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NEW
VITAMIN D
CPD MODULE

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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Visit: hub.communitypractitioner.com for
further information on the module.
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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
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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”

››

European Food Safety Authority 20145

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

*Powder only, liquids will vary

››

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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United and ready
Happy New Year and welcome to the January issue of
Community Practitioner.
Standing firm on the foundation of our
association’s 120 years celebrated last year, we
can be proud of our history and hope to shape
the future. Every year brings new challenges
and 2017 is no exception.
As national and regional devolution unfolds,
we can see visible differences in health policy
direction. But a critical issue is how much
funding is available to spend to promote
public health.
Over many decades research shows that alongside income inequality is health inequality and
‘JAM’ (just about managing) families have entered our lexicon. This is a healthcare crisis in
the making.
The recent Joseph Rowntree Foundation report tells us that the number of people in poverty
in a working family is 55%, which is a record high. There are 2.6 million children in these families
and the trend is not decreasing (see bit.ly/JRF_MPSE).
Readers are all too familiar with, or affected by, the financial cuts leading to decommissioning
of 0 to 19 services in local authorities in England. Whether intentional or not, the outcome is to
place children at risk with predictable long-term consequences. The cuts both to public health
budgets and aspects of social support are damaging families and communities as so eloquently
shown in the 2016 film I, Daniel Blake.
Over 120 years, the CPHVA has a proud tradition of speaking out about what jeopardises child
and family health and wellbeing. More than this, your association has a progressive vision of a
better way to plan and invest in our future generations and support for their carers.
We appeal to you to start your own ‘Love Your Health Visitor’ campaign (find out more on
page 14) and don’t forget to involve your school nurse and community nursery nurse colleagues
as their roles are also critical to the public health agenda.
We are committed to addressing inequality and discrimination in all its guises within our
communities and workplaces. That’s why the Unite in Health ‘Race Ahead’ toolkit was launched,
backed up by the offer of a one-day training course on race and Workforce Race Equality
Standard awareness.
Sufficiently funded and motivated, and appropriately valued and rewarded public health
services are two sides of one coin. But, in many communities, the health gap is widening, as is
evident on page 32 of this issue. No one in employment should be ‘just about managing’
– foodbanks are a symptom of economic inequality and all civilised societies should have a
social floor below which no one falls.
Our challenge is to influence our destiny and lead the way, showing by our actions that we are
a radical, professional and caring association and trade union.
Together let’s make 2017 a more prosperous year for the many, not just the few.

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.

Gail Cartmail, Unite the Union acting general secretary and Obi Amadi, Unite-CPHVA lead
professional officer for strategy, policy and equality
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NEWS ROUND-UP
A look at the latest in public health

Project aims to
understand the
north-south divide

Nurse staffing consultation
launches in Wales
The Welsh Government has launched a
consultation on how local health boards
and NHS trusts should calculate and
maintain nurse staffing levels.
It is the first step of the New Nurse Staffing
Levels (Wales) Act 2016, the first legislation of
its kind in the UK and Europe.
The act places a duty on health boards
and NHS trusts to take steps to calculate and
maintain nurse staffing levels in adult acute
medical and surgical inpatient wards, as well
as a broader duty to consider how many
nurses are necessary to provide the right level

of care for patients in all settings.
The consultation, which is open until
7 April, invites feedback on the draft statutory
guidance about the duties placed on local
health boards and NHS trusts in Wales under
sections 25B and 25C of the act – relating
to the duty to calculate and take steps
to maintain nurse staffing levels, and the
method of calculation for the level.
Consultation responses will help inform the
final guidance, set to be issued next year.
To take part in the consultation, go to
bit.ly/Welsh_Gov_staffing_levels

Call for papers
The Chief Nursing Officer for Wales Annual Conference is scheduled for
10 May at the City Stadium in Cardiff and is currently inviting paper submissions.
The closing date for receipt of abstracts is 1 February.
To view the call for papers flyer, go to bit.ly/CNO2017_papers
To submit an abstract, visit bit.ly/CNO2017_abstract
For instructions on submitting an abstract, go to bit.ly/CNO2017_guide

The north-south divide in childhood
attainment levels is to be the focus of a
major new project launched in England.
The year-long Growing up
North project, led by the children’s
commissioner for England and a panel
of experts, aims to examine the factors
that influence children’s progression
and consider how institutions and
networks can be
strengthened to
support them.
Figures published
at the launch
of the project
show that, on the
whole, children
in the north do
better at primary
school and report
better wellbeing at the age of 11, but by
the time they become adults, a gap in
outcomes and attainment emerges.
School leavers from London and
the south east are more likely to go to
competitive universities than those in the
north. Disadvantaged pupils in London
are more likely to get five good GCSEs
than their counterparts in the north, and
of the 10 English cities with the lowest
employment rates, eight are in the north.
Anne Longfield, children’s
commissioner for England, said: ‘I want
every child, wherever they are born, to
get the same opportunities and support
to prosper… Growing up North will put
children at the heart of discussions about
northern regeneration.
‘It’s time to leave the north-south
divide behind.’
For more, visit bit.ly/CC_north-south
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Children’s centre closures
double in a year

Teens being neglected
at home, says report
Tens of thousands of teenagers
across England are suffering neglect
at home, according to a major new
report by The Children’s Society.
A survey commissioned by the
charity found that one in seven 14- and
15-year-olds had experienced at least
one form of neglectful parenting, the
equivalent of three students in every
year 10 classroom.
This experience could include
parents or carers failing to monitor their
activities outside the home, or make
sure they got adequate health care, or
taking little interest in their education.
A lack of emotional support was one
of the biggest issues, with one in 12
year 10 pupils saying that their parents
had rarely or never encouraged them,
or helped if they had problems during
the past year.
The Troubled Teens report revealed

that neglected teenagers are more
likely to report ‘risky’ behaviours; almost
half of the teenagers who said they
had experienced emotional neglect
said they had been really drunk
recently – more than twice as many as
those whose parents gave them the
emotional care they need.
This group was also more than twice
as likely to have truanted and nearly
three times as likely to have smoked.
The Children’s Society chief executive
Matthew Reed said: ‘We need to provide
more support to parents bringing up
teenagers, not to blame them.
‘The government has a massive role
to play in making sure the needs of
teenagers, and their parents, are never
forgotten. Society must not give up
on teens.’
To read the report in full, visit
bit.ly/TCS_troubled_teens

