Would you like
to have input to the journal’s content?
Would you like to:
● Review our research submissions?
● Work with the editorial team to
coordinate the peer review process?
● Advise us on reviewers from our list?
(Perhaps you have colleagues who
would be able to review for us?)
● Play an active advisory role on the
journal’s general content direction?
● Attend our editorial advisory board
meetings three times a year?
Then you could be our new
professional editor.
The role would need a commitment
of two to four hours a week with
regular contact with the team.
For anyone interested in this role,
which will receive an honorarium,
send your CV and cover letter to
the journal’s managing editor
Emma Godfrey-Edwards at
emma@communitypractitioner.co.uk
by 16 August.
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ACCIDENT PREVENTION

CAUTION

IT’S SUMMER TIME
Paddling pools, barbecues and open upstairs
windows – the summer months pose a
particular risk to children, reports Phil Harris.

S

ummer can be a magical time for
families and children. It’s the season
of outdoor fun, paddling pools,
extra playtime and sunny moments.
But behind this happy picture lurks
a far less pleasant reality: summer is also
when children are most vulnerable to injury
and even death from accidents.
‘Children are more at risk of accidents
than adults generally, but summer means
more danger – particularly for preschool
children,’ says Ros Godson, Unite-CPHVA
lead professional officer. ‘At this time children
are outdoors more, running, climbing,

having a good time. But this activity comes
with risks, such as more slips and trips. While
being in the park more could mean a greater
likelihood of dog bites.
‘Parents may have to work in the summer,
so their children can be looked after by
adults who have kids themselves and may
be distracted, are unfamiliar with other
children’s capabilities, or just inexperienced.’

death, and the reason thousands of children
become permanently disabled or disfigured
each year (RoSPA, 2017).
A Royal College of Paediatrics and Child
Health report found that accidental injury is
the main cause of death for boys aged one
to four, resulting in the deaths of around 100
children aged one to nine each year (RCPCH,
2017). Very young children are most at risk.
In 2016, more than 45,000 under-fives were
admitted to hospitals in England, Scotland
and Wales due to accidents (RCPCH, 2017).
We highlight key hazards and ways
health professionals can help families
enjoy safer summers.

STARK STATISTICS
According to the Royal Society for the
Prevention of Accidents (RoSPA), accidents
are one of the most common causes of child

NATURAL DANGERS
Just playing in the garden demands extra
attention. For instance, some attractive
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garden plants, such as foxgloves, are also
toxic. Experts advise teaching children not to
play with or eat growing plants and reading
new plant labels carefully (see bit.ly/RHS_
garden_smart for more guidance).
While out and about, nettles and
thorns can create tears. However, a plant
often found near waterways requires
more caution: giant hogweed can lead to
blistering if skin is exposed to its sap.
Foraging can be active family fun, but
awareness of the dos and don’ts is essential
to pick safely (see woodlandtrust.org.uk).
On the topic of small fruit, often eaten in
summer, Ros advises parents to cut small
fruits, even grapes, at least in half lengthways
to avoid choking. ‘Young children don’t have
a full set of teeth and are learning to chew.
They may not have a full swallow reflex, and
have a small airway.’

FROM A HEIGHT
Falls are the most common cause of
childhood accidents, and the risk of falling
from upstairs windows increases in hot
weather (CAPT, 2017b). Far from being ‘freak’
accidents, one child under five is admitted to
hospital in the UK every day after falling from
a window or balcony (CAPT, 2017b).
The Child Accident Prevention Trust (CAPT)
says preschool children are at particular risk
as they are curious, but have no concept
of danger. They can also take parents by
surprise with a sudden breakthrough in their
development; their new ability means they
can unexpectedly clamber up on furniture
and reach an open window in seconds.
Small children have proportionally larger
heads and a different centre of gravity to
adults, so if they lean out of a window they
may topple out and fall, and when they land
their head takes the impact (CAPT, 2017b).
CAPT recommends fitting window
catches or locks to reduce the danger.
Chief executive Katrina Phillips says: ‘Safety
equipment like this is often easy to fit. If you
opt for lockable window catches, keep the
keys in a place adults can easily find them, in
case there’s a fire and they need to get out.’

WATER WORRIES
Summer socialising at garden barbecues can
be fun, but for young children, ponds and
paddling pools carry an obvious threat.
Other people’s gardens may not be as
child-friendly, adults may be distracted,

and children love to explore and challenge
themselves around water.
At home, younger children are most likely
to drown in a bath or garden pond (CAPT,
2017a). It’s vital that parents understand the
risks of babies and young children being
left alone in or near water, even for seconds.
Adults may get no warning something is
wrong, as young children can drown silently
in as little as 3cm of water (RoSPA, 2017).
On holiday, seas, lakes and rivers are all
enticing in hot weather, but these present
their own special dangers. Even if children
can understand safety instructions they may
forget them if they are having fun or are very
excited. Children often don’t cry out for help
if they get into trouble, but can disappear
under the surface of the water, unseen.
‘Constant supervision is vital – so never
leave a young child alone in a bath or near
water,’ says Ros. ‘If you have a pond and
a young child, then fill it in, fence it off
or cover it securely, and make sure your
garden is secure so children can’t get into
neighbouring gardens.’
It’s also important to teach older children
to choose safe places to swim, such as public
pools and beaches patrolled by lifeguards,
rather than canals, gravel pits and rivers.
Of course sunny seaside holidays bring
additional risks from sunburn to stings.

REDUCING THE RISKS
Health, education and social care early years
professionals can do a lot to help educate
and support parents in prevention to reduce
accident risk (visit capt.org.uk for tips).
While local authorities have a responsibility
to provide strategic leadership for accident
prevention in early years settings, and to
coordinate the services involved.
Ros acknowledges that summer is
a time when families and neighbours
gather outdoors to have fun. However, she
cautions: ‘While everyone is having a great
time, it’s important to be mindful of who is
supervising the children.’
She believes that cutting down the risks of
accidents doesn’t have to make summer dull.
‘We don’t want to limit the pleasures of
childhood, but at the same time adults need
to be informed and to stay vigilant.’ CP
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CHILDHOOD ACCIDENTS IN THE UK

£275m
The estimated cost
of treating children’s
accidents each year

2 million
The number of children under
the age of 15 treated each year in
A&E for injuries from accidents

44%

62

The average number of
children under five who die each
year after an accident
The proportion of childhood
accidents that happen in the home

(Source: RoSPA, 2017)
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SAYING SORRY

Many of us struggle with apologising,
says John Windell, but in a professional context the
impact of saying sorry is greater than you may realise.

I

n personal relationships, saying sorry can
sometimes feel like the hardest thing
in the world to do, even though it can be
the most appreciated – a concept many
a love ballad has tapped into. ‘Sorry’ is
a rare word in public life, too. For a recent
example, you only have to look at the
heartbreaking Grenfell Tower disaster: it
occurred on 14 June, but it wasn’t until
3 July that an apology emerged from a
beleaguered Kensington and Chelsea
council. ‘No buts, no ifs, no excuses,’ said its
new leader, Elizabeth Campbell. ‘I am truly
sorry.’ Survivor groups were unimpressed
and dismissed it as too little, too late.
Should it be so hard to say sorry?

FEAR OF LIABILITY
Grenfell may be an extreme case. But
even on a more routine level, when

things go wrong, organisations and their
representatives often retreat behind a wall
of silence, as if they’ve been ordered to let
the lawyers sort it out. And this is what, in
many people’s eyes, is at the heart of the
problem – compensation culture. Public
and private bodies and the people who work
for them have become so fearful of being
sued for vast sums that they clam up for fear
of inadvertently admitting liability for
a mistake.
They may have good reason. For example,
the volume and value of clinical negligence
claims in the healthcare sector have soared.
In 2008, NHS trusts in England paid out
£583m in claims. By 2015-16 that figure had
reached £1.4bn (NHSLA, 2016). To put that
into context, the net deficit in the NHS in
the same yearly period was £1.85bn (Dunn
et al, 2016).

