THE JOURNAL OF THE COMMUNITY PRACTITIONERS’ AND HEALTH VISITORS’ ASSOCIATION

DEC / JAN 2019

COMMUNITYPRACTITIONER.CO.UK

+

STOPPING STIs
RATES AMONG YOUNG
PEOPLE ARE TOO HIGH
INDEPENDENT AIM
CARING WITH
PHYSICAL DISABILITY
CONSUMER OVERLOAD
THE PRESSURE PARENTS
FACE TO SPEND

Helping parents to navigate the
rise of food allergies in children

COVER_Community Practitioner DEC JAN_Community Practitioner Magazine 1

28/11/2018 08:23

For gentle yet effective relief of constipation

Now available
on GSL ﬁxture
Suitable for all the family including:
uding:

Children from
2 years*

Pregnant
women*

Breastfeeding
women*

*consultation with a doctor is advised

SUGAR FREE I GLUTEN
TEN FREE I FLAVOURLESS
DulcoSoft is a medical device – contains macrogol 4000.
SAGB.DULC1.18.11.1756 – Nov 2018

p02.CPDEC2018.indd 2

26/11/2018 12:35

CONTENTS
December / January 2019 | Vol 91 | No 10

32

COVER STORY

42
Is it time for
parents to go
back to basics?

48
The importance
of taking time
out to reflect

28

28
Multiple births
can put more
than just
medical strain
on families

39
STIs in young
people remain
too high

NEWS
7

NEWS IN NUMBERS
Your at-a-glance guide

8

PUBLIC HEALTH LATEST
A look at what’s new

10 PROFESSIONAL UPDATE
Your round-up of
professional news
12 GLOBAL RESEARCH
Recent findings from
around the world

14 BIG STORY
Slipping through the
net: with health visitor
numbers falling, are
vulnerable children and
families at further risk?

18 FEEDBACK
CPHVA executive
members share their
work highlights, Mary
Seacole winners are
announced, and a
conference MacQueen
Bursary award winner
offers a reflection

OPINION
17 RIGHTS AT WORK
Unite national officer
Colenzo Jarett-Thorpe
explains the proposed
changes to the NHS
pension scheme

21 THE BIG QUESTION
This issue we ask, how
can we highlight the
value of the public
health nursing team?

PRACTICE
22 CLINICAL
Eczema: soothing
soreness – the best advice
25 THE INDEPENDENT WAY
How CPs can support
parents with disabilities
28 ONE TOO MANY?
FAMILIES WITH
MULTIPLE BIRTHS
Helping families to
overcome the challenges

3
COMMUNITY PRACTITIONER | DECEMBER / JANUARY 2019

CONTENTS_Community Practitioner DEC JAN_Community Practitioner Magazine 3

28/11/2018 07:51

We’re expecting
Our new standard for gentle
Due February 2019

UK/JOB/18-11729

p04.CPDEC2018.indd 4

26/11/2018 12:37

WELCOME

FEATURES
32 COVER STORY
Eating with caution – the number
of children with food allergies is
increasing. What can CPs do to
help keep them safe?

from Emma, Aviva and Hollie

39 STIs: TESTING TIMES
Young people continue to
experience the highest diagnosis
rates of common STIs. Journalist
Rima Evans asks if the measures to
reduce transmissions are effective
42 CONSUMER OVERLOAD
What’s essential for a new baby?
With pressure on parents to buy a
range of items, journalist Beverley
D’Silva looks at the bare necessities

RESEARCH
45 THE ROLE OF THE HV IN
ACCIDENT PREVENTION
Researchers explored HVs’
training, knowledge, attitudes
and practice with regards to
accident prevention

PROFESSIONAL PAUSE
48 CHANGE THE FOCUS
Singhashri Gazmuri explains
the benefits of mindfulness

Unite-CPHVA
Existing Unite-CPHVA members with
queries relating to their membership
should contact 0845 850 4242 or see
unitetheunion.org/contact_us.aspx for
further details.
To join Unite-CPHVA, see
unitetheunion.org
Unite-CPHVA is based at
128 Theobald’s Road London WC1X 8TN
020 3371 2006
Community Practitioner
Unite-CPHVA members receive the journal
free. Non-members and institutions may
subscribe to receive it.

How can we highlight the value of the public health nursing team? How can we
raise awareness among commissioners and the general public? How can we increase
the presence in the media? These were some of the questions that were asked at the
Unite-CPHVA annual professional conference, and so this issue, our Big question on
page 21 features some of your views on the topic. We had such a great response that
there are further opinions online, and we’d also love to hear from more of you on
these vital questions. Simply get in touch via the usual channels, below.
Our cover story this issue (page 32) picks up on the recent tragic case reported of a
15-year-old who died of an anaphylactic reaction after buying a ready-made baguette.
Death from anaphylaxis-related food reactions are, thankfully, rare, but food
allergies in children are common and on the rise. We explore the reasons for this, as
well as how you as CPs can make a big difference to families living with a food allergy.
Other topics covered this issue include STIs, eczema, parenting with a disability
and multiple births. The issue ends on a note that could help you at work and beyond,
as our Professional Pause on
page 48 explains how to be
mindful and compassionate.
We’d like to take this
opportunity to wish former
national oﬃcer for health
Sarah Carpenter a fond
farewell and to say a big
thank you for all her input
Finally, to everyone else...
we wish you a very happy
holiday season and hope
you have a great New Year!

JOIN
OIN THE CO
CONVERSATION
ONVERSATION
aviva@
communitypractitioner.co.uk

Non-member subscription rates
Individual (UK)
£135.45
Individual (rest of world)
£156.45
Institution (UK)
£156.45
Institution (rest of world)
£208.95
Subscription enquiries may be made to
Community Practitioner subscriptions
Redactive Publishing Ltd
PO Box 35
Robertsbridge TN32 5WN
01580 883844
cp@c-cms.com

facebook.com/CommPrac

Editorial team
Managing editor Emma Godfrey
Deputy editor Aviva Attias
aviva@communitypractitioner.co.uk
Assistant editor Hollie Ewers
Content sub-editor James Hundleby
Professional editor Jillian Taylor
Senior designer Nicholas Daley
Picture editor Charlie Hedges
Advertising
Senior sales executive Joanna Holmes
joanna.holmes@redactive.co.uk
020 7880 6231

The journal is published on behalf of
Unite-CPHVA by Redactive Media Group,
78 Chamber Street, London E1 8BL
020 7880 6200

Production
Production director Jane Easterman
Unite health sector officers
National officers Jacalyn Williams and
Colenzo Jarrett-Thorpe
Lead professional officers Obi Amadi
Jane Beach Gavin Fergie Dave Munday
and Ethel Rodrigues

Editorial advisory board
Karen Adams Obi Amadi Lucretia Baptiste
Mandy Brimble Victoria Button Toity Deave
Barbara Evans Gavin Fergie Elaine HaycockStuart and Sarah Reddington-Bowes

twitter.com/CommPrac

Printed by Warners
© 2018 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.
Any Unite-CPHVA member wishing to
change their contact details must get
in touch with their local Unite office.
Recycle your magazine’s plastic
wrap – check your local LDPE
facilities to find out how.

5
COMMUNITY PRACTITIONER | DECEMBER / JANUARY 2019

EDITORIAL_Community Practitioner DEC JAN_Community Practitioner Magazine 5

28/11/2018 14:00

p06.CPDEC2018.indd 6

26/11/2018 12:37

◗

NEWS

NEWS IN NUMBERS

£20m

will be made available to health
boards and GPs to ease winter
pressure on NHS Wales

597

HVs have been lost to
England in one year
Numbers declined from
8449 in July 2017 to
7852 in July 2018
209 school nurses were
lost in the same period

26%

The rise in child mental health
referrals in England over the
past five years –
14- to 17-year-olds
in the USA who
had more than

7

hours

Breastfeeding rates are
increasing in Scotland:

screen time a day were
2x as likely to have
been diagnosed with
depression or anxiety or
had psychological issues

1 in 4
referrals were rejected in
2017-18 = 55,800 children
Primary school children
who spend

3 hours

or more a day online are 3x
more likely to pester parents
for junk food than children who
spend little or no time online

51%

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

ISTOCK

of babies were breastfed at the HV’s first
visit in 2017-18. In 2001-02, it was 44%
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PUBLIC HEALTH LATEST

KEY

SEVERE OBESITY SOARS IN YEAR 6 CHILDREN
Video
Severe obesity among
10- and 11-year-olds has
increased by more than
a third since 2006-07.
Now 4.2% of children
are severely obese
– the highest rate ever.
Obesity in the poorest

areas is more than double
that in the richest areas,
figures from the National
Child Measurement
Programme show.
The proportion of
overweight and obese
children in Reception has

remained stable at 22.4%
– but children in the most
deprived areas are more
than twice as likely to carry
excess weight than those in
the least deprived areas.
For year 6 children,
34.3% are now overweight
and obese, compared
with 31.6% in 2006-07.
The proportion of obese
children is much higher in

the most deprived areas:
26.8% compared with 11.7%
in the least deprived.
Dr Alison Tedstone, chief
nutritionist at Public Health
England, said: ‘This threat
to our children’s health
has been decades in the
making – we’re moving
in the right direction,
but reversing it will not
happen overnight.’

Report

Campaign

OVERWEIGHT AND OBESE YEAR 6 CHILDREN

Poll

34.3%
2017-18

31.6%

Website

2006-07

bit.ly/ENG_NCMP

Government
website

ALAMY / ISTOCK

WELFARE REFORM ‘TRAPS MORE CHILDREN IN POVERTY’
The number of children trapped
in poverty will increase because of
changes to social security benefits.
That’s the warning from Northern
Ireland commissioner for children and
young people Koulla Yiasouma.
Changes in benefits, including
the two-child limit on child tax
credits and universal credit, is
disproportionately affecting families
with children. The commissioner said:
‘One in every
three children in NI will be forced
into poverty by 2022.’
She was drawing on the Institute

for Fiscal Studies’ report Living
standards, poverty and inequality
in the UK, which projected a seven
percentage point rise in child poverty.
‘We are far from eradicating child
poverty in NI, and quite frankly
we are taking backwards steps,’
Yiasouma continued.
The commissioner called for
any benefit decisions to be made
only after a Child’s Rights Impact
Assessment is carried out.
bit.ly/NI_IFS_benefits
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ENGLAND LOSING RACE TO IMPROVE CHILDREN’S HEALTH

A report from the RCPCH projected
that in 2030 there would be

more A&E attendances for
young children and young people
Mortality rates are set to be 140% higher for
infants in England than in comparable wealthy
nations by 2030.
Other shocking projections, in a report
from the Royal College of Paediatrics and
Child Health (RCPCH), include a 60% increase
in mental health problems, 50% more A&E
attendances for children and young people,
and obesity in almost a third of England’s
most deprived boys.
The Child health in 2030 in England report
used long-term historical data to project
outcomes for children and young people’s
health in 2030.

It concluded that while England is in the
middle of the pack for some outcomes, England
is likely to fall further behind other wealthy
countries in the majority over the next decade.
Professor Russell Viner, president of the
RCPCH, said: ‘If we are to turn the tide on
these predictions, development of a children
and young people’s health strategy and
funding for a transformation programme to
lead improvements in children’s health will
be essential.’
bit.ly/ENG_RCPCH_2030

POORER CHILDREN HAVE WORSE DENTAL HEALTH
Children in Scotland’s most
deprived areas are more likely
to have tooth decay than their
more affluent peers.
The National Dental
Inspection Programme report,
which surveyed more than
16,000 first-year primary
pupils, found that 56% of
those from the most deprived
areas had no obvious signs of
decayed, missing or filled milk

teeth. That figure rose to 86%
in the least deprived areas
– a 3% wider gap than in the
previous year.
Despite the widening
inequality, the oral health

of Scotland’s children in
general continues to improve,
with more than two-thirds (71%)
showing no obvious signs of
decay – up from 38% in 1994.
The average number of
children’s teeth affected by
obvious decay was 1.14, down
from 2.76 in 2003.
bit.ly/SCT_dental

EARLIER MENTAL
HEALTH SUPPORT
IN SCHOOLS
Pupils will receive earlier
mental health support in
schools to prevent more
serious problems in later life.
The new ‘In-Reach to
Schools’ programme will
see dedicated child and
adolescent mental health
service (CAMHS) practitioners
work with school staff in four
pilot areas to strengthen
the specialist support for
teachers, children and
young people.
Practitioners will provide
teachers with ‘youth mentalhealth first aid’ training
and advice to help pupils
experiencing issues such as
anxiety, low mood, and selfharm or conduct disorders.
In addition, the schools
will be supported to develop
five mental wellbeing
strategies: connect, be
active, take notice, keep
learning and give.
The two-year pilot
programme is part of a
£1.4m Welsh Government
investment to strengthen
CAMHS support in schools.
bit.ly/WAL_
CAMHS_pupils
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PROFESSIONAL UPDATE

15,800
babies under the age of one are
considered by local authorities
to be vulnerable and at risk from
harm, but still living at home

ALAMY / ISTOCK

UNITE DEMANDS
REDUCTION IN HEALTH
WORKER PAY GAP
Unite has called for
action on health
workers’ pay after a new bill puts
civil servants in the driving seat at
deadlocked Stormont.
The bill provides legal clarity for
civil servants running departments
in the absence of ministers and
could help address the 2018-19
public sector pay policy.
Unite’s regional officer, Kevin
McAdam said the union hopes
it will lead to action on the pay
gap, which sees NHS staff lagging
behind their counterparts in the rest
of the UK.
He added: ‘That situation has
arisen as a direct result of the
absence of a functioning, locallyaccountable NI executive.’
The union has called on the
Department of Health’s top civil
servant, permanent secretary
Richard Pengelly, to open
negotiations with trade unions
on pay.
bit.ly/NI_stormont_pay

MORE HV CHECKS
FOR AT-RISK FAMILIES,
SAYS COMMISSIONER
At-risk families need
more than the current
statutory minimum of five health
checks, says Anne Longfield,
children’s commissioner for England.
A report by the Office of
the Children’s Commissioner, A
crying shame, found that 15,800
babies under the age of one are
considered by local authorities to
be vulnerable and at risk of harm,
but still living at home.
Health visitors can be a safety
net, suggests the report, and ‘may
be the only professionals to see a
baby regularly in the vulnerable
early months’.
The report also recommends
improvement in referral pathways
from health visitors to other
health professionals and children’s
services. It also calls for close
monitoring of the adequacy of
provision of health visitors now that
funding for them has transferred to
local authorities.
bit.ly/ENG_crying_shame

‘We know
the value of
our nurses.
We know
the value of
our NHS’
STUDENT NURSING
BURSARY INCREASES
TO £10,000
The first minister has
announced plans to
increase bursaries for nursing and
midwifery students from £6578 to
£10,000 a year by 2020-21.
At the SNP annual conference,
Nicola Sturgeon said recruitment
was ‘a big challenge’ that would
‘get even bigger as Brexit bites’.
She added: ‘We need to
attract more people into nursing.
That is why I am announcing today
a three-stage plan to increase the
support we provide. From next
year, the payment for all student
nurses – care experienced or not
– will rise to £8100 a year. And
then from the year after, every
student nurse will get a bursary
of £10,000 a year.’
She added: ‘We know the value
of our nurses. We know the value
of the NHS. To anyone from across
the UK attracted to a career in
nursing, our message is simple.
Come to Scotland.’
bit.ly/SCT_bursary_speech
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Up to

100

£180
million

retired nurses will become
‘professional practice advisers’ to
help recruits fulﬁl their potential

FUNDING BOOST
TO HEALTH AND
SOCIAL CARE

VIRGIN WINS BACK
HCP CONTRACT AFTER
LEGAL CHALLENGE

RETIREES WILL
MENTOR NEWLY
QUALIFIED NURSES

Plans to help people live
healthy, independent
lives will receive an extra £180m.
A £50m investment will go to the
Integrated Care Fund, which aims to
reduce pressure on the hospital and
social care system.
Another £30m will be allocated
through the regional partnership
boards, shared decision-making
bodies between health boards
and local authorities that will play
a leading role in the delivery of
A healthier Wales, published earlier
this year.
And £50m goes to the
Transformation Fund, intended
to develop new models of care.
Health secretary Vaughan
Gething said the money will ‘reflect
the integrated approach we are
promoting towards the development
of seamless models of care’.
Ministers have also confirmed that
local authority social care services
will receive £50m next year.

A council ordered by the
High Court to re-run the
procurement process for healthvisiting and school-nursing services
has identified Virgin Care as the
preferred bidder for a second time.
Lancashire County Council’s
decision to award the £104m
contract for 0 to 19 services in
November last year was subject to
a legal challenge from the trusts
currently running the services –
Lancashire Care and Blackpool
Teaching Hospitals.
After a new process, with a new
panel, the council announced that
Virgin had again been selected
to run the county’s Healthy Child
Programme for the next five years,
ahead of the trusts’ joint bid.
County councillor Shaun
Turner said: ‘We know this is an
unsettling period for staff and,
once the standstill period has
been completed, they will be fully
informed about the next steps.’