1 in 7 teens reported at least one type of parental neglect:

48% had experienced supervisory neglect
31% had experienced emotional neglect

SHUTTERSTOCK/ISTOCK

14% had experienced educational neglect
7% had experienced physical neglect
46% of ‘neglected’ teens had got really drunk in the past few months

More than 150 children’s centres closed in England in
2015 – double the number from the previous year.
The figures were obtained by Labour’s Dan Jarvis
(pictured) via a written parliamentary
question to junior education minister
Caroline Dinenage.
He said the closures were ‘deeply
concerning’ and called on her to
explain the situation to parliament.
Sure Start children’s centres, which
were established in 1998 to provide
support for disadvantaged families,
have been dwindling in number after
cuts to the children’s services early intervention budget,
with 3259 remaining.
The education minister’s reply revealed that the
number of closures is rising, with 12 children’s centres
closing in 2011, 27 in 2012 and 33 in 2013.
In 2014, the number increased to 85, and then 156
last year.
Mr Jarvis called the centres a ‘proven success’,
adding: ‘Early interventions like Sure Start should be
the priority, because it is a smart investment for the
future and it will give children the best start in life.’

Smoking in cars with
children banned in Scotland
Smoking in a car carrying a child is now illegal in
Scotland, with a £100 on-the-spot penalty for those
caught lighting up in a vehicle with a passenger
under 18.
Liberal Democrat MSP Jim Hume said the law
could ‘potentially save 60,000 children a year from the
hazards of second-hand smoke’.
However, a similar ban introduced in England and
Wales a year ago saw just one fine handed out in the
first 12 months.

Unicef launches Baby
Friendly consultation
Unicef is seeking the views of healthcare professionals
who work with mothers and babies on its proposed
Baby Friendly Foundation, 20 years after introducing
the Baby Friendly Initiative.
The charity states that ‘the time has come to
consider what happens after the programme has
fulfilled its original purpose’.
Complete the survey by 31 January at
bit.ly/Unicef_consultation
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Glasgow school
nurses face
£1.5m cuts
Glasgow’s school nursing service could
face cuts amounting to £1.5m as part of a
review by NHS Greater Glasgow and Clyde.
The board has said it is struggling to
recruit and retain staff, and is undertaking
a four-month review of the role –
suggesting voluntary groups or
charities could replace staff.
But Glasgow newspaper The Evening
Times reported seeing documents that
state: ‘It is clear that the best way to meet
the needs of this cohort does not need to
be solely through school nurses.
‘Recent experience, particularly in
Glasgow schools, has been that thirdsector organisations, who may also bring
additional matched funding, may have a
significant role to play with this group of
children and young people.
‘Given the NHS board’s financial position
for 2016-17 and beyond, the review will be
targeted on delivering a revised service
removing £1.5m from the current cost
base of around £2.5m.’
Nationally work is underway to review
and refresh the role of school nurses as
part of the Transforming Nursing Roles
programme, which Unite-CPHVA is
contributing to.

NI primary schools offer
mental health lessons
Children in primary schools across
Northern Ireland are being offered
lessons in mental health and wellbeing
by Action Mental Health.
The charity has launched ‘Healthy Me’, a
mental health promotion programme aimed
at eight- to 11-year-olds, which uses games,
group activities and song to teach children
about healthy choices and coping skills to
promote good mental health.
It covers problem-solving, conflict
management, encourages children to seek
help and identify sources of support, as well
challenging stigma around mental health and
emotional difficulties.

The programme, which has already been
piloted at a handful of schools, is also aimed
at enabling early identification of children
experiencing mental distress, and supporting
youngsters through the transition from
primary to secondary school.
Action Mental Health chief executive David
Babington said: ‘Implementing strategies
for protecting children from stress and
helping them learn to cope with change
is an extremely positive influence on their
young lives. We hope to see the programme
adopted across Northern Ireland in the nottoo-distant future.’
For more, visit bit.ly/AMH_healthy-me

Self-harm among children
sees ‘frightening’ rise
The number of children
admitted to hospital after
harming themselves has
risen by 2400, or 14%, in three
years, according to research
by the NSPCC.
The shocking figures
obtained from all but six
health trusts and boards in

England and Wales, show
that nearly 19,000 children
were admitted to hospital
after harming themselves
in 2015.
Peter Wanless, NSPCC chief
executive, said the numbers
were ‘frightening’.
‘It is vital we confront

19,000

children were admitted to hospital
after harming themselves in 2015

the fact that an increasing
number are struggling to
deal with the pressures and
demands of modern-day life,
to such an extent they are
inflicting terrible damage
upon themselves,’ he said.
It is also one of the most
common reasons for children
to contact the charity’s
Childline service, which
delivered more than 18,000
counselling sessions about
self-harm in 2015.
For advice on supporting
children you suspect have, or
are considering, self-harm,
go to bit.ly/NSPCC_self-harm
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Mental health funding for
new and pregnant mums
Plans to invest £40m to increase mental
health support for pregnant women and
new mums have been announced by
NHS England.
The money, which is being allocated to
20 areas of the country, will fund specialist
community mental health services for mums
in the run up to and after birth, and help reach
30,000 more women a year by 2021.
A further £20m will be allocated next year.
It will pay for new perinatal consultants,
specialist nurses, occupational therapists,
psychologists and nursery nurses, as well as
community peer support for mothers, babies
and families.