So compensation is big business,
especially for the lawyers. In their defence,
some, such as the Society of Clinical Injury
Lawyers, argue that the key reason for the
problem is in fact the inability of the NHS
simply to say sorry, admit liability and pay
up. Instead, it denies responsibility, drags out
cases and pushes up costs.
A hint that change is on the agenda came
earlier this year when the NHS Litigation
Authority was rebranded as NHS Resolution.
If there is change, perhaps the power of the
humble apology will hold sway once more.
Last year, Rebecca Paine from Plymouth,
whose baby died after staff had failed to
escalate the case said that she would never
have taken legal action if the hospital had
apologised. ‘I just felt forgotten about. I just
wanted an apology, but it never came,’ she
said (BBC, 2016).
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A LAWFUL SORRY
So how do we reinstate the sense that
offering a genuine, heartfelt apology is
the right thing to do, and not an admission
of liability?
One answer, oddly enough, is legislation.
This is exactly what has happened in
England, Wales and most recently, Scotland.
The Apologies (Scotland) Act came into force
in June, and states that an apology is ‘not
admissible as evidence of anything relevant
to the determination of liability... and cannot
be used in any other way to the prejudice
of the person by or on behalf of whom the
apology was made’.
So it’s enshrined in law that you can say
sorry without it putting you in a tight spot
(it’s not a completely free ride, as children’s
hearings, fatal accident enquiries and
defamation proceedings are excluded).
This new law for Scotland is catching up
with the 2006 Compensation Act for England
and Wales, which says that an apology or
other offer to remedy or repair an accident
or error is not an admission of liability. The
idea behind this bill was to give professionals
extra protection and to discourage
compensation culture, but at the same time
protect those with valid claims.
But the idea that this latest legislation
is a specific response to the surge in
compensation claims is dismissed by Dr
Gordon McDavid, senior medicolegal
adviser at the Medical Protection Society
(MPS) in Scotland. ‘Healthcare professionals
already have a duty to be open and honest
in their dealings with patients,’ he says.
‘This is clearly set out by the BMA, NMC and
other bodies.’
Indeed, when submitting evidence for
the recent Apologies Act, the NMC pointed
out that its professional standards code, in
particular the ‘duty of candour’, says that
nurses and midwives should be ‘open and
candid with service users about all aspects
of care and treatment, including when any
mistakes or harm have taken place’.
The NMC have also produced a series of
case studies to help nurses and midwives
understand the code.
‘The professional “duty of candour” is
about being open and honest when things
go wrong,’ says an NMC spokesperson.
’The code clearly sets out how nurses and
midwives should exercise their professional

duties in this area. Our guidance and case
studies will help to support community
practitioners to understand what the
“duty of candour” means for them in their
everyday practice.’
In that case, what is the point of the
legislation? ‘It helps to clarify the situation
for wider society,’ says Dr McDavid. ‘For
healthcare professionals, it just gives a bit
more protection and lets them get on with
the job.
‘We receive a lot of enquiries from doctors
who find themselves in difficult situations.
Our stance is that an apology is a good thing.
If you are open and conciliatory from the
outset, it sets a good tone and might actually
reduce the likelihood of complaints, referrals
and claims.’
The new legislation also goes so far as to
define an apology. The danger here is that
a legal definition is the total opposite of
genuine and heartfelt, which is what gives
an apology its substance. Dr McDavid says
the MPS was wary of this possibility: ‘We
pointed out that legislation can be a blunt
instrument. It runs the risk of holding a gun
to people, which is not the way apologies
should work. So the legislation was
drafted to allow a degree of freedom and
interpretation; the last thing it needed was to
be prescriptive. It’s not turning professionals
into robots – it gives them the freedom to

use their initiative, to build relationships
with the people they are serving and to have
meaningful discussions.’

KEEP IT REAL
In its recent Striking A Balance campaign,
the MPS argues that only reform of the
legal framework can turn the tide of clinical
negligence claims (MPS, 2017). But the
apology remains vital for the individuals
involved. On a personal level, an honest
‘sorry’ has meaning. Beverly Engel, a
psychotherapist and author of the book, The
Power of Apology, illuminates just how deep
that meaning can be.
‘Apology is not just something we do
to be polite,’ she says. ‘It is an important
social ritual, a way of showing respect and
empathy for the wronged person. It can
do more than soothe wounds or mend
relationships. In some instances it has the
ability to rehabilitate an individual, resolve
conflicts and restore social harmony.’
She adds that while saying sorry cannot
undo the harmful effects of past actions,
‘paradoxically, if done sincerely and
effectively, this is precisely what an apology
manages to do’.
When an apology doesn’t materialise, the
wronged person often becomes resentful,
angry and tense. This can build to the point
where it harms mental and physical health.
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A simple act of contrition can dispel all
this. ‘The validation is incredibly healing,’
says Beverly. ‘We want our feelings to be
acknowledged. We want the other person
to admit they have hurt us. We want them
to say they were wrong. This removes their
power to be a threat or an enemy.’
An apology can also help the wrongdoer.
‘The debilitating effects of the remorse
and shame we can feel when we’ve hurt
another person can eat away at us. When
we apologise, we feel better because our
guilt has been assuaged. If the other person
accepts our apology, we feel forgiven and
can therefore forgive ourselves more easily.’
But if an apology is to really work, it has
to be meaningful. For Beverly, this means
communicating regret, responsibility,
and remedy. ‘You need to express regret
for having caused inconvenience, hurt or
damage. You need to accept responsibility
for your actions, which means not blaming
anyone else and not making excuses. And
you need to state your willingness to remedy
the situation, either by promising to not
repeat your action or working towards not
making the same mistake again.’
So the apology itself has clear power. Yes,
legislation offers extra reassurance, but an
apology doesn’t seem to depend on a legal
framework, not if it holds genuine remorse
and an acknowledgement that lessons will
be learnt. Kensington and Chelsea council
has found this out the hard way, but perhaps
others will also learn from what happened.
By understanding the power of apology,
perhaps ‘sorry’ will become a little less hard
to say. CP
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THE SCIENCE OF SORRY
ALISON WOOD BROOKS,
assistant professor of
business administration at
Harvard Business School,
was lead author of the 2013 research
paper I’m sorry about the rain!
Superfluous apologies demonstrate
empathic concern and increase trust.
Here, she reveals the meanings
behind her findings.
What role does the simple apology
play in relationships between people?
Research shows that an apology is
necessary to restore trust between
people after it has been violated or
broken. Other things can help restore
trust when paired with an apology,
such as a promise to change in the
future, but an apology is a necessary
first step. Even in situations where
there has been no violation or
broken trust, expressing an apology
for someone else’s misfortune (‘I’m
sorry for your loss’, ‘I’m sorry your
flight was delayed’) represents an
expression of empathic concern
that increases trust. These are called
‘superfluous apologies’ – apologising
for something that was clearly outside
your control. In contrast, a traditional
apology includes an admission of
guilt, wrongdoing or blame.

What are people’s reactions to
superfluous apologies?
When people receive a superfluous
apology such as ‘I’m sorry about
the rain’, they are much more likely
to show trust, even to a complete
stranger in a train station. In our
study, people were more likely to lend
their mobile phone to a stranger if
they said ‘I’m sorry about the rain, can
I borrow your phone?’ compared with
just saying ‘Can I borrow your phone?’
Can an apology go too far? Might it
even be seen as manipulative?
It is possible to go too far. We suspect
that apologising too frequently can
tarnish the value and impact of your
apology. For example, we have found
evidence that apologising more than
twice for the same violation during
one interaction causes people to view
you as neurotic (especially following
small violations). You’re also likely to
be seen as manipulative if others view
your intentions as overly strategic.
In this respect, perceptions of
sincerity matter. If the recipient of
your apology thinks that you don’t
really mean it, and you are only
apologising to be seen as trustworthy,
then the apology is unlikely to
be effective.
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CASE STUDY

Creating a

COMMUNITY

of learning and practice

I

n recent years, the role of the health
visitor in addressing health inequalities
has gained greater attention from
policy-makers. As health practitioners,
they have moved to centre stage in
implementing policy objectives to give
every child the best start in life, a key
factor in tackling health inequalities. As
a consequence, both the English and
Scottish Governments have worked to
increase the numbers of health visitors
(HVs) in the workforce; the goal in England
was an increase of 4200 by April 2015
(Department of Health, 2011); and the
Scottish Government committed to
train 500 new health visitors over four
years between 2014 and 2018. While the
changes have been welcomed by the
profession, the rapid implementation of
the policy and the urgent need to train
as many new HVs as possible, particularly
in Scotland, has put pressure on practice
teachers in community settings.
This case study reports on a
community setting in NHS Lothian,
Scotland, where two practice teachers
(co-authors Judith and Alison) rose
to these challenges by designing a
‘community of learning and practice’
(CoLP) approach to practice teaching.

