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HOW TO ASSESS
AND TACKLE
VITAMIN D DEFICIENCIES
The CPD module will:
• Introduce vitamin D: what it does in the body, where we find
it in the diet and the consequences of vitamin D deficiency for
children’ health

• Offer practical advice to identify children who may be at
risk of vitamin D deficiency, and suggest ways to improve
children’s vitamin D status

• Describe the latest advice on vitamin D
• Provide figures on vitamin D intakes and prevalence of
deficiency in UK children using the National Diet and Nutrition
Survey (NDNS), a government rolling survey of the UK population
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Get to know us better when it

comes to safety

Here at JOHNSON’S®, we’re mums and dads too, and like you, we want what’s best and safest for our
little ones. That’s why, for over 125 years, we’ve utilised the latest science to create safe, mild and
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4. We carefully assess how real customers use our products
Hundreds of families test our products before they are ever placed on a shelf
5. When it comes to safety, we never rest
We speak to thousands of parents, scientists, and regulators to remain vigilant and ensure every
product meets our safety standards throughout its lifetime
Because we care about every little baby.
For more information about our Safety and Care Commitment, please visit: www.safetyandcarecommitment.com
We welcome any feedback, please email us at jbhcpcontact@its.jnj.com
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EDITORIAL
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0845 850 4242 or see unitetheunion.org/
contact_us.aspx for further details.
To join Unite/CPHVA, see
unitetheunion.org

Proud to make a stand
Welcome to the February issue of Community Practitioner.
It seems that quite often when women make the headlines or the
history books it is for making a stand. Joan of Arc did it in the 15th
century, Emmeline Pankhurst and the suffragettes did it in the
1900s, Hillary Clinton (almost) did it in 2016.
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And, as I write this, we have just witnessed one of history’s largest
demonstrations take place in locations across the world – the
Women’s March. Almost half a million people in Washington
DC alone and in the region of five million globally marched for
women’s rights, among other issues including immigration and
healthcare reform, racial justice and workers’ rights.
While I didn’t make it to the London march in person I was certainly there in spirit, and
the images and videos I saw from all over the world were a sight to behold. That so many
women – and men – voted with their feet in support of what they believe to be right, and
against what they feel is unjust is in itself reassuring, at a time when many of us feel that the
world, under certain powers, is potentially doomed.
And continuing on the theme, this year’s International Women’s Day on 8 March invites us
all to #BeBoldForChange, which is exactly what this issue’s cover feature on page 26 focuses
on. Public health nursing is a female-dominated profession, and as many services are under
serious threat (see the letter from a group of anonymous readers on page 15 for a sobering
example), there is surely no better time to be bold and speak out. And there’s a great chance
to do this on 4 March, when the ‘It’s our NHS!’ march hits the streets of London – you can
read more about this on page 48.
I for one am proud to be a woman, proud to make a stand and proud to help you as a profession,
in some small way, have your voices heard through the pages of this journal. By the time you read
this, there’ll still be a couple of days to complete our readership survey. This is a really important
opportunity for us to be led by you on the content, design and future of your journal. I appreciate
that amid these testing times your time is more precious than ever, but if you can, please use this
chance to have your voice heard. You can access the survey, which includes a prize draw to win
one of two £50 M&S vouchers, at surveymonkey.co.uk/r/cprs2017

Advertising queries
Alex Edwards
020 7324 2735/alex.edwards@redactive.co.uk
Production
Jane Easterman
020 7880 6248/jane.easterman@redactive.co.uk

DIGITAL ACCESS UPDATE

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

Helen Bird
Editor

For those of you who have been trying
to access the archive of Community
Practitioner online, we apologise for
the temporary loss of the facility. The
problem has been rectified and the
service is now back up and running.
Access to the latest issues of the
journal via the smartphone app will be
available in the near future, with each
edition appearing at the time
of publication.

February 2017 Community Practitioner 5

5

T

•

V2.indd 5

2 22 1

11 1

NEWS ROUND-UP

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

Young people face longer waits
for mental health appointments
The number of young people with mental
health problems waiting more than nine
weeks for an appointment has radically
increased in Northern Ireland, according to
the latest figures.
The nine-week target for an
appointment with the child and
adolescent mental health service
was missed 130 times in the year to
August 2016.
This figure represents an increase of
62% on the previous year and a rise of
136% from 2014.
The western trust saw the most delays,
with 72 young people waiting longer than
the target time, while that figure was 58 in
the Belfast trust.
But in both the southern and northern

trusts, no patients were recorded waiting
more than nine weeks for an appointment.
Outgoing health minister Michelle
O’Neill, who has made improving the
mental health service in the north one
of her key priorities, said waiting lists
are ‘unacceptably long’, and that only
transformation of the health and social
care system could alleviate the pressure
on services.
Minister O’Neill will succeed Martin
McGuinness when the Northern Ireland
assembly election takes place on 2 March.
The election was called in January after
negotiations failed over a green energy
scheme, prompting Mr McGuinness to
resign as Sinn Féin’s deputy first minister.
● To read more, go to bit.ly/NI_CAMHS

Babies ‘missing out’
on 12-month checks
One in four UK-born babies are not
receiving all their health visitor checks
during the first two years of life,
according to government figures.
A report by the Social Mobility
Commission found that a fifth of babies
hadn’t received the 12-month check by
15 months, and one in four miss out on
the review at age two.
London children were the least likely
to receive the right number of health
visits, with fewer than half receiving
the final two checks at one year and
between two and two-and-a-half years.
The commission said: ‘Despite this
being a crucial period for families, there
is still too little support for parents in
the earliest stage of their child’s life.
‘With the socioeconomic gap in
outcomes emerging early, providing
support to parents at this point could
reap dividends for social mobility later.’
NHS Digital found that health visitors
in England fell by almost 1000 between
October 2015 and August 2016, despite
the Conservatives’ pledge to increase
the number.
● Read the State of the nation report at
bit.ly/SMC_state_of_nation_2016
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DIGITAL DATA
Children as young as three
and four spend on average

8 hrs
18 mins
a week online – up from six
hours 48 minutes over the
last year
Almost a third
of 15-yearolds admit to
having sent a
naked photo of
themselves at
least once

Children ‘underprepared’ for
digital world, study finds
Children are being left to fend for themselves
online, a year-long research study published
by the children’s commissioner for England
has found.
Growing up digital, which takes a close look at
how well equipped children are to engage with
the internet, calls for obligatory digital citizenship
lessons in schools for children from four to 14.
This will help them to build online resilience
and understand their rights and responsibilities as
they prepare for their digital lives, it claims.
It also recommends social media companies
rewrite their ‘impenetrable terms and conditions’,
which see youngsters unwittingly sign up to
clauses that waive their right to privacy and allow
the content they post to be sold.
Children’s commissioner Anne Longfield is

calling for new legislation to protect children’s
privacy and data online, and says a new digital
ombudsman is needed to mediate for children
over removal of content.
The report found many did not know how
to report concerns – including about bullying,
‘sexting’ and harassment – or were unhappy with
the action taken if they did.
Ms Longfield said it is ‘wholly irresponsible’ to
let children ‘roam in a world for which they are
ill-prepared’.
She added: ‘It is critical that children are
educated better so that they can enjoy the
opportunities provided by the internet while
minimising the well-known risks.’
● To read the Growing up digital study, go to
bit.ly/CC_growing_up_digital

Over a third of 12to 15-year-olds
have seen hateful
content directed
at a particular
group of people
in the past year

The number of
children counselled
by Childline about
online bullying has
doubled over the
past five years

CPHVA vice president Elizabeth Anionwu has been made a dame in
the Queen’s New Year’s honours list.
The emeritus professor of nursing at the University of West
London was awarded the honour for services to nursing and for the
Mary Seacole memorial statue appeal.
Professor Anionwu is a nursing pioneer who ran the first UK nurseled sickle cell/thalassaemia screening and genetic counselling service,
and has worked tirelessly throughout her career to ensure people
affected by the conditions get the support they need.
She was also instrumental in a campaign for recognition of
Mary Seacole, which culminated in the unveiling of a statue of the
Jamaican nurse at St Thomas’ Hospital last summer.
She is now life patron of new charity the Mary Seacole Trust.
● For details of how to enter this year’s Mary Seacole awards, go
to bit.ly/Mary_Seacole_awards or see page 35 of this issue.

SCIENCE PHOTO LIBRARY/ISTOCK/GETTY

Honour for CPHVA vice president
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Shortage of foster carers ‘reaching crisis’
Concerns have been raised over the
growing shortage of foster carers in
Northern Ireland.
Action for Children has revealed that
170 carers are urgently required in the
region to meet current needs.
The situation is ‘reaching crisis point’,
the charity has warned, with some
children having to be moved up to 70
miles from their home owing to the lack
of carers in their own areas.
Avery Bowser, children’s services
manager at Action for Children

Northern Ireland, said the charity is
‘appealing for really special people,
who have resilience, patience and
flexibility to meet the needs of some of
our most vulnerable children’.
Having to place children a long way
from home ‘has a negative impact on
the long-term outcome for the child’,
he added.
● To find out more, contact Action
for Children’s fostering team on
02890 460500 or at fostercareni@
actionforchildren.org.uk

Extending child poverty
scheme ‘would help
5000 families’
The Scottish Greens have called for a Glasgowbased project to cut child poverty to be rolled out
across Scotland.
The party estimates that 5000 more vulnerable
families could benefit from more than £2.3m a year if
the ‘Healthier Wealthier Children’ project in Glasgow
were to be extended.
This scheme sees healthcare professionals, such as
health visitors and midwives, helping families apply for
benefits they are entitled to but do not currently claim.
It has helped vulnerable families gain an average
of more than £1000 each, according to health
spokeswoman for the Scottish Greens, Alison Johnstone.
She added: ‘Some families gained as much as £3400,
which obviously has a massive impact on their quality
of life, so the faster this can be rolled out, the better for
Scotland’s 5000 financially vulnerable families.’
● To find out more, go to bit.ly/Greens_poverty_call

Parents ‘could be banned’ from smacking children
Smacking children could be banned
in Wales under plans to devolve more
powers to the assembly.
An amendment to the Wales Bill,
currently going through parliament,
would see the Welsh Government gain
powers over parental discipline.
The move would enable ministers
to strip away longstanding legal
defences for parents who use corporal
punishment to discipline children.

Children’s secretary Carl Sargeant
said last year he hoped to ‘take
forward, on a cross-party basis,
legislation that will remove the
defence of reasonable punishment’ for
smacking a child.
Children’s commissioner for Wales
Sally Holland has argued that smacking
‘has no place in modern society’.
● Follow the progress of the Wales
Bill at bit.ly/Parliament_wales_bill
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Children ‘loading
up on sugar’ at
breakfast time
Children are consuming half
the daily recommended
sugar intake at their first
meal of the day, according
to data from Public Health
England (PHE).
PHE’s new Change4Life
campaign shows that children
in England consume on
average more than 11g of
sugar at breakfast time alone
– equivalent to almost three
sugar cubes.
The recommended daily
maximum is no more than five
cubes of sugar for children
aged between four and six,
and no more than six cubes for
seven- to 10-year-olds.
But, by the end of the day,
children have, on average,
consumed more than three
times these recommendations.
A survey conducted for
Change4Life found that 84%
of parents whose children
consume the equivalent of

three or more sugar cubes in
their breakfast considered their
child’s breakfast to be healthy.
The worst culprits on the
morning menu include sugary
cereals, drinks and spreads.
PHE has launched the Be
Food Smart app to show how
much sugar, saturated fat and
salt can be found in everyday
food and drink that children
consume by scanning the
barcode of products.
This also allows parents to
compare different brands for
various foods.
Sara Stanner, science
director at the British
Nutrition Foundation, said:
‘There are plenty of healthier
options available, so we need
campaigns like Change4Life
to help busy parents make the
right choices for their families.’
● For more information
about Change4Life, go to
bit.ly/PHE_Change4Life

SUGARY FACTS
Just under

3

SHUTTERSTOCK/ISTOCK

The equivalent
number of sugar cubes
children are having
at breakfast

More than

5500

The number of sugar cubes
consumed by the average
four- to six-year-old in
one year

No more than

6

The recommended
d
daily sugar cube
equivalent for sevenvento 10-year-olds

Scoping 0 to 19 service models
The CPHVA’s health visiting specialist group is looking for
information from members for a project examining the
models being developed or in place for 0 to 19 services.
The group is seeking answers to the following questions:
● Are there any successful models?
● How do they work?
● What are the roles and specialisms attached to the service?
● What are the benefits over traditional 0 to five years and
five to 19 years service models?
● What are the disadvantages or challenges involved?
● How has it improved service to clients?
● How has it improved or hindered communication?
● How has it affected safeguarding?
● Are you delivering on all mandated visits and the Healthy
Child Programme in England or its country equivalent?
● How has it improved professional multiagency working?
The team invites your responses by 19 February.
● Please send responses or request further information
at cphva@unitetheunion.org
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RESEARCH NEWS

UK

NETHERLANDS

Education is not ‘main reason’ why
women delay motherhood
Researchers have challenged the belief that a desire to stay
in education is the primary reason why women delay having
children. The paper, published in the journal Demography,
finds that in the UK it is a woman’s family background, rather
than her education, which is the major determining factor.
The new research, from the University of Oxford and
the Universities of Groningen and Wageningen in the
Netherlands, used Office for National Statistics data to track
education and reproduction for cohorts of UK-born women
between 1944 and 1967.
According to their model, for every extra year in education
after the age of 12, a woman delayed motherhood by an
average of six months. But the authors
found that family environment – a
combination of social, economic and
genetic factors – was more significant,
with education contributing only 1.5
months of the total six-month delay.
● To access the full study, visit bit.ly/
Demography_tropf_motherhood

UK

FINLAND

Heartburn drugs in pregnancy
linked to childhood asthma
Children born to mothers taking
heartburn medication during
pregnancy may have a greater
risk of developing asthma, a
study suggests.
But the potential link
is not conclusive,
with researchers
saying further
work is needed
to determine
whether the
medicines affect
children’s health.
The study,
published in the Journal of
Allergy and Clinical Immunology,
saw researchers from the
Universities of Edinburgh and
Tampere in Finland review eight
previous studies involving more
than 1.3 million children.