£8.1bn

The cost of perinatal mental health
problems per year in the UK

It will also fund more buddying systems,
whereby mothers who have had experience
of similar issues can be on the end of the
phone to help other mothers in need.
NHS England is also commissioning four
new mother and baby units.
One in five women experience depression,
anxiety or, in some cases, psychosis during
pregnancy or in the first year after childbirth.
Simon Stevens, NHS England chief
executive, said: ‘Now the NHS is taking
concrete action to get these mothers and
families the specialist mental health support
they need.’
For more, go to bit.ly/NHSE_improving_mh

28% 72% 50%

Of these costs 28% relate
to the mother and

relate to the child

Around half of women in the
UK have no access to specialist
perinatal mental health services
(Source: Everyone’s Business, 2014)

Welsh
Government
retains student
bursary
Anyone choosing to study nursing and
midwifery in Wales from September 2017 will
be eligible for the current NHS bursary, the
Welsh Government has announced.
In a statement issued by Vaughan Gething,
cabinet secretary for health, wellbeing and
sport (pictured), those individuals electing to
study an ‘eligible health-related programme’ in
Wales next year will receive financial support
during their studies.
The bursary will only be available to
those who commit to working in Wales for a
minimum of two years after qualifying.
The standard student support package
from Student Finance Wales is available for

those students not wanting to commit to the
two-year timeframe, but who live in Wales on a
permanent basis.
This agreement is only in place for the 201718 cohort, while the government decides on a
longer term support package.
The longer term strategy will be considered,
the Welsh Government has said, alongside

the recommendations arising from the
Diamond Review.
According to Vaughan Gething, the move
is a ‘positive action to attract more health
professionals across Wales and throughout
the UK to come to Wales to train, work and live’.
Unite-CPHVA’s lead professional officer for
regulation and Wales, Jane Beach, said: ‘The
fact that Wales has committed to retaining
the bursary for health students is very
welcome news.
‘Health courses are not the same as other
university courses as they are 50% theory and
50% practical, which means they are not able
to work in the same way as other students.
They also attract more mature students who
often have additional financial commitments
so the idea of finishing their training with a
large student debt is a deterrent.
‘The Welsh government recognises this
and quite rightly are not following the English
model. Hopefully their policy will go some way
towards addressing the recruitment issues.’
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Arts activities
‘may lower stress’
in disadvantaged
pre-schoolers

The study, which appears in the
journal Child Development, shows
cortisol levels the children’s saliva were
lower after arts classes than at the
morning baseline, at the middle and
end of the year.
Eleanor Brown, professor of
psychology and director of the Early
Childhood Cognition and Emotions
Lab at West Chester University and
the study’s primary investigator, said
the study ‘sets the stage for further
investigation regarding the arts as a
vehicle for promoting wellbeing among
children from disadvantaged families’.
To read more on the study, go to
bit.ly/ChDev_brown_arts

Heavy drinking during
adolescence ‘alters
brain development’
Heavy alcohol use during adolescence
alters the development of the brain,
according to a recent study by
academics in Finland.
The study, conducted over 10 years by
the University of Eastern Finland and Kuopio
University Hospital, involved magnetic
resonance imaging, comparing brain
structure in young, healthy, but heavydrinking adults who had been heavy drinkers
through adolescence, with age-matched
light-drinking counterparts.
Reduced volume in parts of the brain was
seen in those who had been heavy drinkers
throughout their adolescence.
The findings, published in the journal

Addiction, indicate heavy alcohol use may
disrupt the maturation process of the brain,
which could potentially impact on impulse
control, and make the brain less sensitive to
alcohol’s negative effects.
‘The exact mechanism behind these
structural changes is not known’, said PhD
student Noora Heikkinen, lead author of
the study.
‘As risk limits of alcohol consumption
have not been defined for adolescents, it
would be important to screen and record
adolescent substance use, and intervene
if necessary.’
For further information, visit
bit.ly/Addiction_heikkinen_alcohol

No link found between flu during pregnancy
and risk of autism in child
Researchers in the US have found
no link between influenza in
pregnancy and the risk of
the child developing
autism after birth.
A study in JAMA
Pediatrics involved more
than 196,000 children
born in California from
2000 to 2010 – 3101 of
whom had autism.
It found no association
between a higher risk of autism and
influenza infection while pregnant.
The study also found no link between

autism and vaccination against the flu
during the second and third trimesters
of pregnancy.
The suggestion of increased
risk of autism spectrum
disorder (ASD) with maternal
vaccination in the first trimester
was not considered ‘statistically
significant’ after researchers
adjusted for other risk factors.
The researchers say that at this
time no ‘changes in vaccine policy
or practice’ are recommended but that
‘additional studies are warranted’.
For details, see bit.ly/JAMA_zerbo_flu

SHUTTERSTOCK/ISTOCK

A new US study has found that
intensive arts programmes – music,
dance and visual arts – may combat
high stress levels in economically
disadvantaged pre-schoolers.
Researchers at West Chester
University and the University of
Delaware looked at 310 economically
disadvantaged three- to five-year-olds
attending a Head Start pre-school
programme in Philadelphia, which
offers multiple arts classes each day,
taught in fully-equipped studios by
qualified art teachers.
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Mothers who ruminate
‘treat babies differently’
Mothers who dwell on their problems
could have poorer relationships with
their newborns, according to a study by
psychologists at the University of Exeter.
They found that some of those who tended
to ‘ruminate’ – that is have repetitive, negative
thoughts about self-concerns and problems
– appeared to have less eye contact with their
baby, were slower to comfort them if they
became distressed and even spoke to them in
a more flat tone.
But the researchers found that it didn’t matter
whether mothers were feeling low or not.
The study observed 79 mothers, 39 with low
mood and 40 in a control group, and babies
aged between three months and one year.
Half were encouraged to think in a
repetitive and negative way about a problem

that was important to them. The other
mothers were encouraged to think in a
focused fashion about a problem that was
important to them but that they had resolved.
The research team assessed the mothers’