Fiona Cuthill,
Judith Anderson
and Alison Shiel
share their experiences
of increasing capacity,
quality and learning
skills in health
visiting practice.

early years on health outcomes in later
life (Campbell et al, 2016). Also, policy
recommendations to tackle increasing
health inequalities have focused around
the need to give every child the best
start in life (Department for International
Development, 2010). This has resulted
in an increasing focus on the role of the
HV, and in 2014 the Scottish Government
committed to allocate funding to
increase the number of HVs. It also
increased the frequency of HV visits to
families in the first five years of life from
four to 11 with the Universal Health
Visiting Pathway – eight contacts within
the first year of life and three between 13
months and four to five years (Scottish
Government, 2015).
While this has been welcomed by
the profession, there has been
increasing concern over
the availability

THE BIG PICTURE

GETTY

Over the past decade, there has been
an increasing awareness of the impact
of adverse childhood experiences in the
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of qualified HVs to meet these demands,
especially when demographic changes in an
ageing workforce have resulted in a deficit
of HVs.
The Scottish Government’s response has
been to allocate funding for 500 new HV
posts over four years. Higher educational
institutions have in turn increased
educational places to meet this demand;
however, a problem arose – the number of
NHS Lothian practice teachers available to
supervise HV students while on community
placement remained the same.
Although the number of practice teachers
is planned to increase, the figure lags behind
demand, and new practice teacher students
need supervisors too. New and innovative
solutions are required to ensure each
practice teacher student and HV student has
a qualified practice supervisor, and that the
capacity for excellent quality supervision is
increased over the service.
In September 2015, practice teachers
Judith and Alison, along with their team,
community manager and steering group,
created a new model of practice supervision
and learning in NHS Lothian. The aim was to
achieve a more-for-less outcome by using
existing practice supervision expertise.

UNDERLYING VALUES
While the importance for students to
be provided with opportunities to learn
through observation and ‘doing’ are well
documented (Holland et al, 2012), the
experience for students can be variable and
inconsistent. While there are many different

New and innovative
solutions are required
to ensure each practice
teacher student and HV
student has a qualified
practice supervisor
factors, the relationship between the
supervisor and student is crucial (Roxburgh
et al, 2012). Poor interpersonal relationships
between supervisors and students create
detrimental learning outcomes (Unwin
et al, 2009). This can be exacerbated in a
community setting, where students can
spend the majority of their time with one
member of staff.
In addition, supervisors can also act as
gatekeepers to what the students experience
(Holland et al, 2010) resulting in inconsistent
learning experiences between students
in different placements. This can result
in a broad range of learning experiences
for some HV students and more limited
experiences for others. This impacts on the
ability of the student to meet the demands
of their new HV role, post-qualification.
From its inception, the primary purpose
of the CoLP approach in NHS Lothian was
to increase the capacity of the two practice
teachers to supervise two HV students
and two student practice teachers in the
community, while also increasing the quality
of the learning in the placements. The
programme addressed three main concerns
identified by the practice supervisors and

GETTY

NINE ELEMENTS OF AUTHENTIC LEARNING
1. Provide authentic contexts that reflect the way the knowledge will be
used in real life
2. Provide authentic tasks and activities
3. Provide access to expert performances and modelling of processes
4. Provide multiple roles and perspectives
5. Support collaborative construction of knowledge
6. Promote reflection to enable abstractions to be formed
7. Promote articulation to enable tactic knowledge to be made explicit
8. Provide coaching and scaffolding by the teacher at critical times
9. Provide for authentic assessment of learning within the tasks.
(Herrington et al, 2014)

steering group: lack of capacity in practice
placements; problems with inconsistency in
the practice experience for HV students; and
isolation of students and practice teachers in
community placements.
Traditional models of practice teacher
supervision are based on a numerical ratio
of practice teachers to student HVs. Various
models exist: 1:1 models (one practice
teacher to one HV student); mixed 1:1 (one
practice teacher to two HV students who
are also allocated a mentor each); ‘long-arm’
1:6 (one practice teacher to six HV students,
each with an additional allocated mentor).
While these traditional ratio-based models
ensure adequate supervision by practice
teachers in meeting the requirements of
the NMC (2008), they create an environment
in which student HVs can experience
inconsistencies in their experience of
being in the community. It also means
individual practice teachers carry all of the
responsibility for individual students; and
as student numbers increase, there is an
ensuing rise in responsibility, workload
and pressure.
In addition to these models, HV students
are supervised by practice teachers
on an ‘arms-length’ basis. The sudden
influx of large numbers of HV students in
Scotland necessitated new approaches to
incorporating increased numbers of student
practice teachers into supervision structures.
The two practice teachers in NHS
Lothian devised the new approach to
student supervision to share learning in
the practice environment. They did so by
focusing on underlying values, rather than
on ratios. While the new programme was
a 1:1 traditional model – ensuring safety of
supervision and meeting NMC standards
for teaching and assessment in practice –
the focus on underlying values provided a
different kind of supervision.
The values underlying the new
programme were twofold: first, to take an
‘authentic learning’ approach to supervision
(Herrington et al, 2014) and second, to ensure
that shared learning took place between
all students and supervisors in an open,
collective and reflexive way. In this approach,
learning was valued as a reciprocal and
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shared responsibility between student
HVs, student practice teachers and practice
teachers. The rationale for this approach
was to minimise difficulties caused in
supervision through problematic
interpersonal mentor-student
relationships (Kilcullen,
2007), to work towards a
more consistent learning
experience for students, and
to foster a collaborative and
authentic learning approach
(Herrington et al, 2014).

THE SHARING
STRUCTURE
Shared learning was central to
the programme; in addition to
intense one-to-one supervision
sessions with the practice teacher,
two to four weekly group meetings were
arranged for the HV students to prepare a
topic for discussion, lead the discussion and
reflect on practice. While these meetings
were facilitated by one of the practice
teachers, they were largely student-led and
involved learning between students and
practice teachers.
The programme was structured so that
the CoLP grew as the cohort changed. At
the beginning of the programme, the
practice teachers each had one HV
student plus one practice teacher
student. Between September 2015
and January 2016, the student
practice teachers observed
group supervision and
individual supervision, as
well as joining in with the
regular group learning.
In January 2016, a new
cohort of two additional
HV students started in the
community, joined the
CoLP and worked with
the two student

practice teachers. They were able to
observe good practice and group learning.
The practice teachers both worked full-time
and were already carrying full patient
caseloads, so the new programme
had to meet the learning needs of
the practice teacher students,
without adding an unrealistic
burden to the workload of the
HV practice teachers.
While this model has some
resonance with the ‘community
of practice hubs’ set up in London
(Donetto et al, 2017), this appears
to be the first approach of this
kind written about in Scotland.
The theoretical approach of this
model aligns with Lave and Wenger’s
‘communities of practice’ (1991) and are
underpinned by theories of ‘authentic
learning’ (Herrington et al, 2014). Authentic
learning embraces nine different elements
(for full list, see the box, below left).
Its contexts for practice should be
provided to reflect the way that knowledge
is used in real life. Other important aspects
of authentic learning include providing
access to a variety of ‘expert performances’,
the modelling of processes, and providing
multiple roles and perspectives. The NHS
Lothian practice teachers provided this by
devising a placement programme where
the HV students shadowed both practice
teachers in a range of different settings
and they also worked with a variety of
different professionals across a range
of health and social care contexts.
This often broadened out the student
HV experience to include spending
time in childcare contexts that are
beyond the traditional reach of
health. Examples of these
included the children’s
hearings system,
not-for-
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profit organisations, special interest groups
and statutory providers, such as housing and
social work.