Those born to mothers who
had been prescribed acidblocking drugs in pregnancy
were at least a third more likely
to have visited a doctor for
symptoms of asthma.
Dr Samantha Walker,
director of policy
and research at
Asthma UK, said:
‘It is important
to stress that this
research is at a
very early stage,
and expectant mums
should continue to take
any medication they need under
the guidance of their doctor.’
Concerned mothers-to-be can
call Asthma UK: 0300 222 58000.
● See more on the research at
bit.ly/JACI_devine_asthma

seconds without stimulation;
one that was given tailored
acupuncture at a maximum
of five acupuncture points for
up to 30 seconds with mild
stimulation; and one that
received no acupuncture.
The amount of time spent
crying excessively fell in all three
groups, which is not unexpected
as colic tends to clear up by itself
eventually, said the researchers.

But the magnitude of this
reduction was greater in those
given either type of acupuncture
than it was in those given
standard care alone.
Study author Kajsa Landgren,
of Lund University in Sweden,
said: ‘Fussing and crying are
normal communications for
a baby, therefore a reduction
to normal levels – rather
than silence – is the goal
of treatment.’
Dr Landgren said parents
should record how long their
baby cries to see if it is excessive
and then try eliminating cow’s
milk from their feeds before
seeking further help.
She added: ‘For those infants
that continue to cry for more
than three hours per day,
acupuncture may be an effective
treatment option.’
● To read the study, go to
bit.ly/AIM_landgren_colic

SWEDEN

Acupuncture
‘could ease
baby colic’
Acupuncture may stop babies
suffering from colic from
crying too much, according to
new research.
A study has shown that
applying the traditional Chinese
treatment twice weekly for
two weeks ‘significantly’
reduced crying.
Researchers said their findings,
published online by the journal
Acupuncture in Medicine, show
that it may help treat babies with
infantile colic – those who cry for
more than three hours a day on
three or more days a week.
They compared two types of
acupuncture with standard care

alone in 144 babies with colic,
aged two to eight weeks, at four
child health centres in Sweden.
They had all been on a cow’s
milk exclusion diet for at least
five days in a bid to curb excess
crying or fussing.
Each child was randomly
allocated to one of three
groups: one that received
standard minimal acupuncture
at one point for two to five

10 Community Practitioner February 2017

1 11

e ea c

e

•CT_

.indd 1

01/02/2017 16:54

RESEARCH NEWS

UK

Moderate screen time
‘unlikely’ to harm teens

RUSSIA

Mother-baby bonding: position
matters, say scientists
Mothers tend to cradle newborn
babies on the left for a specific reason,
new research has shown.
The position activates the right
hemisphere of the brain, which is involved
in communication and bonding, according
to researchers in Russia.
It is also the half of the brain that
receives signals from the left eye, leading
to conclusions that mothers can better
monitor their babies’ facial expressions
while cradling them on the left.
The visual information then goes to
the right hemisphere of the brain, which
is active in functions such as attention,
memory and reasoning.
And the ‘positional bias’ is thought to
extend beyond humans, too.
The researchers observed similar
behaviour in baby mammals, such as
kangaroos, horses, walruses and orcas,

SUPERSTOCK/SHUTTERSTOCK/ISTOCK

US

when following their mothers.
The team found that, of the 11 species
they studied, infants were more likely to
position themselves so that their mother
was on their left.
By doing this, the young could watch
their mothers with their left eye and were
less likely to get separated, and more likely
to be able to find her again if they got lost.
This happened around three-quarters
of the time out of almost 11,000 position
choices for 175 infant-mother pairs.
The researchers believe the study
could have implications in studying
development disorders associated with
reduced eye contact between mother and
infant, such as autism spectrum.
The research was published in Nature
Ecology & Evolution.
● Read the study in full at
bit.ly/NEE_karenina_bonding

New findings from more than 120,000 teens
in the UK has challenged the perception that
screen time is strongly linked to wellbeing.
The research, published in Psychological
Science, involved analysis of data collected
from thousands of 15-year-olds, who were
asked to self-report on mental wellbeing
and how much time they spent on digital
activities, including TV, computer games and
using smartphones for social activities.
The researchers said the data was
consistent with their hypothesis of a digital
‘sweet spot’, which saw teens’ wellbeing
increase as their screen time increased, up to
a certain point, after which it decreased.
Psychological scientist and lead researcher
Andrew Przybylski of the University of
Oxford said: ‘Our findings suggest that
adolescents’ moderate screen use has no
detectable link to wellbeing, and levels
of engagement above these points are
modestly correlated.
‘Parents really struggle to meet stringent
professional guidance on screen time. Policy
guidance should be based on work that tests
explicit hypotheses about possible effects.’
● To take a look at the study, go to
bit.ly/PS_przybylski_wellbeing

Parents purchase frozen dinners for more than convenience

Researchers in the US looking at why parents
buy ready meals have found they are
motivated by more than just saving time.
A new study published in the Journal of
Nutrition Education and Behavior
found that although 57%
of parents surveyed
cited time saving,
just under half

also reported buying them because their
families really liked the meals. A third chose
processed foods because children could
help prepare them, and more than a
quarter cited cost savings.
Researchers at the
University of Minnesota
and Duke University
also found a link

between parents working longer hours and
choosing pre-packaged, processed meals.
Calling for new research into interventions
to enhance parents’ cooking skills, lead author
Melissa Horning said: ‘If parents are not
confident, pre-packaged, processed meals are
an appealing but less nutritious option.’
● The findings can be viewed at
bit.ly/JNEB_horning_meals

February 2017 Community Practitioner 11

1 11

e ea c

e

•CT_

.indd 11

01/02/2017 16:55

THE BIG STORY

STPs:
a ticking time

bomb?
A credible quest for
sustainable change,
or a disastrous lunge
towards privatisation?
Juliette Astrup
uncovers some of
the truths behind
NHS England’s
already infamous
sustainability and
transformation plans.

M

assive change is coming to
the NHS in England – and
it is set to affect everyone
working within it and using
its services.
Sustainability and transformation plans
(STPs) have been drawn up for 44 ‘local health
systems’, setting the English healthcare
course for the next five years and beyond.
The process – which has been bubbling
along under the radar for many months – is
likely to mean bed cuts, closures of A&E and
other specialist units, reconfiguration and
cuts to services, changes to staff terms and
conditions of employment and, more than
likely, many job losses. Yet it is still relatively
unknown to the general public and even
among healthcare staff.
The driving force is money saving. The
NHS has been tasked with finding annual
savings of £22bn – the forecast deficit by
2020-21 under the current funding plans.
In addition, the STPs must deliver health
and social care integration and aim to bring
about a more holistic approach to meeting

the health and care needs of the population,
rather than treating people as users of
individual services or organisations.
Each STP has been drawn up at a local
level – resulting in 44 different solutions
to the challenge, with some plans offering
detail, but many appearing opaque and
jargon-heavy. Recurrent themes include a
focus on preventative care and self-care, and
a move towards GP and community services.
Many plans also emphasise the need for
a multi-skilled, flexible workforce – for
example, the Lancashire and South Cumbria
STP lists among its priorities ‘new roles and
ways of working that bring about a flexible
and multi-skilled workforce that meet the
needs of our population’.
Birmingham and Solihull’s STP mentions
‘changing terms and conditions of
employment to support new models of
working’, and ‘reskilling and upskilling the
primary and community care workforce to
support the delivery of integrated, out-ofhospital care models’.
At this stage, specifics are scarce, with
some plans going into more detail than
others. The Dorset draft STP, for example,
goes further to add: ‘We want our workforce
to work across hospital sites and beyond
organisational boundaries in a single, Dorsetwide network of skilled professionals.
‘This will include the development of a
Dorset-wide children’s community nursing
service… and create a single team of health
visitors, nurses and midwives.’
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THE BIG STORY

Plans that do go into detail make clear
that several thousand beds in acute district
general hospitals are likely to be cut,
including more than 500 in Derbyshire and
400 each in Devon and West Yorkshire, as
well as 30% of all beds in hospitals in Bristol,
North Somerset and South Gloucestershire.
One analysis reported in the national press
concludes that the STPs could mean the loss
of around 17,300 staff in total, including 7300
nurses, midwives and health visitors. This is
at a time of a prolonged, intense squeeze on
funding, when latest figures show that, in
the first week of January, almost half of NHS
trusts declared major alerts.
Unite has already sounded the alarm
bell, rebranding STPs as ‘slash, trash and
privatise’. Head of health Sarah Carpenter
says the union suspects STPs are ‘a device
to further cut services, erode patient care
and introduce local pay and employment
conditions’, with the ‘spectre of further
privatisation’ also lurking in the background.
She adds: ‘There’s a lot of evidence that
integration works – but no evidence that
it saves money. They are trying to deliver
something impossible – without the funding,
it isn’t going to work.
‘A lot of the demand seems to be on
community nurses to pick up the pieces from
acute care, which won’t be there anymore.
Yet we are seeing cuts to public health
provision, health visiting and school nursing
– you can’t simultaneously cut and expect
them to be there. Without proper public
health provision, the long-term projected
costs on the acute sector will be huge.
‘It is short-term thinking. The Five year
forward view is not long enough; this will
create a time bomb of problems further
down the line, and it will not even do what it
needs to do – it will not save money.’
In fact, the work so far appears to have
done just the opposite. While NHS England’s
Delivering the forward view was clear that an
STP ‘is not just about writing a document,
nor is it a job that can be outsourced or
delegated’, it didn’t stop at least one area
forking out hundreds of thousands to private
consultants to help create the plans.
NHS chiefs in Coventry and Warwickshire
spent £343,000 on PricewaterhouseCoopers’
(PwC) services. A freedom of information
request from the local press revealed that
the seven NHS organisations within the STP

STPS BY NUMBERS

44

the number of STP areas in England

£22bn

the amount NHS England is tasked with
saving annually

500

hospital beds could be cut in some areas

£343,000
the amount one area spent on
developing its STP

paid a total £343,000 to PwC to help develop
it between July and September 2016.
Sarah adds: ‘If this sort of spending was
extrapolated across the 44 STPs in England,
we are talking about a figure of £15m. Unite
is calling on Jeremy Hunt to come clean on
how much management consultants are
being paid for so-called advice on STPs. Any
such funds would be much better spent on
frontline services, such as school nurses,
rather than on jargon-filled reports.
‘Simon Stevens, head of NHS England,
is right to raise serious concerns at the
insufficient level of NHS funding, and an
urgent financial injection into the health
service is desperately needed.’
Unite is urging all members to mobilise
to prevent the STPs from going ahead. Adds
Sarah: ‘We are doing what we can to get the
conversation out there. Find out about your
local STP, ask how it will impact you, and
what it means for your area.’ CP
Unite is encouraging members to sign
a petition calling on the government
to properly fund the NHS and scrap
the proposed STP programme. It is
also supporting the national ‘It’s our
NHS’ demonstration, taking place in
London on 4 March (turn to page 48
for details).

● For more information, see Unite’s health
sector pages at bit.ly/Unite_health and
sign the petition at bit.ly/STP_petition

STPS: WHERE DID THEY COME FROM AND WHAT NEXT?
Their origins are in Simon Stevens’ 2014 Five year forward view, which called for
integrated models of care, increasing NHS productivity by breaking down the
silos in which different parts of the NHS operate, and integrate with social care.
● Then, in December 2015, NHS England issued Delivering the forward view, calling
for STPs to implement the report in each local healthcare system.
● The first job was for areas to determine their ‘transformation footprint’, from
which 44 ‘local health systems’ were designated, each covering some 1.2 million
people, three or four local councils and five clinical commissioning groups.
● Each local health system was called on to produce an STP setting out the mixture
of demand moderation, allocative efficiency, provider productivity and income
generation required for the NHS locally to balance its books by June 2016.
● Local community leaders will engage with their populations to explain the plans
in the coming months; the most joined-up versions will be finalised this spring.
● Only if they balance the books will local health systems be able to apply for
centrally controlled ‘transformation’ funding from 2017-21.
●
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RIGHTS AT WORK

Standing up and

SPEAKING OUT
In response to the many vital community services being subjected to cuts
and reviews, Unite has issued guidelines to help practitioners understand
their options, which head of health Sarah Carpenter summarises.
With many community nursing services being ‘restructured’ or
‘reorganised’, Unite has produced a guidance note to take you
through the initial stages, in order to help you think about how you
might deal with this.

1

WHAT INFORMATION DO YOU HAVE?

2

WHO HAS BEEN INVOLVED?

3

CONSIDER YOUR RESPONSE: IMPACT ON
SERVICE DELIVERY

4

CONSIDER YOUR RESPONSE: IMPACT ON STAFF

Often, there is no clarity as to what the real issue behind the
need to change is, and it’s good to ask that question. You also need
to see what is being proposed in writing, and get hold of the relevant
policies from your employer.

It’s vital that you’re involved at an early stage in any discussions
and that you ensure the local staff side (union reps) have been
informed of the plans.

If you are a registered professional, it is crucial to consider whether
the proposed changes pose any risks to patients. You can raise your
concerns under your relevant professional code (for example, the
NMC), and you can use the model letters on the Unite website to
help you (see box).

This is really important, as often service change is about
downbanding staff. If this is being suggested, then contact your
local Unite rep. Sometimes, redundancies or ‘leaving payments’
are mentioned, and we have seen some trusts pay staff a
minimal amount of money to leave their jobs, which is

not linked to the national agreement in Agenda for Change. Don’t
let this happen to you, and contact Unite immediately if you have
any concerns.

5

GOING THROUGH THE PROCESS

6

WHAT ARE YOU GOING TO DO ABOUT IT NEXT?

Making sure everybody knows that what’s going on is critical.
There needs to be a quality communication plan alongside any
proposed change. This includes meetings with individuals and
groups of staff.