Parenting classes ‘especially
good’ for low-income families
Parenting education can deliver the biggest improvements in
low-income families, suggests a new study from Oregon State
University in the US.
Researchers examined more than 2300 mothers and fathers
who took part in parenting education in the Pacific Northwest
between 2010 and 2012.
Their findings, published in Children and Youth Services
Review, indicate that parent education sessions serving
predominantly lower income parents resulted in greater
improvements in their skills and their children’s behaviours
compared to those serving higher income parents.
‘Now we need to better understand the mechanisms
that underlie the findings so we can tailor programmes to
specific families in exciting ways for research and for practice,’
said lead author Jennifer Finders, a graduate student in the
College of Public Health and Human Sciences.
For details, visit bit.ly/CYSR_finders_parenting

interactions with their infants before and after
the rumination task, assessing facial expression,
speech, body language and actions.
They found that rumination ‘causally
impairs maternal sensitivity’ and that ‘all
mothers, regardless of level of depressive
symptoms, who were induced to ruminate
demonstrated reduced maternal sensitivity to
their infant’.
Researcher Dr Michelle Tester-Jones said:
‘We hope these findings will be useful for
health visitors and midwives when working
with new mums, to help understand why
mums might be finding interactions with
their baby more difficult and support them in
building a close and responsive relationship
with their baby.
‘The good news is that there are strategies
to help manage rumination, and our research
suggests that changing rumination can reduce
potentially negative interactions with baby.’
To read more about the research, visit
bit.ly/UofE_jones_dwelling

Babies’ first words ‘based
on what they see’
A new US study suggests that a baby’s
most likely first words are based upon their
visual experience.
The small study by Indiana University
psychologists showed that the number of
times an object enters an infant’s field of
vision ‘tips the scales’ in favour of associating
certain words with certain objects.
Researchers looked at videos from headmounted cameras which showed the visual
field of eight children between eight and 10
months old – focusing on mealtimes.
The study results revealed a strong correlation
between the most frequently appearing objects and ‘first nouns’
– words such as table, shirt, chair, bowl, cup, bottle, food, spoon and
plate – which are known to be acquired by half of all 16-month-olds.
Linda Smith, senior author of the study, which appeared in the journal
Philosophical Transactions of the Royal Society B, said: ‘Taking account of
the visual brings a whole new dimension of word-learning into view.
‘If all you ever worry about is the word side of word-learning, you may
be missing half the problem: visual cues that aid language learning.’
Difficulty learning words could stem from visual processing problems,
she added.
For details of the study, go to bit.ly/RSPTB_smith_words

January 2017 Community Practitioner 11

p10-11_ e e

_ e

.indd 11

04/01/2017 12:1

BIG STORY

Conﬁdent

dads and

As new research shows
the positive impact
that fathers embracing
parenthood has on their
children, Juliette Astrup
explores the importance
of involving dads in the
early years and beyond.

better behaved
children
C

hildren whose dads embrace
parenthood confidently may be less
likely to have behavioural problems
in the run-up to their teens, new
research has indicated.
While a father’s influence on a child’s
development is becoming better understood,
these latest findings, published in the online
journal BMJ Open, suggest it’s how they
see themselves as parents in the early
years that seems to be important.
According to the study, it
is the ‘psychological and
emotional aspects of paternal
involvement in a child’s
infancy that are most
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BIG STORY

powerful in influencing later child behaviour,
and not the amount of time that fathers are
engaged in childcare or domestic tasks’.
Drawing on data from the Avon
Longitudinal Study of Parents and
Children, which has tracked the health and
development of thousands of children since
birth, the researchers from the University of
Oxford set out to explore the relationship
between a father’s involvement at eight
weeks and eight months, and their child’s
behaviour at ages nine and 11.
Parents of children living with both
their mum and dad at the age of eight
months were asked to complete a series
of questionnaires. The fathers’ parental
involvement was measured by asking them
to rate their level of agreement with 58
statements, covering childcare, household
chores, attitudes to parenting and their
relationship with the child. The children’s
behaviour was assessed using questionnaires
completed by the mother.
The final analysis, based on more than 6000
fathers and their children, drew out three key
factors: the dad’s emotional response to the
baby and their parenting role, how much
time they spent on direct childcare, and how
well they adjusted to their new role, including
their confidence in their abilities as a parent
and partner. Fathers who scored highly for
emotional response and confidence were less
likely to see behavioural problems in their
children as pre-teens.
The researchers conclude: ‘How new fathers
see themselves as parents, how they value
their role as a parent, and how they adjust
to this new role, rather than the amount
of direct involvement in childcare in this
period, appears to be associated with positive
behavioural outcomes in children.’
While observational studies like this can’t
prove cause and effect, perhaps it is not
surprising that having a confident and positive
father early in life is linked to better outcomes
for children later on.
There is a growing body of evidence that
highlights the influence a father can have on
every aspect of a child’s life.
Jeremy Davies of the Fatherhood Institute
says: ‘It’s really quite difficult to overestimate
a father’s impact. Evidence from all over the
world shows the relationship affects how well
a child does in school, their self-esteem, the
friendships they make, their choices around

WHAT THE
STUDY FOUND
● For every point a father scored
above average for emotional response,
the likelihood of their child showing
signs of behavioural problems
decreased by 14% and 11% at ages nine
and 11 respectively, compared with
children of the same age, sex and
family background
● For every point increase beyond the
average in the fathers’ sense of security
in parenting, the relative likelihood of
the child having behavioural problems
was 13% and 11% lower by ages nine
and 11, respectively
● This was after potentially influential
factors, such as age at fatherhood,
educational attainment and household
income, hours worked and sex of the
child, were taken into account
● The study is based on a cohort born 25
years ago, since when parenting styles
have changed, so the findings may not
be widely generalisable.

criminality and substance abuse.
‘Fathers are hugely significant – no more so
than mothers – but it feels as though some
services haven’t caught up with the evidence
in that respect.
‘Men can be perceived to be dangerous
around children, around women – all those
ideas are embedded in the back of all our
minds. There can also be the perception that
men walk away from their responsibilities.’
Ruth Rothman, head of clinical
implementation and learning for the