Up to 100 retired
nurses will be trained as
‘professional practice advisers’ to
mentor new NHS recruits.
The pilot scheme, to be launched
next year, will focus on health
visiting, midwifery, district nursing
and advanced practice. It will
support government plans to boost
the nursing and midwifery workforce
in Scotland, including creating an
extra 2600 posts.
Health secretary Jeane
Freeman said: ‘To support our
plans to significantly grow the
NHS workforce, we need to look
at ways we can effectively help
our newly qualified nurses
and midwives to reach their
full potential.’
She added: ‘We don’t want
valuable experience to be lost,
and this pilot is an excellent way
to explore how we can use the
knowledge of retired staff to support
recently qualified employees.’

bit.ly/WAL_180_boost

bit.ly/ENG_virgin_contract

bit.ly/SCT_mentors
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GLOBAL RESEARCH

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

CANADA
TWO-THIRDS OF CHILDREN FALL
SHORT IN ‘PHYSICAL LITERACY’
Around two-thirds of Canadian children have
failed to achieve an acceptable level of physical
literacy, according to results from a large national
research project.
Physical literacy is not just fitness or motor skills
– it includes the motivation, confidence, physical
competence, knowledge and understanding to
engage in physical activities for life.
The research involved more than 10,000
children, aged eight to 12, from 11 sites across
the country. Results were published in a special
supplement in the journal
BMC Public Health.
Mark Tremblay,
senior scientist at the CHEO
Research Institute, said: ‘Boys
and girls across Canada have
aerobic fitness levels at the 30th
percentile of global norms and
only 20% are meeting physical
activity guidelines.’

USA
GENE ACTIVITY MAY EASE STRESS
OF BREASTFED BABIES

 bit.ly/BMCPH_literacy

USA
VERBS NOT NOUNS MAKE
CHILDREN PERSISTENT
Encouraging children ‘to help’ rather to be ‘helpers’ can make them
more persistent when carrying out tricky daily tasks.
Research from New York University and published in Child
Development suggests that using verbs, such as encouraging children
to ‘help’, ‘read’ and ‘paint’, could lead to more resilience following
setbacks than identifying them as ‘helpers’, ‘readers’ or ‘artists’.
Children aged four to five were asked either to ‘be helpers’ or ‘to
help’, then given the opportunity to assist
in clearing up some toys, a situation
designed to bring up difficulties.
Children asked to be helpers rarely
helped in challenging situations
that didn’t benefit themselves.
 bit.ly/CD_persistence

Breastfed babies react less to stress because of epigenetic
changes made by maternal behaviour, a study suggests.
Researchers from Brown University analysed 42
healthy babies, half of whom where breastfed for
the first five months. They measured the cortisol stress
reactivity in infant saliva as well as DNA methylation.
Lead researcher Barry Lester said: ‘Maternal care
changes the activity of a gene in their infants that
regulates the infant’s physiological response to stress,
specifically the release of cortisol.
‘Breastfeeding was associated
with decreased DNA methylation
and decreased cortisol reactivity
in the infants. In other words,
there was an epigenetic change
in the babies who were breastfed,
resulting in reduced stress.’
The paper was published
in Pediatrics.
 bit.ly/P_breastfeeding
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UK
AI HELPS PREDICT WHY CHILDREN STRUGGLE AT SCHOOL
Researchers have harnessed
artificial intelligence (AI) to
better identify why children
struggle at school.
They identified clusters of
learning difficulties in 550
children who were struggling
at school that did not match
previous diagnoses.
Cambridge University
scientists fed a computer
algorithm with data from

each child, including listening
skills, spatial reasoning,
problem-solving, vocabulary,
and memory.
The algorithm suggested
that the children fit best into
four clusters: difficulties with
memory skills, with processing
sounds in words, broad
cognitive difficulties, and
typical cognitive test results
for their age.

Duncan Astle, who led
the study, which was published
in Developmental Science,
said: ‘We need to move
beyond the diagnostic label
and hope this study will
assist with developing better
interventions that more
specifically target children’s
individual cognitive difficulties.’
 bit.ly/DS_strugglers

DENMARK
POORER CHILDREN
MORE LIKELY TO
COMMIT VIOLENT CRIME
OR SELF-HARM

AUSTRALIA
DUMMIES DON’T CAUSE
SPEECH DISORDER
Dummies are not associated
with phonological impairment,
a study has found.
The findings, published in Folia
Phoniatrica et Logopaedica,
showed no significant link between nutritive or nonnutritive sucking habits and the common speech
disorder that affects children’s ability to learn how
to use sounds correctly and in the right context.
Scientists at the University of Sydney looked
at 199 pre-schoolers to see if dummies, bottles,
breastfeeding or thumb-sucking affected speech.
Lead author Dr Elise Baker said: ‘The findings
suggest that for the majority of children with
speech delay, the problem is not to do with the
mouth, but rather associated with how children
learn the sound system of language.’
The study does not rule out a link with less
common problems such as a lisp.

 bit.ly/LPH_crime

 bit.ly/FPL_dummy

ISTOCK

Children from poorer families are at
greater risk of being involved in violent
crime and harming themselves as
young adults, a study has shown.
Data from one million young
Danish adults showed that
children in the top 20%
of wealthiest families in
their first 15 years of life
were least likely to harm themselves
or commit violent crime between the
ages of 15 and 33.
Children from the least affluent
20% of society were seven times
more likely to harm themselves
and 13 times more likely to commit
violent crime compared with the
wealthiest fifth.
Children from families whose
income dropped from the top to the
bottom fifth were 2.9 times more likely
to commit violent crime and 2.3 times
more likely to self-harm.
The research, by University of
Manchester epidemiologists, was
published in The Lancet Public Health.
Co-author Professor Roger Webb
said: ‘This study underlines just how
important it is to tackle socioeconomic
inequalities during childhood.’
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t is hard to overstate
the scale of the
challenge facing
health-visiting
services across the
UK. In Northern Ireland, health
visitor vacancies led to a backlog of
almost 700 children awaiting visits
in one trust alone earlier this year
(Connolly, 2018). In Scotland, the
NHS saw health visitor vacancies rise
by almost 50% (McArdle, 2018).
In England, there has been a
staggering 24% drop in the number
of health visitors employed in the
NHS, from the October 2015 peak
of 10,309 full-time equivalents
following the national health visitor
implementation plan, to just 7852 in
July 2018 (NHS Digital, 2018).
The latest ﬁgures show that while
almost 88% of new birth visits took
place within 14 days, and 84.3%
of six- to eight-week checks were
done on time in England in 2017-18,
one in four children hadn’t had
their 12-month review by the time
they turned one, and almost one in
ﬁve had not had it by 15 months. A
quarter of two- to two-and-a-halfyear checks were not performed by
the time the child was two-and-ahalf (Public Health England, 2018).
These ﬁgures don’t even tell the
whole story. Unite lead professional
oﬃcer Dave Munday has sought to
address the information gap.

I

With the number
of health
visitors falling
and those that
remain carrying
ever greater
caseloads, there
is a real risk of
missing contact
with vulnerable
children. But what
can be done to
mitigate that risk?

His research, featured in the
November edition of Community
Practitioner, found that only 10 of
the 136 organisations for which he
gathered statistics have average
caseloads below the 250 maximum
that the CPHVA insist should be in
place, and 15 have average caseloads
of at least double that.

BREAKING POINT
Unite national oﬃcer for health
Colenzo Jarrett-Thorpe says: ‘The
system is being stretched beyond
utility and health visitors are at
breaking point.
‘More situations are going to
happen where there just won’t be the
resources to make mandated visits.
Where health visitors and other
health professionals are increasingly
stretched, they can only offer the
bare minimum service and on
occasions not even that.
‘When you have caseloads double
what they should be, there are
bound to be mistakes and vulnerable
children and families being put at risk.
That’s the result – the most vulnerable
children and families will suffer.’
Without adequate time, health
visitors’ ability to do their job is
doubtless impacted, says Colenzo.
‘For community practitioners, their
whole modus operandi is around
building relationships with people
– there is no quick ﬁx for that.’

BIG STORY

SLIPPING
THROUGH THE NET
14
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WHAT CAN HVs DO?
 When

seeing a family antenatally,
ask simple questions to find out if
you should expect the family to be
home or staying elsewhere after the
birth of their baby.

 If

you can’t get access to a family,
follow your unseen child policy, and
escalate as guided.

 Relationship

building is crucial; use your
skills to pick up verbal and non-verbal cues.

 Work smart.

Use other services appropriately.

 When

you have concerns, raise them and
keep raising them – and ensure it is minuted
or noted – for example in an email or at a
management meeting.

 Go

beyond incident reporting – highlight
systemic issues too. Raise concerns where
you don’t have the resources you need, or
you’re unable to follow a protocol – and
again make sure it is recorded.

 Involve

your union – they will raise concerns
on your behalf, and lobby for change at a
governmental level.

your MP – add your voice to those
fighting to reverse the savage cuts to public
health budgets.

SHUTTERSTOCK

 Lobby

He adds: ‘There is lots of anxiety
among health visitors who feel their
service is being undermined, and
what they contribute to the lives
of children and families is being
impaired by increasing stress and
strain on the system and on them.’
In recent months, a serious case
review of the care of a four-weekold boy who was admitted to hospital
in Coventry with head injuries came
to light.
While the review concluded
his injuries could not have been
‘predicted or prevented’ by agencies,
it identiﬁed ‘missed opportunities’,
including two appointments with
health visitors that could not go
ahead because no one was home,
and ‘a failure to undertake the
primary visit in his home’ (Coventry
Safeguarding Children Board, 2016).
The review also said there were
no records showing the minimal
requirement to inform the baby’s

GP about the lack of a health visit
within 14 days of the birth.
Cases like this are a health
visitor’s worst fear – but, with
services stretched wafer-thin, they
are all too real a possibility.

LESS VISIBLE FAMILIES
Unite regional oﬃcer Su Lowe
says ‘savage’ budget cuts mean
fewer universal services are being
commissioned, and core contacts
are happening in baby clinics
instead of at home, all of which
means ‘families are less visible’.
‘Services are being reduced to
just the mandated contacts,’ she
says. ‘The baby clinics, the baby
groups, the breastfeeding groups
are being cut. Health visitors have
told me that because they aren’t
identifying need and following
things up as they did before, they
are having less contact with
the very families they want to
see more of.’
She adds: ‘Health visiting creates
work – it doesn’t create problems –
but what it does is uncover need.
‘The fewer home visits, the less
you see the home, the more likely
things will be missed. Sometimes,
if we don’t walk through that door,
no one else does. Children don’t
go to nursery until two, they don’t
have to be in school until they’re
four – a child can be kept isolated
from their community and
the authorities.’
Obi Amadi, Unite lead
professional oﬃcer, agrees
that the lack of continuity
that so many families are
experiencing is a concern.
‘If you have seen that
family antenatally,
you can ask very
simple questions.
Where will you
be living after
delivery? Will

you be coming home after you
deliver? Is your mum coming to
stay? That contact gives you so
much information.
‘New birth visits can be quite
diﬃcult. If there’s no answer, and
no concerns were highlighted before
birth, you wouldn’t necessarily
think anything sinister is going on
– they might be staying with family.
You need to follow your unseen
child policy, and then be escalating
as guided.’
Health visitors have a diﬃcult
path to tread between support
and monitoring for red ﬂags, adds
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A WAKE-UP CALL
The union is not just advocating
at a local level. Unite has long
campaigned against the cuts dished
out to local authorities following
the transfer of public health
commissioning into their hands in
2015, and for an end to the ‘false
economy’ of ‘marketisation of the
NHS,’ adds Colenzo Jarrett-Thorpe.
Returning commissioning to the
health service, reinvesting in services
and bringing back the bursary for
student nurses are vital steps the
government must take, says Colenzo.
‘We urgently need a real
investment in health visiting, school
nursing and community nursing. The
number of health visitors fell by 8%
[in England] over the past year, and
we think the number of school nurses
fell by 25%. These ﬁgures are a wakeup call to those responsible for the
welfare and safety of children, young
people and their families.’

A PROFESSION IN CRISIS?

1 in 4

children in England hadn’t
had their 12-month review
by the age of one

still hadn’t had it
at 15 months

24%

There has been a
drop in health visitors in
England between October
2015 and July 2018

10/136

Only
NHS organisations polled had
safe HV caseloads of under 250

For references, visit
bit.ly/CP_news_big_story

Munday, 2018; NHS Digital, 2018; PHE, 2018

1 in 5

ISTOCK

– and it must be in a way that is
Obi: ‘They are able to navigate that
minuted or noted – so sending an
because they have the required skills
email or at a management meeting.
and knowledge. They observe, they
Raise your concerns and ask for
pick up the verbal and the non-verbal
a response.’
cues. That’s why the relationshipSu agrees, adding that not
building is so important.
only are overstretched services
‘But they haven’t got the statutory
leaving children vulnerable – but
right to enter – they are visitors in
health visitors too; the erosion
someone’s home and they conduct
of continuity and ‘quality homethemselves accordingly.’
visiting’ means they can ﬁnd
She also expresses concern that not
themselves having to ‘offer advice to
only are contacts being missed, but in
families they know nothing about’.
many cases they are not being carried
‘That’s not a safe environment,’
out by health visitors, but by other
she continues. ‘It is
members of mixed
so important health
skills teams.
‘RAISE YOUR
visitors stand up
‘Despite the
CONCERNS. IT’S
and ask for help,
fact the Healthy
Child Programme
NOT JUST INCIDENT and raise their
concerns, not just
is supposed to be
REPORTING – THE
incident reporting
health visitorWHOLE SYSTEM
– the whole system
led, the decision
is becoming
has been taken in
IS BECOMING
the incident.
some areas that
THE INCIDENT’
‘We need
visits should be
individual
delegated – so for
practitioners
example all oneto write those emails to say “We
year assessments are being done
haven’t got the resources”, “We
by community nursery nurses,’
aren’t able to follow this protocol”;
adds Obi.
it’s really important the concerns are
‘Health visitors are not leading it,
being raised and being recorded, and
they are not making the decisions –
if you feel vulnerable raising those
that in itself is a risk.’
concerns – we, as your union, will
raise them on your behalf.’
RAISING CONCERNS
So what can health visitors do to
mitigate some of the risk?
‘It’s very easy for their managers
to say they need to prioritise,’ says
Obi. ‘What health visitors really need
to do is work smart. There are other
services and they need to use those
services appropriately.
‘But where they have concerns,
they have to raise them and
keep raising them. Where
there is a near miss or an
untoward incident, they
need to use the system to
record it. Conversations
in the corridor are not
enough. They need
to keep raising the
issues with their
line manager
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RIGHTS
AT WORK

PENSION REVIEW
AT CRITICAL POINT
Colenzo Jarrett-Thorpe, Unite national officer for
health, looks through the impending NHS pension
review and what trade unions are asking for.
rade unions, employers
and the government
are now reviewing NHS
pension scheme members’
contribution rates for implementation
in April 2019. Since the introduction of
the new CARE (career average revalued
earnings) pension scheme in 2015, there
has been disquiet among some members
about their contributions, which are
tiered and increase in line with their
earnings (see contribution rates, right).

T

MOVING TIERS

ISTOCK

Though the public sector pay cap of
1% was broken only this year, it has
not prevented some members moving
into the next contribution tier, either
through moving up an incremental
point, promotion or an annual increase
in salary. On some occasions, this has
resulted in members’ actual take-home
pay not increasing, but staying static
or even decreasing, when income tax
thresholds or in-work beneﬁts are taken
into account.
Both trade unions and NHS employers
put forward a number of jointly agreed

Tier

Full-time pensionable pay

Current gross contribution rate

1

Up to £15,431.99

5%

2

£15,432.00 to £21,477.99

5.6%

3

£21,478.00 to £26,823.99

7.1%

4

£26,824.00 to £47,845.99

9.3%

5

£47,846.00 to £70,630.99

12.5%

6

£70,631.00 to £111,376.99

13.5%

7

£111,377.00 and over

14.5%

objectives to the Department of Health
and Social Care (DHSC) in July, which
preceded the evaluation of the NHS
pension scheme in the autumn by the
Government Actuary’s Department
(GAD). Currently, the scheme is in surplus
by 3.2%. Trade unions and employer
preferences for utilising this are:


Retrospectively equalising survivor
beneﬁts for pre-1988 service for active
members only
 Combining the top three contribution
tiers to pay 12.5%
 Retaining current contribution
but tier-applying based
structure bu
on actual pay rather than wholeequivalents
time equival
 Indexing con
contribution tiers.
GAD must agree
to this for the review
a
to be complete,
complete and it must then be
approved by th
the DHSC, the Treasury and
Parliament to b
be in place by April 2019.
A default position
for utilising the surplus
posit
if agreement is not found would be to
reduce th
the accrual rate for the NHS

scheme from the current 1/54. Certainly,
more work needs to be done to ensure
that the beneﬁts of the surplus are
shared equitably.