Check out what your local Unite branch knows about the plans,
and perhaps get them involved in supporting a campaign against
the plans. Your local Unite Community group can also help with any
campaigning – your local Unite office will be able to put you in touch.
And check that all your colleagues are union members – together we
are stronger.
The full version of the above guidance is available via your local Unite
rep from your regional office.
Lastly, if the change that is being proposed moves you to a
different trust, or out of the NHS, you might find the transfer
guidance useful. This has been agreed in partnership between
unions and NHS employers and makes clear what should happen in
transfer situations. CP
Sarah Carpenter
Head of health at Unite
@sarahcarps

ONLINE TOOLS

letters for NMC codes, go to
bit.ly/Unite_resources
● Guidance on transfer situations can be
found at bit.ly/SPF_transfer_guide
● Contact details for Unite regional
officers are available at
bit.ly/Unite_health_regional

ISTOCK

● To download Unite’s model
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FEEDBACK

Your views
An insight into what you’ve been thinking –
or talking – about this month…
AT BREAKING POINT
We are health visitors under threat and
we need support.
Seeing the service specification that
has been submitted for a local trust
to win the tender for health visiting
services left us shocked, to say the
very least.
We are currently a team of 56
whole-time equivalent band 6 health
visitors – the proposal is to reduce us
by 34. The rest of the workforce is to be
downbanded to band 5 and renamed
‘family health nurses’.
We’ve been told that the new
band 5 role will not be able to conduct
antenatal or birth visits, and our work
will be delegated by the remaining
band 6s. We will also be expected to

carry out child protection duties.
We’ve been told there’ll be no
redundancies because they are
offering band 5 jobs. Those who are
downbanded will have their pay
protected for two years, but our main
concern is that losing the health
visitor title is effectively deskilling
the workforce.
How will this affect our revalidation?
How can we still prescribe if we no
longer hold the title of public health
nurse? What about all the years we –
experienced health professionals – have
given to this service?
Can they really do this?
We were told about these proposals
just an hour before they were submitted
to the local authority. We had no time

to negotiate over or challenge the
specification. Yet the managers seem
to have protected their band 7 posts,
which has made everyone really angry.
We are distraught and morale is
on the floor. We need everyone to
understand what is happening to health
visitors – it’s awful.
We’d really appreciate any advice
or support from other health visitors
who might be experiencing a
similar situation.
Thank you.
● Name and address supplied
If you’d like to respond to this
letter or share your own experiences,
get in touch by emailing
helen@communitypractitioner.com

PRACTICE TEACHER FORUM?

ISTOCK

I would like to consider setting up a regional forum
for other senior practice teachers or people in similar
roles. This would be to look at issues around education,
training and the student agenda, as well as clinical issues
relevant to the role and the changes we are currently
experiencing in health visiting.
I would envisage meeting three times per year initially,
hosted in Birmingham but with the potential to move the
venue around the region.
If you’d be interested in joining this forum,
please contact me directly at
penny.dougan@bhamcommunity.nhs.uk
● Penny Dougan, senior practice teacher, Birmingham
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ONE-TO-ONE

Preventive
measures
A new study
supports a crossservice approach to
identifying mental
health problems in
children. Helen Bird
talks to researcher
Elisabet Fält about
the findings.

T

he importance of
communication between
services throughout a child’s
early years and beyond is
widely documented. Yet
strong networks involving healthcare
professionals, early education providers
and parents or carers are apparently
lacking, as highlights a recent study
from Sweden.
Elisabet Fält, a district nurse and PhD
student at Uppsala University (pictured
above right), and her team set out to
find whether a systematic approach
to information sharing between
services would benefit children – with
a particular focus on those with mental
health problems. The study, which has
been published in the journal PLOS One,
evaluated a method whereby parents of
three-, four- and five-year-olds receive
strengths and difficulties questionnaires
(SDQs); one for each parent and a third
for the child’s pre-school teacher.
The completed forms were then
returned to the child health
centre nurse and
reviewed during
the
child’s
regular
visits.
Elisabet
says that,
while most
two- to
five-yearolds spend
their days in
pre-schools,
healthcare
services
have no

routine communication with such
settings as part of their assessment
of children, which is what prompted
her to set up the study. ‘If we want to
successfully identify behavioural and
developmental problems in children
we need information about the child
in more than one environment,’ she
tells Community Practitioner. ‘This is
important as it is well known that early
identification of developmental and
behavioural problems can improve
the child’s quality of life and result in
socioeconomic benefits.’

COMMUNICATION GAP
But why does the lack of information
sharing exist? In Sweden, Elisabet
notes, ‘many pre-school teachers feel
that filling in a structured form about
a child’s development and behaviour
is against the view of the child as a
competent individual’. But the study’s
findings support the need to rectify this,
she adds. ‘Nurses found it very useful
[to have] information from both parents
and pre-school teachers,’ she says.
‘Several nurses noted that important
information about the child could be
overlooked without the pre-school
assessments because parents were not
always aware of their child’s difficulties.
‘The teachers regarded themselves
as having the competence to assess
children’s behaviour. They claimed
to know the children very well, and
believed that their experiences made
them competent to notice deviant
behaviours. They also felt that
families could get better support
through cooperation between the
pre-school and the child health centre,’
Elisabet adds.
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Of course, there can be
an issue with reluctance,
particularly on the parents’
part, to disseminate
information about their child
– something that Elisabet and
her team did encounter during
the course of the study. And
the more socially vulnerable
families, they found, were less
likely to complete the forms.
‘We really need to address
the inequity in parents’
participation,’ agrees Elisabet.
‘The information sharing
process needs to be modified
to make it easier for parents to participate.
‘Parents have concerns about how
personal information is handled and
how the answers are used, and about
stigmatising their child. They fear that the
information that they provide through the
SDQ can bring negative consequences for
the child.
‘It must be made clear to parents that the
data handling fully complies with ethical
and legal rules and that their child’s privacy
isn’t compromised,’ she adds.
A ‘well thought-out marketing campaign’
could address this, Elisabet believes, ‘if
they learn that the information they share
about their child will be handled in a safe
way’. In addition, she says, ‘it is important
that parents understand that the SDQ
assessments will not constitute the basis
for any diagnosis’, but will form a discussion
point with the healthcare professional.

If we want to identify
behavioural problems
we need information
about the child in more
than one environment
EARLY IDENTIFICATION
As Theresa May pledges to tackle mental
health in the UK with a focus on children
and young people, Elisabet agrees that the
sooner the identification and treatment
of problems takes place, the better.
‘There is a lot of knowledge to support
the importance of early interventions to
improve child health and development,’ she
says. ‘We have conducted health economic
studies that clearly show a benefit to

ALL ABOUT ELISABET
● Has been a nurse since 2007 and completed her

masters in public health in 2012
● Works one day a week as a district nurse at a health

centre while pursuing her doctoral studies
● Lives in Uppsala – Sweden’s fourth largest city –

with her husband and three children

ISTOCK

● Likes to go running at least three times a week – ‘[It]

gives me time to be alone with my thoughts and
helps me to get my mind around different issues’
● Is inspired by strong, intelligent women – ‘Any
woman who is dedicated to making a difference
while being a loving, caring person.’

preventive work when it
comes to behavioural and
emotional problems.’
As ever, this type of
work means an investment
in time and funding. Being
based in the community,
Elisabet notes that
increasing requirements
are lessening the time
available to spend with
families – something the
majority of public health
nurses can surely relate to
at the moment. ‘Because
of this, tasks that take
more time, such as home visits, become less
prioritised, which is a pity because it affects
those patients and families who need the
most support,’ she explains.
But will Elisabet’s research provide
evidence that a formalised system of
information sharing between services
is required to increase the chances of
early identification and intervention? The
response so far by both nursing colleagues
and leaders has been positive, she tells
us, adding that more work is needed to
ensure that vulnerable children do not slip
through the net. ‘We have yet to determine
whether the “right” children are picked up
by this system, based on referrals written
or whether the child has been offered extra
support in the pre-school setting,’ she says.

WORK IN PROGRESS
With this in mind, Elisabet and her
colleagues will continue their research into
cross-service collaboration. The aim of the
next study, she confirms, is to investigate
the clinical value of the process with SDQs.
‘We are going to see whether it has resulted
in a change in the number of children who
are referred to specialists, such as speech
therapists and psychologists, and whether
the referrals are valid,’ she adds.
Until then, it seems that the findings
represent an important step in
implementing a model that joins parents
and professionals together in the best
interests of the child. CP
● To read Elisabet’s study, go to
bit.ly/PLOS_falt_SDQ
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Unite-CPHVA
Annual Professional
Conference 2017
Save the date
17th-18th October 2017
Motorpoint Arena Cardiff
The last year has been full of challenges for
community practitioners. More than ever, it is
important to feel the support of your colleagues
and keep ahead of the ever-changing political and
professional landscape.
We will shortly be opening registration for 2017 – so
stay tuned!
And if you just can’t wait, later in this issue you’ll
ﬁnd information about the 2017 Call for Papers and
how you can get involved!

I enjoyed listening to colleagues’ shared passion
and commitment to making a difference within
the many areas of public health.”
Health Visitor, 2016 attendee

cphvaconference.co.uk
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UNION NEWS

YOUR VOTE

COUNTS
With elections imminent, Unite is urging all
members to get involved and vote for the next
generation of union representatives. We hear
more from the general secretary candidates.
This year is a big one for Unite: the union
is holding elections for both general
secretary and a new executive council.
The general secretary will head up Unite
for five years, representing your interests
as members.

MEET THE CANDIDATES

ISTOCK

Who should get your vote as your general
secretary? The three candidates explain why
they think they’re the person for the job…
Ian Allinson
facebook.com/ian4unite
@ian4unite
A workplace activist, not an official. I
share members’ experiences and
frustrations. Unite needs a shake-up. My
pledges include:
● Stop missing opportunities (no national
NHS demo during junior doctors’ strikes?
Pitiful campaign against Trade Union Act?)
● One million climate jobs, not costly
and destructive Trident, HS2, Heathrow
expansion and Hinkley Point
● Stop undermining Corbyn on Trident and
free movement. Resistance now can shift
the debate to get him elected
● Champion workers’ freedom of movement
● Integrate equality, young members and
organising work
● End exclusion of community and paying
retired members
● Change structures to improve support for
multi-region employers

● Members electing officials to represent us
● Keep my current wage if elected.

Gerard Coyne
votegerardcoyne.co.uk
@gerard_coyne
The professionals at the core of the NHS
are the people who do the most to sustain
its vision and turn it into a daily reality. You
need and deserve a trade union that stays
focused on what matters, working to get you
decent pay, resisting cuts and privatisation,
and securing investment in training so you
can continue to serve with pride.
I understand the vital importance of NHS
community services and see the dedication
of the professionals who deliver them. It
would be an honour to serve you as general
secretary of Unite. If I am elected, my pledge
is to focus on what matters to members
and not on Westminster power games, to
bring in family membership and to freeze
subscriptions as we battle for proper pay and
resources for our health service.

Len McCluskey
facebook.com/unite4len.co.uk
@UniteforLen
Under my leadership, Unite has stood by
community practitioners.
The services you provide give vital support
to families. If re-elected, I will continue
to support you and our 100,000 health

members. Your union will confront cuts in
budgets, downgrading and downbanding.
We will protect your professional integrity
and be a strong voice in support of you and
your practice.
We will always defend the NHS from
cuts, privatisation and wasteful political
reorganisations. And we will fight to end the
miserable Tory wage freeze that is forcing a
lost decade of pay on NHS staff.
Unite members deliver and use our
NHS. With this government, in this time
of uncertainty, you, the workforce, need a
fighter on your side. I pledge that this union
will always defend and advance the NHS and
its brilliant, dedicated professionals. CP

● If you have any queries about
the Unite elections, email them to
elections@unitetheunion.org or go to
bit.ly/Unite_elections_2017

● See the next issue of Community

Practitioner for details of the executive
council candidates.

ELECTION TIMETABLE
Nominations end: 17 February
Voting period: 27 March – 19 April
● Count and scrutiny of ballot
papers: 20-22 April
● Declaration of the result: 28 April
●
●
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DENTAL HEALTH

Spreading

SM

S
ILE

Amanda Holland, lecturer in public health
and primary care at Cardiff University, describes
a rewarding visit to India during which she
worked to promote dental health among
disadvantaged children.

T

ooth decay is a global problem:
between 60% and 90% of schoolaged children and 100% of adults
worldwide are reported to have
dental caries (World Health
Organization (WHO), 2016). And oral disease
in children and adults is higher among poor
and disadvantaged population groups
(WHO, 2016).
In India, although economic growth
is among the strongest in the world, the
country is nevertheless home to a third of
the world’s poorest people (Olinto et al,
2013). As a result, there is a substantial gap
in health and socioeconomic resources
(Subramanian et al, 2008) and this has a
significant impact on the oral health of
the nation. With a population of over 1.2
billion, the second highest in the world, 95%
of adults are reported to suffer from gum
disease and 50% do not own a toothbrush.
Furthermore, 70% of children under the age
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DENTAL HEALTH

of 15 are reported to have dental
caries (National Oral Health Programme
(NOHP), 2016).
Undoubtedly, these figures may not reveal
the true picture, since the poorest people in
India have limited or no access to a dentist,
particularly in rural areas. Poor oral health
affects the ability to eat and drink, maintain
adequate nutrition and communicate,
and has an impact on general health,
psychological wellbeing and quality of life
(NOHP, 2016). As public health nurses, it is
essential that we have a good understanding
of the health and social inequalities that
affect individuals and communities in order
to target and implement
plement appropriate
evidence-based health promotion
strategies to meett health needs.
And in India, the evidence
vidence
clearly suggests that
hat dental
health is one area in
n need
of promotion.

A MISSION TO EDUCATE
DUCATE
In October last year, I
travelled to India to
volunteer with UK-based
sed
children’s charity Love
e
and Share (2016). One of
my aims was to educate
te
children and their carers
rs
about how to prevent
tooth decay and promote
ote

oral health. I travelled to Vijayawada, a
city in the state of Andhra Pradesh in the
north east of India. The charity supports a
children’s home known as the Stella Louise
Hostel, which aims to improve the life
chances of some of the most vulnerable
and disadvantaged children in Vijayawada.
It provides disadvantaged children with a
safe and secure environment, food, clothing
and education, irrespective of sex, religion
or caste, and is home to 80 boys and 40 girls
aged between four and 17 years.
As a health visitor, I spent many years
supporting
g families
milies from culturally diverse
backgrounds within comm
communities across
experience and
South Wales. The ex
gained implementing
knowledge I gaine
the Healthy Child Wales Programme
(Welsh Government,
Governme 2016)
was invaluable. This
Th involved
partnership with the
working in partne
national oral health improvement
Designed to Smile
programme, Design
(Welsh Government, 2016), which
aims to educate children and
how to
their families about
a
teeth healthy as
keep their tee
they grow older.
old
promote
In order to p
dental health with
w the
children at the hostel,
with an
I firstly met wit
and the
interpreter an

carers to discuss the children’s diet and
tooth-brushing practices. I discovered the
children received a balanced diet including
rice, fruit, vegetables and protein. The fact
that the children received nutritious foods
was reassuring, since recent evidence
published by Unicef (2016) suggests that
under-nutrition in children in India is
approaching a public health emergency.
The carers described how they encouraged
the children to brush their teeth, but specific
tooth-brushing routines were vague. It was
also unknown whether every child owned a
toothbrush and toothpaste.