Family Nurse Partnership national unit, a
home visiting programme that supports
young, first-time parents, says family nurses
are encouraged to engage with fathers,
communicating in a ‘triad’ rather than a ‘dyad’.
‘Certainly, there is a lot of focus on the
woman’s confidence in being a new mother
– how she feels, where she comes from, her
emotional history – it all comes to the fore.
There’s no reason to think it’s not the same for
dads,’ she says.
‘I think services are really trying to engage
with fathers in the main – probably the
challenge is time and workload.
‘Sometimes – not for any obvious reason
– fathers can feel slightly left out of services
and when that does happen, it reiterates their
feeling: “I’m not important.”
‘If you actively recognise someone else is
in the room, speak to them, ask them what
they’d like to know, understand what they
want to achieve for themselves and their
children, and reiterate how important they
can be, suddenly they realise: “I do have a role
to play.”’
Ruth adds: ‘The evidence bears out that
if fathers play an active role early on, it can
lead to better emotional, cognitive and social
development in the child; it tends to be
important in their ability to learn – in school
readiness and educational attainment.
‘Also, evidence has shown that where
fathers are more involved, it can positively
impact on the mother’s parenting too.’
Jonathan Scourfield, professor of social
work at Cardiff University, has studied how
family services engage with fathers, such
as through parenting classes and support
groups. He says: ‘The general picture is a
dearth of fathers’ involvement – but it is a
complicated picture.
‘It’s not just within the practitioner’s
control. Yes, practitioners can look to their
own attitudes and practice – but also some
fathers are reluctant to be involved – seeing
it as “something women do”.’ He adds
that practitioners could either ‘endorse or
undermine traditional assumptions’.
‘They have got to work really hard to break
that mould,’ he says. ‘But it could be more of
a core assumption that if there are two
parents in the family that they would like to
see both if possible.’ CP
To view the BMJ Open study, go to
bit.ly/BMJO_opondo_fathers
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RIGHTS AT WORK

Standing up and

As a new and no doubt challenging
year arrives, Unite’s head of health
Sarah Carpenter urges members to
speak up for their rights at a unique
opportunity in parliament.

We’ve said goodbye to a tough year,
and for community nursing staff 2017
is looking like it will be tougher still.
We know that the threat of cuts and
redundancies are very real for many
members, and this year Unite will be
doing all it can to save services and
save jobs.
At the Unite-CPHVA conference in
November, Colenzo Jarrett-Thorpe (Unite
national officer for health) and I ran three
sessions focusing on ‘standing up
and speaking out’, which aimed to
give health visitors, school nurses and
community nursery nurses the skills
and knowledge to fight against the
attacks on their local services. We have
looked at some of the details of those
sessions in Community Practitioner already,
most recently the duty under the NMC
code to raise concerns.
At the same conference, members
took to the microphones and told
Jonathan Ashworth, the shadow
secretary of state for health, of their
fears for services and for the impact
on families, and he responded
with an invitation. He invited
Unite-CPHVA members to come to
Westminster to tell their stories to
him and others in the shadow health
team. This was seen at conference to be
an excellent idea.
Unite has built on this suggestion,
and is in the process of organising

a ‘Love Your Health Visitor/Love
Your School Nurse’ lobby of
parliament (date to be confirmed).
At the event, health visitors, school
nurses, community nursery nurses
and even families will be able to
book appointments to meet their
constituency MPs to tell them clearly –
so that there can be no doubt – what is
happening to local community health
services in their areas.
With so much change going on
in local health services under the
sustainability and transformation
plans (STPs – or as Unite calls them
‘Slash, Trash and Privatise’), it may be
easy for a local MP to focus on attacks
on their local acute hospitals. But
STPs look to community services
to be the bedrock for future health
care as local acute beds diminish and
the aim is to keep more people out of
hospital. Unite knows that without a
universal health visiting or proper
school health service, there will be
an increased short-, medium- and
long-term need for acute care, and
a huge impact on the health of the
nation. So we have a duty, as well as
fighting the STPs, to stand up and
speak out about the undercover
attacks on families in the community.
More information about the event
will be on the Unite website, but in
the meantime contact your local Unite
representative or regional officer to register
your interest. We look forward to
seeing you in Westminster. CP
Sarah Carpenter
Head of health at Unite
@sarahcarps
For more information on Unite
in Health and its activities, see
bit.ly/unite_health

ISTOCK

SPEAKING
OUT
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ANNOUNCEMENT

U

publication as a whole as a valued member
of the editorial advisory board.
We’re sorry to see Jane go and I’m sure you
will join me and the rest of the Community
Practitioner team in thanking her for her
invaluable contribution and hard work.
You may notice the absence of professional
papers in this edition of the journal. That’s
because we’re taking the opportunity to ask,
in the form of a readership survey, what you
value most about Community Practitioner and
what you think we could do differently.
Details of the survey can be found on page
21 of this issue. I encourage all of you to take
part in this and help us shape the content of
your journal in order to make it as useful and
valuable to you as it should be.
We look forward to receiving your
feedback in the coming weeks.
Helen Bird, editor

nite-CPHVA and the team at
Community Practitioner are sorry
to announce that Jane Appleton
is moving on from her post as
the journal’s professional editor after many
years of service. Jane has been an esteemed
member of the team, contributing her
longstanding academic expertise and
experience in public health nursing to our
professional and CPD papers and bringing a
wide range of relevant and valuable articles
to the pages of Community Practitioner, which
have given you the opportunity to develop
your professional practice.
Those of you who have had papers
published in the journal will know that Jane
has acted as a strong source of support and
guidance in bringing your work to print and
into the professional domain. She also played
a key role in shaping the content of the

COMMUNITY

PRACTITIONER
Read by more health visitors
than any other journal
From a 21,000 circulation the journal
reaches:
80% of the UK’s health visitors
·
75% of all UK school nurses
·
Community Practitioner is an ideal
platform to promote your product,
service or vacancy as it reaches
highly skilled professionals who
constantly refer to the title for
information and advice.

CONTACT
If you want to reach this valuable audience, please contact:
alex.edwards@redactive.co.uk or call 020 7324 2735
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ONE-TO-ONE

Identifying the
vulnerable

Dr Snehal Pinto Pereira discusses
the impact of childhood
maltreatment on later life.