A POSITIVE OUTCOME

previous, more traditional 1:1 model. They
found that working together in a learning
community made them more accountable
for learning experiences they gave student
HVs and that team-working gave them more
confidence in their work as mentors. As one
of the HV practice teachers said: ‘We all have
different styles but accept we can learn from
each other... It is about giving each other
the confidence, and knowing [what] each
other has committed to, and you are carrying
it through.’
In a period of austerity and NHS budget
constraints, HVs and practice teachers are
at the forefront of innovations that enable
us to think differently and to develop
approaches to working that build capacity
while also enhancing both learning and
practice experiences. By working in
partnership with another practice teacher,
using new and innovative approaches to
learning – underpinned by strong theoretical
foundations – and by working with partner
community organisations, these two practice
teachers achieved the elusive outcomes that
are the delight of managers, leaders and
educators alike: using existing resources
with greater efficiency and imagination to
achieve more. CP
● Fiona Cuthill is a lecturer in nursing
studies at the University of Edinburgh;
Judith Anderson and Alison Shiel are
health visitors and practice teachers
at NHS Lothian.
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ISTOCK

The case study programme ran from
September 2015 to August 2016. On its
completion, the two practice teachers and
two original student HVs were interviewed
by an independent nurse consultant from
the University of Edinburgh (researcher and
co-author, Fiona Cuthill) to explore their
experience of the CoLP for the student HVs.
The feedback from the practice teachers and
HV students was extremely positive.
While this case study describes the
experiences of mentors and students in only
one community placement, there were many
reasons why the CoLP was seen as inspiring
and positive. The practice teachers were
insistent that success was predicated on
them both being located in the same health
centre, but the advantages were many: the
HV students were delighted by the breadth
and consistency of their experience; capacity
was increased as the practice teachers were
able to supervise a student practice teacher
(and their HV student), as well as the HV
student they were allocated; learning was
enhanced by observing different expert
performances and approaches modelled; the
HV students recognised the consistency of
the CoLP approach; and the practice teacher
students learned the expectations of their
role in relation to supervising HV students in
a supporting learning/practice environment.
The HV students particularly valued the
community aspect of learning; having two
full-time practice teachers; other students’
support; the healthcare information system,
TRAK; being able to discuss assignments
together and how they related to the
course; group discussions; and learning
with teachers.
These experiences correspond to research
by Devlin and Mitcheson (2013) evaluating
different models of practice teacher/HV
student supervision, who state that ‘a key
factor associated with a positive student
perception of practice learning were
proximity, continuity and reciprocal positive
regard’. The practice teachers also benefited
from the CoLP model, comparing it with the
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BACK

Young people face new and profound pressures in
relationships with their parents and peers. Building
up their resilience will equip them to come back
stronger from adverse childhood experiences.

R

esilience isn’t a complicated
concept. A psychologist might
define it as a person’s ability to
make sense of an adverse
situation or event and
recover from it. We all have resilience
to a greater or lesser extent – and we
might have more on some days
than on others, depending on
how we’re feeling.
What is complicated, however,
is the world young people are
growing up in today, which arguably
tests their resilience more than
previous generations. ‘Children now
are going through a more radically
different childhood than we’ve ever
experienced, and we’re in a knowledge
vacuum about how it’s going to affect
them,’ says Mark Bellis, director of
policy, research and international
development for Public Health
Wales. ‘It’s different in terms of
how kids are speaking to each other,
the range of information that’s available
to them, the amount of time that parents
have for them, and even the distractions
that are in front of parents, who are
themselves dealing with a complex world
with multiple distractions.’

As well as pressures on parent-child
relationships, there are also challenges for
the public sector in terms of the support to
be provided for parents, and at a regulatory
level. Mark says: ‘Do we want regulation that
controls what aspects of social media are
acceptable at certain ages? Or how much
kids should be going out and meeting
people face to face, rather than just
communicating with them over
Snapchat? These are questions we’ve
never had to answer before. I don’t
think we understand the challenges
that children are facing.
And what’s more, we
don’t understand the
repercussions of those
radical changes.’
Added to the complexities of the
modern world are the domestic
challenges that test young people’s
resilience. Mark’s research, for
example, suggests that almost
half of all adults in England and
Wales have grown up with one or more
‘adverse childhood experience’, including
parental separation, physical abuse, drug
use and incarceration (Ashton et al, 2016;
Bellis et al, 2014). That trend doesn’t appear
to be abating, with reports of abuse rising
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sharply in recent years: for example, reports
of emotional abuse rose by 200% between
2009-10 and 2016-17 to just over 10,000
(NSPCC, 2017). This could be explained
by more people being willing to report
abuse but, even so, this still means tens of
thousands of young people growing up
with abuse.
While some media reports characterise
young people as ‘generation snowflake’,
with less backbone than their parents
and grandparents, there is no evidence
that they are any less resilient, only that
their challenges may be unknown, or
more complex. What can be done, then,
to help children navigate the rough seas
of childhood?

SKILLS FOR LIFE
Resilience is a basic skill that develops
throughout life, according to Karen Young,
an Australian psychologist and founder
of heysigmund.com, a psychology news
and research website. ‘When children
are little, it’s about physical mastery of
things – being able to walk or crawl or
reach,’ she says. ‘When they go to school,
it’s about friendships and they’ll learn
emotional resilience there. When they reach
adolescence, it’s about independence and
finding out who they are.’
On an individual level, then, parents
and other adults close to the child can
help develop resilience through regular
interactions: nurturing optimism and
teaching them to articulate feelings, for
example. ‘As adults, we need to let them
know that we believe in their ability to
cope, building that sense of confidence
in themselves when things don’t go to
plan,’ Karen says. ‘An important part of
this is how we frame things for them when
things go wrong: teaching them the right
“self-talk”. One of the worst things we can
do is make a big deal of failure. If we do, or
shame them, we’re saying they should never
reach because they’ll be made to feel bad
if they fail. So they’ll live well within their
comfort zones. They’re less likely to stretch
themselves and grow.’
According to Mark, probably the single
most important contributory factor to a
child’s resilience is to have one or more

HEALTH-HARMING
BEHAVIOURS
Compared with people
with no adverse childhood
experiences (ACEs), those
with four or more ACEs are:

x2

more likely to binge drink
and have a poor diet

x7

more likely
to have been
involved in
violence in
the last year

x11

stable caring adults they can go to (Bellis
et al, 2017). ‘That could be a parent, it could
be someone in the health system, it could
be someone in the teaching system or the
criminal justice system, or someone else in
the community or in the extended family,’
he says.
Having a network, or even just a single
person, to turn to for support is the mark of
a resilient community: one where people
can turn to each other for help. ‘If children
feel connected into their communities and
cultures, they feel that they’re growing up
– regardless of what might be happening
to them as an individual – in a generally
supportive environment,’ Mark says. ‘You can
imagine how incredibly important it is when
they’re going through adversity that they at
least know there’s someone they can always
turn to where their body can relax, they can
take a breath and figure things out.’
Mark’s research shows that having just
one trusted adult in a child’s life makes it less
likely that they will develop problems such
as smoking and heavy drinking later in life
(Bellis et al, 2017). It can also improve their
mental wellbeing and feeling of optimism
as an adult.

CHANGING LONG-TERM OUTCOMES
more likely to have used heroin/
crack or been incarcerated
(Source: Bellis et al, 2014)

So, resilience can be derived from family,
the community or a trusted adult. But it
can also be taught formally. Some schools

REINFORCING RESILIENCE
LUCY BAILEY, co-founder of resilience training charity How To Thrive, offers these
tips for adults on building up a young person’s resilience:
● You can’t fix the problem for them, but you can give them skills to help them

come up with their own solutions. We have to allow them to practise those
skills and come up with their own solutions, otherwise they’re not really
building resilience.
● You can’t tell young people what to think, but you can nudge them in the right
direction. Help them to tune into their beliefs and expectations of a situation.
And then encourage them to challenge their thinking.
● Let them see you struggle. Model resilient behaviour. Show them how you don’t
always get things right and how you work through a situation. Let them see the
way you’ve interpreted a situation is wrong or unhelpful and what you do about
that. It makes their struggles more bearable because it’s more normal.
● Talk sideways, physically. Sit side by side, for example in the car. It’s just
more comfortable.
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are providing resilience training for their
staff and pupils following the UK Resilience
Programme, piloted in 2007 in south
Tyneside, Manchester and Hertfordshire. A
total of 22 schools gave resilience training
to their Year 7 pupils and measured the
impact on children’s wellbeing, behaviour,
attendance and attainment one, two and
three years on.
The training led to significant short-term
improvement in pupils’ depression symptom
scores, school attendance rates and
academic attainment in English. And those
pupils on free school meals who weren’t
academically achieving benefited the most.
However, the impact increasingly wore
off as the training finished. This suggests
that regular resilience training is the most
effective way to change long-term
outcomes for students.
Lucy Bailey is co-founder
of How To Thrive,
a national

charity that provides resilience training in
schools. She is also a former youth worker
at Hertfordshire County Council and saw
first-hand the pilot programme. She says:
‘Schools at that time were interested
because they felt they had done everything
they could attainment-wise to improve
their results and weren’t getting anywhere.
They were interested in building emotional
resilience as a way of improving attainment.’
That has completely changed over the
past 10 years, she says: ‘Now schools are
dealing daily with young people who are
not coping with their lives either in or out
of school. You’ve got high levels of stress
and anxiety not only in the staff but also
in students. You’ve got very pressurised
environments. You’ve got young people
who are constantly comparing
themselves to other people
through social media. It’s
interesting that, early on,
resilience training was

about attainment, but now we’re doing it
because we’re firefighting and specialist
services are not always able to respond
quickly enough to young people’s needs.’