TEACHING TOOTH-BRUSHING
I focused on developing a teaching
session to educate the children and their
carers about dental hygiene, how to brush
teeth effectively with fluoride toothpaste,
and the importance of a good toothbrushing routine.
I was supplied with toothbrushes,
toothpaste and colouring activities, donated
by the Designed to Smile programme, and
pens from Cardiff University.
When developing the teaching session,
it was crucial to consider the audience: 120
children of varying abilities, aged between
four and 17, whose first language was
Telugu. The children were learning English
as a second language in school, and many
spoke and understood some English, but
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KEY FIGURES
it was essential to work with an interpreter
to ensure the correct health promotion
messages were being conveyed and
understood by the class.
The teaching and learning techniques
were informed by pedagogical didactic
teaching and were underpinned by the
humanistic learning theories of Rogers (1983)
and Maslow (1971), who advocated the
importance of considering the uniqueness
of learners and their motivations to learn.
This was particularly important to meet the
individual learning needs of the children,
which was challenging owing to the size of
the group and their age differences.
Educational and empowerment
approaches to health promotion were
applied (Naidoo and Wills, 2016) to help the
children and carers develop and maintain
positive behaviours to protect dental health.
In partnership with the interpreter and the
carers, images were used to convey dental
health messages, such as foods and drinks
for healthy teeth and images of dental decay.
Through role play, evidence-based toothbrushing techniques were demonstrated,
empowering the children and carers to learn
by experiencing the techniques themselves.
By the end of the session, the children
were energised, excited and eager to learn
and receive praise for their achievements.
According to Majumdar and Mooij (2011),
this type of conformity is not unusual among
Indian children, who often experience
inequalities in accessing education. Jamir
(2016) points out that, in many areas, only
50% of children attend school as their
parents do not see the value of education.
But at the hostel, education was enabled by
the charity and valued by the children.

LESSONS LEARNED
Engaging 120 children between the ages
of four and 17 was challenging but highly
rewarding. It was clear at the time that the
children were enthusiastic, motivated and
had gained confidence from the teaching
session; however, time will tell whether
their good tooth-brushing practices and
routines will continue. For this to happen,
health promotion strategies and support to

1.2 bn
the population of India

95%
of adults in India suffer from gum
disease, while

promote and protect the rights of children
in India must continue (Unicef, 1989).
On a personal level, I continue to
communicate with the carers online to
promote the health of the children and
encourage good dental health practices. On
a UK level, Love and Share (2016) continues
to campaign for funding to support the
hostel and provide for the children’s most
basic needs. And, on a wider public health
level in India, it is encouraging that the
NOHP (2016) recognises the country’s
inequalities in oral health and has pledged
to improve it by 2020. CP
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BREASTFEEDING IS BEST FOR BABIES

FOR HEALTHCARE PROFESSIONALS ONLY

Which First Infant Milk is most in line
with expert opinion on growth?
The Department of Health
recommends exclusive
breastfeeding for the ﬁrst
six months of life.1

SMA PRO First Infant Milk is the only ﬁrst infant milk clinically
proven to achieve a growth rate comparable with a breastfed
baby as deﬁned by WHO growth standards10
SMA PRO First Infant Milk versus WHO growth standard z-scores at 4 months
WHO growth standard

Protein and the importance
of slower growth rates
Because the protein in breast
milk is adapted to a baby’s
needs,2 a breastfed baby tends
to grow more slowly than a
formula fed baby.3 This slower
growth rate has shown to have
signiﬁcant long-term health
beneﬁts, including a lower risk
of obesity, cardiovascular
disease and diabetes.4

Retarded
growth

Accelerated
growth

Weight-for-age
Length-for-age
Head circumference
BMI
Z-scores
-3 -2.5 -2 -1.5

-1 -0.5

0

0.5

1

1.5

2

2.5

3

Green dots represent average growth measurements in infants fed SMA PRO First Infant Milk compared to
WHO growth standards. Growth within -/+ 0.5 standard deviation of WHO growth standards is desirable.

We’ve responded to expert opinion about proteins
in SMA® PRO First Infant Milk
“Protein intakes of infants are generally
well above the requirements, so protein
content of Infant Formula and Follow-on
Formula could be reduced”

››

5

*Powder only, liquids will vary

European Food Safety Authority 2014

“The breast milk content of amino acids
is the best estimate of infant amino acid
requirements”

››

WHO/FAO/UNU 20147

Of the essential amino acids, four have
been shown, when supplied in excess, to be
associated with increased release of insulin.
This may trigger a cascade of reactions in
the body which may result in faster growth.9

SMA PRO First Infant Milk is the
lowest protein formula available at
1.25 g*/100 ml (1.87 g*/100 kcal)6

SMA PRO First Infant Milk has an
essential amino acid proﬁle similar
to that of breast milk8

Visit us: smahcp.co.uk
or smahcp.ie

››

SMA PRO First Infant Milk has lower
levels of insulinogenic amino acids
compared with other ﬁrst infant milks8

European Childhood Obesity Trial Study Group 20159

Getting the right quantity and quality of protein in infant
and toddler diets has lifelong health beneﬁts.

Supporting you to support parents

IMPORTANT NOTICE: Breast milk is best for babies and breastfeeding
should continue for as long as possible. Good maternal nutrition is
important for the preparation and maintenance of breastfeeding.
Introducing partial bottle-feeding may have a negative effect on
breastfeeding and reversing a decision not to breastfeed is difficult.
A caregiver should always seek the advice of a doctor, midwife, health
visitor, public health nurse, dietitian or pharmacist on the need for and
proper method of use of infant formulae and on all matters of infant
feeding. Social and ﬁnancial implications should be considered when
selecting a method of infant feeding. Infant formulae should always be
prepared and used as directed. Inappropriate foods or feeding methods,
or improper use of infant formula, may present a health hazard.

References: 1. UNICEF. The Health benefits of
breastfeeding. 2. Lönnerdal B. Am J Clin Nutrition
2003; 77: 1537–43. 3. WHO UK Growth Charts.
http://www.rcpch.ac.uk/improving-child-health/
public-health/uk-who-growth-charts/faqs/ukwho-growth-chart-faqs. 4. Singhal A & Lucas A.
Lancet 2004; 363: 1642–1645. 5. EFSA. Scientiﬁc
Opinion on the essential composition of infant
and follow-on formulae. EFSA Journal 2014; 12(7):
3760. 6. SMA® PRO First Infant Milk Datacard.
7. Protein and Amino Acid Requirements in
Human Nutrition. Report of a Joint WHO/FAO/
UNU Expert Consensus 2007. 8. Nestlé data on
ﬁle, 2014. 9. Kirchberg FF et al. J Clin Endocrinol
Metab 2015; 100(1): 149–58. 10. Grathwohl DJ et al.
Abstract at EAPS Congress, 2010.
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The newly launched nursing associate role
is set to ‘transform the nursing and care
workforce’, says the government. But how will
it fit in practice? Rima Evans investigates.

P

lans for the creation of a new nursing associate
role in England have moved along speedily,
proceeding from proposal to implementation
stage in little more than 12 months.
The government originally unveiled its
intention to introduce a new nursing associate role in
December 2015 as part of its strategy to create a workforce
better equipped to provide high-quality and responsive
care and meet the population’s changing health needs.
Following a consultation highlighting demand for the
role, a two-year work-based training scheme went live
in January across 11 pilot sites with 1000 placements. A
further 24 ‘fast follower’ test sites with 1000 trainees start in
April, with funding from Health Education England (HEE).
Given such a rapid timescale, it is unsurprising that
members remain largely unaware of the new role
and how it will fit in with the existing workforce and
multidisciplinary teams, says Ros Godson, Unite-CPHVA
lead professional officer for public health.

ABOUT THE ROLE
So what will the position described as a ‘landmark
innovation’ entail? The nursing associate will deliver
fundamental hands-on care to patients across a range
of population groups and in various settings, including
primary, hospital, community and social care.

It is designed to bridge the gap between healthcare
assistants and registered nurses and will ‘release
registered nurses to focus on care planning and
management, advancing their practice and
utilising their high skill levels’, according to HEE.
Employers will be expected to deploy nursing
associates as a support to registered nurses, not as a
replacement. They will work under nurses’ leadership and
direction, HEE also explained, but with some autonomy.
The HEE’s Nursing Associate Curriculum Framework
says the role will involve ‘delivering care at times
independently in line with an agreed/defined plan of
care’. If suitably trained and competent, nursing associates
will, where appropriate, be able to administer medicines
and communicate or act upon concerns or errors in the
administering of medicines in order that they can make ‘a
full contribution to the provision of effective care’.
Although the job description is one of the key areas
being tested by the pilot sites and will be reviewed
in six months, trainee nursing associates currently fall
into band 3 on the Agenda for Change pay scale. After
qualifying, they will work at band 4 level.
It is anticipated, Ros explains, that the route to
becoming a band 5 fully qualified registered nurse will
involve a shortened course for nursing associates.
The Nursing and Midwifery Council (NMC) has been
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working closely with the HEE, advising on
the development of the role, and agreed in
January to a request by the Department of
Health to be its regulator.

ASSESSING THE BENEFITS
As the HEE sees it, this new type of care
worker with a higher skill-set will deliver
a higher proportion of fundamental care
nationally. Essentially, it also provides
an access route to nursing and a career
ladder for the existing support workforce,
improving opportunities and encouraging a
‘home-grown’ workforce.
Professor Lisa Bayliss-Pratt, director of
nursing and deputy director of education
and quality at HEE, says: ‘The new role can
provide a real benefit to the nursing and care
workforce across a range of settings and play
a key role in the delivery of patient care with
safety at its heart. It is a positive workforce
development within the nursing and care
professions. A greater staff and skill mix
within the nursing discipline yields benefits
for the patient, profession and employer if
utilised in the right way.’

STICKING POINTS
However, key concerns have also been
voiced – not least the speed at which the role
has been pushed through. Ros highlights
that adequate time hasn’t been spent on
assessing the impact of the new role on
existing support workers, particularly around
band 4 level, such as nursery nurses, assistant
practitioners and healthcare assistants.
‘It’s all been so fast moving. While there

2000
nursing associate trainees will be
created this year across 35 test sites,
including St George’s University
Hospitals NHS Foundation Trust,
Whittington Hospital NHS Trust, and
Central Manchester University Hospitals
NHS Foundation Trust

25

education partners – a mixture of
colleges and universities – are involved
in training the first cohort of nursing
associates that started in January

350,000
clinical support staff work with
registered nurses, midwives, doctors
and allied health professionals

£13,000
amount per capita per year that has
been given to test sites by HEE for the
education, training and placements of
the first 1000 trainees

WATCH THIS SPACE
There are inevitably other loose ends to
be tied up, including future funding
(although HEE says it does not anticipate
providing any further money for cohorts
beyond April).
Ongoing monitoring and evaluation of the
test sites by HEE will help shape and define
the role, particularly its programme
of education and training.
Ros confirms that Unite is fully involved
in discussions on the development of the
nursing associate role. ‘We are having
monthly meetings with HEE, so we will hear
of any issues that arise,’ she assures. CP

ISTOCK

KEY STATS

are currently only a few nursing associate
roles around, if it expands there will be a lot
of people jockeying for position at a similar
level. Assistant practitioners are already in
place and will have been doing similar work.
There are worries it could have a negative
impact on their role. There doesn’t seem to
have been a proper overview taken, but
bolt-ons simply put in place.’
She adds: ‘We are also unsure how the
new role affects student nurses, since their
first year is probably similar to the nursing
associate curriculum.’
With nursing degree apprenticeships
launching in September, health service
apprenticeships and other support roles
requiring supervision and mentorship, she
also warns that there will be considerable
pressure on mentoring capacity.
However, a major sticking point has
been the issue of administering medicines.
Originally, it was proposed that a nursing
associate would be able to administer
controlled drugs. In response to concerns,
the HEE has convened a task and finish group
to provide evidence-based guidance.
‘I’m glad they are taking some time to
pause and look at this more carefully, since
there needs to be further clarity,’ says Ros.
Unite has also spelled out its concern
about the title itself, worried that inclusion
of the word ‘nursing’ is misleading.
‘It could be confusing for the public, who
would understand this person to be a fully
qualified, registered nurse when they are
not,’ explains Ros.

February 2017 Community Practitioner 25

2 25

in

cia i n•CT.indd 25

02/02/2017 10:27

COVER FEATURE

26
6 Com
Commun
Community
ommun
munity
it Pract
ity
P
Pr
Practitioner
ract
ac iti
ac
it one
onerr F
February
ebr
eb
b uar
uary
ary 2017
201
017

2

C

e

•

.indd 2

01/02/2017 17:30

COVER FEATURE

CHANGING SERVICES
The #BeBoldForChange theme has particular
resonance for those working in community
practice and within the NHS as a whole. With
community health services increasingly
under threat from the funding squeeze and
practitioners in some areas facing redundancy,
it’s women who will bear the brunt of these
cuts. And within the wider NHS system, there is
continued gender inequality in terms of career
progression opportunities and pay. There is a
pressing need to speak out for change, whether

ALAMY

As the forthcoming
International Women’s Day
calls for being ‘bold for
change’, Caroline Roberts
explores why healthcare staff
must continue to stand up for
gender equality, as well as their
profession as a whole.

nternational Women’s Day takes
place on 8 March. The worldwide
event celebrates the social,
economic, cultural and political
achievements of individual
women and calls on us all to
press for positive change for
women both at home and across
the globe.
This year’s campaign theme is
#BeBoldForChange, which encourages
supporters to call on the masses and on
themselves as individuals to help forge a more
inclusive and more gender-equal working
world. There’s a big task ahead: the World
Economic Forum predicts the gender gap won’t
close entirely until 2186.
Public health nursing has always been a
campaigning profession. From its beginnings
more than 150 years ago as women’s response
to the high infant mortality rates, poverty and
terrible living conditions experienced by many
in the 19th century, it has had close links with the
women’s movement as a whole. It’s no accident
that the official colours of the CPHVA – white,
green and purple – are those same colours that
adorned the banners of the Women’s Social
and Political Union led by Emmeline Pankhurst
during the campaign for suffrage.
‘On International Women’s Day, what always
comes to my mind is the power of women to
change the collective environment,’ says Unite’s
acting general secretary, Gail Cartmail. ‘If you
look at the embryonic structures that developed
into the CPHVA, what they were seeking to
do was to empower women so that they
themselves could transform their own lives and
the lives of their dependents.’
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publically as a union or individually within
our own sphere of influence.
But with the pressures on the profession
today, that can be hard. Gail adds: ‘Members
are attempting to manage safely a workload
that they know to be too large. We know
that stress has overtaken musculoskeletal
disorders as the leading cause of sickness
absence across the NHS and staff say that
that their stress often arises from a sense
that they are unable to provide the quality
of service they believe the population needs
and wants.
‘So being bold for change has to be
about challenge. It’s about challenging
unmanageable workloads and things that
are not in the best interests of clients. It’s
about establishing fearlessness where they
practise so they’re not held back from this
challenge by a bullying environment.
‘Our members have always punched
above their weight. They convinced the
Conservative prime minister of a coalition
government to increase the head count of
health visitors. They are formidable women
in a formidable structure, and they don’t
suffer fools gladly.
‘It’s my belief that our spokespeople,
women and sometimes men, hold their own
in every environment, and fight for their
platform very effectively.’