BACK-DOOR CUTS
These discussions come in the midst of the
government committing to pay the extra
money required to cover the cost of the
NHS pension funding beyond 2019-20,
which could mean back-door cuts to
services to meet pension provision.
We believe that the government
has committed to fund any further
cost pressure arising from actuarial
revaluations within the ﬁve-year period
of the settlement, should it be higher
than £1.25bn (UK Parliament, 2018).
At the time of writing, other public sector
pension schemes had not received similar
funding commitments.
Unite-CPHVA remains involved
in these discussions on the NHS
pension scheme. We will provide more
information as we approach April 2019,
when the results of the review should
be implemented.
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FEEDBACK

AWARDS AND ACTIVITY
Members of the CPHVA executive
share highlights of 2018, Mary
Seacole winners are announced, and
a conference MacQueen Bursary
award winner offers a reflection.
EXECUTIVE EVENTS
Back in July, Gavin
Fergie and I visited
school nurses based in
Gwent, an area which
covers ﬁve boroughs in Wales. There
were school nurses, a looked-after
children’s nurse (the only member
of Unite), student nurses and school
support nurses present. We used the
opportunity to promote Unite and
its services. Gavin discussed the role
of Unite in supporting staff with
practice issues and we left member
packs, journals and resources.
The team were really welcoming
and keen to learn more about
member services. I discussed my role
as Wales chair, and gave details of
future events. Gavin asked attendees
about any particular issues they
had. They were very similar issues
to school nurses UK-wide and
included increasing caseloads and a
change in intensity of involvement in
child protection. Gavin also had the
opportunity to meet with our SCPHN
students, congratulating them on
completing their programme, and
explaining the beneﬁts of Unite.
MICHELLE MOSELEY, Wales chair,
CPHVA executive

Seamus Heaney
HomePlace in
Magherafelt, Northern
Ireland (NI) hosted a
Unite-CPHVA Regional
Conference in June
which incorporated the
celebration of NHS 70.
Chaired by NI executive
member and NI chair
Louise Hales, it was the
third annual regional
conference organised by
the regional committee,
further raising the UniteCPHVA profile in NI.
I kicked off proceedings
by welcoming delegates
and special guests, which
included Alison Hume,
assistant director of
nursing, Northern Trust;
Mary Rafferty, nurse
consultant, Public Health
Agency; Sinead Hanna,
Belfast Trust; and Taryn
Trainor, Unite regional
women equality officer.
The keynote speech was
delivered by Bill Woodside
(INEQE Group) who
focused on child safety
and safeguarding. He
covered the social feeds
most commonly utilised by
teenagers, highlighted the
dangers and vulnerability
that children face and the

associated consequences
of abuse, violence, low
confidence, suicide,
depression and mental
health issues that can
also occur imminently.
He expressed his opinion
that professionals should
be aware of these social
feeds to help support and
carry out preventative
work in addressing these
problems. The need to
have an effective training
and monitoring system in
place starting from homes
to schools will go a long
way in both establishing
a preventative approach,
as well as supporting the
parents and children who
are victims.
The former CPHVA
president Carrie Grant
headed a lively session
on leadership: delegates
loved the singing, in
particular through which
Carrie demonstrated the
art of leadership that left
everyone on a high note.
Other speakers included
Deidre Webb updating
on the progress made
by the NI Family Nurse

Partnership, and Mary
Duggan who presented
on the perinatal mental
health joint project by the
NSPCC, Unite-CPHVA and
the RCM, highlighting the
invaluable contributions
of HVs and the need for
investment. Research
papers were delivered
by doctorate student
Catherine Lowenhoff on
postnatal depression,
and Dr Nicola Doherty
on maternal wellbeing,
particularly when a baby
is born early. To wrap
up, lead Unite officers
Kevin McAdam and Ethel
Rodrigues spoke on the
industrial and professional
aspects of union work.
Delegate feedback
has been positive and
the regional committee
is looking forward to
organising the 2019
conference. Unite-CPHVA
would like to thank all
those who contributed to
the success of the event,
including Donal O’Cofaigh
(Unite Media).
JANET TAYLOR, chair,
CPHVA executive
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MY EXPERIENCE OF THE
UNITE-CPHVA 2018 ANNUAL
PROFESSIONAL CONFERENCE
At 18 I was a single parent preparing to
have my ﬁrst child when I was introduced
to the Family Nurse Partnership. Over
the next two and a half years the role it
played in my family’s future is one I could
not have imagined. It’s now eight years
later and I am a newly qualiﬁed health
visitor lucky enough to have received
the MacQueen Bursary award to attend
the conference.
Attending conference was an excellent
opportunity to network, enhance my

practice, learn from professionals and
return back to my practice area with
ideas that can change children’s lived
experiences. At a time when we are hearing
about budget cuts, privatisation and more
children at risk of signiﬁcant harm, it is
vital that we take every opportunity to
come together as professionals to share
best practice and ways in which children
can thrive in times of austerity.
Resilience was a common theme
threaded throughout the two days. The
need to be resilient is high on managers’
agendas, however, the conference
demonstrated that there are various
interpretations of what being resilient
means: it’s not just the responsibility
y
of the individual, it’s also the responsibility
of the organisation to promote a positive
culture where professionals have job
satisfaction, a supportive team, low
emotional exhaustion and high-quality
supervision. Only when these factors
are present can a workforce become
truly resilient.
Overall, the conference was an
excellent opportunity to meet with
passionate, resilient and highly
motivated professionals who are

using past experiences, their voice and
their role to inﬂuence families’ futures
just like my wonderful family nurse did
for me. We are a fabulous workforce
who work hard for the families in our
care and the conference provided plenty
of opportunities to see that.
JADE BATTEN, health visitor, Swindon
Borough Council

MARY SEACOLE AWARD WINNERS AND SCHOLARS 2018-19
The valuable contribution made by
individual nurses to the health of black
and minority ethnic (BME) communities
was highlighted in October at the annual
Mary Seacole Awards.

black African and black Caribbean men’s
experiences of prostate cancer and their
perceived needs’.

LEADERSHIP AWARDS

Dr Kanta Kumar, research
facilitator at the Institute of
Clinical Sciences, University
of Birmingham, for ‘Perceptions
of Doppler ultrasound scan among black
and minority ethnic patients with
rheumatoid arthritis’.

DEVELOPMENT AWARDS

Alis Rasul, clinical team leader
for health visiting at the
Moseley Hall Hospital,
Birmingham, won for her
project ‘Approachable parenting: a realist
evaluation of the health visitor role in
co-delivering a culturally sensitive early
intervention programme to support the
mental health of Muslim families’.
Obrey Alexis, senior lecturer
at Oxford Brookes University,
won for his project ‘A
qualitative study examining

Katie Worley, interim public
health nursing manager at Public
Health Nursing for Slough. Her
project was ‘To raise awareness
and offer a sound evidence-based approach
to the identiﬁcation and assessment of
maternal mental health for Punjabi-speaking
mothers within the Slough community’.

Thomas Currid, programme lead
at the School of Health and
Social Care, University of Essex
was awarded for his project
‘A qualitative exploration of the mental
health needs of Irish Travellers in England’.
Sarah Chitongo, technical
clinical skills manager at
Middlesex University for
her project ‘Preventing
deaths in high-risk (BME) groups in
maternity services’.
Three awardees, who last year received
funding for their projects, which they have
now completed, were also presented with
their certiﬁcates and Mary Seacole scholar
badge. They were Bertha Ochieng, Faye
Bruce and Saeidah Saeidi.
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IT’S YOUR TURN…
The CPHVA Education and Development
Trust is pleased to announce the MacQueen
Bursaries for 2018-19 are open. There are
currently two categories of bursary for
Unite-CPHVA members:
MACQUEEN BURSARIES IN PRACTICE
DEVELOPMENT, RESEARCH OR STUDY
A total of £20,000 is
available and applications
(up to a maximum of
£10,000 per application)
should be focused on any
of the following activities:
 A project undertaken in
practice to facilitate
the health and wellbeing
of individuals, groups
or communities
 A research project
focused on the
enhancement
of practice in
community settings
 Engagement in
professional or academic
study activities
to enhance the
applicant’s practice.

Project applications
may involve a multiprofessional team,
providing at least one
individual has current
membership of UniteCPHVA. Please note:
bursaries can only be
awarded to the individual
or group and not an
employing organisation.
Applicants will need
to state the total amount
they are seeking and
should include a detailed
costing for the project or
study activity. Priority
will be given to the
shortlisted applications
that demonstrate the
greatest potential to

enhance practice.
For an application
form and further details,
contact Denise Knight,
chair of the professional
advisory committee on
d.knight@herts.ac.uk


Shortlisted applicants
for bursaries of over
£3000 must be available
to attend interview at
Unite HQ in central
London on 5 April 2019.

PREVIOUS WINNERS
MELODY LANE
Nursery nurse
Somerset
Melody received her bursary to
fund a course called ‘Tuning in to
kids’. This evidence-based parenting
programme focuses on the emotional
connection between parents and
children. In particular, it teaches
parents skills in emotion coaching,
which is to recognise, understand
and respond to children’s emotions
in an accepting, supportive way. The
programme has been particularly
effective with children with emotional
and behavioural difficulties. Melody
recently completed the course and
is part way through co-facilitating a
course with parents.

AIDEEN COONEY
Health visitor
Northern Ireland
Aideen was prompted to develop
her practice when she heard the
words ‘She just won’t sleep’ uttered
by a frustrated parent on her arrival
at a visit where she was supporting
the family of a three-year-old with
additional needs and suffering from
chronic sleep disruption. Subsequent
to this encounter, she has completed
the sleep counsellor training provided
by Sleep Scotland, which was funded
by the MacQueen Bursary. Aideen
completed her training and is in the
process of setting up a sleep clinic
to help families, and to address their
concerns about sleep disruption.

MACQUEEN TRAVEL BURSARY FOR PUBLIC HEALTH
This bursary provides £2000 to cover
some of the costs associated with an
overseas public health project. It will
enable the winner to either engage
in a public health project or to
explore an initiative to determine its
relevance to UK practice. It provides
the opportunity to:
 Share expertise with others
 Promote partnership working

ASHA DAY
Health visitor
Leicestershire



Enhance personal
development by broadening
knowledge of other cultures
and developing the knowledge and
practice of others.
For further details and the
application process, contact
Linda Llewellyn, member of the
professional advisory committee
on lindallewellyn@nhs.net

MACQUEEN
BURSARIES

Closing date for the receipt of all applications is 5pm on 28 February 2019

Asha received her award to support
a trip to Alaska to explore how the
health of people from culturally and
geographically diverse populations
can be addressed, and how public
health outcomes related to mental
health can be addressed positively
as achieved in Alaska. Asha will also
explore how the organisation looks
after the health of its workforce, its
investment in developing collective
leadership, sustainability and
emotional resilience.
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THE BIG
QUESTI ? N
JENNY HARMER
HV, Central London
Community Healthcare
NHS Trust, Merton
fter several
years of
reduced
investment and, for
many, huge changes in working
practice, it’s easy to see why we
struggle to feel valued or even
value our own worth.
There seems to be a wider lack
of awareness of what we do and
how we do it – the diversity in
what we do makes it diﬃcult to
pigeonhole us. We’re a dynamic
profession and research-based
evidence shapes our practice.
We need to take a bite-sized
approach to inform others about
health visiting. Different aspects
of my work have come up in
conversations with my family,
mum friends, Women’s Institute
and neighbours, and on Twitter
– we shouldn't underestimate
the effect of our own reach.
In the last year, I’ve been
working with colleagues and
commissioners on developing
our antenatal offer and our
breastfeeding support. This has
helped to show commissioners
what we do; and it’s helped me
to recognise how much they
value our work, but with budget
reductions from government,
they can’t always reﬂect this.

A

Big thanks to Jenny and Amy

Dobson for their I am an HV
podcast on the recent conference.
See bit.ly/HV_podcast

THIS MONTH WE ASK

How can we highlight the
value of the public health
nursing team?

MICHELLE OSTROWSKI
HV, Shropshire Community NHS Trust

he media
would be
an ideal
way to raise our
proﬁle. When I’ve watched
TV soaps there never
seems to be an HV when a
character has a baby. If they
are shown they’re usually
portrayed in a negative light:
the social services spy, or
telling mums what to do.
It would be great to see a
storyline such as Stacey’s

postpartum psychosis where
the HV could have been
instrumental in her diagnosis
and treatment. A bullying
storyline could also be used
to show the support SNs
give. It would also be ideal
when a public health story
hits the news to have an
expert such as an HV give
their opinion. I can’t have
been the only one cringing
recently at a daytime show’s
breastfeeding expert.

T

LAUREN HERD
Trainee HV, NHS Grampian, and MSc advancing
nursing practice student, Robert Gordon University
e’ve all
witnessed
the Sir
David Attenborough
effect. How inspiring is it,
that one person can raise
so much awareness and
evoke change? Perhaps this
is something our profession
needs, a passionate
spokesperson to raise the
proﬁle of the amazing
work done by HVs, SNs and
CNNs, without any kind
of political acquisition. As
a newly appointed Global
Champion of Nursing, I hope
the Duchess of Cambridge
will recognise the invaluable
contribution every nursing
discipline makes, towards

creating a healthier society.
Or perhaps highlighting
our value needs to come from
within. Let’s strengthen
the profession by creating
specialist roles or getting
together more to share
experiences, best practice
and knowledge. Let’s
celebrate what it means to
work in public health.
Shouting it from the
rooftops is easier with social
media. Perhaps harnessing
this technology to engage
with our communities can
help publicise our role.
Perhaps we should
empower our profession, as
we do the families we support,
to encourage investment.

W

MERCY BOLUS
Independent HV,
Hampshire

ur roles of
HV, SN and
CNN are not
widely understood by
the general public in the UK.
Given that these professions
require three years of training
as a nurse, plus additional
specialised training in public
health and child development,
we are best placed to support
parents in nurturing their
families from 0 to 19 years old.
The general public are mostly
likely to hear of HVs in clinics or
through a GP when they require
us. How can we, the HVs, SNs
and CNNs, make ourselves more
visible for mothers to easily
acknowledge the support we
can give them? Many mothers
spread the news of being a
mother via social media. Could
this be the way to promote the
profession? Or aﬃliating with
high street shops with
poster advertisements?
Let’s not wait until mothers
are referred by clinics to hear
about our unique role.

O

?
For more online, see
bit.ly/CP_opinion
and join in the
conversation on
Twitter @CommPrac
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ECZEMA:
SOOTHING
SORENESS
CLINICAL

Recent research
has cast doubt
over the use of
additive bath oils
to treat childhood
eczema. Journalist
John Windell asks
what the best
advice is to give
parents now.

czema affects around one
in ﬁve children in the UK
(National Eczema Society
(NES), 2018). Although a
common condition, it is
also highly personalised: the underlying
causes and the triggers vary from case to
case, as do the symptoms.
Some children experience eczema as a
patch of mildly dry, red, itchy skin, often
behind the knees or in the crook of the
elbow. Others will have extensive areas
of their bodies that are inﬂamed, cracked
and crusty, even weeping and bleeding. At
its most severe, eczema is uncomfortable,
stressful and distressing for children and
their families.
Children with acute eczema are often
prescribed corticosteroids, but the usual
treatment for the condition is simple
emollients (moisturisers). Various lotions,
creams and ointments are available, with
two key roles. The ﬁrst is to replace soap
or soap-based washing products, which
can harm the skin. The second is to form
a protective barrier when they are applied
directly to the skin and left on. Sometimes
a third type of emollient is used – an oil
added to bath water, intended to create
another ﬁlmy, protective layer for the skin.
These bath additives recently came under
the scrutiny of the UK BATHE study, which
looked at whether they offered any beneﬁt
beyond that of soap substitute and leaveon emollients (Santer et al, 2018).

E

Lead author of the study Miriam
Santer, associate professor of primary
care research at the Faculty of Medicine,
University of Southampton, says:
‘Although there is strong evidence for
the beneﬁt of leave-on emollient and
widespread consensus around the need
for soap substitutes,’ she says, ‘the role of
emollient bath additives was far less clear.’

EXPERT CONCERN
Researchers divided 483 children with
eczema into two randomised groups.
One group followed their usual treatment,
while the other used bath additives as
well. At the end of the trial, the researchers
found that, while eczema symptoms had
eased slightly for most of the children,
there was no signiﬁcant difference
between the two groups. They concluded
that additive bath emollients didn’t seem
to help – though neither did they make
things worse.
‘There was no difference between
the groups in the number of problems
experienced with bathing like stinging
or redness following the bath,’ says

‘ADDITIVE BATH EMOLLIENTS
DIDN’T SEEM TO HELP
– THOUGH NEITHER DID
THEY MAKE THINGS WORSE’
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Miriam. ‘So there was no suggestion that
emollient bath additives are doing harm,
although we do know from previous
qualitative research that some parents
see them as “easier” than leave-on
emollients, in which case parents are
substituting an effective treatment for
an ineffective one.’
The NES welcomed the research, but
was alarmed when it received reports
that a number of GPs had responded to
the results by telling parents that they
would no longer provide bath emollients
for their children on prescription. ‘It
would have been more beneﬁcial to
compare the use of bath emollient alone
with a leave-on emollient used as a
soap substitute alone,’ wrote the NES
in its members’ magazine. ‘If someone
has applied a lot of emollient before
getting into the bath, it’s not surprising
that an extra barrier in the form of a
bath emollient has little to no effect. In
clinical practice, patients are usually
recommended to use only one emollient
wash product when bathing: either a
leave-on emollient as a soap substitute
or a bath emollient.’