TRAINING FOR TRUSTED ADULTS
How To Thrive’s flagship training follows
the Penn Resilience Programme, licensed
by the University of Pennsylvania in the US.
This is an intensive five-day course for school
staff, at the end of which they will take
away the skills, resources and lesson plans
to teach 18 classes in resilience. It is based
on the cognitive behavioural model, but
is not therapy. It teaches skills to influence
the thoughts we have in the moment of
something happening to us, which lead to
how we feel and behave subsequently. ‘It’s
about the link between what we think and
how we feel and behave,’ Lucy explains.
The charity has three core principles: first,
that all its training is based on research;
second, that it teaches practical skills and
strategies; and third, that adults really matter.
This final principle is crucial. All of How To
Thrive’s training, whether aimed at staff
or students, starts with the adults. Mark’s
research into trusted adults also backs this
up: adults are key to helping a young person
develop resilience (Bellis et al, 2017). Equally,
as Karen Young says, they have the power to
destroy it.
If there is one lesson to take away from
research into resilience, it is that children
and young people will struggle to develop
resilience themselves. But any adult that
has contact with a young person can
make a positive impact on that person’s
resilience levels. CP
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Feet
FIRST

From ingrown toenails to fungal infections, it pays
to be aware of these stubborn foot problems.

S

ummer’s a time when barefoot
children run around parks, ride
bikes, rollerblade, skateboard and
spend time at the local pool. But
these pursuits may be fun, they can
also put children at risk of foot infections and
other problem foot conditions.
Swimming pools and changing rooms can
be breeding grounds for fungi and viruses
that are transmitted through contact. And
minor foot wounds, cuts, grazes, blisters,
and cracked skin – which tend to be more
prevalent during the summer months – can
lead to infection. Spotting foot problems in
children, and correctly treating them, begins
with awareness for all concerned.

COMMON PROBLEMS
Simon Jones is a specialist in paediatric
podiatry, working as orthotics service lead,
and podiatry musculoskeletal clinical lead
at Stockport Foundation Trust. He says that
while children with walking issues (in-toeing,
out-toeing, not walking) constitute most
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FOOT FACTS
of his work as referrals, the most common
problem he sees is ingrown toenails.
‘The children are doing sport, the nail
breaks and a spike grows and digs into the
toe, or they or their parents trim down the
nail, which in turn leads to a spike growing
into the toe,’ he says.
Ingrown toenails are often red and
inflamed, and parents may take their children
to the GP who may prescribe antibiotics.
‘Then we’ll see the children weeks down the
line when the antibiotics haven’t worked,
because they haven’t got an infection.’
Children under two may suffer from nails
that are red and inflamed, although this is
often just the nails forming. The condition will
resolve itself, he says, and will benefit from
following the suggestions in the box below.
The second most common foot problem
in children is veruccas. ‘All the evidence
we have says we should leave veruccas
alone,’ says Simon. ‘They are viral and
will self-resolve, unless the patient is
immunosuppressed.’
If the child is suffering pain when standing
on the area affected by a verucca, it’s not
owing to the verucca itself, he says, but to
overly hard skin around it. The hard skin can
be filed down with a pumice stone, so that
the area is level.
Athlete’s foot can be a problem, but it’s
not as prevalent as it was, and that goes for
foot infections across the board, says Simon.
This is owing to better awareness of foot
problems, better footwear – particularly
sports shoes – and better hygiene. ‘Veruccas
tend to be picked up on holidays abroad, so
it’s a foreign strain of the virus.’ These can
be treated by a remedy from the pharmacy;
however, if they persist, they would need to
be tested by the GP.
Hand, foot and mouth disease may be an
issue; the viral disease can beset an entire
community. ‘I’ve seen it about three or four
times in the past five years,’ says Simon.
He says that health visitors and nurses can
refer children needing treatment to the
podiatry department as most NHS trusts will
accept referrals from health professionals.
Not all trusts have a paediatric podiatry
department, so consult your local trust for
rules and conditions.

GROWING PAINS

1 in 3

children between 4 and 12 estimated
to have veruccas or warts

55%
of children had suffered damage
to their feet such as blisters,
bruises and calluses by wearing
unsuitable shoes
(Source: The College of Podiatry, 2017)

Foot wounds are less common these days,
and improved sports footwear has helped
greatly. However, the importance of children
wearing well-fitting and suitable shoes
cannot be overemphasised. More than a
quarter of British children could be wearing
the wrong size of shoe according to a survey
of 2000 parents, which also reported that
55% of the children had suffered damage
to their feet such as blisters, bruises and
calluses by wearing unsuitable shoes (The
College of Podiatry, 2017).
Stewart Morrison, a podiatrist at the
University of Brighton, says the findings
are very worrying. ‘Wearing the wrong
size or type of shoe in the short term
can cause blisters, bruising, calluses and
rubbing. In the long term it could affect
their foot development and lead to
musculoskeletal issues.’
Children’s feet are still growing and are
more susceptible to damage than adult feet,
he points out. However, they often don’t
say if their shoes are too tight or are causing
pain. ‘This is why we encourage parents
to check their children’s feet regularly,
have them measured and have everyday
shoes fitted by a professional.’ He says it’s
recommended that children aged one to
three have their feet measured every two
months, and older children every three to
four months (for further information,
visit feetforlife.org).

SIMPLE SUGGESTIONS FOR HEALTHY FEET
Keep feet clean
Avoid using hot water and strong soaps
● Dry skin carefully, don’t rub hard with a towel
● Do not cut corns, calluses or ingrown toenails – always seek
professional treatment
● Don’t allow toenails to grown too long. Snip straight across rather than
trying to shape them like fingernails – this could lead to ingrown toenails
● Avoid the use of harsh or strong medications such as antiseptics containing
iodine or carbolic acid, corn cures or chemical compounds and ointments for
athlete’s foot
● Change shoes and socks every day to allow the moisture from wear to disperse
● Ensure children’s footwear is well-fitting and suitable for the task. Children’s
feet need to be measured regularly.
●

●
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FIVE FAMILIAR FOOT AILMENTS AND HOW TO TREAT THEM

But if a child needs a podiatrist, how easy
is it for them to be referred, and are podiatry
services being eroded? Writing in The
Guardian, Polly Toynbee commented on the
fact that the number of podiatrists employed
and in training is falling. ‘The profession
reckons the NHS in England needs 12,000
practitioners but only has about 3000... [this
year] podiatry trainees, like nurses, will no
longer receive state bursaries, so fewer will
apply. Already student places have been cut
by nearly a quarter in five years.’
Speaking of his experience at Stockport
Foundation Trust, Simon Jones says: ‘Our
resources in podiatry have not been cut,
although generally we’ve been made more
efficient.’ He adds: ‘I love the NHS, and I
believe it provides excellent services.’
In most areas of the UK, podiatry is
available on the NHS free of charge. However,
NICE has not released any guidance for
foot health provision that is not associated
with a long-term condition. Therefore, each
individual clinical commissioning group
decides what to make available on the NHS,
and that will depend on local need. CP
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VERUCCAS
Veruccas are
a type of wart
caused by
the human
papillomavirus. Verrucas tend to
be flat rather than raised, and are
often white circles of skin with black
dots in the centre. They usually
develop on the soles of the feet and
are sometimes wrongly mistaken
for corns and calluses. They can
be painful when you put pressure
on them, but most veruccas will
eventually clear up by themselves.
NHS guidelines say children with
veruccas don’t need to be kept away
from school or childminders, but the
verruca should be covered in pools,
gyms and changing rooms.
ATHLETE’S FOOT
This skin disease
is caused by tinea
fungus and the
lowering of the
skin’s resistance. It thrives in warm,
dark and damp conditions, such as
inside shoes, swimming pool edges
and showers. It is possible to catch
the fungus through direct contact