CHAMPIONING RIGHTS
One member taking action is health visitor
and union rep, Su Lowe, who set up the ‘Love
your health visitor’ campaign with a petition

calling on the government to provide
additional, ringfenced funding to local
authorities to enable them to commission
proper health visiting services throughout
England. The petition has now amassed
almost 9000 signatures.
‘We can be the unseen service,’ she says.
‘We’re just the women who weigh babies
and we tend to be taken for granted. It’s very
hard to grab a headline when your work
is never featured on TV. But if this role no
longer existed, then people would notice.
‘We have to remind the people in

Now is the time to start
selling yourself to your
colleagues in public
health and your local
councillors and MPs
government that they had health visitors
when they had children and now they are
taking that service away. You can’t have
austerity measures across the country and
take away support just as we see the rates of
poverty, violence and drug use rise. Women
are massively affected by austerity.
‘Instead of an increased government
mandate on service quality, we got the
bare bones, so if a local authority doesn’t
value public health, they have an option
to downgrade the service. It’s important

to campaign even if you’re not under
immediate threat. We’ve worked so hard to
pull the profession up off its knees in the
past five or six years and we need to keep
highlighting the role we have in supporting
women and families, safeguarding and
helping prevent domestic abuse.
‘Now is the time to start selling yourself
to your colleagues in public health and local
councillors, and your local MP, who probably
don’t know the intricacies of what you do.
They assume that anyone can do public
health and they don’t understand the depths
of the specialism,’ adds Su.
The time to speak out is before the tenders
are out in the public domain, she says, as
there is a great deal of commercial sensitivity
while the tender process is ongoing. ‘It’s very
difficult as your campaigning has to focus
on telling the council to ask for good quality
tenders but at the same time not exposing
your employer to criticism. You have to walk
a tightrope between being a campaigner
and an employee.’
But, she adds, community practitioners are
used to campaigning for families, and being
brave enough to challenge policies and
procedures. ‘Health visitors do that every day
and this is just on a larger scale. Part of our
role is to influence policies so we have every
right to shout out.’
It’s a stance that Gail fully supports.
‘We know that speaking up often attracts
criticism, or accusations of disloyalty to the
employer, but actually our members’ duty is
to their clients,’ she says. ‘That is the public

170 YEARS OF CHANGE
If you look at the pace of change over
the last 170 years, it’s hard to believe
that it could take this time again to
achieve true gender equality across
the globe. Even the grandchildren of
a baby born in 2017 are unlikely to
see that day...

The discovery
of penicillin

1971
The first microprocessor
was produced, paving the
way for the production of
low-cost computers

1928
The average
life expectancy
for women was
around 43 (now
it has almost
doubled)

1841

1879

The invention of
the light bulb

The launch of the NHS

1948
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health role first and foremost,
and they are accountable for what
hat they do
or do not do to advance the public
blic health
agenda. We have a lot of wonderful
erful people
who take on the workplace rep role but
there’s always room for more and
nd if we
are going to continue our work to create a
climate without fear, the more the
he better.
‘Our CPHVA members have always
ways been
vocal on income and health inequalities,
discrimination against pregnant women
and pay discrimination. Now we need that
focus on remembering the value of the
public health role. Members need to ensure
they are fearless and they are leading other
practitioners to be fearless, either as reps in
the workplace or as a union and as bearers of
the standard of practice that clients expect.’

NOT LYING DOWN

1989
The birth of the Internet

self-harm, and I don’t think they’ve got the
full picture. There are children coming into
secondary school mentally distressed and
they really struggle when they’re taken out
of the familiar primary school environment.
The child and adolescent mental health
thresholds are far higher now and these
children are not getting the help they need.
‘The commissioners don’t always
understand the issues and I think we need

high calibre public health nurses advising
the commissioners. And management need
to listen to practitioners at the grassroots.’
As well as using the union, we need to be
empowering clients, she adds. ‘The families
who are not getting help should be writing
to their local clinical commissioning groups
(CCGs) and MPs. Nobody seems to admit that
things are going badly but they need to be
forced to face up to it and find solutions.’

2003

The next 100 years

The Human
Genome Project
was completed

Within the next century, scientists
predict that we will:
● Be able to control the weather
● Have our brains connected to
computers to enable them to
work faster
● Have worked out how to achieve
nuclear fusion giving us access to
unlimited energy
● All speak one of three languages –
English, Spanish or Mandarin. All
other languages will have died out
● Be able to take trips into space
using space elevators.

ALAMY/ISTOCK/SHUTTERSTOCK

But in some situations, speaking out
publically as an individual can be very
difficult, as one school nurse, who prefers
to remain anonymous, has found – she was
cautioned by management to keep her head
down. Despite this, she has still been able to
make her voice heard by exerting influence
on key individuals. After seeing a document
in which a local councillor celebrated
the high priority given to the health and
wellbeing of children and young people
growing up in the area, she contacted him.
‘I explained that from where we’re sitting,
it doesn’t seem that positive,’ she says.
‘There’s a lot of unmet need in schools,
with high levels of eating disorders and
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We want to see that
equal pay for equal
value is something that
is still practised
by employers

14,000
female health visitors in the UK
and there are only around

500
male health visitors in the UK

77%

of the NHS workforce is female
but there’s a substantial lack of
women at a senior level

37%

of those on NHS governing
bodies are female

gap is a step forward,’ says Unite national
officer Colenzo Jarrett-Thorpe. ‘As it will be
accessible to employees and the general
public, we’ll be able to see how much
progress they are making year on year.
‘However, there does need to be a
consistency of data and calculation and
we’re sceptical about this. You have some
trusts that keep their cleaning and catering
functions in-house and the majority
of people working in those lower paid
functions are women.
‘So if you want to manage your figures,
you can outsource those services to nonNHS employers. Our position is that these
services should not be outsourced.’
He adds that Unite wants to monitor the
development of this requirement and urges
members to ask their employers about it and
look at the figures, and to press for equal pay
audits, which are not mandatory under the
Equality Act 2010. These are more specific
than gender pay gap reporting as they look
at how different roles are valued across the
organisation and highlight if roles that have
traditionally been perceived as ‘women’s
work’ are less valued than those traditionally
done by men.
‘We have a job evaluation system in the
NHS and we want to see that equal pay
for equal value is something that is still
practised by employers,’ Colenzo adds. CP
● For more information about
International Women’s Day, see bit.ly/
IWD_2017; to sign the Love Your
IWD_2
Health
Visitor petition, go
He
to bit.ly/LYHV_petition;
and to read about Unite’s
guidelines on protecting
your community
service, turn to
page 14 of
this issue.

ISOTCK

SPEAK UP FOR GENDER EQUALITY
Community practice is a female-dominated
profession. There are around 14,000 female
health visitors across the UK and only around
500 men. Women are well represented in
senior roles in the sector, but the same can’t
be said for the wider NHS. While 77% of the
total workforce is female, there is a serious
lack of women in senior level positions.
Two-thirds of those on NHS boards are
male and in CCGs just 37% of those on
governing bodies are female. Last August,
the NHS announced plans to introduce
gender quotas to ensure that half of
members on trust boards are female, with
NHS Improvement’s executive director
of corporate affairs, Helen Buckingham,
saying that the organisation needs more of
the ‘collaborative style of leadership’ that
is often associated with women. But it will
need organisational change, such as more
flexible working practices, to achieve this.
Allied to the equality in leadership is the
gender disparity in pay. More than 45 years
on from the Equal Pay Act, there is still a
14% pay gap between men and women in
nursing. A lack of flexible working practices
means that women’s career progression
is more likely to be hampered by family
responsibilities and they often find it harder
to progress to higher paying roles.
Gender pay gap reporting legislation
is due to be introduced at the end of
April, although it is currently awaiting
parliamentary approval. It will apply to
organisations employing 250 people or
more and will identify the average difference
between men’s and women’s aggregate
pay, so will illustrate differences in pay at a
broad level. Employers will also be required
to publish information on the ratio of men to
women in each quartile of the organisation’s
pay range, and on the amount of distribution
of bonus payments. It’s hoped that the
requirement for gender pay gap reporting
will force employers to review their policies
on equality, inclusion, flexible working and
shared parental leave entitlement.
‘The fact that there’s going to be
something put into statute that
requires public and private
sector employers to recognise
and record their gender pay
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INSPIRING WOMEN

Role models
Which woman inspires you and why? We hear from a
few readers about their favourite female figureheads.

REX/GETTY/SHUTTERSTOCK

Victoria Wood. I love the
fact that her comedy came
from a love of people –
and observations of those
people. She could take
any situation and find the
humour, and in a world
that is often so hard and
scary, we all need to find
the moment where we can
smile together.
Sarah Carpenter, Unite head
of health

When I was putting together
my presentation for
conference, I looked at Maya
Angelou, the American
award-winning poet, civil
rights activist and author.
She said: ‘It’s one of the
greatest gifts you can give
yourself, to forgive. Forgive
everybody.’ She overcame
gender and racial inequality
and was funny, as well
writing inspirational and
life-affirming poetry.
Angela Lewis, independent
consultant in public health
nursing practice

I would suggest
Marie Stopes,
who pioneered
contraception
for women,
freeing them
from repeated
pregnancies
and putting
them in
charge of their
own fertility.
Brenda Poulton,
emerita professor of
public health nursing,
University of Ulster

Professor Dianne Watkins, deputy head
of international and engagement at Cardiff
University’s School of Healthcare Sciences
inspires me. Dianne was my tutor when I was
a practising health visitor undertaking my
MSc. She inspired, motivated and nurtured
me from the beginning to the end of my
studies, and I published my first paper in
Community Practitioner with her as a result
of my dissertation. Dianne inspired me to
become a lecturer and I would like to think I
could follow in her
footsteps and be a
role model myself
one day.
Amanda Holland,
lecturer in primary
care and public
health nursing,
Cardiff University

At the moment, it
has to be Michelle
Obama and I’m
sure I won’t be the
only one to say
this! I admire the
fact that, coming
from a modest
background, she
had to work hard to
succeed, and I like
how she conducts
herself and what
she stands for. She
is a strong advocate
for girls’ education
and, I believe, a very
positive role model.
Jane Beach, UniteCPHVA professional
officer, regulation
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PARENTING

Rise
challenge
to the

There’s no doubt that children’s behaviour can
be difficult, but how you deal with it makes all
the difference. Sarah Darton and Kathy Peto
explore some tried and tested approaches.
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B

ehaviour is a form of communication: it’s letting
people know about our feelings and needs.
Understanding and responding to the underlying
feelings will often reduce the behaviour we find
most challenging.
Responsiveness doesn’t mean indulging or giving in to a
child’s whims or demands. In fact, the style of parenting that
is consistently found to have the best long-term outcomes
in terms of children’s health, wellbeing and social skills
is the authoritative style, which combines warmth and
responsiveness with appropriately high expectations and
clear boundaries (Baumrind, 2013).

ISTOCK

FINDING THE WORDS
Challenging behaviour in toddlers is so common that the
‘terrible twos’ has become a byword; the incidence of
‘problematic’ pre-school behaviour has been reported as
somewhere between 7% and 25% (Egger and Angold, 2006).
Toddlers generally lack the verbal skills to communicate their
needs and the emotional skills to regulate their feelings.
It’s therefore helpful for parents to understand difficult
behaviour as related to this developmental stage and to think
of it as one way for a child to communicate difficult feelings.
Much of the behaviour that parents find challenging is a
normal part of establishing identity and autonomy. These are
particularly strong developmental needs in both the early
years and the teenage years, coinciding with the two most
rapid periods of human brain development. This means that
young children and teenagers are potentially vulnerable but
also that there is a unique opportunity for establishing the
development of pro-social skills and emotional wellbeing
during these life stages. This can be done by:
● Helping children to understand and gradually to regulate
their feelings
● Providing a safe container for those feelings
● Helping to form healthy brain connections that promote
positive patterns of thinking about themselves and relating
to others.
Parents’ relationships with their children and
their response to difficult behaviour will have a
significant impact on whether developmentally
normal challenges become problematic. When
a parent responds harshly to minor disruptive
behaviour, this often escalates the situation,
frequently ending with the parent giving
in and thereby setting up a confusing
pattern of inconsistency.
Harsh, inconsistent parenting
approaches have been clearly
associated with children’s antisocial
behaviour (Scott et al, 2011) and
conduct disorder, which
is estimated to affect 5.8% of
five- to 16-year-olds (Public
Health England, 2016a).

AUTHORITATIVE PARENTING
The authoritative parenting style combines warmth,
responsiveness and nurture with clear boundaries and
expectations (Baumrind, 2013). The disengaged parenting
style, lacking both warmth and boundaries, has the
poorest outcomes for children, while those brought up by
authoritarian parents often respond either by rebelling or
by becoming overly compliant, both of which can lead to
vulnerability. The children of overly permissive parents, who
may try to be their children’s friends, may seek boundaries in
unhelpful and unhealthy ways.
When children’s behaviour is challenging, it’s not unusual
for parents to become more authoritarian, to give in to avoid
conflict, or to oscillate between the two styles. At worst, they
may become disengaged – they may need as much help to
show the child warmth as to provide consistent boundaries
and expectations.