C

hildren who suffer neglect and
abuse are much more likely to have
poor health and living standards in
later life, according to new research.
The study, which was carried out by Dr
Snehal Pinto Pereira at the University College
London Great Ormond Street Institute of
Child Health, showed that the potential
socioeconomic impact of child neglect and
abuse may persist for decades.
Dr Pinto Pereira says that, before
the research, it was known that child
maltreatment (abuse and neglect) has
established effects on mental health. But
the extent to which broader adult life
circumstances are affected was less well
known due to the scarcity of longer term
follow-up data.
But in this new study, she and her
colleagues were able to use 1958 birth cohort
data to examine the lives of 8076 people until
the age of 50 years.
They examined it to look for links to key
socioeconomic indicators, such as long-term
sickness absence; not being in employment,
education or training; lacking assets; incomerelated support; poor qualifications; financial
insecurity; social class and social mobility.
Dr Pinto Pereira says: ‘The 1958 birth
cohort is amazing and we have a wealth
of information on thousands of people.
This is very useful as we can do some really
interesting analysis on them.’

STARK FINDINGS
The analysis showed some stark facts. Adults
who had been neglected in childhood were
approximately 70% more likely to have time
off work due to long-term sickness and not
own their home at 50 years, compared to their
peers who had not suffered from child abuse
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and neglect.
Also, the risk of a poor outcome was
greatest for people experiencing multiple
types of child maltreatment. Those
experiencing two or more types of child
maltreatment, such as both child neglect and
physical abuse, had more than double the
risk of long-term sickness absence from work,
compared to those experiencing no child
maltreatment.
Dr Pinto Pereira and her colleagues had
their findings published in the December
edition of the US journal Pediatrics.
She says: ‘It was striking to see that people
who suffered abuse and neglect in childhood
were much more likely to have poor
socioeconomic outcomes in mid-adulthood
when they were 50.
‘We tried to examine pathways that might
explain the relationships we observed.
Interestingly, we found that neglected
children often had worse cognitive abilities
in adolescence compared to their peers,
and in turn that could hamper their later
socioeconomic outcomes.’
She adds: ‘We showed that maltreated
children grow up to face socioeconomic
disadvantage and I think that is important
because this disadvantage can in turn
influence the health of the individuals
affected and also that of their children.
‘Our work highlighted the importance
of preventing child maltreatment, but also
because we identified poor adolescent
cognitive abilities as a likely connecting factor
from child neglect to poor adult outcomes,
our findings provide evidence to support
programmes to improve and support
cognitive abilities in neglected children.’

ISTOCK

THE ROLE OF PRACTITIONERS
Dr Pinto Pereira thinks that health visitors and
community nurses have a vital role to play in
identifying and preventing child maltreatment.
‘Our findings suggest it is important that we
are able to identify children who need support
and who are lacking parental input and, where
appropriate, to put in place the necessary
support for them. This could make a difference
to their life outcomes.’
‘I think the fact that cognitive abilities in
adolescence was a major explanatory factor
of the relationship between child neglect

KEY STATISTICS

70%
Likelihood that adults who had been
neglected in childhood will have
more time off work due to long-term
sickness and not own their home
when aged 50 compared to their
peers who had not suffered from
child abuse and neglect

140m
Working days lost in Britain each
year through sickness absence
(Source: Department of Work and Pensions)

£9bn
Sick pay associated costs paid by UK
employers each year
(Source: Department of Work and Pensions)
and socioeconomic outcomes is actually
very important, so the argument is that if you
are able to maximise and support cognitive
abilities of children who have been neglected,
then maybe they won’t have these poor
socioeconomic outcomes.’
The team looked at people’s economic
circumstances at the age of 50 because this is

close to peak earning capacity in the UK and
poor living standards at this age can signal
hardship and ill health during old age.
Dr Pinto Pereira says she was surprised
the findings were so consistent and robust.
The team looked at a variety of indicators,
because since there is no single measure of
socioeconomic position, it is important to
consider different (albeit related) outcomes.
She says: ‘We studied a range of
socioeconomic indicators because you
can’t measure socioeconomic position with
just one thing and the range we studied
was wide – we looked at owning your own
home, long-term sickness absence and
education level to name a few.
‘But we consistently found strong
relationships between child maltreatment
and all these outcomes.’

THE IMPACT OF AUSTERITY
Dr Pinto Pereira also highlights that austerity
policies could hit those who had been
maltreated as children particularly hard.
‘In the 1958 birth cohort, the outcomes
were assessed when the cohort members
were 50, so that was then 2008, which was
before all the austerity kicked in,’ she says.
‘I think this is important because what
we are showing is that those maltreated
as children were already not doing so well
before the effects of austerity were even felt.
‘They might not have the reserves –
financial, cognitive, social or emotional – to
cope well in this age of austerity. They may
not have had any coping strategies.’ CP
To read the study in full, go to
bit.ly/Pediatrics_pinto_maltreatment

ALL ABOUT DR PINTO PEREIRA
She specialises in population and lifelong
health research
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and Chris Power at the University College London
Great Ormond Street Institute of Child Health
She gained her PhD from the London School of
Hygiene and Tropical Medicine in 2010
She originally studied finance at degree level, but
later switched to researching medical statistics
and epidemiology.
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YOU WISH

@sharonf2016
@CommPrac @Unite_CPHVA
More investment in the first 1000 days
and the importance of the health
visitors role in ‘scaffolding’ families.

@carolyn23130044
@CommPrac
@Unite_CPHVA
All services to remain
or be brought back to
the NHS.

@Michellet15
@CommPrac
@Unite_CPHVA
Professional wish
to have a SCPHN
service that is valued
and understood.

@LindajGardner
@CommPrac
@Unite_CPHVA
HVs become individually
more political again and
truly questioned the
pen pushers rather than
rolling over.

@angelabinkee2
@CommPrac @Unite_CPHVA
The need for HVs + SNs is
gr8 than ever commitment 2
sustain + invest further please
#saveourservices

@joanne_mcewan
@CommPrac
@Unite_CPHVA
My wish? Repeal the
toxic health & soc care
act 2012 & have the
#
#nhsbill Big wish!