with another infected person or by
touching surfaces contaminated with
the fungus. Keep the area of the foot
affected clean. Feet should be bathed
daily, and kept dry by changing
socks or tights frequently, and a mild
fungicidal drying powder applied to
the feet and the insides of shoes.
FUNGAL
INFECTIONS
Fungal infections
of the skin and
nails of the feet
are caused by microscopic organisms
that are fungi. Athlete’s foot is the
most typical fungal infection, and it
can spread to the toenails; infection
of the nails is called onychomycosis.
It is often a complication of what was
an untreated or inadequately treated
bout of athlete’s foot. The nails
appear thickened and discoloured
and may have a crumbly texture.
Treatment is necessary as fungal nail
infections rarely clear up on their
own, and the condition is contagious.
Tests can tell for certain whether the
problem is fungal, and the GP can
prescribe antifungal medication.
HAND, FOOT AND
MOUTH DISEASE
A mild viral
infection that
causes spots on
the feet and hands. Symptoms may
include a fever, feeling unwell, loss of
appetite, coughing, tummy pain and
mouth ulcers, followed by rash and
blisters on the soles of the feet, hands
and other body parts. More common
in children under 10, this will clear up
by itself, usually within seven to 10
days. As it’s a virus, antibiotics won’t
help. NHS guidelines say children do
not need to be kept away from school
or childminders; contact your local
trust if a large number of children are
affected. Medical advice should be
sought if symptoms worsen.
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Children aged one to
three should have their
feet measured every
two months, and older
children every three
to four months

INGROWN
TOENAILS
This condition
develops when the
sides of the toenail
grow into the surrounding skin. The
nail curls and pierces the skin, which
becomes red, swollen and tender.
The big toe is often affected, either
on one or both sides. Other possible
symptoms include pain if pressure is
placed on the toe, inflammation of the
skin at the end of the toe, a build-up of
fluid in the area surrounding the toe,
and an overgrowth of skin around the
affected toe. A GP or podiatrist should
be consulted if the toenail is badly
inflamed, bleeding or has pus coming
from it, because it may be infected.
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New model for
student supervision
When a large increase in students required a change of supervisory
model, Somerset opted to try out a peripatetic approach.
Toity Deave, Claire Novak, Judy Brook, and Debra Salmon
explain what their evaluation of the new model revealed.

In 2011, the government set out a high profile
drive to revitalise and refocus the health
visiting service across England (Department of
Health, 2011). The Health visitor implementation
plan 2011-15: a call to action (HVIP) set out an
ambitious target of training an additional
4200 new health visitors, resulting in an
unprecedented increase in student numbers.
The rise had an inevitable impact on
the design and delivery of educational
programmes for specialist community public
health nurses (SCPHNs) across England and
demanded a new approach to the traditional
one-to-one model.
When the NMC issued guidelines (NMC,
2011) that allowed flexibility within the
Standards to support learning and assessment
in practice (NMC, 2008), to accommodate
the implementation of the HVIP, revising
standards of one-to-one practice supervision
to allow more flexible arrangements, the
Somerset Partnership NHS Trust decided to
implement changes.
The trust opted to introduce the peripatetic
model of student practice supervision:
qualified practice teachers could supervise
up to three SCPHN students simultaneously.
Students were assigned to a health visitor
mentor in clinical practice who held
an additional NMC-recognised mentor
qualification. Practice teachers supported

several mentors and their students, working
with the student to develop action plans to
support their personal learning needs, and
working closely with the mentors to ensure
that the student was offered opportunities
to learn and develop appropriately. The
practice teacher was accountable for the final
assessment of student competence required
to practise as a health visitor (NMC, 2004).
In addition, the trust introduced practice
teacher-led learning sets where students
came together as a group with practice
teachers to discuss and develop their learning.
While the peripatetic model was not new
– a similar ‘long arm’ approach was previously
used in a social work setting (Karban, 1999)
– the HVIP prompted commentary on health
visitor educational models. The trust carried
out an evaluation to establish, from a range
of stakeholder perspectives, the quality and
value of the new model.
Views were collected from an anonymous
online survey and participation in a oneto-one interview or focus group. In total 30
students – 22 near completion, eight early in
their training – 16 mentors and nine practice
teachers, completed the online survey. Twelve
students, five mentors, three practice teachers
and three managers were interviewed or took
part in focus groups.
Of the 30 students who participated, 90%

KEY
POINTS
● The government’s training plan for

an extra 4200 new health visitors
in England resulted in a vast rise in
student numbers.
● Responding to new NMC standards,
Somerset introduced a peripatetic
model of student practice
supervision. Students were given
mentors; both were supervised by
practice teachers.
● Students reported favourably on
their experiences of the assessment
model, and enjoyed the chance to
observe closely and be supervised
by two experienced practitioners.
● More experienced practice teachers
reported that students received
more consistent experience and
education than in the previous oneto-one model.
● Managers described the peripatetic
model as influential in upskilling
the wider health visiting workforce.
● This assessment model, despite
some criticisms, has been successful
and well accepted and has provided
a large number of high-quality,
suitably trained health visitors.
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said that they had felt well-supported in their placements by both
practice teachers and mentors. For 93%, supervision had generally
fulfilled their expectations, 83% said they had received consistent
advice. More than three-quarters (77%) reported that it was easy to
access support from the university.
Students reported feeling well-prepared for independent practice
and supported by their mentor and practice teacher. Although some
described feeling over-protected from the challenges of working as
a health visitor or shielded from workforce crises, others felt they had
received a good grounding in the reality of the role.
Those nearing the end of their programme were less confident
about their practice teacher’s ability to assess their competency,
given the limited contact between them. They expressed doubts
about the effectiveness of the communication between mentors
and practice teachers. They also reported variations in the
amount of evidence that was required by the practice teachers
to demonstrate competency.
One said: ‘Sometimes my CPT would sign me off and say, “Yeah,
that’s really good”, and I was thinking, “You have not even asked my
mentor about my practice; you are just getting this from me! How do
you actually know I am any good in practice?”‘

90%
of the 30 students participating
felt well-supported in their
placements by their practice
teachers and mentors

Three-quarters of mentors
felt it was more

TIME-CONSUMING
than expected

69%

of mentors felt
prepared for the
mentorship role –
with 88% saying they
were well-supported
by practice teachers

4200

100%
stated that being a mentor
helped them to maintain
practice standards and it
was a good way of preparing
students for practice

The government
set an ambitious
target of training
an additional 4200
new health visitors

88%

of the 13 mentors
found the experience

REWARDING

FEEDBACK

Overall, students reported favourably on their experience of the
assessment model. They valued the broad and varied experience of
health visiting practices that had prepared them well for practising
independently. They enjoyed the opportunity to observe closely and
be supervised by two experienced practitioners, be part of the wider
health visiting team and experience the day-to-day reality of health
visiting within a progressive training programme.
Most of the 13 mentors – 88% – also found the experience
rewarding. Without exception (100%), they stated that being a mentor
helped them to maintain practice standards and it was a good way of
preparing students for practice. Just over two-thirds felt prepared for
the mentorship role (69%), with 88% saying they were well-supported
by practice teachers and 63% saying the same about managers. They
were less positive about access to the university for support (38%).
Three-quarters felt it was more time-consuming than expected and
half described the nature of the role as being very challenging.
The in-depth research revealed that the mentors considered
mentoring a good method of preparing students for qualified practice,
especially with large numbers to supervise. Compared to the previous
one-to-one model, students were reported to be exposed to a
greater number of practitioners, differing styles of working and varied
experiences. They agreed that supervising SCPHN students in practice
kept mentors up to date and resulted in improved levels of knowledge
among qualified staff. The overall impact had been to rejuvenate, not
only individual practitioners, but also the wider workforce.
Good relationships between practice teachers and mentors were
viewed as important to ensure students gained optimal experience
during the placement. Face-to-face or email/telephone contacts
between mentors and practice teachers varied, and included
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preparatory discussions about the role and ongoing progression
meetings with students. Beyond this, mentors expressed the need
for training and supervision for their role, especially prior to taking a
student. They suggested a formal process of preparation and locally
run mandatory training for all the different pre-registration and
post-registration student groups. While mentors were largely positive
about the new assessment model, broader concerns were raised
about issues of workload and lack of role recognition. The feedback
from practice teachers was that for 78% of them, balancing caseloads
and training roles was a challenge, but they felt sufficiently supported
by managers to guide and support mentors and students. There was
less consensus about the adequacy of time available to support the
assessment process, and opinion was also divided on the degree
to which the HVIP process had allowed mentors to be sufficiently
prepared for their role.