FAULTY BARRIER

ISTOCK

Miriam Santer concedes that the
research team was concerned that
clearly communicating its results would
be a challenge, given that many people
are unclear about the different uses of
emollients. She also says they liaised with
the NES to coordinate their messages
before the publication of the trial.
One thing they can agree on, though,
is that the role of other emollients for
childhood eczema is not in question.
‘All other treatment advice remains
unchanged,’ says Santer. ‘Leave-on
emollients – that is, moisturisers or
topical creams and ointments – are
particularly important to help lock
moisture into the skin and lock out
irritants. Used regularly, they can
prevent eczema ﬂare-ups.’
‘The most important part is that
emollients are used for washing with and
as leave-on,’ echoes Julie Van Onselen,
dermatology nurse adviser to the NES.
It is also beyond dispute that more
children than ever are being diagnosed
with eczema. ‘The year-on-year
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SOUND ADVICE
Where does this leave community
practitioners? Miriam believes that
because health visitors are often the ﬁrst
health professionals that parents turn
to, they have a vital role in supporting

EMOLLIENTS:
HOW THEY WORK
Emollients create an oily layer that
retains moisture below it. This helps
to restore the skin’s natural barrier,
so easing itchiness and irritation, and
helping to prevent infections and
flare-ups. But to work at their best,
emollients need to be used properly:
 Use them frequently – at least
twice a day. It is recommended
at least 250g a week is used on
a child, 500g for an adult.
 After washing or bathing, pat the
skin dry and immediately apply
a leave-on emollient.
 Apply emollient gently, in the
direction of hair growth. Never
rub up and down vigorously as
this could trigger itching.
 Continue to use emollients
alongside other treatments
prescribed by a GP.
 Most topical steroids can be
applied before or after an
emollient, but leave at least
20 to 30 minutes between the
two treatments.
 Apply a thicker-than-usual layer
of emollient before swimming.
 Use a spoon or spatula, not
fingers, to remove emollient from
a tub and replace the lid after
use. Or use a pump dispenser.
 Carry a small container of
emollient when out and about.
 Using emollient even after the
eczema has improved will help
prevent flare-ups.
 Apply the emollient to all of the
skin, not just the affected area.
 Store emollients at room
temperature or in the airing
cupboard. Creams can be kept
in the fridge, ointments cannot.
NES, 2018b

parents of children with eczema: ‘Advise
parents to keep using leave-on emollients
(moisturisers) and to avoid soap, using
emollient as a soap substitute. Some
people might ﬁnd an emollient bath
additive is useful as a soap substitute and
there is nothing wrong with this, but we
now know that simply pouring it into the
bath isn’t effective. If emollients aren’t
working, then health visitors could help
in directing parents to consult with their
GPs, as a topical corticosteroid may be
necessary to get control of the eczema.
Getting it under control early may mean
that children have fewer problems with
allergies later on.’
Julie agrees that health visitors are an
important source of advice for parents:
‘The key message is that for children
with eczema an emollient bath is
therapeutic. Always use an emollient to
wash with, as that cleanses the skin, and
it’s really important to control the levels
of staphylococcus aureus on the skin of
babies and children with eczema. We also
recommend every day for an emollient
bath. It’s a bit of a myth that you should
restrict bathing. Just don’t add soap
and bubble baths as they will damage
the skin.’

RESOURCES
 The National Eczema
Society offers lots of
information and resources
at eczema.org. Its helpline
is 0800 089 1122
 Allergy UK has a large
section on eczema at
allergyuk.org
 NHS Choices covers
eczema at bit.ly/
NHS_atopic_eczema
 Details of the BATHE
study, including a useful
infographic and summary
video, can be found at
bit.ly/BMJ_BATHE

For references, visit
bit.ly/CP_P_features

SCIENCE PHOTO LIBRARY

prevalence is rising all the time,’
says Julie. While nobody knows for
certain why it has become so much
more common, a number of factors
are thought to contribute. ‘It is a very
complex condition,’ she says. ‘It is often
genetically based. Then there is the issue
of immunology, which is also complex,
though we are learning more about this.’
Many people with eczema are deﬁcient
in a particular protein, which means
the skin does not work in quite the way
it should.
The skin is a barrier that protects us
from all sorts of infections and irritations,
consisting of different layers of cells,
water, fats and oils. The fats and oils
help us to retain water, but if we don’t
produce enough of them, we are less
able to hold on to water. At this point,
the barrier begins to malfunction. As
the level of moisture falls, the skin loses
some of its structure and gaps begin to
appear, making it easier for bacteria and
other irritants to penetrate the barrier.
The strong detergents in soap, washingup liquid and bubble bath will remove
even more oil and moisture.
When the skin is dried out and
damaged in this way, it becomes
cracked and inﬂamed – and is then
prone to even more irritation if it
comes into contact with substances
that can trigger allergic reactions.
‘These triggers and irritants can be
very individual,’ says Julie. ‘We also
know there are a lot more environmental
irritants and that allergies are on the
increase in general. Another factor for
children is that their immune systems
are immature.’
Some children will ﬁnd their eczema
eases or disappears altogether as they get
older, but for some it will be a lifelong
condition. ‘Half of people with eczema
have the defect with the skin barrier,’
says Julie, ‘so in effect they will always
have it. Even though it can get better,
there is always a danger it will recur,
particularly when people get older.’
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DISABILITY

THE
INDEPENDENT
WAY

ISTOCK

Parents with
physical disabilities
experience a unique
set of challenges,
yet many do not
get the support they
need. Journalist
Madeleine Bailey
looks at how you
can help reverse
this trend.

here’s a robust body
of legislation in place
to protect the rights of
disabled people. The
Equality Act 2010 prohibits
discrimination against anyone in all areas
of life on the grounds of disability (Equality
and Human Rights Commission, 2017a)
and the United Nations Convention on the
Rights of Persons with Disabilities states
that countries signed up ‘shall render
appropriate assistance to persons with
disabilities in the performance of their
child-rearing responsibilities’ (United
Nations, 2006).
Yet the reality is falling far short
of the principles governing these
important laws. In 2017, a damning
report by the Equality and Human
Rights Commission, entitled Being
disabled in Britain: a journey less equal,
stated that progress made over the past
20 years is ‘insuﬃcient’ and ‘littered
with missed opportunities and failures’

T

(Equality and Human Rights
Commission, 2017b).
It named six key areas in
which disabled people are still
shown to be at a signiﬁcant disadvantage to
their able-bodied peers, including access to
health and care services, education, work,
standard of living, justice and participation.

PRACTICAL CHALLENGES
Sadly, parenting is no exception, bringing
with it a particular set of challenges for the
estimated 1.7 million disabled parents in the
UK (Morris and Wates, 2006). It should be
noted that national statistics for disabled
parents are not routinely collected so exact
ﬁgures aren’t known.
Physical disabilities
are of course extremely
varied, including sensory
impairments, missing
limbs, balance and
coordination issues,
problems gripping, size
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or mobility limitations, paralysis, or certain
conditions such as cancer or multiple sclerosis.
As a result, the challenges faced by physically
disabled parents are incredibly wide-ranging –
practically, ﬁnancially and emotionally.
Kaliya Franklin, a long-time disability rights
campaigner, who now works for Learning
Disability England, has Ehlers-Danlos syndrome,
a genetic condition that affects her connective
tissue, causing problems with joints and mobility.
Three years ago, she became a mum: ‘When you have
a baby, any diﬃculty completing tasks takes on more
signiﬁcance because you’re responsible for another
individual. Bathing, changing nappies and feeding your
baby can be challenging if you have problems with
fatigue, size, mobility or diﬃculty gripping objects.
Ordinary tasks can take much longer than usual and
although there’s specialist equipment, it’s usually
expensive and not always available via social services
due to budgeting restrictions.’
One of the diﬃculties Kaliya experienced was bathing
her son. ‘The combination of joint problems, short stature
and a caesarean section meant I couldn’t use a standard
baby bath on a stand safely. At my occupational therapy
assessment, I was told about an adaptable bath but it cost
£2000, you couldn’t rent one and the local authority
wouldn’t sign it off because of the cost. In the end, I had
to either have another adult present or crawl with bowls
of water to ﬁll up a bath on the ﬂoor then leave the bath
there all day until someone could
empty it. It was exhausting.’
Expense is a key issue for people
‘IF A DISABLED PERSON
with disabilities, regardless of the
IS UNABLE TO USE STEPS
needs for specialist baby equipment
TO ENTER A BUILDING,
such as a wheelchair-accessible
cot. In February 2018, research by
THE PROBLEM IS WITH
disability-equality charity Scope
THE BUILDING RATHER
revealed that disabled people in
THAN THE PERSON AND
the UK pay an average of £570 per
month more on everyday living costs
THE SOLUTION IS TO
(Scope, 2018).

ADD A RAMP’

LACK OF UNDERSTANDING
An issue that compounds the
everyday practical challenges is an
inherent lack of understanding throughout the system,
according to Kaliya.
‘There’s little insight into the needs of disabled
parents, and a lack of knowledge of possible
solutions. For instance, I had problems
breastfeeding because I couldn’t support my
joints in a position that I could maintain. But
the midwives I met didn’t seem to
understand this and in the end I
couldn’t continue.
‘Similarly, standard advice

is to wean a baby solely on fresh food. This wasn’t
always possible for me so I wanted advice on getting the
healthiest pre-prepared food. No one was able to give me
this information and I’ve only ever known one disabled
mum who received that sort of specialist advice.’
Kaliya also notes a lack of knowledge of local services.
‘No one told me that there was a one-to-one midwife
scheme in my area, meaning I could have had the same
midwife throughout my pregnancy. This would have been
enormously helpful.’

SERVICE CONFUSION
In 2004, the Disability Law Service produced They said
what?, a document that set out to bust common myths
about disabled parents and community care legislation.
It was created as a result of inaccurate information
unwittingly given to disabled parents by health and
social services professionals (Morris, 2004).
Common misinformation includes disabled
parents being told that needs related to parenting
should be dealt with by children’s services. This is
not the case and comes under the remit of adult
services in England only, as stipulated in the Care
Act (Schwehr, 2016). The other three nations
don’t specify which social services should provide
this support.
Another misconception is that the children
of disabled parents are automatically deﬁned
as ‘in need’. The Children Act 1989 deﬁnes
children as ‘in need’ if they are disabled
themselves or ‘unlikely to experience a reasonable
standard of health or development’ without assistance
(legislation.gov.uk, 2018). This is the case in England,
Wales and Northern Ireland.
It touches on one of the main anxieties for disabled
parents, recently highlighted in a report for Disability
Rights UK, which was co-produced by disabled parents
and social work professionals. Upholding the independence
of disabled parents found that parents with disabilities are
often afraid to ask for support for fear of being deemed
unﬁt to look after their children (Munro et al, 2018).
Other complaints included poor communication, a
lack of collaboration between health and social care
services, and also between adult and children’s services,
and a negative approach to disability, focusing on
impairment rather than the strengths and empowerment
of the individual.
Although this was a small
study, its ﬁndings were
broadly consistent with
national and international
research into service
users’ experiences.
Dan Vale, director of
Ginger Giraffe, called the
support received by parents
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ADDRESSING SHORTFALLS
So what needs to be done to
make life better for parents living
with disabilities?
Alison Baum OBE, CEO of charity Best Beginnings,
which develops practical, educational and interactive
resources for expectant families and new parents, says:
‘The key is for health visitors and midwives to look at the
person as a whole – their strengths and the areas in which
they need more support. It’s about listening, creating
rapport, building a strong relationship and talking
through their needs rather than making assumptions
and judgements.’
Penny Dickinson, a Leeds-based local services delivery
manager for Scope, agrees: ‘It’s important to remember
that everyone is an individual. Two people with
cerebral palsy, for instance, may have
quite different issues and needs.’
Charities such as Scope have long
promoted the social model of disability,
developed by disabled people.
‘It regards disability as the
barriers created by society
rather than the physical
impairment. For instance,
if a disabled person is unable
to use steps to enter a building, the
problem is with the building rather than
the person and the solution is to add a
ramp,’ explains Penny.
This is in stark contrast to the
traditional, medical model of disability,
which focuses on what is wrong with the
person rather than what they need to allow them
equality, choice and independence.
In fact, the governments across all four nations promote
a strengths-based/person-centred approach, looking at
the client’s own capabilities, skills, priorities and support
network. And there is an acknowledgement that for
practitioners to conduct a full assessment of an individual,
they will need time for research and familiarisation
with community resources (Social Care Institute for
Excellence, 2015).
Time is undoubtedly a challenge for practitioners
in a world of cutbacks, with health visitor and
school nurse numbers continuing to decline

STEPS TO GOOD
INTERACTIONS
1 Take a disability
awareness course if
you get the chance.
Try bit.ly/D_UK_
training
2 Ask how your
clients would like
you to refer to
their disabilities
– preferences
vary between
individuals.
3 Don’t make assumptions
about what your clients
can and can’t do based
on their impairments.
Instead, ask about
their needs, priorities,
the barriers preventing
them achieving their
aims, and their
strengths and
support network.
4 Reassure them
that you’re there
to provide help
and support, not
to judge.
5 Identify appropriate
sources of equipment,
aids and community
resources such as parentto-parent support groups.
6 Anticipate future needs
as far as possible, for
instance to facilitate a
smooth transition from
pregnancy to parenthood.

(Puttick, 2018; Unite, 2018).
Kaliya cites a lack of training as an
issue in many areas. ‘There are some
great individuals out there – my
own health visitor was fantastic. But
services are patchy and it’s unfair to
expect professionals to have suﬃcient
disability-related knowledge without
adequate training.’
However, a better awareness of
the challenges that disabled parents
face and a strengths-based approach
can go a long way to improving
interactions between health and
social care professionals and
disabled parents (see Six steps to
good interactions, left).

For references,
visit bit.ly/
CP_P_features

RESOURCES
Disability Rights UK
has advice, information,
factsheets and guides
on all aspects of life
with a disability...
disabilityrightsuk.org
Scope has a wide
range of resources
specifically for health
and social care
professionals, including
the social model of
disability and tips on how
to talk about disability...
scope.org.uk
Best Beginnings
has a useful section on
parents with disabilities,
plus educational tools
including its free, awardwinning Baby Buddy app,
which is available on
the NHS Apps Library...
bestbeginnings.org.uk
The Social Care
Institute For Excellence
has guidance on the
strengths-based approach...
scie.org.uk

ISTOCK

‘haphazard and ill-coordinated’
while Professor Emily Munro who
led the research stated: ‘There needs
to be a more collaborative working
relationship between children’s social
care and adult services to ensure
disabled parents can access the vital
support they need in order to fulﬁl
their parenting role.’
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ONE TOO MANY?
FAMILIES WITH
MULTIPLE BIRTHS
It is not just medical
complications that
families with multiple
births face. Ryan
Scoats, Jane Denton
and Merryl Harvey
look at the financial,
psychological and
social support
obstacles they
must overcome.

including the babies being born preterm
(Martin et al, 2012), with autism (Gardener
et al, 2011), or with low birthweight
(Glazebrook et al, 2004), alongside risks to
the mother (Dudenhausen and Maier, 2010).
As Bowers (1998) highlights, multiple
births are much more likely than
singleton births to result in complications.
Consequently, NICE recommends a speciﬁc
range of specialised antenatal care guidelines
for mothers of twins, triplets and higherorder multiples (Visintin et al, 2011). Aside
from medical complications, however, there
are a number of additional challenges for
FMBs. The aim of this article is to highlight
and discuss some of the most common issues
faced by FMBs and outline the need for
future research in speciﬁc areas.

roviding support for families
with multiple births
(FMBs) presents a range of
challenges to both the family
and health practitioners.
Recognition of these challenges is becoming
increasingly imperative – the rate of multiple
births in England and Wales has risen over the
past 40 years, from 9.7 per 1000 maternities
in 1977 to 15.73 per 1000 in 2016, (Oﬃce
for National Statistics, 2017), because of a
combination of fertility treatments, women
having babies later in life (a predisposing
factor for dizygotic twinning) and advances in
obstetrics and intensive neonatal care.
As Nelms (2007) has suggested, FMBs
are challenging to work with for a number
of reasons. Multiple births often carry
with them an elevated risk of medical
complications (Glazebrook et al, 2004),

PSYCHOLOGICAL WELLBEING

P

Looking ﬁrst at the long-term health of
FMBs, there are a range of diﬃculties
related to the psychological wellbeing of
the mother/parents of multiples. Wenze et
al’s (2015) review suggests
parents of multiples have
SOME MOTHERS FEEL
worse mental health
outcomes compared with
EMBARRASSED ABOUT
parents of singletons.
FINDING IT DIFFICULT TO
Indeed, many studies
TELL THEIR BABIES APART
support this suggestion
that parents – in particular
mothers – in FMBs have
a higher risk of poor
psychological health (Vilska and UnkilaKallio, 2010; Damato, 2005; Glazebrook et
al, 2004; Klock, 2004; Thorpe et al, 1991).
Conversely, although clearly prevalent,
elevated experiences of depression are not
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necessarily a universal experience for FMBs
(Roca de Bes et al, 2009; Ellison and Hall, 2003).
In addition to higher rates of depression, a
range of studies also supports the suggestion
that mothers with multiples have higher levels
of parental stress compared with singleton
mothers (Wenze et al, 2015; Lutz et al, 2012;
Glazebrook et al, 2004). The reasons for this
stress are often varied, and will affect FMBs
differently. For example, Bryan (2002) suggests
some mothers feel embarrassed about ﬁnding it
diﬃcult to tell their babies apart. There is also
the suggestion that attempting to bond with
more than one child at once – or being able
to bond with one child more easily – can be a
great source of strain on mothers (Nelms, 2007;
Bryan, 2003; 2002).