Having waved goodbye to
2016 – a challenging year
on many levels – we ask you
what your professional
wishes for 2017 would be.

@NickyW
@CommPrac
@Unite_CPHVA
That there is more
recognition by the
union and journal that
membership is more
than HVs SNs & CNNs.

@taylrdl
For the government to realise
they need to invest in #HVs,
#SNs and #CNNs to protect
our future generations
#investtoprotect
@Unite_CPHVA
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FEEDBACK

Your
views
An insight into what you’ve been thinking – or
talking – about this month…
frozen, what happens to the emotional
and psychological aspects of our being?
How is our memory and intellect affected
by the process?
On a positive and practical
note, the girl was given
peace of mind
that she was going to
sleep, and in the hope
that she would one day
reawaken to continue her life.
I wonder what other school nurses
and practitioners think about this?
Diane Horsley, SCPHN school
nurse, Harrogate and District NHS
Foundation Trust

YOUR SPACE TO SPEAK OUT
Community Practitioner is your
journal and we want to hear
from you. Perhaps, like Diane,
something in the news has got
you thinking, or cuts to your
service have got you riled. Maybe
you have a positive story or best
practice project you’d like to share
with your peers (after all, we still
need to celebrate public health
nursing!). Or perhaps you’ve been
inspired to write in by something

you’ve seen in the pages of
Community Practitioner – whether
you agree with it or not.
Whatever the topic that’s on
your mind, we welcome your
feedback. And you don’t need
to be a whizz with words: just jot
down your thoughts in an email
to helen@communitypractitioner.
com and we’ll do the rest.
We look forward to hearing
from you!

ISTOCK

A WISH TOO FAR?
It sounds like a story line from a science fiction
programme… Recently a terminally ill 14-yearold girl won, in her final days, the right to have
her body cryogenically frozen in the hope of one
day being brought back to life.
Though he granted her dying wish, High
Court judge Peter Jackson said that ‘the scientific
theory underlying cryonics is speculative and
controversial and there is considerable debate
about its ethical implications’.
The girl is one of just 10 British people to
have been frozen, and the only British child.
Apparently cryogenic ‘freezing’ is legal but
unregulated, and reports say the girl’s mother
‘fretted’ about the details of the process, which
concerned hospital staff.
This story makes me feel uneasy and raises a
lot of issues. I wonder who or what gave her the
first seed of the idea to have her body frozen?
Maybe she was inspired by the film Frozen.
We can tap anything into Google these days
and access to all kinds of information. But is it
necessarily a good thing?
Was this family, in its vulnerable position,
exploited by an organisation purporting to grant
a dying girl’s wish? We know that embryos can
be frozen but the fact that full body preservation
remains unregulated is worrying.
And it raises questions about how our secular
society deals with death, particularly that of a
young person. Surely every parent would want
their child’s last wishes to be granted, but is this
just a wish too far?
While the physical body may be cryogenically
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READER SURVEY

COMMUNITY

PRACTITIONER
READERSHIP SURVEY 2017
Community Practitioner has
undergone a few changes in
recent months under its new
publisher, Redactive Media
Group. We would really like to
know what you – the readers
– think of your journal.

IFNTWO
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M&S

Does the content work
for you?
Is it interesting and useful?
What would you like
to read about?
Do you like the design?
Is there anything you
would change?
By taking a moment to
complete a short online surveyy
– see below and your email
inbox for the link – you’ll play
g
an instrumental role in shaping
the future of your publication..
And if you complete your
ey,
details at the end of the survey,
you’ll be entered into a prize
draw to win one of two £50
M&S vouchers.

TO ACCESS THE SURVEY,
URVEY, VISIT SURVEYMONKEY.CO.UK/R/CPRS2017
THE DEADLINE IS 15 FEBRUARY.
FEBRUARY
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POSTER WINNERS

Picture

The poster competition at
November’s Unite-CPHVA conference
attracted an array of talent, with
exhibits showcasing best practice
across a range of professional areas.
We hear from the winners of the
three categories about the projects
behind the designs.

perfect
PEOP
CHO LE’S
POSTICE
ER

Gaynor
Roberts
ROLE: Practice teacher at Sandwell and
West Birmingham Hospitals NHS Trust
WINNER OF: The people’s choice category
for her poster ‘Strategic level working
between commissioners, health visitors
and partner agencies to achieve positive
outcomes from pregnancy’ (pictured right)
As part of a working group at Sandwell
and West Birmingham Hospitals NHS Trust,
I was tasked with developing an antenatal
programme for the universal service based
on its successful forerunner, the Changes
Parenting programme. The project is a multiagency venture which, unlike those designed
in other areas, involves the commissioners
directly in the planning and design. I was really

enthusiastic as I’ve previously been involved
with writing the programme for 0 to threeyear-olds and I knew how positively the
recipients and trainers evaluated it.
Many of the services involved in the
antenatal period have the same public health
outcomes and so working together helps
to achieve cross-fertilisation of ideas and
best practice. Having the commissioners on
board helped the process as they were able
to arrange data sharing and are considering
honorary contracts to streamline services.
Other professionals involved in the programme
design included midwives, family nurse
partnerships, children’s centres and local
service Sandwell Education and Family
Learning and Public Health. They will also be
involved in delivering it.
I wanted to design a poster to raise the
profile of our health visiting service and all the
innovative work that is done. Our professional
lead, Randeep Kaur, suggested illustrating the
programme and this idea worked well as a way
to let others know about it.
Designing a poster for the Unite-CPHVA
conference presented an exciting challenge.
The concept and design of the poster was
devised with help from Nikki Ingram, our
health visiting team leader, and I adapted the

content in line with suggestions from different
members of the health visiting service and our
partner agencies.
I’m thrilled that it won the people’s choice
award, not least because it was voted for by
fellow professionals. I’m also pleased that the
profile of the project has been raised as it helps
to showcase all the good work that the health
visiting service is involved with.
Most importantly, it advertises a piece
of joined-up, multi-agency work that has
been conceived in order to achieve the early
years agenda and improve outcomes for the
children, families and communities within
Sandwell and beyond.