IMPACT ON PRACTICE
Practice teachers felt that the breadth of experience that students
were exposed to enabled students to see different forms of practice,
develop clinical reasoning skills and identify a personal style of
working. More experienced practice teachers reported that students
now received a more consistent level of experience and education with
the peripatetic model than in the previous one-to-one model, which
was supported by regular attendance at action learning sets by both
practice teachers and students.
However, for some practice teachers there were drawbacks to
the peripatetic model: some reported feeling uncomfortable if they
relied on the mentor’s assessment of student ability, particularly
given their own limited student contact time. One said: ‘I have found
it very difficult to feel completely confident about their abilities
when it comes to signing off.’ For those supervising three students,
the model was thought to be time-consuming as it was difficult to
balance needs of clients, mentors and students with the insufficient
protected time they had. As a result, the wider health visiting team
picked up extra work.
Practice teachers had concerns that mentors’ commitment to, and
time for, student training had not been explicitly acknowledged by
managers, a problem compounded by pay differentials between the
mentors and practice teachers.
They also felt that the new model was felt to have impacted on
practice teachers’ own practice; the perceived benefit of working
closely with a more experienced student who could pick up some of
the workload later in their programme was now lost. In the new model,
students had not necessarily been placed with the practice teacher, so
students working more independently drew from caseloads in other
bases. Not only had the caseload benefits diminished for the practice
teacher but, in some ways, additional work was created.
A practice teacher explained: ‘On a one-to-one basis we used

to benefit from consolidated practice, now we don’t. So when
I see a student doing a primary birth visit, it’s not one of my primary
birth visits, it’s from another caseload. I have got five of my own so
basically I have got six primary birth visits.’
Managers described the peripatetic model as influential in upskilling
the wider health visiting workforce. Overall, they thought students
received a more rounded experience compared with those trained
under the previous one-to-one model; students were exposed to a
wider range of health visitors, their practice, style and approach.
The HVIP was felt to be a policy that prioritised a rapid increase in
workforce capacity rather than the quality of health visitor service
delivery. However, managers saw merit in continuing the peripatetic
model and not returning to the previous model. The positive effects
of the model meant that its continuation was a priority, with practice
teachers taking more responsibility for the quality of placements and
the development of the established workforce.
The peripatetic assessment model, as implemented and
experienced by the Somerset Partnership NHS Trust, despite some
criticisms, was generally successful, well-accepted, and provided a
large number of high-quality, appropriately trained health visitors.
The issues raised by the participants pertained, mainly, to the very
large numbers of students undergoing training before 2015 rather
than the model of assessment itself. CP
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SURVIVING

honour-based
injustice
Forced marriages, imprisonment, even murder.
This is the reality for thousands of UK victims
harmed by those who are meant to love them
most – their families. Jasvinder Sanghera,
CEO of charity Karma Nirvana, was one of them.

was born in the UK, one of seven sisters,
went to school here and grew up
understanding how the honour of my
family was invested in my behaviour.
Their position, their personal, family and
community reputation, was directly linked to
how I behaved.
One of my mother’s most important roles
was regulating her daughters’ lives so we
did not bring shame to the front door. Our
sexuality was at the heart of concern and
social anxiety about women’s behaviour and
informed restrictions on our movements and
relationships. You must remember that in
forced marriages and honour-based abuses,
women – sisters, aunts, mothers-in-law – are
also perpetrators.
One by one, as my sisters reached 15, I
watched them being taken, unnoticed, out
of the classroom to marry men they had
only ever seen in photographs. They went
without question; to them, it was normal
and justified, and was reinforced by religion,
tradition and culture.
I was 14 years old when my mother
presented me with the picture of a man I
later learned I had been promised to at the
age of eight. I was the one who dared to say:
‘No, I was born here, I want to go to school
– I don’t want to marry a stranger.’
My protests were futile. Threats mounted,
as did the emotional blackmail: how this
would impact on the family’s honour and
how I had a duty to protect and preserve
it. Now my protests – as with other victims
today – made me the perpetrator who had
the power to tarnish the family name by
dishonouring. My parents removed me
from school aged 15 and held me prisoner
in a room with the lock on the outside
– thankfully I escaped. At 16 my family gave
me a choice: come home and conform by
marrying the stranger; if not, I would be
deemed dead in their eyes.
Fast-forward 37 years and here I am
sharing my experience with you. This is a
privilege, as tragically many cannot, either
because they are murdered, commit suicide,
conform or go back home as they cannot
face life disowned by their families.
I have been disowned for 37 years, as have
my three children and my grandchildren, but
I have no regrets. They will never inherit past
legacies of abuse, because of the decision I
made when I was 16. Today the challenge is
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experiencing multiple perpetrators and the
myths surrounding these abuses.

BRINGING DISHONOUR: WHY SOME SUFFER
Some victims face the reality of honour abuse and forced marriages because they:
● Have a boyfriend/girlfriend or were even seen talking to boys or having
male friends
● Own a mobile, or use social networks such as Facebook, Instagram and Snapchat
● Wear western clothes
● Are gay or lesbian. Many are forced into marriage to hide their sexuality and
therefore reclaim the family honour
● Say no to a forced marriage, which can lead to significant harm – even murder
● Want to go to college or university
● Want to integrate and share British values
● Are perceived as causing shame to the family, which can place them at risk.

KARMA NIRVANA
The charity Karma Nirvana was founded in
1993 in memory of my sister Robina. She
was forced to marry aged 15 and suffered
a horrific marriage that led to her tragically
taking her own life. She set herself on fire, a
fate deemed more honourable by her family
and community than leaving her husband.
Karma Nirvana today supports both men
and women affected by forced marriages
and honour-based abuse. It hosts the only
UK national helpline for these issues. Since
its inception in 2008, the helpline has
received more than 60,000 UK calls. Today it
is averaging 850 calls a month, with 42% of
them from professionals seeking guidance
and joint risk assessments.
A forced marriage is where one or both
people do not – or in cases of those that
do not have the mental capacity – cannot
consent to the marriage and then duress
becomes a factor. Many victims can be
promised into marriages from birth and
engaged at under 16, especially where a
family practises first-cousin marriages, a
valued tradition for some.
In 2016, the government’s Forced Marriage
Unit (FMU) gave advice or support related to
a possible forced marriage in 1428 cases. It is
important to recognise that these statistics
only represent cases reported to the FMU.
Forced marriage and honour abuse remain
a hidden crime and these figures do not
come close to reflecting the full scale of the
abuse. The real picture is shocking in the face
of a lack of professional awareness, victims

FORCED MARRIAGES
IN THE UK

26%
of 2016 cases involved victims under 18

34%

involved victims aged 18 to 25

20%

were men

RESOURCES FOR
HELPING VICTIMS

80%

were women

● The Right to Choose: statutory

Source: Forced Marriage Unit, 2017

to get that young person to own the decision
to say no to a forced marriage and/or honour
abuse as many do survive.