MULTIPLE BIRTHS
In the UK in 2016,
there were

15.67

multiple births per
1000 births

EXHAUSTION AND ISOLATION
Another potentially contributing stressor is
the chronic tiredness/exhaustion that mothers
of multiples often experience (Damato, 2005;
Ellison and Hall, 2003). Further emotional strain
may also be caused if one of the babies is sicker
than the other, meaning the mother may be
separated from one of the children (Bryan, 2003),
or if infants are born preterm (Taubman-Ben-Ari
et al, 2010; Petrou et al, 2006) – a more common
occurrence for multiple births (Blondel et al,
2006; Kurdi et al, 2004; Kinzler et al, 2000).
Children may also be adversely affected
if they are a sibling to multiples. Bryan
(2002) cautions that an only child can feel
unexpectedly ignored upon the arrival of twins,
leading to feelings of isolation. While mothers
may want to give more time to the siblings of
multiples, the reality is that they often don’t
have enough time to adequately meet the needs
of all their children (Heinonen et al, 2016;
Leonard and Denton, 2006).
In turn, this may put further emotional strain
on the mother. One of the participants in Ellison
and Hall’s (2003: 410) research described an
example of this: ‘Today my older son said to me,
“You didn’t give me any attention today.” That
hurts; that hurts a lot.’

11,949
sets of twins

185

sets of triplets

In addition to these psychological pressures,
there are a number of practical concerns. One
of these potential pressures is the increased
ﬁnancial burden that multiples create over
and above that of singleton births. Finite
resources, such as money, must be divided to
meet the needs of multiple children (Damato,
2005), and this may lead to ﬁnancial diﬃculties

5

of quads or more

MBF, 2018

ISTOCK

PRACTICAL PRESSURES

29
COMMUNITY PRACTITIONER | DECEMBER / JANUARY 2019

PRACTICE Multipl_Community Practitioner DEC JAN_Community Practitioner Magazine 29

28/11/2018 08:13

PRACTICE

AT A GLANCE:
PROBLEMS
FACED BY FMBs

turned out to be a serious problem for most
families, caused by handling with one or
even two multiples’ buggies additionally to
the shopping trolley or keeping an eye on
 Medical complications:
three to ﬁve infants while shopping.’
preterm birth, autism,
Thus, without this social support,
low birthweight
multiples may consequently contribute to
social isolation as some tasks are simply not
 Psychological issues for
possible (Campbell et al, 2004).
parents: stress, depression,
Aside from family members and health
tiredness, difficulty bonding
workers,
another important form of
 Sibling problems: isolation,
support
comes
from the parents of other
emotional strain
multiples. Owing to the limited statutory
 Practical problems: financial
help provided to FMBs in the UK, volunteer
strain, additional employment
groups and organisations have ﬁlled the gap
 Feeding: difficulties with
(Campbell et al, 2004). Rather than offering
breastfeeding
physical assistance, these groups provide
FEEDING SUPPORT
practical tips and a depth of understanding
 Social networks: lack
not perceived possible from parents of
Feeding is often seen as logistically diﬃcult
of understanding from
singletons (Jenkins and Coker, 2010). Other
as well as potentially contributing to chronic
other parents
parents of multiples can provide one of the
tiredness if children feed and sleep at different
 Health professionals: limited
best sources of information to new parents
times (Heinonen et al, 2016). Although
contact or support
(Bryan, 2002), although these experienced
many mothers are encouraged to breastfeed,
others are not necessarily easy to ﬁnd, nor
this can become a more diﬃcult task with
necessarily cater for the needs of fathers (Jenkins and
multiple babies. Accordingly, Geraghty et al (2004) found
Coker, 2010). In addition, Heinonen (2017a) suggests
that a much lower proportion of twins and triplets in the US
that while peer support is valuable, it cannot replace the
were breastfed than the recommended guidelines. Those
support of healthcare professionals.
breastfeeding twins (or higher-order multiples) will need
extra support simply due to the time-intensive nature of
feeding and expressing (Nelms, 2007). Consequently, those
HEALTH PRACTITIONERS’ EXPERIENCES
without adequate support may choose not to breastfeed.
While there is research documenting the needs of FMBs,
In other circumstances, worries about each of the children
there is a dearth of literature illuminating the experiences
receiving enough milk and nutrients may also encourage
of the healthcare professionals working in these contexts
some mothers to supplement or replace their milk (Cinar
(Heinonen, 2017a). Accordingly, it is diﬃcult to know the
et al, 2013). The best way to encourage the breastfeeding of
extent to which health professionals are able to provide
multiples is still not clear, although support and guidance
adequate advice and care for FMBs.
appear of paramount importance (Whitford et al, 2017;
Research highlighting the experiences of those working
Bennington, 2011).
with FMBs presents poor evidence that these practitioners
are adept at working with these groups. For example,
SOCIAL NETWORKS
Spillman (1992) found that some healthcare professionals
The social support available to FMBs is also of great
were lacking an awareness of appropriate literature that
importance, as it can help limit a range of negative
factors (Harvey et al, 2014). Indeed, Feldman et al (2004)
found social support was correlated with lower stress for
mothers with newborn multiples. This need for social
support starts before birth, and helps women feel aware
that they have others who can aid them in the care of their
The Elizabeth Bryan Multiple Births Centre (EBMBC)
children (Benute et al, 2013). Social support, in the form
was established at Birmingham City University in
of relatives or care workers, can often aid in the context of
2017 as a collaboration with the Multiple Births
household chores, bonding with each child individually,
Foundation. The aims of the EBMBC include extending
and enabling the mother to leave the family home
knowledge and developing an evidence base on the
(Heinonen et al, 2016).
best ways to meet the needs of FMBs. Workstreams
The physical support of others is often vital in allowing
are currently in progress to address these aims. Find
a parent to leave the house on basic errands. Strauss et al
out more at bcu.ac.uk/ebmbc
(2008: 149) describes these inherent diﬃculties: ‘Simple
but essential out-of-home routines such as shopping
(Campbell et al, 2004). Some of these costs
are speciﬁcally associated with multiples,
including childcare, specialist equipment,
needing to move into a larger home, as well
as two, three or more times the amount
of clothes and nappies (Ellison and Hall,
2003). Mothers of multiple births may
also take longer to return to work if they
do at all (Glazebrook et al, 2004), further
exacerbating ﬁnancial diﬃculties (Campbell
et al, 2004). Fathers, in contrast, may take
on extra hours in order to make up for this
shortfall in income (Strauss et al, 2008),
adding to their overall stress and tiredness as
well as reducing the number of hours they
are at home.

ISTOCK

THE ELIZABETH BRYAN
MULTIPLE BIRTHS CENTRE

30
COMMUNITY PRACTITIONER | DECEMBER / JANUARY 2019

PRACTICE Multipl_Community Practitioner DEC JAN_Community Practitioner Magazine 30

28/11/2018 14:05

PRACTICE

was available to recommend. More recently, Heinonen
(2017b) found healthcare professionals to show some
capacity to offer support to FMBs. Public health nurses
were aware of the special needs related to FMBs, and
acknowledged that advice for single-parent families
needed to be adapted. Nevertheless, this process was
not easy for the nurses, and Heinonen
(2017b: 6) concluded that ‘their own
AN ONLY CHILD CAN
capacity and means to help a multipleFEEL UNEXPECTEDLY
birth family were considered limited’.
Given the increased range of problems
IGNORED UPON THE
FMBs may face in comparison to single
ARRIVAL OF TWINS,
birth families, it can also be diﬃcult for
LEADING TO FEELINGS
health professionals to gain a suﬃcient
grasp of each families’ speciﬁc situation
OF ISOLATION
(Heinonen et al, 2016). Consequently,
limited contact between health
professionals and FMBs may limit the
extent to which they are seen as effective.

A NEED TO IMPROVE
Given the lack of literature on health professionals’
attitudes and experiences of working with FMBs, it is
extremely beneﬁcial to look at FMBs’ attitudes toward
practitioners. We again ﬁnd evidence to suggest that
the support offered by healthcare services is inadequate
(Harvey et al, 2014). Spillman’s research (1992: 364)
suggested that ‘many felt that their health visitors were
unaware of the stresses experienced by families with
newborn twins or triplets’. Another participant in one
study went as far as saying: ‘The health visitor? She doesn’t
have a clue, she doesn’t have any answers’ (Harvey et
al, 2014: 30). Shortfalls in knowledge and support that
mothers identiﬁed included advice on feeding more than
one child at a time, understanding how to interact with
multiple children, and understanding the particularities of

their life circumstances (Heinonen et al, 2016).
Also of note is the importance placed on external
support networks. Groups in the UK such as the Multiple
Birth Foundation (MBF), the Twins and Multiple Births
Association (Tamba), as well as local community groups
exist to provide additional support to FMBs. Although it is
suggested that the experiences of other FMBs can provide
vital experiential knowledge for new families (Jenkins
and Coker, 2010; Damato, 2005; Bryan, 2002), there is
potential that these groups are seen as beneﬁcial speciﬁcally
because FMBs are unable to get the same level of support
and information from health professionals (Campbell
et al, 2004). Consequently, FMBs’ additional needs are
fulﬁlled via these groups. Unfortunately, not everyone will
necessarily have the same access to these organisations
(Jenkins and Coker, 2010).
Research suggests that there is support available
for FMBs, but it is unclear the extent to which health
practitioners are comfortable and capable of delivering
what these families desire (Heinonen, 2016). Accordingly,
more research is needed to explore the educational and
professional development needs of practitioners, so to
better support FMBs. Furthermore, it would be beneﬁcial
if this research focused on practitioners’ attitudes and
experiences, as this is where the research is most lacking.

Ryan Scoats is research assistant; Jane Denton
is co-lead at the EBMBC and director of the MBF;
and Merryl Harvey is professor of nursing, all at the
Faculty of Health, Education and Life Sciences at
Birmingham City University.

For references, visit
bit.ly/CP_P_features
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With childhood food allergies
on the rise, you can play an
important part in keeping
children safe. Journalist
Georgina Wintersgill reports.
he tragic case of
15-year-old Natasha
Ednan-Laperouse,
who died of an
anaphylactic reaction after
eating a Pret a Manger baguette,
has highlighted just how
serious food allergies can be
(Siddique, 2018).
Natasha, who had multiple
severe food allergies, died
in July 2016 after eating an
‘artisan’ baguette containing
sesame. A second Pret customer, who
died in 2017, is believed to have suffered
an allergic reaction to a ﬂatbread product
containing dairy, the chain has said.
Death from anaphylaxis-related food
reactions are, thankfully, rare – there are
around 10 such deaths in England and
Wales each year (NHS, 2016).
However, food allergy is common: in the
UK, around 5% to 8% of children suffer,
compared to 1% to 2% of adults (Food
Standards Agency (FSA), 2016a).
According to the charity Anaphylaxis
Campaign, the greater prevalence of food
allergies in children is likely to be related

to the fact that most children outgrow
their allergies. This is particularly true of
cow’s milk, wheat and egg (although for
a few children, allergies to these foods
can persist). However, only around 20%
of children with a peanut allergy outgrow
it, while just 9% of children with tree
nut allergies outgrow them (Anaphylaxis
Campaign, 2017).
What’s more, food allergies appear to
be on a continual rise. Research on the
prevalence of peanut allergy in children
found that, in 2002, around one in
70 children across the UK suffered,
compared with just one in 200 a decade
before (Anaphylaxis Campaign, 2018).
And in 2014, NHS hospital admissions
for allergies increased by nearly 8%
in a year in England, according to ﬁgures
from the Health and Social Care
Information Centre (HSCIC). The rate
was highest in children aged 0 to 4 and
generally decreased with age (NHS
Digital, 2014).
Another study found an increase in
hospital admission rates (but not deaths)
due to anaphylaxis in England and Wales
over a 20-year period (Turner et al, 2015).
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THE HYPOTHESES
that as early on in life as possible. The longer and more
The reason for the rise in food allergies isn’t
severe the eczema, the greater the risk of developing a
yet understood, although there are many theories.
food allergy and other allergic conditions as well, such
One is that our clean, modern lives have reduced the
as asthma and hay fever when older.’
number of germs the immune system has to deal with,
Weaning practices could also inﬂuence food allergy.
causing it to overreact when it comes into contact with
One UK study found that factors with a protective
harmless substances.
effect included continued feeding of breastmilk
‘There are various hypotheses, none of which
while introducing solids, simultaneous feeding of
absolutely explain the modern-day epidemic of
breastmilk and cows’ milk formula, a high diversity
food allergies,’ says Dr George du Toit, professor of
of diet, and following the infant-feeding guidelines.
paediatric allergy at Evelina London Children’s Hospital
These included eating a variety of home-cooked foods
and King’s College Hospital and consultant at the
containing plenty of fruit and vegetables, eating ﬁsh,
Portland Hospital. ‘The long-standing hypothesis is
and consuming fewer crisps, potato products and
the hygiene hypothesis, which imagines that many
commercial baby foods (FSA, 2016b).
factors associated with modern, clean, industrialised
But confusion still exists among clients and
living – for example, smaller families, lots of antibiotics,
healthcare professionals regarding the early
vaccines, caesarean sections, pollution and processed
introduction of solid foods to reduce the risk of allergies.
food – may have partly been associated with the rise
In the past, common food allergens were excluded
in food allergies.’
in early childhood. However, research such as
Nicole Rothband, specialist paediatric
the LEAP study (‘Learning Early About Peanut
dietitian and spokesperson for the British
Allergy’, 2015) found that regularly exposing
Dietetic Association (BDA), says that
high-risk infants to food allergens had
low breastfeeding rates may also be
a protective effect. This excludes
a contributing factor. She says:
allergens an infant is known to be
‘Children are exposed to cow’s
allergic to. Dr du Toit says:
milk protein a lot earlier
‘We now know that early
in the form of formula
exposure to food
of children living in the developed
milk. Even when mums
allergens, at least to
world suffer from cow’s milk allergy,
are intending to breastfeed,
peanut and egg, confers
making it the most common cause
if their child is born with low
a signiﬁcant degree of
of food allergy in the paediatric
blood sugar they’ll be given formula
protection for most infants.
population. The prevalence
in hospital and that can sensitise a
It’s a very important strategy,
is lower among breastfed
child to cow’s milk protein, particularly if
particularly for those at increased
they’ve been born by caesarean and perhaps
risk of developing food allergy, such as
infants (0.5%)
the mum’s been given antibiotics during labour.
young children with eczema and/or existing
Lifschitz, 2015
These are all factors that can contribute to an
food allergy such as egg allergy. It may appear
increased risk.’
counter-intuitive to some families, but it is a better
approach. Through avoidance, you may increase or just
REDUCING THE RISK
defer the risk.’
So is it actually possible to help prevent
The studies have led to changes in recommendations
food allergies developing in the ﬁrst place?
for preventing food allergy in higher-risk infants by the
Most food allergies affect children under the
BDA and the British Society for Allergy and Clinical
age of three, according to the NHS (2016).
Immunology (BSACI). Their recommendation is that
Certain children are known to be at higher risk,
parents of infants with a known risk factor for food
including those with an existing food allergy or those
allergy should consider introducing solid foods
with eczema (see Eczema: soothing soreness, page 22).
– including cooked egg and then peanut – from four
Dr du Toit says: ‘Risk factors for food allergy include
months, followed by other allergenic foods.
early-onset troubling eczema. When your skin is porous
For infants with no risk factors for food
and leaky, if an allergen is exposed onto the skin, in
allergy, the recommendation is to introduce
the absence of eating it, you’re more likely to develop
solid foods, including peanut and egg, at around
an allergy.’
six months. The Department of Health and Social
He believes that CPs such as health visitors could help
Care’s recommendations, however, differ for babies
reduce the risk of a food allergy developing by helping
with a family history of eczema or food allergies (or
parents manage their child’s eczema. ‘They need to do
asthma or hay fever), which state that those infants

2%-3%
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should be exclusively breastfed for the ﬁrst six
months and high allergenic foods shouldn’t
be introduced before six months. They also
say that parents of babies at higher risk of
peanut allergy should speak to their health
visitor or GP before introducing peanuts for
the ﬁrst time (NHS, 2018).
Nicole says what’s important for HVs is ‘to
have an awareness that early introduction
of cooked egg and then peanut may be
protective’, and to ‘support them, not
dissuade them if early introduction is
something parents are keen to do – especially
important if introduction of egg and/or
peanut has started, as these foods need to
remain to maintain tolerance. If HVs are
unsure how to advise parents, they should
contact their local paediatric dietetic service.’

children with early-onset eczema
develop peanut allergy by age five
Du Toit et al, 2015

EDUCATION IS KEY: ‘SOME PEOPLE ASSUME
IT’S A PSEUDO ALLERGY,’ SAYS NICKY, WHOSE
SEVEN-YEAR-OLD DAUGHTER IS ALLERGIC TO
TREE NUTS AND EGGS. ‘WITH ALL THE FADDY
DIETS AROUND, THEY THINK YOU’RE JUST
MAKING LIFE DIFFICULT FOR THEM.’