NURTURING APPROACH
Family Links’ nurturing programme offers an approach that
supports the development of an authoritative parenting style,
which helps reduce challenging behaviour by developing
a warm relationship between the parent and child, while
managing the behaviour when it does arise in a way that is
firm, fair, kind and consistent (Hunt and Mountford, 2003). It
provides a framework for parents based upon four constructs
or building blocks (see diagram overleaf).
Practitioners can use these constructs as a framework for
their relationships with parents, and as a basis for enhancing
specific parenting skills. Parenting can be very stressful,
especially when a child’s behaviour is challenging and
parents’ own emotional wellbeing may be fragile.
Developing self-awareness helps parents to understand
their own feelings and needs and to recognise the impact
they have on their children’s self-esteem, emotional
wellbeing and behaviour.
Practitioners can help parents to have developmentally
appropriate expectations of their children, neither
too high nor too low. Encouraging parents to

I realise that sometimes
his ‘difficult’ behaviour
is more to do with how
I am feeling than what
has actually happened.
The tantrums have
almost stopped and
we have much more
fun together
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describe what they like helps to make
expectations clear. For example: ‘Thank you
for putting all the toys back in the box, that’s
really helpful,’ rather than a simple ‘Good
girl’ lets the child know what behaviour
parents want to see more of.
Using reward systems can also encourage
parents to pay more attention to the
positive and to provide the child with instant
recognition and appreciation.

SETTING OUT BOUNDARIES

RELATE AND RECOGNISE
Empathy, the cornerstone of the nurturing
programme, relates to understanding
the emotional viewpoint of the child,
or others, and recognising the feelings
driving their behaviour. Helping parents to
develop empathy and positive approaches
to discipline will enhance the parent-child

relationship, which is, in the long run, more
important than skills or strategies to simply
manage children’s behaviour (Cavell et al,
2013); it provides the context in which
behaviour management occurs and the
model for future relationships.
Practitioners can help teach parents about
the power of empathy by modelling this
in their work, tuning into and naming the
parent’s feelings while supporting them to
think about how their child might be feeling.
Nurturing the wellbeing of the parent will
play an important part in enabling them to
manage their child’s behaviour.
The new direction in parenting
intervention combines the traditional
approaches, focusing on expectations,
boundaries and behaviour management
strategies, with a greater emphasis on the
quality of the parent-child relationship
(Henry and Hubbs-Tait, 2013). Health
visiting teams play an essential role in the
prevention, early identification
and management of
challenging behaviour,
and in supporting school
readiness and the
resilience and emotional
wellbeing of children,
all of which have a huge
impact on public health
(Public Health England,
2016b). CP
● Sarah Darton is
director of programmes
and Kathy Peto is
parenting programme

lead at Family Links. For more
information on the charity and its
work, go to familylinks.org.uk
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Discipline means teaching or guiding,
sharing its root with the word ‘disciple’.
Children need clear boundaries and they
need adults to teach them what behaviour is
acceptable, by praising and noticing positive
behaviour and not simply punishing the
difficult behaviour.
Teaching also involves modelling. If the
parents’ difficult feelings are suppressed or
dealt with aggressively then this is how their
children will learn to respond. The long-term
goal of socialising children is important for all
parents but critical for parents of aggressive
children (Cavell et al, 2013).
There are a range of specific strategies to
support this approach, which encourage
the development of pro-social behaviour in
children and help to reduce conflict (Hunt
and Mountford, 2003).
Using time out to calm down can be a
way to help children develop self-regulation,
which is an important life skill. The purpose
is ultimately for children to learn to calm
themselves and to control their own
behaviour, rather than for parents or others
to exert control over them.
Other specific parenting strategies
promote warmth and nurturance, including
empathy, praise and approval, positive
attention (including play), listening and
physical affection. Teaching parents about
‘attending’ in these positive ways has been
shown to create positive outcomes for both
parents and children (Kaminsky et al, 2008).
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SEXUAL HEALTH

Breaking through the

TABOO
As STIs appear to be on the rise among young
people in the UK, Rebecca Grant explores why
community practitioners need to talk about sex.

W

e need to talk about sex.
It may not be an easy
conversation to have – a
recent survey by sexual
health charity the Family
Planning Association (FPA) revealed that
almost one-third of people would prefer to
do the deed rather than talk about it – but
with rates of sexually transmitted infection
(STI) diagnoses reportedly on the rise in
some parts of the UK, it’s never been more
important to speak up and try to abolish the
taboos surrounding the issue.
The statistics indicate that sexual health
remains a topic that people feel ashamed
about, especially the younger generation
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helping to reduce the number of cases of
genital warts, the UK’s most common STI.
Dr Neil Irvine, from the Public Health
Agency in Belfast, believes the vaccine may
be a reason why they saw a slight decline
in the number of cases of genital warts
reported last year.
However, despite Northern Ireland’s most
recent data revealing a 13% overall decrease
in the number of STI cases, healthcare
workers must remain vigilant.
‘We’re certainly not thinking: “Oh great,
there’s been a decrease, we can relax,”’
he says. ‘Some of the infection rates are
signs of encouragement, but if you look at
gonorrhoea, syphilis and HIV, the number
of cases has increased. There is no room for
complacency here, it is still important for us
to get the safe sex message across.’

STIS IN THE UK:
THE LATEST STATS

ENGLAND

434,456
cases of STIs were reported
The most common STI
was chlamydia
(Source: PHE, 2015)

BREAKING THE ICE

– the FPA’s survey revealed that 26% of 16- to
24-year-olds admitted they did not want to
be tested for an STI because they were too
embarrassed, and a fifth were reluctant to be
tested because they feared the results.

CAUSE FOR CONCERN

SHUTTERSTOCK

On a national level, the fight against STIs is
being taken very seriously. In London, where
STIs rose by 2% between 2014 and 2015, a
city-wide initiative called ‘Do It London’ is
helping to raise awareness of safe sex and
encourage those most at risk – including
teens and young adults – to get tested.
The introduction of a human
papillomavirus (HPV) vaccine could also be

Paul Casey, the FPA’s head of training
and programmes, believes community
practitioners are well placed to spread
the message. ‘I think community
practitioners can really help, because often
they are better known to the individual than
a stranger in a sexual health clinic,’ he says.
Unlike the specialists at a sexual health
clinic, however, many practitioners working
in the community may not be used to
discussing sexual health queries on a daily
basis, so often it can be quite difficult to find
the words to start these conversations. Paul’s
advice is to ‘be bold’.
‘It can be slightly overwhelming to start
saying the words “sex”, “sexual health”
or “condoms” if it’s not something that
you’re used to doing regularly, but the only
way someone will know you are up for a
conversation about it is if you signal it, and
there is no better way of signalling it other
than using the words.’
He suggests giving patients a gentle
reminder at the end of an appointment that
you’re able to help with any other concerns
they might have, sexual health being
among them.
Gill Bell, nurse consultant and sexual
health adviser at Sexual Health Sheffield,
agrees that it’s important to show patients
that you’re open to listening to any concerns
they have.
‘I wouldn’t necessarily expect community
nurses to be routinely asking people about

46%

SCOTLAND

15,000
75%
Out of

cases of chlamydia reported,
were in females
under 25

(Source: HPS, 2015)

WALES
There were

5452

new diagnoses
of chlamydia
in 2014

Between 2012
and 2014, cases of
gonorrhoea in men
increased by

31%

(Source: PHW, 2014)

NORTHERN
IRELAND
Chlamydia diagnoses
decreased by

18%

619

cases of gonorrhoea
were diagnosed –
the highest number
ever reported

(Source: HPA NI, 2015)
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STIS AT A GLANCE
CHLAMYDIA
One of the most
common STIs,
particularly in
teens and early 20s.
Every sexually active person under 25
should be routinely tested every year.
What are the symptoms?
Although most people don’t notice any
symptoms, warning signs include pain
when urinating or discharge from the
genitals. Men may also have pain or
swelling in the testicles, while women
may experience bleeding before or
after sex, or in between periods.
Is it serious?
If treated early, no. It will usually clear
up after a short course of antibiotics.
But it can lead to pelvic inflammatory
disease, reactive arthritis or
fertility problems.

Is it serious?
It often clears up without treatment,
but measures can be taken to relieve
symptoms and stop it spreading.

GONORRHOEA
A bacterial infection
that can be spread
by sharing sex toys,
as well as through
intercourse and oral sex.
What are the symptoms?
They often go unnoticed, but signs
include yellow or green discharge from
the genitals, and pain passing urine. It
may also cause throat or eye infections.
Is it serious?
Antibiotic treatment is around 95%
effective, but early treatment is crucial
as long-term complications, such as
infertility, inflammation of the joints
and tendons, or skin lesions, may occur.

SYPHILIS
Syphilis is less
common than other
STIs, but still easily
spread through
sexual contact with an infected person.
What are the symptoms?
Early signs include sores developing on
or around the area where the bacteria
entered the body. It can also cause a
painless rash and flu-like symptoms.
Is it serious?
Although long-term complications are
now rare in the UK, if left untreated it’s
been known to cause serious damage
to the heart, brain, bones and nervous
system. Syphilis can also be passed on
to a fetus during pregnancy, which can
lead to miscarriage or stillbirth.

GENITAL HERPES
Caused by the
same viral infection
as cold sores
(herpes simplex).
What are the symptoms?
At first, it may cause flu-like symptoms.
This will lead to a tingling feeling in the
genital area followed by blisters.

GENITAL WARTS
The most common
UK STI, caused
by human
papillomavirus.
What are the symptoms?
Bumps appear around the genitals.
They are usually painless, but may itch.
Is it serious?
Long-term effects are rare, and the
warts usually disappear on their own.

HIV
The human
immunodeficiency
virus is probably one
of the most wellknown STIs, as a positive diagnosis is
life-changing.
What are the symptoms?
Symptoms might not be obvious, but
70% to 90% of people experience
flu-like symptoms when first infected.
Is it serious?
There is no cure, but antiretroviral
drugs can prevent or delay HIV from
developing to the later stages of
infection, when it can lead to death.

SHUTTERSTOCK/SCIENCE PHOTO LIBRARY

their sex life, but to be receptive and be
aware, and to give patients the opportunity
to talk about things that might be
bothering them.’
Although it’s not expected of any
healthcare practitioner who’s not a
specialist in sexual health to have extensive
knowledge of STIs, Gill says it’s vital for
them to have a ‘reasonable grasp’ of the
signs and symptoms to look out for (see
box), and to also be aware that many people
with infections may not have any signs or
symptoms at all.
It’s also important for any community
practitioners to be mindful of the particular
indicators of STIs among the demographic
they are working with. School nurses, for
example, are well placed to talk to teens
about chlamydia, which is most prevalent
among that age group. Health visitors also
need to be aware of signs that might indicate
an STI has been passed from mother to baby
– conjunctivitis in an infant, for example,
could be a symptom of gonorrhoea.
According to Gill, the underlying rule
should be: ‘If you are talking to a patient
who has concerns because they have had
unprotected sex with somebody, the advice
is always to seek a routine check-up if there
are any concerns at all.’
And for those reluctant to seek a test,
Paul says that a little knowledge about the
screening process can help put a patient’s
mind at ease.
‘It’s good to explain what a sexual health
check-up might involve, because young
people worry. Young men especially have
this idea that some umbrella is going to be
stuck up their urethra, so they just won’t go
and get tested.
‘I think it’s helpful to tell them that most
clinics, if you go for a general sexual health
screen, will offer a simple urine or blood test,
and, if you’ve not got any symptoms, you will
not be asked to take your clothes off or show
any part of yourself.’
Most importantly, says Gill, community
practitioners have a duty to spread the
word that help is out there. ‘I think anybody
working in health care can play a vital role in
giving people brief advice and signposting
them to appropriate specialist services as
and when they may need them.’ CP
● The FPA survey can be found at
bit.ly/FPA_STI_survey
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EXPERT SPEAKERS
INCLUDE:
Dr Carrie Ruxton,
dietitian, health writer
and TV nutritionist
Carrie will give an overview of the
new vitamin D guidelines from SACN
and PHE’s recommendations for
children under four years.

Vitamin D in
community practice
A webinar exploring the importance
of vitamin D for young children
Brought to you by

Register FREE to join our webinar
Thursday 9 March at 13.00 GMT

and

hub.communitypractitioner.com

p39.CPFEB16.indd 2

02/02/2017 10:39

Unite-CPHVA
Annual Professional
Conference 2017
17th - 18th October 2017
Motorpoint Arena Cardiff

This is your chance to showcase outstanding
achievements from your area! Have you or your
team done something worth sharing? Could
other practitioners learn from innovation or
research that you have taken part in?
If the answer is yes, submit your work and join
us at conference this autumn.
Deadline 31st March 2017

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

The Unite-CPHVA Conference
Call for Papers process is
now open
We want to hear from community
practitioners, academics and students from
across the UK to showcase their research,
innovation and best practice.
Successful candidates will have the
opportunity to present their work at the 2017
Unite-CPHVA Annual Professional Conference
as either a seminar or a poster.

Categories
We are looking for entries from the full
scope of practice including:
• Mental Health and Wellbeing
• Communication
• Parenting
• Commissioning and Integration
• Equalities
• Education and Research
• Leadership
• Public Health
• Safeguarding
• Practitioner Wellbeing
• Other

For submission guidelines and
entry form, please visit:
cphvaconference.co.uk/call-for-papers
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DOMESTIC ABUSE

With reported rates of
domestic abuse still
disturbingly high, it’s
clear we need to debunk
myths and get a better
understanding of the issues,
writes Women’s Aid chief
executive Polly Neate.

Tackling a
dark reality

U

nderstanding domestic abuse
is not something that only
specialists need to do. Domestic
abuse is extremely common. Still,
in 2017, two women a week, on
average, are killed by a partner or former
partner in England and Wales. So we all have
a responsibility to understand how we can
play a role in preventing this. And damaging
myths still undermine the response domestic
abuse survivors get from almost all agencies.
This also has to change.
I’m focusing here on the things I believe
professionals across the board find hardest
to ‘get’ about domestic abuse, and attract
the most mythologising and controversy.
In at the deep end: domestic abuse is not
gender-neutral, and unless we recognise its
roots in deeply embedded sexist attitudes
towards women, we have no hope of
preventing it or dealing appropriately with
survivors and perpetrators. This is not to
say that men are not victims of intimate
partner violence – of course they are. But
the coercive, controlling abuse of women by
their male intimate partner is part of a wider
phenomenon of violence and abuse, which
ranges from street harassment to sexual
violence, to internet trolling, to a certain wellknown figure’s ‘locker room’ grabbing. This
spectrum, and the place of domestic abuse
within it, is acknowledged and formalised
by the government, which places domestic
abuse as a key element of its strategy on
violence against women and girls.