NOT PART OF MY CULTURE
Often religion, tradition and/or culture is
used by the perpetrators to justify the abuse,
especially when a victim refuses to conform
or marry. No culture, religion or tradition
supports abuse, and I have lost track of
how many times I’ve repeated how ‘cultural
acceptance does not mean accepting
the unacceptable’.
A recent example is when a serving
police officer contacted the helpline to ask
our advice as to whether it was cultural,
therefore acceptable, for a 29-year-old man
to be having a relationship with a 12-year-old
girl. He said he didn’t want to cause offence!
Sadly, there is a continued lack of
professional confidence: professionals have
been trained to be ‘culturally sensitive’
so as not to cause offence, but if it could
potentially save a life, surely safeguarding
trumps the cultural issues? Preventing young
people from being forced into marriages or
being harmed for shaming behaviours forms
a vital part of the safeguarding role.
The UK Government issued statutory
multi-agency guidelines designed to
improve frontline responses. The role of
health visitors and school nurses presents
more of an opportunity to prevent these
abuses as you have access to families and
those affected. Victims are abused by
families and have limited free movement, so
your role is pivotal to accessing those at risk.
And remember that a victim will never speak
to you openly in the presence of a family
member. This work requires you to think
outside the box and to be creative – but you
are not alone. CP

guidance dealing with forced
marriage. See bit.ly/FM_guidance
● Karma Nirvana helpline: a resource
for professionals. We never talk to
families. Call 0800 5 999 247
● Survivor Ambassador Programme:
for those who leave.
Visit karmanirvana.org.uk
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Care & Learning Directorate
Practice Leads - Early Years
(Equivalent to Integrated Health Visitor Team Leaders)

Agenda for Change Band 7 (£32,013-£42,205)
Are you an experienced qualiﬁed Health Visitor ready for an
exciting leadership challenge?
Highland Council has two full time and one part-time
vacancy for Practice Leads - Early Years to work as part of an
integrated Family Team. The Practice Lead - Early Years will
lead a group of Health Visitors and Community Early Years
Practitioners with a responsibility to deliver universal and
early intervention services to families with children aged 0-5
years.
We are looking for experienced Health Visitors with excellent
communication and team working skills and who are keen
to achieve better outcomes for children and their families.
This is an opportunity to become a leader at a time when the
Scottish Government is implementing the Scottish Health
Visiting Review recommendations with an increase in Health
Visitor training places and additional posts across Scotland.
Practice Lead - Early Year posts are currently available in the
Inverness, Nairn and the East Ross areas of Highland.

Health Visitors & School Nurses
Various posts
Agenda for Change Band 6 (£26,830-£35,933)
There are also several full-time and part-time vacancies for
qualiﬁed Health Visitors and School Nurses throughout the
Council area. Health Visitors and School Nurses play a vital
role within our integrated Family Teams promoting the health
& well-being of children and families. Applicants must be fully
qualiﬁed and hold a SCPHN registration on the NMC register.
For informal discussion or further information about
how to apply for any of these posts contact Susan
Russel, Principal Ofﬁcer (Nursing) on 01463 702870 or
email carelearningadmin@highland.gov.uk
This is an exciting opportunity to join a forward
looking authority that believes passionately in
services for children, and will support you to deliver
the best practice to help make a difference for
families.
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Understanding Newborn
Behaviour and Supporting Early
Parent-infant Relationships

Anniversary Conference:
Celebrating 20 years of the Brazelton Centre
UK: How the NBAS, NBO and Touchpoints
contribute to our understanding of newborns
21st September 2017, Møller Centre, Cambridge
Keynote speaker: Professor Kevin Nugent
Childrens Hospital, Boston and Harvard Medical School
Author of the Newborn Behavioural Observations System

Guest Speaker: Professor Dieter Wolke
Professor Developmental Psychology, University of Warwick
Other speakers include clinicians and researchers using the

NBAS, NBO and Touchpoints model
Fee: Including lunch: £85.00
Students: £30.00
st
Early bird rate until 1 July 2017: £75
st
Please submit Poster Abstracts by 1 August, 2017
For registration: www.brazelton.co.uk/courses/conference

Training courses in the:
Neonatal Behavioural Observations (NBO)
13th & 14th November

Neonatal Behavioural Assessment Scale (NBAS)
9th & 10th October
(Recommended in the HCP and the National Health Visiting
Service Speciﬁcation 2014-2016, NHS England)

For information please contact 01223 314429
or info@brazelton.co.uk
For booking - www.brazelton.co.uk/courses
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CONTACT: Alex Edwards dl 020 7324 2735 e alex.edwards@redactive.co.uk

WWW.BABYMASSAGETEACHERTRAINING.COM

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

Membership of the IAIM UK
Chapter includes:
O A local, national and international
support network
O Continued professional development
including study days with expert
speakers, trainer-led massage stroke
refresher sessions and a biennial
international conference
O Access to relevant articles,
information and the latest research
on our website
O A regular newsletter.

Our highly acclaimed comprehensive
training comprises:
O A four-day training course including
supervised practical teaching of a
parent/baby massage class
O A take home written assignment
O Further practical teaching and reading.

Our training courses are run regularly at
centres nationwide and are facilitated
by experienced IAIM Trainers.

By training with our highly respected
organisation you will join a worldwide
network of instructors offering a
supportive environment to teach
life-long parenting and relaxation skills.

Find us on Facebook - IAIM UK Chapter
For further details please visit
www.iaim.org.uk. In-house
trainings are available on request.
IAIM (UK) Chapter
0208 989 9597
info@iaim.org.uk
www.iaim.org.uk
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FOR FLYING START and CHILDREN’S CENTRE STAFF
and all FAMILY HEALTH PROFESSIONALS
Two Day Teacher Training in Developmental
Baby Massage with Peter Walker
Courses Accreditors:
Federation of Prenatal Education and
Independent Professional Therapists International

Next open course
The Active Birth Centre,
25 Bickerton Road, London N19 5JT
30th September and 1st October 2017
Peter Walker a physical therapist yoga teacher and author gives this unique course with
over forty years experience in teaching teachers and working directly with mothers
and babies. Techniques based upon the stages of the baby’s physical and emotional
development. Supported by neuroscientific research this forms the basis of a high
quality inexpensive teacher training program.
Peter is credited with the free teaching of baby massage in NHS centers throughout the
UK. Peter personally teaches all his teachers and his teacher training programs remain
unfranchised. Certificate accepted in childcare centres and high quality health studios.
Childhood lasts a lifetime and starting from confinement the first two years is known
to be the most significant in all aspects of a child’s development. (1001 Critical Days)
Full set of illustrated course notes ‘step by step’ from birth to standing supplied.
THIS COURSE INCLUDES
A HOLDING REASSURANCE PROGRAM and the ‘enteric nervous system’.
FROM THE FIRST FEW DAYS
Introducing good reciprocity
FOLLOWING BIRTH
between the mother and her baby.
Can be shown to expectant
DEVELOPMENTAL BABY MASSAGE
mothers during late pregnancy
FROM 8-10 WEEKS TO STANDING
and/or during the early days and
Further techniques using massage and
weeks following childbirth.
movement to ensure the flexibility
A program of gentle massage and
of all their body’s major joints before
movement to relieve any trauma
the child strengthens them by lifting
resulting from fetal distress during
and carrying a rapidly increasing
confinement, birth and /or early days.
bodyweight against the force of gravity,
To assist in the release of physiological
sitting, crawling, standing and walking.
flexion and thereby encourage a
To encourage good posture sitting,
deeper breathing rhythm, more relaxed
standing & walking and maintain good
tummy and a much happier baby.
Birth, babies, primal knowledge
reciprocity between mother and child.
Free bi-monthly quality newsletter • Post course support.

www.babymassageteachertraining.com
www.thebabieswebsite.com
Email: walker@thebabieswebsite.com • Tel: 01752 939767

It’s here!
The new
Community Practitioner
website is live.
For all the latest news,
views and analysis, research
papers and archived
content, as well as the most
recent Petits Filous-supported
CPD content on vitamin D and weaning, go to
communitypractitioner.co.uk
Access our first-ever webinar too exploring the
importance of vitamin D for young children. Go to
bit.ly/webinar_vitamin_d to register.
Begin your journey learning with the CPHVA and
Community Practitioner.

What Every Mother
Should Know

‘In House’ training throughout the UK
available for small groups

COMMUNITY

PRACTITIONER

Read by more
health visitors
than any other
journal

From a 16,500 circulation the journal reaches:

·
·

80% of the UK’s health visitors
75% of all UK school nurses

Community Practitioner is an ideal platform
to promote your product, service or
vacancy as it reaches highly skilled
professionals who constantly refer to
the title for information and advice.

CONTACT
If you want to reach this valuable audience, please contact:
alex.edwards@redactive.co.uk or call 020 7324 2735
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Cleanse and protect
newborn skin from day 1
6SHFLDOO\FUHDWHGIRUGDLO\XVHRQEDE\óVGHOLFDWHVNLQ-2+1621ó6®
Top-to-Toe®%DE\%DWKLV
•
Independently proven to be as safe on baby’s
skin as water alone, from day one1
•
Perfectly pH balanced
•
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, mild,
DQGHıHFWLYHEDE\SURGXFWVWKDWHQKDQFHPXOWLVHQVRU\H[SHULHQFHV
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
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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.
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