HELPING FAMILIES TO NAVIGATE
Although preventative measures may
reduce the risk (by how much is currently
unknown), a food allergy may still develop.
And for the 5% to 8% of children in the UK
with food allergies, support is vital.
As many children with allergies are
diagnosed and treated in the community
(rather than being seen in allergy clinics), CPs
may play an important part in helping parents
understand allergy management techniques,
including avoiding exposure to the allergen,
recognising allergy symptoms and treatment.
Holly Shaw, nurse adviser to the charity
Allergy UK, recommends using an allergy
action plan for families. She says: ‘That way,
the parents have a documented guide on what
they should be doing, signs and symptoms
to look out for and when to administer
medicines. The gold standard is the Royal
College of Paediatrics and Child Health
(RCPCH) and the British Society for Allergy
and Clinical Immunology (BSHCI) paediatric
allergy action plan available on our website
[see bit.ly/AUK_action_plan]. It’s accessible
for all of the UK, although locally certain
allergy departments may have their own.’

Treatment watch
Nicole says: ‘The most important thing is
to keep children safe. It’s really important
if you encounter a child with food allergy
to help them and their families understand

the importance of avoiding
exposure to whatever food they’re
allergic to, always carrying their
rescue medication and checking
it’s in date.’
She adds: ‘In my clinics, I’ve
encountered many families whose
child has been prescribed an AAI
(adrenaline auto-injector)
and when I ask where it is,
they say it’s in the car. It’s
absolutely useless there.’
This year, those with
severe allergies have
faced added stress due
to a shortage of EpiPens
after manufacturing issues. The
company has said that supply is
expected to stabilise by the end
of the year (EpiPen, 2018).
Anyone affected is advised to
speak to their GP about using an
alternative device – though the
shortage has had a knock-on effect
on the supplies of other brands.

The crisis has prompted the
Medicines and Healthcare products
Regulatory Agency to approve the
use of nine speciﬁc batch numbers
of EpiPen 0.3mg auto-injector
devices beyond the labelled expiry
date by four months. See epipen.
co.uk for the affected lot numbers.

Translating labels
Learning to read food
labels is key in avoiding
allergens, but the death of
Natasha Ednan-Laperouse
highlights how diﬃcult this
can be.
The inquest heard that Natasha’s
baguette did not have any allergen
information on its wrapper, and
this was within regulations: it was
suﬃcient for signs to be posted
around the store, telling customers
with allergies to consult the store’s
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allergen guide or speak to a manager for advice
(Siddique, 2018).
That’s because the UK’s Food Information
Regulations 2014 say that freshly handmade, nonpre-packaged food does not have to be individually
labelled (HMSO, 2014).
Although EU regulations state that any ingredient
or processing aid causing one of the 14 main food
allergies must be declared (Oﬃcial Journal of the
European Union, 2011), individual member states
are responsible for deciding how information about
non-pre-packaged food is given to the customer.
Nicole says that reading and understanding
food labels is vital for families with allergies:
‘When eating outside the home, it’s important to
be absolutely certain that they know exactly what
they’re eating. You can only be reassured by the
presence of a complete list of ingredients that states
all allergens. If that’s not present, you can’t make an
informed choice and therefore you should avoid.’
Unfortunately, labels can be remarkably unhelpful.
For example, it seems more companies now put ‘may
contain’ caveats on food labels in case of allergen
cross-contamination. The FSA (2017) say that this
precautionary labelling ‘should only be used following
a thorough risk assessment when the risk of allergen
cross-contamination is real and cannot be removed’.
But Nicole says some manufacturers are doing this ‘in
a kind of defensive move to protect themselves from
any legal repercussions, which is unhelpful to allergy
sufferers’. She emphasises: ‘If there’s any doubt at all,
parents have to err on the side of caution.’ Of course,
this can make all kinds of everyday situations stressful
(see A parent’s view, right).
What is stated is that ‘food must be safe to eat and
information to help people with allergies make safe
choices, and manage their condition effectively,
must be provided’ (FSA, 2018).
For further advice, children can be referred to
an allergy specialist who can give individually
tailored advice.

BEST PRACTICE
Nicky Forrest, a nurse with a background in health
visiting and school nursing, runs a support group in
Glasgow for parents of children with food allergies
in conjunction with Anaphylaxis Campaign. She
asked group members how CPs could best support
parents in the same situation.
They said they would like CPs to signpost families
to charities and support groups. Nicky says: ‘A lot
of people don’t get signposted to other agencies
that can help, but charities such as Anaphylaxis
Campaign can provide support, literature and

resources for training.’
The group felt that CPs and other related health
professionals need a good understanding of the impact
of diagnosis on children and families – both practical and
emotional. Nicky says: ‘The impact is huge. The parent’s anxiety
tends to rise every time they feed their child, certainly in the
early days. They can also struggle to get childcare at nursery level
and a lot of the time one parent ends up giving up work.’
She adds: ‘Diagnosis isn’t always a straightforward process.
If they’re struggling to pinpoint the allergy, you’ll be referred
to the allergy clinic but it won’t be immediate. There will be a
period of time when the family is at home and struggling and CPs
may be their only point of contact. Support is a big part of the
CP’s role at that time.’
The group also felt that a good understanding
of allergy as a whole is needed, recognising
that many children have multiple
allergies with co-existing conditions
such as eczema, rhinitis and chest
wheeze. ‘Making the link between
different atopic conditions is quite
important,’ she says. ‘If they [CPs]
can start joining up the dots between

A PARENT’S VIEW
SOPHIE BISHOP, 44, has a
five-year-old son with allergies
to milk, egg, sesame and
peanut. Here, she provides
an insight into some of the
difficulties of navigating
everyday life with a child
with a severe food allergy.
Time is one of the biggest
challenges, she says, as
everything takes so much
longer. ‘Food shopping is
extremely labour-intensive
and time-consuming,’ says
Sophie. ‘I have to read every
label, and I go to an average
of three shops per week
just to complete my weekly
shop, because not all our
safe brands are available in
one place. Then there’s the
time needed to cook
almost all food from
scratch.’ She points

out that ‘free-from’ foods and
buying specific ingredients
are an additional expense
for families.
Sophie admits that
she misses the opportunity
to be spontaneous: ‘We
cannot be, due to always
having to plan how long we
are going to be out for, and
how many meals and snacks
are needed.’
Being constantly alert for
potential allergens is another
stressor, she says.
‘We have to maintain
constant vigilance everywhere
we go: playgrounds, play
centres, cafes, people’s
houses, other children – what
they’re eating, what’s been
dropped on the floor, what’s
on their hands.
‘It’s exhausting.’
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MAIN FOOD ALLERGIES IN CHILDREN
In childhood, the most common foods to cause an
allergic reaction are:
the different allergic conditions,
they are in the best position to help
that family and they can make a
big difference.’

Eggs

Peanuts

Fish

THE ROLE OF SCHOOL NURSES
Holly, who advises Allergy UK, says:
‘School nurses have a key role to play
in raising awareness and providing
education and support to all staff and
pupils. We need the whole school
to be aware of allergies. Everyone
should know they should wash their
hands before and after meal times,
and which children in the school
have food allergies.’
School nurses should make sure
that the child has an allergy action
plan with their allergy clearly
documented, and that staff are
trained to recognise the symptoms
– it’s not enough just to know where
the EpiPen is kept. Small children
need safeguarding, but as they get
older they can take more ownership
of their allergy, especially as they
move into secondary school.’
Tricia Everett is a school nurse
who works in a private school in
Oxfordshire for children aged three
to 18. At the start of each term,
with consent, she updates a list
with details of pupils’ allergies and
circulates it to all relevant areas of
the school, including the kitchen,
food room and reception.
She says: ‘Each child with a severe
allergy carries an EpiPen around
with them – in the junior school they
have a little bag to carry it in. There
is a recent (2017) directive from the
government [see bit.ly/spare_AAI_
pens] saying schools can buy AAIs
without a prescription to use in
an emergency, so I keep two spare
EpiPens in my health centre just in
case, and one in the main reception.
‘All staff in the junior school have
a ﬁrst aid certiﬁcate, are trained in
recognising symptoms of allergy and
are trained to deliver the EpiPen. The
staff who are trained in the senior

Milk

Tree nuts (for
instance, almonds,
cashews, hazelnuts)

Shellfish

school are the ones who might come
into contact more often with a child
with an allergy.’
The experience of Nicky Forrest’s
support group in Glasgow is very
different. ‘In our area, there’s a lack of
training for education staff in schools and
this is a big issue for the group,’ she says.
‘School nurses have been pulled out of
EpiPen training in education this year,
so as a parent you’re putting your child
into an environment where training is
non-existent, and that’s a real emotional
struggle. If school nurses have the ability
to go in and do some education with
care providers, that will make a huge
difference. The more people understand,
the easier it is to recognise the signs of
anaphylaxis and promptly deal with it.’
Of course, lack of funding is likely to play
a part in this.
While allergy training for CPs isn’t

routine in every area, every expert we
spoke to felt it should be. A need for
improved training and awareness all
round is the main message.
Nicky, whose seven-year-old
daughter Isla is allergic to tree nuts
and eggs, says that education
is key, as there is still a lack of
public understanding around food
allergy. ‘Some people assume it’s
a pseudo allergy,’ she says. ‘With
all the faddy diets around, they think
you’re just making life diﬃcult for them.
Other people think it’s their human right
to eat nuts wherever they want.
‘It is getting better, though, and the
more it’s talked about, the better it
will be.’

For references, visit
bit.ly/CP_features

RESOURCES

Read the new guidance on preventing food allergy in higher-risk

infants by the BDA and the BSACI at bit.ly/BDA_BSACI_allergy

Anaphylaxis Campaign has factsheets and information online,

plus details of conference, events and AllergyWise courses,
including free ones for families at anaphylaxis.org.uk

Allergy UK has a section online for healthcare professionals

including research and guidelines, details of training grants, CPD
classes, and events. Go to allergyuk.org/health-professionals
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Member Rates
From 1 January 2019
CONTRIBUTION TYPE

MONTHLY

HALF YEARLY

ANNUALLY

Basic full-time + CPHVA

15.77

94.61

189.22

Enhanced full-time + CPHVA

17.07

102.41

204.82

57.78

115.56

61.68

123.36

21.79

43.58

18 or over, working 21 hours or more weekly

Basic full-time + CPHVA

9.63

Enhanced part-time + CPHVA 10.28
18 or over, working less than 21 hours per week

CPHVA Special discount rate

3.63

Community, unemployed, volunteers and under 18
CPHVA Student

3.63

21.79

43.58

Not working who are in full-time higher or further education
CPHVA Retired members plus 3.63
CPHVA Retired

21.79

43.58
FREE Unite + £15.00
for CPHVA

Members who retired or became permanently disabled after 1/8/2010 up to 31/3/2012
with over 20 years membership are entitled to free membership. These members have
been invited to join the Retired members plus at the rates above

For more information on becoming a member, visit bit.ly/join_Unite
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Sexually transmitted
infection rates among
young people remain
too high. Journalist
Rima Evans asks
if attempts to limit
transmission are working.

exual health check-ups
should be normalised
and become as routine
as going to the dentist,
says Dr Mark Lawton
of the British Association for Sexual
Health and HIV (BASHH). ‘Sexual health
is about staying well, so why shouldn’t
frequent testing, for example, just be
considered a regular, normal part of
our healthcare?’
But it isn’t. Data on sexually transmitted infections (STIs) from
Public Health England (PHE) released in June conﬁrms that. While
the overall rate of STIs remained stable in 2017 compared with 2016,
the detail reveals worrying trends. For example, there was a 20%
increase in syphilis, from 5955 cases in 2016 to 7137 cases in 2017
(PHE, 2018).
There were also 44,676 diagnoses of gonorrhoea, a 22% increase
from 2016. PHE stresses that this is concerning, given the growing
resistance of the gonorrhoea bacteria to antibiotics (PHE, 2018).
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This picture is mirrored in Scotland
and Wales. In Scotland, syphilis
diagnoses increased by 12% in 2017
and gonorrhoea cases by 10% (Health
Protection Scotland, 2018). In Wales,
there was a 53% increase in diagnoses
of syphilis and 21% in gonorrhoea
(Public Health Wales, 2018).
In Northern Ireland, although
syphilis cases remained unchanged
between 2016 and last year, gonorrhoea cases rose by 15% (Public
Health Agency, 2018).

YOUTH IMPACT
Dr Anatole Menon-Johansson, medical director at sexual health
charity Brook, says the syphilis numbers in England are ‘the largest
reported since 1949’. He says: ‘It’s consistent with the increasing
trend seen in recent years: since 2008, overall syphilis diagnoses
have risen by 148%.’
While this is mostly associated with transmission in gay, bisexual
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NEW STI
THREATS

Mark also explains that while young people may be
inﬂuenced by a media culture where sexual activity is
freer and more open, the message about using condoms
has yet to catch up.
The emphasis has to be on continued education,
experts say. ‘Evidence shows that good, comprehensive
relationships and sex education which starts before the
onset of sexual activity does not make children and young
people more likely to have sex,’ explains Anatole.
‘In fact, it helps them to delay starting sex and makes
them more likely to use contraception when they do.
Children and young people repeatedly tell researchers that
they believe the sex education they receive is too little,
too late and too biological and they often don’t know
where to go for advice.’
He criticises sex education in England as being too
inconsistent because it’s still not mandatory, although
that is set to change from September 2020. ‘While some
schools have regular timetabled lessons, many young
people will just have one day a year of lessons about sex
and relationships,’ he says.
‘The “gold standard” is good-quality, evidence-based
RSE [relationships and sex education], which links young
people into good-quality, young-people-friendly sexual
health services.’

In England,
there was a

20%

increase in
syphilis to 7137
cases, the highest
in 70 years

78%

of diagnoses were
in men who have
sex with men

47%

of sexually active young
people had had sex with
someone new without
using a condom

ISTOCK

SEX EDUCATION

Wales

Northern Ireland

Scotland

Gonorrhoea cases
rose by:

England

Young people’s persistently high risk
calls into question whether measures
in place to reduce transmission such
as sex education are effective.
But there are other factors at play:
PHE (2018) noted the rise of group
sex facilitated by social networking
apps (such as Grindr and Tinder)
and ‘chemsex’, high-risk gay sex
fuelled by drugs. Also to blame may
be a combination of not using – or
incorrectly using – protection,
multiple sexual partners, a lack of
education around sexual health and
STIs, more diﬃcult access to services
worsened by funding cuts, and not
notifying current or previous partners
when testing positive for an STI.
Social stigma or concerns about
conﬁdentiality can affect young
people’s willingness to get tested.

GETTING THE MESSAGE

22%

21%

15%

10%

80%

of women with
chlamydia have
no symptoms

HPS, 2018; PHA, 2018; PHE, 2018; 2017; PHW, 2018

and other men who have sex with
men (MSM), he notes an increase
in gonorrhoea and syphilis among
young women as well.
Overall, it is young people who
continue to experience the highest
diagnosis rates of the most common
STIs. In England, more than 1.3
million chlamydia tests were carried
out, with over 126,000 diagnoses
made among young people aged 15
to 24 (PHE, 2018). Across the rest of
the UK, it’s also clear that this is the
age group bearing the greatest impact
from chlamydia – for example, 67%
of all diagnoses were made in those
aged under 25 in Scotland (Health
Protection Scotland, 2018).