There are so many statistics one could
choose to illustrate the damage done by the
normalisation of sexism. To pick a few:
● 59% of young women aged 13 to 21 said
in 2014 they had faced some form of sexual
harassment at school or college that year
● Almost a third (29%) of 16- to 18-year-old
girls say they have experienced unwanted
sexual touching at school
● 41% of UK girls aged 14 to 17 who reported
an intimate relationship experienced some
form of sexual violence from their partner
● 22% of young girls aged seven to 12 have
experienced sexual jokes from boys
● Nearly three-quarters (71%) of all 16- to
18-year-olds say they hear sexual namecalling, with terms such as ‘slut’ or ‘slag’
used towards girls at school on a daily basis
● A rape occurs in a school somewhere in the
UK for every day of the school year.

THE X-Y FACTOR
We cannot afford to ignore the gender
dimension of domestic abuse. Services for
men are much needed, but are developed
at the expense of support for women, and
yet the myth that men get no support
still prevails. In reality, of a sample of 361
specialist domestic abuse services in England
in 2016, 170 provided support for men.
The gender dimension pervades coercive
control, and it is this – the heart of domestic
abuse – that all professionals also need to
understand. The report, Finding the costs of
freedom, published by London Metropolitan

University and Solace Women’s Aid in 2014,
in which 100 women and their children were
tracked for three years after first seeking
support, states: ‘Across all agencies, domestic
violence was still being reduced to incidents
of physical assault, which led not only to
an exclusion of some women from services
and support when their abuse was more
characterised by coercive control, but also a
minimising of post-separation abuse.’
It goes on to say: ‘The current policy focus
on short-term risk reduction contributed
to this misunderstanding, and failure to
recognise women’s current and persisting
support needs.’
This ‘misunderstanding’ causes so
many problems survivors experience,
as services and even friends and family
put up obstacles, preventing them from
finding safety and support. It is at the root
of questions like: ‘Why doesn’t she leave if
it’s so bad?’ It underlies inappropriate and
even dangerous referrals for family therapy,
couple counselling and mediation. It leads
to perpetrators being allowed to crossexamine their victim in family courts, and
to dangerous decisions on child contact
where domestic abuse is dismissed if the
couple have separated and there has been
no physical violence for a while. It leads
professionals to take survivors’ denial or
minimisation of abuse at face value, while
expecting questions to be answered
truthfully with the perpetrator next door or
likely to interrogate the victim afterwards.
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DOMESTIC ABUSE

FACING THE FIGURES

2

59%

women a week, on
average, are killed by a
partner or former partner
in England and Wales

of girls and young women aged 13
to 21 said in 2014 they had faced
some form of sexual harassment at
school or college in the past year

71% 29%

of all 16- to 18-year-old boys
and girls say they hear sexual
name-calling, with terms such
as ‘slut’ or ‘slag’ used toward
girls at school on a daily basis

of 16- to 18-year-old girls say they
have experienced unwanted sexual
touching at school

70% 41%
10,000
of those stalked
online are women

of UK girls aged 14 to
17 who reported an
intimate relationship
experienced some form
of sexual violence from
their partner

tweets were sent from UK
accounts to aggressively
attack someone as a ‘slut’
or ‘whore’ in a three-week
period in 2016

22%

of young girls aged seven to 12
have experienced jokes of a sexual
nature from boys

A rape occurs
in a school
somewhere
in the UK
for every
day of the
school year

20%

increase in calls to the
National Domestic
Violence Helpline
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DOMESTIC ABUSE

LYRICAL INSIGHTS

SHUTTERSTOCK/GETTY

DIGITAL AGE
Technological advances have provided new
ways for abusive men to assert their control.
But a woman’s fear of the perpetrator,
whether his behaviour is online, offline, or
both, is usually well informed and justified,
and should always be taken seriously. A
Women’s Aid survey in 2015 of survivors of
domestic abuse with experience of online
abuse found:
● For 85% of respondents, the abuse they
received online was part of a pattern of
abuse they also experienced offline
● For half of respondents, the online abuse
they experienced involved direct threats to
them or to someone they knew
● Almost a third of respondents who
received threats online stated that those
threats were subsequently carried out.
Again, the belief in being entitled to abuse
women online is culturally engrained and is a
gendered phenomenon. Research in 2016 by
the think tank Demos found that in just three
weeks 10,000 tweets were sent from UK
accounts to aggressively attack someone as
a ‘slut’ or ‘whore’. It’s unlikely many of those
victims were men. The Crown Prosecution
Service reports that a significant majority of
victims of so-called ‘revenge pornography’
are women and girls. United States Justice
Department records reveal that 70% of those
stalked online are women, while more than
80% of cyber-stalking defendants are men.
And when The Guardian commissioned
research into the 70 million comments on its
site from 2006-16, it found that of the 10 most
abused writers, eight were women, and the
two men were of black or minority ethnicity.
It was the need to push back against
the tide of misogyny, and the ignorance
of coercive control that makes it lifethreatening to women, that inspired
Women’s Aid to work with BBC Radio 4’s The
Archers for over two years to portray – in realtime and beautifully acted – how a coercive,
controlling, abusive relationship develops,
and the victim-blaming that so commonly
surrounds it, including the victim blaming
herself. We are very proud of this work, and
there is some evidence that it has increased
awareness and understanding, partly
through the immense volume of media

The coercion of women by men is
embedded in our culture. Check out
these lyrics:

DRAKE
HOTLINE BLING
You don’t need no one else
You don’t need nobody else, no
Why you never alone
Why you always touching road
Used to always stay
at home,
be a good girl
You was in a zone, yeah
You should just
be yourself
Right now, you’re
someone else

NICK JONAS
JEALOUS
You can call me obsessed
It’s not your fault that
they hover
I mean no disrespect
It’s my right to be hellish
I still get jealous

EMINEM
U LIE
LOVE THE WAY YOU
“Wait! Where you going?”
“I’m leaving you!”
“No you ain’t. Come back.”
I laid hands on her,
I’ll never stoop so
low again
I guess I don’t know
my own strength
And before we blame rap or youth
culture, remember John Lennon’s
Jealous Guy? Run For Your Life by The
Beatles? Music videos with a fully
dressed, powerful man surrounded
by semi-naked submissive women
are hardly new. We could look further
back, at Carmen, Tosca, Nancy –
‘crimes of passion’ have always been a
damaging way of downplaying cases
of domestic abuse murder.

coverage it received, and partly because
of an increase of nearly 20% in calls to the
National Domestic Violence Helpline.
The way in which we respond to
domestic abuse must change if agencies
are to respond competently to coercive
control, and to the severity of the trauma
many women have experienced. Currently,
universal and specific services addressing
mental health issues, substance misuse,
women’s offending, severe parenting
problems and other ‘complex needs’ do not
see or do not address the impact of domestic
abuse. Specialist domestic abuse services
are disappearing, and are increasingly
commissioned and funded only to manage
risk, not to support women towards
llong-term recovery and independence.
Meanwhile, the emphasis on identifying
M
sso-called ‘high-risk’ victims has led to a
ccomplete lack of any early intervention
ttargeted at domestic abuse.
A systemic change is needed, which
promotes a shift from a risk-led response in
p
which agency behaviours actively hinder
w
both disclosure and recovery, to a response
b
tthat is accessible to women struggling with
‘complex needs’, a ‘chaotic lifestyle’, or ‘not
engaging with support’ – experiencing
coercive control, in other words. We must:
●P
Provide community-based
opportunities for disclosure
o
●U
Understand and meet needs, not just
manage risk
m
● Giv
Give professionals in a range of settings
the skills to identify domestic abuse and
respond appropriately
resp
● Com
Commission specialist services to provide
trauma-informed support leading to longtrau
term recovery and independence.
These changes are being piloted right now
by Women’s Aid and our partners in several
areas of the country – they are the essence of
our new model, ‘Change that Lasts’.
Things can improve for survivors of
domestic abuse. We just have to want it
enough, and work together. CP
● For more information on ‘Change that
Lasts’, go to womensaid.org.uk
● Follow Women’s Aid on Facebook and
Twitter @womensaid
● Follow Polly on Twitter @pollyn1
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LOOKING OVERSEAS

Lessons from

abroad
Sharing best practice is crucial to quality,
innovative health care. But do we look at
the bigger picture? Graham Clews explores
what we could learn from overseas practice.

ISTOCK

T

he UK has the fifth biggest economy
in the world, measured by GDP.
But Unicef’s most recent report
ranks us 16th out of the world’s 29
richest nations in terms of children’s
overall wellbeing.
And a report published in January by the
Royal College of Paediatrics and Child Health
found that the UK is slipping behind other
European countries in terms of a number of
benchmarks for child health.
The study found that the UK had a higher
infant mortality rate than almost all other
similar western European countries, and
rates of smoking during pregnancy remained
stubbornly high compared to much of Europe.
It seems that other countries are caring for
their children better than we are, so what can
the UK learn from them in terms of child and
public health care?

Ros Godson, lead professional officer for
public health at Unite, says the UK has one big
advantage over other countries in this field –
the NHS.
‘This can help in many ways, but it means
the UK is probably the best country for child
immunisation, for instance, because of the
coverage of the NHS, and because it’s free,’ she
says. (Immunisation rates vary, but the most
recent Organisation for Economic Cooperation
and Development figures show that the UK
achieved 93% coverage for measles vaccination
in 2014, compared with 76% in Austria and 86%
in Italy, although some developed countries do
have wider coverage than the UK.)
‘But lots of other countries do much better in
different areas, such as mental health issues for
children. The difference, though, is that families
with good health insurance get these kind of
services, but those without insurance don’t.’
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LOOKING OVERSEAS

SCANDINAVIAN
INSPIRATION
This perhaps demonstrates
that cultural variations are as
important as policy drivers in
determining the factors around
child health care.
Unite-CPHVA has highlighted
the ‘daddy quota’ of paternity
leave available in Sweden. This
means that of the 480 days of
paid time off guaranteed for new
parents, 90 days must be taken
by fathers. And during that time,
the state pays 80% of their salary.
Other parts of Scandinavia
offer a similar arrangement.
The policy has been
controversial, with many,
including medics and
psychologists, objecting to
arrangements that force fathers
to contribute to childcare.
But the scheme is one of
a number of progressive
developments that have been
trailblazed by Scandinavian
countries, which regularly top
the charts for contentment and
children’s wellbeing.

Carolyn Taylor, who recently
stepped down as national
chair of CPHVA, and who has
established a charity providing
care for children in Uganda,
identifies Denmark as a country
with particularly successful
health visiting arrangements.
Health visitors have access to
very advanced electronic patient
records, and they work closely
with schools, she says, but she
adds that the Danish population
(5.7 million) is around 10 times
smaller than that of the UK.
In 2008 Sweden sat top of
the Unicef league table of early
childhood education and care. A
paper in the journal Paediatrics
and Child Health gave some of
the credit for this to the Swedish
belief that the state has a duty
to create social conditions on
equal terms.
It also observed that schools
and social services in Sweden
are managed by 290 semiautonomous districts, which
can pilot innovations before
they are adopted nationwide.

Some Scandinavian ideas have
been taken on in parts of the UK,
with the Scottish Government
garnering favourable headlines
with its decision to import the
Finnish idea of baby boxes.
Effectively a maternity
package in a box that doubles
as a cot for newborns, the boxes
were introduced in Finland in
the 1930s. The package of toys,

clothes, sleeping and washing
kit was given to all new mothers
who visited a doctor or clinic
before their fourth month of
pregnancy, and for many in
Finland it has now become a
symbol of the importance of
both children and equality.
The first baby boxes in
Scotland were given out on
New Year’s Day this year.

IMPORTING GOOD PRACTICE
The Family Nurse Partnership (FNP) has been one of the most
significant imports of recent years. Known as the Nurse-Family
Partnership in the US, where it was developed, the scheme sees
mothers aged under 19 volunteering to receive visits from specially
trained family nurses who will make contact during the mother’s
pregnancy and then continue to visit until their child is two.
Based on strong American evidence, where a similar system has
been running for 35 years, the FNP has been shown to benefit the
lives of the children involved until they are 28.
A whole host of other improvements have been noted across
US programmes in three different cities, including: better prenatal
diets for mothers; less smoking during pregnancy; higher
employment levels for mothers; more stable relationships between
mothers and their child’s father; improved language skills among
children; fewer behavioural and emotional problems for children;
and a big reduction in the cases of neglect and abuse of children.
The FNP system was introduced in England in 2007 across 10
pilot sites. After positive outcomes and approval from families who
took part, the scheme was rolled out across the country and is now
well established in the UK.
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LOOKING OVERSEAS

KEY STATS: UK
Overall score
out of 29
countries:

15.8
Material
wellbeing

14th

Housing and
environment

10th
Education

24th

FREE FOR ALL
But lack of state provision in other countries does not necessarily
mean services are worse. Plunket nurses provide entirely free support
services for the development, health and wellbeing of children under
five in New Zealand.
More than 90% of newborn children in New Zealand are
visited by a Plunket nurse, and as the child grows the nurses offer
developmental assessments, information and support through home
visits, clinics and a free telephone advice service for parents, available
24 hours a day, seven days a week.
Plunket is an independent, philanthropic trust, and its vision is
that ‘in the first 1000 days, we make the difference of a lifetime’. The
combination of a focused approach and its cradle-to-school overview
allows for continuity planning for children, as well as acting as a
powerful advocate in New Zealand for children’s and family rights.
For instance, Plunket last year called on the New Zealand
government to increase paid parental leave, something the NHS
could not do.
The UK did adopt shared parental leave and pay in 2015, which
allows both parents, or adopters, to take some time from the pot of
parental leave.
But a Chartered Institute of Personnel and Development report,
published just before Christmas, found that just 5% of fathers and 8%
of new mothers had taken up this option.

Health and
safety

16th

TALKING ABOUT SEX
Unite’s Ros Godson highlights
sex and relationship education
as one area in which the UK
could learn from abroad.
‘In Holland, people’s first
sexual encounter is four
months later than in the
UK, which matters across a
population basis; they have
lower unwanted conception
rates and fewer abortions.
‘They have very
comprehensive, open and
honest sex and relationship
lessons. We have a culture
in the UK that if you teach
people about sex, they are
more likely to engage in it, but
the Dutch view is that if you
talk about it, people are less
likely to engage in it.’