Good sexual health messages should also advocate
not being afraid or embarrassed to be regularly tested,
especially if a person believes they may be at risk.
Beth Cullen, healthcare scientist at Health Protection
Scotland, says in the case of chlamydia, for example,
80% of women and 50% of men are asymptomatic:
‘A number of STIs will therefore remain undiagnosed,
and as a consequence the prevalent pool of infection
is maintained and there is onward transmission. If
individuals were more aware of the necessity of testing
and treatment, it may reduce the pool of infection and
therefore the risk of transmission.’
PHE launched a sexual health campaign targeting 16to 24-year-olds at the end of last year, Protect Against
STIs, but it’s still too early to tell if its message promoting
condom usage has been effective.
Northern Ireland’s Public Health Agency ran a
public information campaign in 2015, which it says
had a positive impact. A spokesman said: ‘Postcampaign evaluation showed that 68% of 16- to 34year-olds were aware of the campaign. Campaign
recognition was even higher among those considered
haviour in their
“at risk” – through risky sexual behaviour
most recent sexual experience, or multiple partners
and unprotected sex in the past year
ar – where 83%
were aware of the campaign.
d aware of the
‘A total of 51% of those at risk and
campaign said it had encouraged them
hem to think
about their sexual health.’
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MORE TESTS FOR MEN WHO HAVE SEX WITH MEN
SUPPORT FROM CP
CPs
Young people can undoubtedly
beneﬁt from community
practitioners’ input and support,
primarily through reinforcement of
the messages around safe sex and
explaining exactly what that means.
Anatole says health visitors and
school nurses play a critical role
in ensuring that young people can
act on the knowledge they have
gained in RSE lessons about STI and
pregnancy prevention, contraception
and condom use by signposting them
to accessible and appropriate sexual
health services.
‘Additionally, they can support
teachers by providing a link between
school and home in order to provide
a fully conﬁdential support network
within school grounds,’ he says.
Mark explains that school nurses’
visibility and accessibility are
important factors in encouraging
a young person to seek advice or
help: ‘School nurses can help reduce
stigma around attending a clinic,
providing reassurance that sexual
health services are conﬁdential
– assuming there are no safeguarding
concerns – and that they are not
there to judge in any way. Also, they
can remind young people they don’t
have to have a parent with them or
be referred from their GP.’

INTERNET TESTING
Community practitioners should also
be aware of the growing provision
of innovative online digital sexual
health services they can steer young
people towards where appropriate.
These services, such as SH:24, can
offer contraception and testing for
STIs and may or not be provided by
the NHS.
Anatole explains how they work:
‘Where publicly funded, people can
order free testing kits online or
pick them up from their local
sexual health services,
provide a swab or urine

‘ [sexual health
‘At
charity] Brook, we see
c
disproportionately far
more young women
than young men,’ says
Dr Anatole MenonJohansson. ‘Last year,
85% of Brook clients
were female.’
Yet it is gay, bisexual
and other men who
have sex with men
(MSM) that are identified
as carrying one of the
biggest burdens of STIs
(PHE, 2018).

In Scotland, over
the past five years, a
64% increase has been
observed in gonorrhoea
diagnoses that is
considered to be due,
largely, to an increase in
transmission among the
MSM group (HPS, 2018).
Clearly, there needs
to be a harder push
for young men to be
tested for STIs regularly
or when they change
their partner, according
to Anatole.

sample themselves at home, post the kits to a lab for free
and receive their results by text or phone.’
He points to their success. ‘A 2017 study by the London
School of Hygiene and Tropical Medicine and King’s College
London, in partnership with SH:24, involved 2000 young
people in south London. It found that testing uptake was
nearly doubled in a group that was invited to use internetaccessed STI testing through postal self-sampling test kits
for chlamydia, gonorrhoea, HIV and syphilis.’
Mark of BASHH says that online services are a useful
addition to face-to-face services but shouldn’t be a
substitute. ‘They also shouldn’t be implemented as a way
to save money,’ he warns. ‘If it’s a way of encouraging
someone to get tested who wouldn’t get tested in a
traditional setting that’s a huge positive.
‘But younger people in particular need quick and easy
access to clinics where they can have all their needs met.
In addition to testing, this includes identiﬁcation and
support of safeguarding concerns, contraception and
wider health promotion. It would be fairly easy for a very
young person to give false details to access testing and
miss the usual safety net of seeing a specialist clinician.’

WORKING WELL
One success story in the ﬁght to reduce the prevalence
of STIs is the falling trend of genital warts diagnoses
across England, Wales and Northern Ireland. In England,
the rate among girls aged 15 to 17 has seen a 90%
decrease relative to 2009 (PHE, 2018), which it attributes
to the success of the national human papilloma virus
immunisation programme.
The principal ongoing challenge, says Beth Cullen,
given still-high transmission rates, is undoubtedly
to provide and equip young people with the relevant
information and skills they need to maintain sexual
health into adulthood.

‘We also need to
encourage those who
do test positive for an
STI to contact previous
partners to encourage
them to get tested
and treated.’
PHE recommends
commends
that MSM should be
advised to
o test annually
for HIV and
nd STIs – and
every three
ee months
if having condomless
sex with new or
casual partners
rtners
(PHE, 2018).
8).

RESOURCES
RCES
 SH:24 provides
ides
free and confidential
fidential
sexual health
h services
24 hours a day,
ay, including
postal STI tests
sts in
partnership with NHS trusts.
Visit sh24.org.uk
g.uk
 For those who don’t live in
the 14 areas of England that
SH:24 covers, Fettlehealth
offers (paid-for) online tests
for STIs and treatments for
chlamydia at fettle.health
 PHE offers a sexual
health toolkit for its Protect
Against STIs campaign at
bit.ly/PHE_protect_STIs
 A surveillance report on
chlamydia and gonorrhoea
infection in Scotland can be
found at bit.ly/SCT_STIs
 See the key HIV and STI
trends in Wales at
bit.ly/WLS_HIV

For references,
visit bit.ly/
CP_features
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Could it be time
to return to a
more back-tobasics culture,
given the pressure
parents face to
buy goods before
their child is even
born, regardless
of necessity or
affordability?
Journalist Beverley
D’Silva reports.

he overall cost of bringing up a child has
risen by 6% for couples and 18% for lone
parents in the past six years (Hirsch, 2018).
The pressure on parents to supply their
newborns and children with the very
latest stuff – regardless of need or cost– has also been
highlighted by recent consumer surveys. In 2014, for
instance, 2000 expectant parents said they spent more
than £1600 just preparing for the arrival of their ﬁrst baby,
with six in 10 admitting buying items they didn’t need or
use (Aviva plc, 2014).
In addition, a recent poll found that one in four new
parents rely on credit during maternity or paternity leave,
racking up debts of more than £2700 – with more than a
third having to return to work earlier than planned to ease
money worries (Noddle, 2018). The survey of more than
1000 parents was weighted to be representative of the UK
but didn’t list household incomes.
So what about UK families who struggle to make
ends meet? More than 120,000 children were living in
temporary accommodation because of homelessness

T

SNAPSHOT OF THE PRESSURES
Maxine Jenkins is a specialist
health visitor at Beaumont Leys
children’s centre in Leicester and
has worked with homeless families
for the past 17 years. ‘I work with
homeless clients whose incomes are
very, very limited. Parents do face
pressure to spend on their child, and
it comes from themselves, others
and the media. The guilt clients I
see have about being homeless and
their feelings of worthlessness can
be overwhelming. They may see

PATRICK GEORGE

CONSUMER
OVERLOAD

in England in June 2017 (ParkerRadford, 2018), and the Institute
for Fiscal Studies projects that
around 37% of children in the UK
are expected to be living in poverty
by 2022, under current policies
and economic projections (ParkerRadford, 2018). And this prediction
doesn’t take into account the
transition to universal credit (Hood
and Waters, 2017).
For families on modest incomes,
the past decade has been tough. The
cost of a child in 2018 report sums it
up: ‘Household costs have risen,
while household incomes have
stagnated’ (Hirsch, 2018).
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children the same age as theirs who
have phones and laptops and they
can’t give theirs the same. On TV,
they see families with nice things and
nice homes - bringing more guilt.’
Maxine has met parents who got
into ‘massive debt and go crazy’.
‘Last Christmas, I had a parent
who spent £250 on a child under
one. They got them an iPad… as a
homeless family they could ill afford
that; it was disastrous.’
Though she reasons with clients,
it doesn’t make much difference,
she says. ‘They desperately want
to make up for everything that has
gone wrong and try to compensate
with material things. But it’s the
emotional issues that are at stake.’
Angela Lewis was a health visitor
in the NHS for 37 years, and is
CPHVA rep in south Gloucestershire.
‘Pregnant women in particular
are like sponges - they soak up
information, be it from the media,
marketing or peers. If a friend says:
“I bought this item and it freed me
to get on with other things”, they’ll
be convinced they need one too.
Most parents want to do their very
best for their children, and they
can be fed a message that they’re
fulﬁlling that with equipment.’
Angela recalls that at one time,
HVs and midwives gave ‘preparation
for parenthood’ classes. ‘We would
discuss the equipment needed and
how to get it, also when income is
low. But owing to the cuts, HVs and
midwives have had to cut visits and
the contact they do antenatally. So

parents are getting less information.’
This of course means less chance
to suggest solutions to parents,
Angela continues. ‘There are fewer
opportunities for one-to-one time
with families and to discuss issues
around “layette” [a collection
of clothes and accessories for a
newborn] - what a parent would
collect for their “bottom drawer”.
‘Years ago, aunties and grandmas
would be knitting and you would be
given so much stuff before the baby
arrived. But from the 1980s, with
the increase of specialist chains,
preparing for baby shifted to more
of a consumer-led thing… It’s the
marketing - you’d feel you weren’t
a good parent-to-be or parent if you
didn’t have X, Y and Z piece of tat.’

The estimated minimum cost of bringing up a
child from birth to their 18th birthday,
excluding rent and childcare costs, is around

£75,000
£102,000
for a couple and

for a lone parent

(Overall, in the year to April 2018 – Hirsch, 2018)

BEYOND BABY
Once at school, other pressures can
arise: The Parent power 2018 report
from the Sutton Trust (Montacute
and Cullinane, 2018) looked at
how the social class divide affected
education. Almost half of state
school parents said they had been
asked for extra money for the school;
and around a third feared negative
consequences if they did not pay.
Working-class parents were more
likely to say the cost of travel,
and potential extra costs such as
uniforms, played a role in the school
they chose for their children. There
have been various campaigns urging
cuts on uniform costs around the UK
(BBC, 2018; CMA, 2015).
Outside of school, when it comes
to extras for older children, chief
executive of charity Family Lives
Jeremy Todd says: ‘Parents need to
acknowledge there are limits to every
family’s resources - it’s important
not to be ashamed or embarrassed to
say no to older children or teens. Part
of managing expectations is about
being engaged with your children and
knowing what they’re interested in
rather than money spent.
‘Most children won’t remember
the special expensive football boots
they wore when they played the game
– they will remember that their
parents were there.’

FINDING REAL VALUE
Maxine talks to families about the
importance of one-to-one contact
from the outset: ‘I remind them

THE BABY BOX SCHEME
Provided to all new
babies in Scotland (since
August 2017) and in some
parts of England, each
box contains a large
number of essential
items. These include
clothing, a play mat,
digital ear thermometer
and sling carrier. The

box itself comes with a
mattress and can be used
as a sleep space. There’s
been some debate on
its safety as a sleep
space due in part to
lack of research, though
supporters say it makes
unsafe co-sleeping less
likely. The box has been

praised for providing a
more equal start in life
and showing all parents
they matter.
But with the projected
cost in Scotland reaching
g
£8m in 2017-18 and rising,,
it seems unlikely to be
rolled out across the rest
of the UK any time soon.
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that no toy has any value for a child
without a parent to play with it with
them. We also look at ‘heuristic’
play - using everyday objects like
saucepans and bowls, for play - and
the play value of toys - which ones
have greater learning value in them.’
Jeremy adds: ‘Many goods marketed
at new parents are ultimately
paciﬁers. They’re designed to keep
children quiet: electronic devices
and tablets are about removing your
child’s attention from you onto
something else.’
‘We’re all sadly familiar with
a parent pushing a child in its
pushchair, staring at their mobile
phone and the child having a
tantrum,’ he says. ‘The child’s
demands of “I want, I want” are
often the consequence of not being
listened to and are likely to decrease,
if not go away, with attention.’

WHAT’S
ESSENTIAL FOR
A NEW BABY?
Angela Lewis, who is
now on-call matron at
Haberdashers’ Monmouth
Schools, says that a list of
essential items for a new
baby will vary according
to lifestyle, but a guideline
would be:

HELP AND ADVICE
In addition to traditional means of
ﬁnancial support such as child beneﬁt
and tax credits (see Resources below),
Angela points out that some health
visitors are setting up Facebook

RESOURCES
The Money Advice Service has a birth
section listing benefits that expecting and
new parents are entitled to, such as free
prescriptions, plus information on who
qualifies for a sure start maternity grant
bit.ly/MAS_births
First Days is a children’s charity providing
everyday essentials such as clothes,
toiletries and furniture to families living
in poverty across Berkshire (and further
afield) firstdays.net

PATRICK GEORGE

Family Lives (formerly Parentline Plus)
has been helping parents to deal with the
changes and challenges of family life for
30 years familylives.org.uk
Citizens Advice offers free, independent,
confidential advice to everyone on
their rights and responsibilities
citizensadvice.org.uk

groups to get information to parents;
and there are apps to offer information
to new parents (see bit.ly/baby_apps
for NHS suggestions).
There may also be local toy
schemes: Maxine notes that in her
area, parents can access a charity
scheme called Toys on the Table,
where toys will be delivered prewrapped on Christmas Day. In other
areas, children’s centres run toy
libraries, where parents can borrow
a bag of toys for a few weeks, then
return them. However, the spread
of that service is not brilliant, says
Maxine, pointing out that Leicester,
for example, used to have 12
children’s centres but now has just
six owing to cuts. Proximity and the
cost of fares can add to the problem:
‘The biggest hospital I work with is
on the outskirts of the city and it’s £5
for an adult to get into town - a big
chunk of your income when you’re
on £70 a week.’
Second-hand equipment can also
be found on eBay and other websites
(providing it has undergone the
necessary safety checks).
So could it be time to return to a
back-to-basics culture? Based on the
pressures parents face to spend, the
growing cost of raising a family and
the projections for families facing
poverty, a step in that direction seems
a no-brainer. How it might be reached
is another matter altogether.



Car seat


Sleeping

place for
baby – carry cot, crib
and then a cot

Pram or pram/
pushchair combination
 Baby bath
 Changing mat/bag

Fireguard/stair gate
(if required)

Feeding equipment
(unless breastfeeding)

Play mat/mobile
– small and portable.
Which? researchers
calculated that if parents
avoided the 10 least useful
baby products (as voted for
in a survey of more than
1000 parents) they could
save more than £400
(Fox, 2017). Among that list
was a door baby bouncer
and bottle warmer. Angela
also believes some items,
such as baby monitors,
especially those with
cameras, are unnecessary
and can ‘disable
parental instincts’.

For references, visit
bit.ly/CP_features
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ABRIDGED VERSION

THE ROLE OF THE HV IN
ACCIDENT PREVENTION
Ruth Rushton, Mike Bellis and Deborah Haydock
carried out a study to highlight health visitors’
training, knowledge, attitudes and practice in
preventing accidents.
RESEARCH
SUMMARY
A

questionnaire was used
to collect information on
attitudes, knowledge, beliefs,
opinions, experiences
and behaviour of health
visitors (HVs) in relation to
accidentprevention.
 Practising HVs from an NHS
trust in the north-west of
England were invited to
participate. A total of 51 usable
questionnaires out of 63 were
returned (81%).
 Of the respondents, 18 (35%)
were aged 35 to 44, while 12,
the next largest group (23.5%)
were aged 45 to 54, and 11
(21.6%) were aged 55 to 64.
 40% had fewer than five years
in health-visiting practice, and
20% had more than 20 years.
 HVs were asked about their
training and knowledge, and
quizzed on their attitudes and
current practice in relation to
accident prevention.
 The authors’ research found
little published evidence on the
matter, despite the importance
of preventing childhood
accidents being addressed
in policy and guidance, and
recommendations that those
working with children are
trained accordingly.

Realistic parents know that minor accidents,
scrapes and bruises are an inevitable and
normal part of a child’s development.
However, accidents are also a major health
problem throughout the UK. They are the
most common preventable cause of death in
pre-school children, and leave many others
permanently disabled or disﬁgured (Royal
Society for the Prevention of Accidents
(RoSPA), 2016).
The personal costs of an injury can be
devastating: signiﬁcant, lasting physical and
emotional effects can impact on education
and learning, employment opportunities and
family relationships (Public Health England
(PHE), 2014). Accidental injuries also place a
large burden on the health service in terms of
A&E attendance and hospital admission, as
well as treatment and rehabilitation.
An estimated £131m per year is spent on
emergency hospital admissions because
of childhood accidents (Child Accident
Prevention Trust (CAPT), 2013). The shortterm average healthcare cost of an individual
injury (all types) is around £2500, while the
wider costs of a serious home accident for
a child aged 0 to four has been estimated at
£33,200 (Walter, 2010). The costs are both
acute and long term: for example, the total
lifetime costs for a three-year-old child who
suffers a severe traumatic brain injury is
estimated at £4.89m (CAPT, 2013).
Health visitors (HVs) have traditionally
been regarded as having an important role in
accident prevention because of their frequent
contact with children and parents/carers,
access to family homes, and knowledge of
child development, which is recognised in

the Healthy Child Programme (Department of
Health, 2009).
This unique position facilitates an
opportunity to raise the proﬁle of accident
prevention at all levels (Whelan, 2015).
This research paper examines the role of
HVs in childhood accident prevention,
exploring their training, knowledge, attitudes
and practice.

HVs’ ROLE IN PREVENTION
There is limited literature to be found on
the role of HVs in accident prevention.
A Canadian study looking at home visits
with a speciﬁc home injury education and
information package found they can have an
effect, demonstrating a sustained, modest
reduction in injury (King et al, 2005).

RECOMMENDATIONS


All workforce HVs should be
trained in accident prevention
to be able to fully deliver the
Healthy Child Programme.



Employers should provide subject
leadership through identifying
and training HV accident
prevention champions.



The importance of accident
prevention would be enhanced if
health-visiting teams participated
annually with partners in Child
Safety Week.
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HV QUESTIONNAIRE ON CHILDHOOD
ACCIDENT KNOWLEDGE

HVs’ role in reducing unintentional injury in the under-ﬁves
was considered by Whelan (2015). The paper emphasised that
HVs are in a position to raise the proﬁle of accident prevention,
and concluded that they are responsible for ensuring they are
skilled and adequately trained.
In addition, a systematic review of studies examining the
role of health professionals in injury prevention concluded that
training may be effective in increasing health professionals’
knowledge and attitudes, but evidence was needed to establish
if this would reduce injuries (Woods, 2006).

POLICY AND LEARNING
Childhood accident prevention has long been highlighted as a
major public health issue internationally (WHO and UNICEF,
2008; 2005) and in the UK (for example, NICE, 2010a; 2010b;
2010c; Department of Health, 2009; 1999; HM Treasury, 2003).
PHE, in conjunction with CAPT and RoSPA, has set out
actions local authorities can take to reduce the number of
children injured or killed (PHE, 2014). This is echoed by the
NICE guidelines for service providers concerning training,
which recommends that appropriate education and training
should be provided on how to prevent unintentional injuries
for everyone who works with – or cares for and supports
– children, young people and their families (NICE, 2014).
Government bodies (NICE, 2014; 2010a; PHE, 2014)
recommend that HVs should receive training that includes
the identiﬁcation, assessment and facilitation of safe
home environments.
The NMC (2004) stipulates that practising HVs develop and
expand their knowledge post-registration, and this is supported
by the health-visiting core service speciﬁcation (NHS England,
2014), which calls for providers to promote a workforce
development plan based on the learning needs of the workforce.
Despite these recommendations, there is limited literature
concerning training. This was identiﬁed back in 1995 when Marsh
et al found that only one-third of HVs had attended a course or
lecture on accident prevention within two years.

% of HVs
answering correctly

1. How many children aged under
five in England attend A&E each
year after being injured in and
around the home?

9.8
(CORRECT ANSWER:
450,000)

2. How many children aged under
five in England are admitted to
hospital following an injury in and
around the home?

39.2
(40,000)

3. In the under-fives, which
type of injury caused the most
hospital admissions?

49
(FALLS)

4. In the under-fives, which type of
injury caused the highest number
of deaths?

33.3
(CHOKING/
SUFFOCATION/
STRANGULATION)

5. How many children under five
die each year as a result of an
injury in and around the home?

17.6
(60)

6. Do girls have more accidents
than boys?

84.3
(NO)

7. Where in the house do most
accidents occur?

9.8
(LOUNGE/
DINING ROOM)

8. Which of the following are
risk factors for childhood
accidental injury?
 Maternal

age under 20
living with both
natural parents
 Socioeconomic deprivation
 Frequent house moves
 Morning time
 Maternal alcohol consumption
 Visiting friends and
relatives’ houses
 Children

STUDY AIM AND METHOD
There is very little up-to-date evidence exploring the role of
HVs in accident prevention. Despite the recommendation for
training, no current evaluation of HVs’ accident prevention
training was found.
This study was undertaken to highlight HVs’ training,
knowledge, attitudes and practice with regards to
accident prevention.
A structured questionnaire with predominantly quantitative
questions was used to collect data on demographics, attitudes,
knowledge, beliefs, opinions, experiences and behaviour of
HVs in relation to accident prevention. Some open questions
were included to enhance interpretation, generating some
qualitative data. The study questionnaire had four sections:
 Demographic data/training/personal experience
 Factual knowledge on epidemiology of childhood accidents
 Attitudes towards accident prevention
 Accident prevention delivery and perceived needs.

QUESTION

92.2 (YES)
82.4 (NO)
98 (YES)
82.4 (YES)
66.7 (NO)
98 (YES)
62.7 (YES)

KEY FINDINGS
The majority of respondents – 90% (46/51) – had undergone no
training in accident prevention in the past two years, and only
35% (18/50) regularly accessed accident prevention websites.
In questions assessing the HVs’ knowledge, the number of
multiple-choice questions answered correctly ranged from six to
11 out of 14, with a mean of 8.2 and median value of 8.
Only ﬁve correctly answered the question ‘Where in the house
do most accidents occur?’ for example, and the same number
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knew the answer to ‘How many children aged
under ﬁve in England attend A&E each year
after being injured in and around the home?’
Respondents fared better on questions about
risk factors for childhood accidental injury.
HVs’ responses to the attitudes section of the
questionnaire demonstrated that many hold
extremely positive attitudes towards accident
prevention activities.
Just over half – 54.9% (28/51) – agreed
or strongly agreed that accident prevention
should be discussed at every Healthy Child
Clinic contact. The majority – 62.7% (32/51)
– agreed or strongly agreed that HVs should
run a parents’ group to teach ﬁrst aid.
HVs’ responses also showed that the vast
majority were in favour of training and regular
updates, and more resources and leaﬂets to
give to parents.
Most – 76% (38/50) – of the HVs surveyed
said discussion of accident prevention was
being prioritised at universal contacts always
or most times.
If respondents did not always prioritise,
they were asked to explain why. Data from this
generated four themes:
Time – there are other topics to cover.
Parental lead – HVs recognised that their visits
can be client-led in order for families to engage
and beneﬁt from contact.
Child too young – HVs discussed advice in
accordance with the child’s development and
home observations.
Tailoring their visits – in accordance with the
home situation.
The percentage of HVs discussing accident
prevention was seen to increase as the
infant ages, with almost 65% doing so at
the antenatal visit, rising to 98% at the
two-year review.
Just over half of HVs – 54.9% (28/51)
– reported rarely discussing accident
prevention in the Healthy Child Clinic.
With regards to the use of accident
prevention resources when visiting families,
most HVs – 82.4% (42/51) – use leaﬂets,
while 39.2% (20/51) use websites, 7.8%
(4/51) use Facebook, and 2% (1/51) the
‘red book’.
Nearly all HVs surveyed – 94% (48/51)
– thought that their practice would beneﬁt
from accident prevention training.

THE ACCIDENT
PREVENTION SURVEY

90% of HVs surveyed
had had no training in
accident prevention
in the past two years,
and only 35% regularly
accessed accident
prevention websites.

Only five (9.8%) knew
where in the house
most accidents occur
(The answer is in the
living/dining room).

76% of the HVs
surveyed said
discussion of accident
prevention was being
prioritised at universal
contacts always or
most times.

Nearly all HVs surveyed,
94%, thought that
their practice would
benefit from accident
prevention training.

THE VAST MAJORITY
WERE IN FAVOUR OF
TRAINING, AND MORE
RESOURCES AND LEAFLETS
TO GIVE TO PARENTS

CONCLUSION
The importance of supporting families in
preventing childhood accidental injuries
has consistently appeared over the
years as a key goal. This is echoed in the
present study, with the majority of HVs
agreeing that accident prevention was a
priority in their work.
This study demonstrated that HVs had
extremely positive attitudes towards
discussing accident prevention at
core contacts.
However, constraints due to the
squeeze on public health funding (House
of Commons Health Committee, 2016)
may limit opportunities.
Findings from this study highlighted
the need for training in accident
prevention, with deﬁciencies in
knowledge concerning childhood
accidents suggesting that there is a
lack of training opportunities or the
ability to access them.
A majority of HVs felt strongly that
training would enhance their practice in
this area.
In order to establish if ﬁndings could
be universally applied, a substantially
bigger study, encompassing areas of the
country with different ways of working
and populations, would be required.

Ruth Rushton is a health visitor
based in the north-west of England;
Mike Bellis is senior lecturer in
interprofessional education and
faculty coordinator for technology
enhanced learning, and Deborah
Haydock is senior lecturer, public
health and wellbeing, both at the
University of Chester.

To view references and the full version of this paper, entitled The role of the health visitor in accident
prevention, go to bit.ly/CP_research_rushton

47
COMMUNITY PRACTITIONER | DECEMBER / JANUARY 2019

RESEARCH_Community Practitioner DEC JAN_Community Practitioner Magazine 47

28/11/2018 14:06

THE FO
E
G
N

ver the
past 35
years
the
number
of research papers on
mindfulness has increased
exponentially, from on
average two papers a year
between 1982-1992, to over 700
papers in 2017. Since 2000 there
have been a total of 3686 articles on
mindfulness (American Mindfulness
Research Association, 2018).
This increase demonstrates a growing
interest in and enthusiasm about the
life-changing potential of mindfulness to
help ease suffering of all kinds, from stress
and mental illness to long-term health
conditions and physical pain.
But what exactly is mindfulness and how
can it beneﬁt your practice? Mindfulness
means: paying attention to what’s
happening in the present moment in the
mind, body and external environment,
with an attitude of curiosity and kindness
(Mindfulness All-Party Parliamentary
Group, 2015).
The beneﬁt of practising mindfulness
to CPs is in helping to improve your
own wellbeing, your experience in the
workplace, and in being able to relate more
fully to the experiences of your clients.
The mindful compassion practices
we teach at Breathworks, a leading
mindfulness training organisation, have
been shown to improve concentration,
calm under stress, successful interpersonal
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communication, and
work satisfaction.
And we know that
compassion is one of
the strongest aspects
of resilience.
You can practise
mindfulness in the
smallest of ways (see Tips
for daily mindfulness).

O

BE AWARE

Mindfulness
teacher and trainer
Singhashri Gazmuri
reveals how you
can benefit from
mindfulness and
compassion in your
day-to-day working
life and beyond.

Our approach to mindfulness courses
involves supporting people to interrupt
cycles of pain and stress and replace those
cycles with acceptance and kindness.
This acceptance supports us to make more
positive choices on how to respond, rather
than react, to our suffering, which can
lead to a reduction in suffering (Burch and
Penman, 2013).
We do this by taking course participants
through our six-stage process, helpful to
remember with the acronym Be AWARE.
Be – we begin by bringing awareness to
our breath and body. This support us to
get out of our heads and into our direct
experience in the body, which naturally
relieves physical and mental tension.
A – We can then begin to develop an
acceptance of what’s diﬃcult. This isn’t
a passive resignation, but rather an
acceptance of what can’t be changed in
the moment. We meet this with compassion
towards ourself as someone who is suffering.
W – In addition, we can also cultivate a
sense of awe and wonder at the pleasure
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and beauty of life.
A – By learning how to accept the diﬃcult and appreciate
the pleasant, we are able to develop a broad awareness of
diﬃculty and pleasure. Life includes both.
R – Mindfulness is not just an individual practice, but
also a collective one. Once we are in touch with our own
experience, this becomes a basis upon which we can
begin to relate more fully to the experience of others.
E – Finally, with an awareness of ourselves and others,
we can engage in our life and the world with agency
and choice.

UNDERSTAND HOW SUFFERING WORKS
One of the ﬁrst things we help people to understand
on Breathworks courses is the difference between their
primary and secondary suffering. Primary suffering is
the suffering that is a give-in. In any given moment we
may experience a painful sensation, thought or emotion.
What we tend to do as soon as primary suffering arises
is to layer additional suffering on top of it. This is our
secondary suffering – the thoughts and emotions that
come on the heels of an initial painful experience.
For example, someone with chronic back pain may
wake up one morning in extreme pain. This is their
primary suffering. That pain comes as tension, perhaps
cramping, a stabbing sensation, extreme heat, a dull
ache. Immediately thoughts of how this happened,
when will it go away, will it ever go away, what if I
will never be able to work again, and so on, follow.
These thoughts can lead to further emotions of anger,
hopelessness and grief.
On our course, we encourage participants to stay
with the primary suffering. This allows them to notice
how the suffering is not necessarily as solid as they
originally thought, but is actually changing all the
time. We teach them to notice that when they bring
awareness to the sensations, their resistance to them
lessens and the additional thoughts and emotions
subside. The pain may not be optional, but the secondary
suffering is. Therefore, it is possible to learn to accept
our primary suffering, soften our resistance, and reduce
or even overcome our secondary suffering.
Part of the challenge in all this is our biological
programming. We’ve been hardwired to be highly alert
to unpleasant sensations. Without this ‘ﬁght/ﬂight’
response, associated with adrenaline and cortisol, we
would not recognise potential threats (Gilbert, 2009).
But it also means we have an in-built negativity bias
(Hanson, 2009).
In order to bring balance to our experience, we need to
intentionally cultivate a different faculty - our ‘soothing’
system to bring a sense of connection and peace.
Sometimes referred to as the rest and digest system, the
parasympathetic nervous system (PNS) is associated with
oxytocin and endorphins. You can stimulate it through
mindfulness and compassion practices (Gilbert, 2009).

TIPS FOR DAILY MINDFULNESS
A mindful pause This can be taken
at any moment in our day: while
waiting for a train or the kettle to boil,
in the lift, or even on the toilet. Stop,
breathe, and notice what’s happening
in and around you. Whatever you
ﬁnd, meet it with kindness and, if
there is any suffering, compassion.

1

Notice the beauty When we take
the time to notice a sunset or the
sound of birdsong we are re-wiring
our brains to be more sensitive to
pleasure. This stimulates the PNS
which can bring a release of tension
and cultivate ease (Gilbert, 2009).

2

3

Take a break before you need it
Often we keep going until we’re
exhausted – especially relevant in
healthcare settings. Mindfulness
supports us to become more aware
of the kinds of activities that drain
us, and those that sustain us. Taking
a break from certain activities can
support us to do more in the long run.

4

Perform random acts of kindness
Once a day, take a moment to
notice someone else and how they
might be feeling. Help ease any
suffering by doing something small
but meaningful: hold the door open,
ask a retailer how they’re doing, let
someone in front of you.
Meditate Just 10 minutes a day
can make a big difference to your
mental health. Begin by ﬁnding a

5

comfortable posture sitting or lying
down. Close your eyes if you wish.
Spend time feeling the sensations of
your body against the chair, bed or
ﬂoor. Notice the sounds around you.
Now bring your awareness to the
breath. Allow your mind to follow the
breath as it comes and goes. If you
become distracted, come back to the
breath. If there’s anything unpleasant
in your experience, try to meet it with
kindness and compassion. End by
bringing a sense of appreciation
to yourself.

Singhashri is a mindfulness
teacher and trainer at
Breathworks, and is developing
innovations for bringing
mindfulness into the workplace.

RESOURCES
For more on mindfulness,
research into the
Breathworks approach and
training, visit breathworksmindfulness.org.uk
Mindfulness for health
(2013) is a guide to relieving
pain, reducing stress and
restoring wellbeing by
Vidyamala Burch (cofounder of Breathworks)
and Danny Penman.
For NHS information on
mindfulness, see bit.ly/
mindfulness_NHS
Learn about mindfulness
from the Mental Health
Foundation at
bemindful.co.uk

TIME TO REFLECT
What moments of your typical day might
you be able to earmark for a mindful
pause or other mindfulness practice?
Has mindfulness helped your experience
with clients? Share any insight and join in
the conversation on Twitter @CommPrac
using #MindfulCPwork
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COURSES
TOUCH-LEARN INTERNATIONAL BABY MASSAGE
TEACHER TRAINING COURSE

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

A comprehensive baby massage teacher course for health
professionals and parenting practitioners with longestablished company Touch-Learn. This highly acclaimed
ﬁve-day programme is accredited by the Royal College of
Midwives, the University of Wolverhampton and Independent
Professional Therapists International. The curriculum includes
simple massage techniques, underpinned by research and
practical knowledge to enable practitioners to feel conﬁdent
in supporting parents sensitively, safely and professionally in
a variety of settings. Experienced trainers with professional/
HE teaching qualiﬁcations. Touch-Learn teachers are
provided with free handouts to support classes.

Train to become a certiﬁed infant massage instructor with the
IAIM, the largest and longest-standing worldwide association
dedicated solely to baby massage. Our curriculum is taught
in more than 60 countries and has been developed and
reﬁned over 30 years through research, reﬂective practice and
practical experience. This has resulted in a widely endorsed
and implemented parenting programme. By training with
our highly respected organisation, you will join a worldwide
network of instructors offering a supportive environment to
teach lifelong parenting and relaxation skills.

Location: Scheduled and in-house courses across the UK.
Call for dates.
T: 01889 566222 M: 07814 624681
E: anita@touchlearn.co.uk
W: touchlearn.co.uk

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

PROMOTE YOUR COURSES IN PRINT AND ONLINE
AMONG THE MEMBERS OF UNITE-CPHVA
CONTACT: JOANNA HOLMES
T: +44 (0)20 7880 6231
E: JOANNA.HOLMES@REDACTIVE.CO.UK
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Dippy eggs
now safe for all!
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British Lion eggs are approved by the Food Standards Agency to be served runny,
or even raw, to pregnant women, young children and elderly people
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100% gentle for the
most delicate days of life
The all-new JOHNSON’S®

Arriving in the New Year
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