LEGAL DUTY

Behaviours and risks

15th
IMPORTING IDEAS FROM ABROAD
Be open to all forms of rigorous evidence: not all evidence
is good evidence, but it is damaging to have a narrow
view of what ‘counts’ in determining what works
● Strong leadership in instituting new ways of working
from abroad is key, but if organisations rely on strong
leaders and don’t embed the change, the new practices
can slip over time
● Effective communication about changes is paramount
● Transparency and public provision of data is essential to
keep the public onside
● Evaluate your own organisation and changes.
●

SHUTTERSTOCK/ISTOCK/ALAMY

Under-five mortality:

5 per 1000
live births (166th in
the world)
Sources: Unicef 2015 data for UK and
Unicef Child wellbeing in rich countries
(2013)

Source: Alliance for Useful Evidence

Ros points out that law related
to childcare in England does
not incorporate the UN
Convention on the Rights of
the Child, although in Wales
and Scotland it does.
‘Where it is incorporated
into countries’ legal systems,
children’s health and social
care is a lot better,’ she says.
‘We have this idea that we are
better than everyone else, but
that is not supported by the
facts, a lot of other countries
do things better than us.’
But each country has to
determine its own system that
works within its cultural and
political structures. Within
these confines, it seems
some of the good ideas from
overseas are more practical for
the UK than others. CP

February 2017 Community Practitioner 47

5

kin

e ea •CT.indd

02/02/2017 11:50

DIARY

ts relevant
Upcoming courses, training and even
to practice…
EATING DISORDERS
AWARE NESS WE EK
27 February – 5 March
Eating disorder charity Beat’s
annual awareness week is
focusing on early intervention.
W: bit.ly/Beat_EDAW

WALES QUESTION TIM E
EVENTS

2 March – Unite office, Cardiff
9 March – West Wales
(venue TBC)
28 March – North Wales
(venue TBC)
The topic will be ‘Effective
delivery of the Healthy Child
Wales programme’, giving
members and non-members
an opportunity to share good
practice, raise concerns and put
questions to an expert panel.
The events will take place in the
evening, with food supplied.
E: jane.beach@unitetheunion.
org

IT’S OUR NHS! NATIONAL
DEMONSTR ATION
4 March
Vote with your feet to oppose
the government’s sustainability
and transformation plans by
joining Unite and many other
healthcare professionals on
this march, called by Health
Campaigns Together.
Location: London, 12pm
W: bit.ly/Unite_stopSTPs

SUPPORTING CHILDR EN
AND FAM ILIES AFFECTED
BY A FAM ILY ME MBER’S
OFFENDING – A
PRACTITIONER’S GUIDE
20 March
Join i-HOP as it launches its
practitioner’s guide – a new
resource designed to inform
practitioners about the impact
of a loved one’s offending on
the whole family and equip
them to provide effective
interventions from assessment
stage onwards.
Location: Birmingham Council
House, Birmingham
W: bit.ly/i-HOP_guide_launch
E: charlotte.caldwell@
barnardos.org.uk

EUROPE AN DAY OF
ACTION AGAINST
COMME RCIALISATION
OF HEALTH CAR E
7 April
A second day of action has been
called after last year’s action in
Belgium, France and Spain. The
objective this year is to have
significant and visible actions
in seven or eight European
countries, denouncing current
austerity measures and their
consequences, and denouncing
free trade.
W: bit.ly/Europe_health_
network
#health4all

CHIEF NURSING OFFICE R
FOR WALES CONFER ENCE
10 May
The chief nursing officer
holds an annual showcase
conference, enabling nurses
and midwives to share good
practice, debate new ideas and
celebrate successes. Topics
are set to include leadership,
quality improvement, workforce
development and patient and
public involvement.
Location: Cardiff City Stadium
W: bit.ly/CNO_Wales_2017

SCHOOL NURSES
INTERNATIONAL 2017
CON FER ENCE
24-28 July
The theme for this year is
‘School nurses interacting
within the public health model
to promote the health of
children – globally’. Areas of
interest include: refugee health;
communicable disease; mental
health; and school health.
Location: San Francisco, US
W: bit.ly/SNI_2017

ADVERTISE WITH US
If you would like to
advertise here, contact
senior sales executive Alex
Edwards on 020 7324 2735
or email alex.edwards@
redactive.co.uk
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LAST WORD

Fighting
poverty
head on

With a huge projected
rise in child poverty,
we all have a duty to
prevent it. John Dickie,
director of Child
Poverty Action Group in
Scotland, describes what
we are – and should –
be doing.

T

hat one in four children across the
UK lives in poverty, one in five here in
Scotland, is shocking enough; but worse
still is the independent modelling that
suggests a 50% increase in child poverty
by the end of the decade. In Scotland alone, that
means another 100,000 children pushed below the
poverty line by 2020, primarily as a result of social
security cuts to the value of family benefits.
Health visitors, school nurses and other
community practitioners are all too aware of the
impact of this – children missing out at school,
health suffering as families struggle to afford
healthy food and a warm home, and increased
family stress. The statistics and the scale of the
disadvantage can seem overwhelming but, while
much of the solution lies at a national policy level,
the reality is that health practitioners can and do
make a huge contribution to ending this scandal.
Here in Scotland, 2017 presents two major
opportunities to support real progress in
eradicating child poverty.
First, the imminent Child Poverty (Scotland) Bill
will set targets to eradicate child poverty in Scotland,
using well established, income-based measures
of progress, and creating a legal duty on ministers
to publish and report annually on a delivery plan
outlining how those targets will be achieved.
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It is vital that the role of health practitioners
is clear within these plans. Health services
have played an increasingly recognised role
in tackling child poverty and, as anti-poverty
campaigners, we have been delighted by the
extent to which boosting family incomes has
increasingly been seen as critical to achieving
positive health outcomes.
Midwives, health visitors, childcare
providers, schools and nurseries have
identified that supporting families and
children to achieve their potential is far more
difficult when those families face inadequate
income and material deprivation. But what
can people working in the early years
actually do about child poverty? It’s clear
that many of the solutions lie at a UK policy
level and that there is limited or no capacity
for already hard-pressed professionals to
add detailed benefit checks and income
maximisation to their workload.

NHS early years workforce and welfare
advice service staff, supported access to
advice for pregnant women and their
families is enabled, significantly boosting
family incomes.

ROLE OF REFERRALS

1 in 5

children live in poverty in Scotland

SHARE AND CARE
However, there are several basic steps in
practitioner awareness, understanding
and referral that can, and increasingly
are, making a real difference to families.
At the Child Poverty Action Group (CPAG)
in Scotland, we have been pleased to
contribute to some of the learning sessions
of the Scottish Government-led ‘early years
collaborative’, a programme of sharing good
practice at a local level to improve national
outcomes for children. This has helped to
support and promote examples of emerging
good practice, such as the Leith Pioneer
Site, which increases the take-up of Healthy
Start support among low-income pregnant
women, and the PIMAP initiative, which
targets assistance at pre- and postnatal
stages for families with unmet debt and
financial needs in West Lothian.
One well-established example of how to
put these principles into practice is provided
by the ‘Healthier Wealthier Children’
initiative, spearheaded by NHS Greater
Glasgow and Clyde, of which Scottish
ministers are supporting a national roll-out.
The project involves new approaches to
providing money and welfare rights advice
to pregnant women and families with
children at risk of, or experiencing, poverty,
involving a range of partners including the
NHS, local authorities and the voluntary
sector. By creating pathways between the

1 in 4

children live in poverty in the UK

50%

increase in child poverty
by the end of the decade

10,000
children pushed below the
poverty line by 2020

30,000
fewer children would be in poverty if the
Scottish Government topped up child
benefit by £5 a week

The importance of effective referral has now
been picked up nationally by NHS Health
Scotland, in its financial inclusion referral
pathway toolkit – a resource that CPAG
helped to review. We have also contributed
to NHS Health Scotland’s Ready Steady Baby
guide, and the Young Parent Survival Guide,
ensuring that basic information about
financial help in the early years is readily
available to staff and service users alike.
But even with the right information, too
many families are left with poverty-level
incomes. The second big opportunity
Scotland needs to grasp in 2017 is to
make full use of the social security powers
devolved through the Scotland Act. The
Scottish Government has already committed
to replacing maternity grants with ‘Best
Start’ grants, which increase the value of the
support low-income families are entitled
to when a new baby is expected, restoring
eligibility for second and subsequent
children and creating new grants when
children start nursery and school.
These commitments, alongside an overall
approach that promotes social security as an
investment in Scotland’s families, are hugely
welcome and will make a real difference to
many struggling families. But they are not
yet on the scale needed to make the kind of
dent needed to eradicate child poverty.
Scottish ministers now have the power to
top up reserved UK benefits, such as child
benefit – a bedrock of financial support.
Investment in child benefit has been key to
reducing child poverty since the mid-1990s,
but it will lose nearly 30% of its value by 2020.
If the Scottish Government topped up
child benefit by £5 a week, 30,000 fewer
children would be in poverty – a fall of
14%. Community practitioners can play a
key role, not just in facilitating access to
financial support, but in advocating this
kind of investment to boost family incomes
– investment that is crucial if we are serious
about ending child poverty. CP
● For more information on CPAG and its
work, go to cpag.org.uk
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www.communitypractitioner.com | www.unitetheunion.org/cphva

CONTACT: Alex Edwards dl 020 7324 2735 e alex.edwards@redactive.co.uk

WWW.BABYMASSAGETEACHERTRAINING.COM
For Flying Start Children’s Centre Staff
and Family Health Professionals
Available ‘In House’
throughout the UK
Two Day Teacher Training in Developmental
Baby Massage with Peter Walker
UK and International Accredited Teaching Certificates Federation of Prenatal
Education and Independent Professional Therapists International

A unique course with Peter Walker a teacher’s trainer, physical therapist, author and
yoga teacher with over 40 years experience in the delivery of baby massage training
as well as providing group and one-to-one sessions to parents with children with
special needs. A background in physical therapy and yoga underpins the high quality
of his training programme, with techniques based on the stages of baby’s physical
and emotional development, supported by neuroscience research on baby’s brain
development. Peter Walker is credited with the free teaching of baby massage in NHS
centres throughout the UK.
1. The importance of Emotional
• Relief of common infant ailments.
Intelligence and a Loving Touch.
• Consideration of babies with
Bonding and Attachment - birth
additional needs and
to eight weeks (can also be taught
developmental delay.
antenatal)
• Includes contra-indications, safety,

• Emotional Intelligence and
Attachment.
• Introducing overall good reciprocity
to facilitate mother-infant relaxation
and ‘bonding’.
• Relieve intra-uterine and difficult
birth experience.
• Relieve physiological flexion and
abdominal tension.
• Release the diaphragm and
improve respiration.
2. Developmental Baby Massage – 8
weeks to Standing • Baby-led sessions.

• Quality time for parents to get
to know their baby through a loving
touch, learning about baby’s cue’s
and communication.
• Benefits of safe tummy time.
• Baby observation for a foundation
of secure attachment.
• Infant development, relevant
anatomy and physiology.
• Improving circulation, respiration,
back strength, joint flexibility and
overall muscle tone.

correct baby massage oils and
usage.
3. Primary Preparation for Infant

Balance and Good Posture
4. High quality resource. Copy of
Developmental Baby Massage book
with DVD and course notes for
teachers and parents/carers
Developmental Baby Massage Courses
Available ‘In House’ throughout the UK.
Next open courses for 2017 at
THE ACTIVE BIRTH CENTRE, 25 BICKERTON
ROAD, LONDON N19 5JT
22nd and 23rd April 2017
30th September and 1st October 2017
Also see
www.babymassageteachertraining.com
www.thebabieswebsite.com
Email: walker@thebabieswebsite.com
Tel: 01752 939767
Post course support given. Free bi-monthly
quality newsletter
Clinic For Mothers with Babies with
Developmental Delay using Skype/FaceTime
Email walker@thebabieswebsite.com

Millpond Children’s Sleep Workshop – Training NHS professionals since 2007
100% of delegates would recommend to a colleague
MONDAY 24TH APRIL & MONDAY 11TH SEPTEMBER 2017
Our popular one-day interactive workshop, designed for professionals
working with families with babies through to school age children.
• Explore sleep cycles/needs
• Understand child sleep problems
• Interpret sleep information
questionnaires and diary
• Plan a range of sleep techniques

COST: £185

EAR
LY
PRIC BIRD
befo E £170
re
Febr end of
uary
‘17

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

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

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

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

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

Find us on Facebook - IAIM UK Chapter
For further details please visit
www.iaim.org.uk. In-house
trainings are available on request.
IAIM (UK) Chapter
0208 989 9597
info@iaim.org.uk
www.iaim.org.uk

COMMUNITY

PRACTITIONER
Community Practitioner’s
er’s
new CPD Development
nt
Hub is available for you
ou to
complete and gain your
our
CPD hours.
The hub helps you
manage your learning
g
on an ongoing basis. Its
function is to help you record, review and
reflect on what you learn.
Check out
http://hub.communitypractitioner.com
to access the latest modules on subjects such
as vitamin D, and begin your journey learning
with the CPHVA and Community Practitioner.

T : 020 8444 0040
E: training@millpondsleepclinic.com
W: www.millpondsleepclinic.com
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Cleanse and protect
newborn skin from day 1
6SHFLDOO\FUHDWHGIRUGDLO\XVHRQEDE\óVGHOLFDWHVNLQ-2+1621ó6
op to oe %DE\%DWKLV
•
Independently proven to be as safe on baby’s
skin as water alone, from day one1
•
Perfectly pH balanced
•
Hypoallergenic*
•
Free of phthalates, parabens, soap, and dye
The JOHNSON’S® Top-to-Toe® range also includes Baby Massage Oil,
Baby Massage Lotion, Moisturising Baby Cream and Baby Washcloths.
he
brand is committed to developing safe, mild,
DQGHıHFWLYHEDE\SURGXFWVWKDWHQKDQFHPXOWLVHQVRU\H[SHULHQFHV
For more information about taking care of newborn skin please visit
http://www.johnsonsbaby.co.uk/skincare/newborn-skin
We welcome any feedback, please email us at jbhcpcontact@its.jnj.com
*Formulated to minimise the risk of allergies
1
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Lavender T, Bedwell C, Roberts SA, et al. Randomised, controlled trial evaluating a baby wash product on skin barrier
function in healthy, term neonates. Journal of Obstetric, Gynecologic & Neonatal Nursing. 2013; 42, 203-214.
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