I wanted to design a poster to
raise the profile of our health
visiting service and all the
innovative work that is done
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POSTER WINNERS

R ESE
ARCH
POST
ER

Georgia
Cook
ROLE: Psychology PhD student at Oxford
Brookes University
WINNER OF: The research poster category
for her poster ‘Parents, children and sleep:
UK parents’ help-seeking behaviours
relating to infant and toddler sleep’
(pictured right) awarded by the CPHVA
Education and Development Trust
Sleep: we all know that we need it and know
how we can feel if we don’t get enough of it. In
fact sleep is crucial to healthy wellbeing both
physically and mentally. This is no truer than for
parents and children.
In the last year of my PhD, I have heard
from a huge number of parents about

children’s sleep, spanning the good, the bad
and the ugly. This is alongside the fact that
it is estimated between 10% and 25% (with
some estimates being even higher) of infants
and toddlers will suffer from some form of
sleeplessness problem. These problems can
affect not just the child but also the family.
If parents want to gather information
and seek help or advice about their child’s
sleep, there is an array of resources, but we
know very little about UK parents’ helpseeking behaviours other than from personal
experiences. It was this lack of knowledge that
motivated me to explore what, how, when,
where and why parents seek information,
advice, help and support for children’s sleep. I
was also interested in finding out what parents
thought about what was currently available to
them and if this could be improved.
Alongside my supervisors, Luci Wiggs
and Jane Appleton, I developed an online
questionnaire to explore parents’ help-seeking
behaviours, including which sources parents
most commonly use and why they use them.
The poster I developed presented findings
from 266 parents who participated in this
research project between October 2015 and

October 2016. I wanted to present the results
at the Unite-CPHVA conference as I was keen
to share the results with an audience who
regularly come into contact with parents of
young children.
It was a real honour to win the award for
research poster and receive the recognition
for my hard work over the last two years. I’m
currently in the process of writing up the full
results of the research, which I’m hoping will
help to inform healthcare professionals and
clinicians about what parents want and need
in relation to accessing information, advice and
support for their children’s sleep.

It was a real honour to win the
award for research poster and
receive the recognition for my
hard work over the last two
years designing and collecting
the data for this project
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POSTER WINNERS

Members of the CPHVA charitable trust professional advisory committee judged the competition
with families. We included key theoretical
concepts from the literature and added
practical activities for building skills practice.
The activities used practical tools from
motivational interviewing (Miller and Rollnick,
2012), neuro-linguistic programming and
the ROPES tool for strengths assessment
(Graybeal, 2001).
Also included on the poster were
evaluation results from our two
pilot training days, delivered to
B E ST
PRAC
two groups of health visitors and
P
T
DEVEROJECT ICE practice development nurses in late
LO
2015 and summer 2016. We used
POSTPMENT
graphs to present our pre- and postER
training scores for both groups in
various domains. The graphs displayed
increases of up to 50% in participants’
knowledge of strengths-based ways of
working, confidence to use strengths-based
language during sensitive conversations
with parents and skill level when applying
ROLES: Health visitor and practice
strengths-based principles in practice.
development nurse at NHS Greater
Qualitative results from a focus group
Glasgow and Clyde and trainee health
exploring participants’ experiences six
psychologist in specialist children’s
weeks post training were also displayed
services at NHS Greater Glasgow and
on the poster in a table. We used quotes to
Clyde, respectively
illustrate some of the perceived strengths and
WINNERS OF: The best practice project
challenges that our participants experienced
development category with their poster
when implementing our training into
‘Using a strengths-based approach when
practice. Further evaluation of the frequency
working with families: Development
of shared decision-making within patient/
of a pilot training day’ (pictured right)
client-practitioner consultations is currently
awarded by the CPHVA Education and
being planned in order to measure the
Development Trust

Lynda
Mutter and
nd
Ivana Oracova

After a busy year, we welcomed the
opportunity to present our poster, which
disseminated results from our strengths-based
approaches to working with families training
within NHS Greater Glasgow and Clyde.
The poster detailed our aims for the
training, which was to build on the national
practice model training in Scotland by
deepening participants’ understanding of
strengths-based approaches when working

impact on patient experience.
Developing and delivering the training,
while not without its challenges, was fun and
extremely rewarding. We feel that our work
adds value, since working in a strengthsbased way shifts the balance of power in
the acknowledgement that families are
the experts in their own lives and hold the
answers to what changes are possible and
sustainable. By harnessing patients’ potential
to participate in and take responsibility for
their own care, our training supports our
continued efforts for the shifts in the balance
of care. We anticipate that the training
will be of relevance to practitioners across
community nursing and leadership. CP
References
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Transforming the dominant paradigm. Families in Society 82(3):
233-42.
Miller WR, Rollnick S. (2012) Motivational interviewing: helping
people change (third edition). Guilford Press: New York.
Scottish Government. (2012) A guide to getting it right for every
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The poster detailed our aims
for the training, which was to
build on the national practice
model training in Scotland
by deepening participants’
understanding of strengthsbased approaches when
working with families
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Time
to

Practitioners are well placed
to help people achieve goals
of healthier lives in 2017, but
looking after themselves is
more vital than ever, reports
Phil Harris.

recharge?
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re you planning to give up anything in 2017?
Maybe you want to shift a few pounds – or
maybe cut out some of those midweek
glasses of wine?
If so, you aren’t alone. A survey carried
out by research firm YouGov last year
showed that around two-thirds (63%)
of Britons look to make new year’s
resolutions each year.
Health topics are often the
main theme. In the survey, over
a third (35%) said losing weight
was their goal, while a third
(33%) wanted to become more fit and three in 10 (31%)
wanted to make their diet more healthy.
In comparison, only 14% of respondents said they
wanted to see more of their friends and family.
But, as many of us will be painfully aware, it is far more
difficult to keep resolutions than to make them. There is
not much data on how successful or otherwise people
tend to be with their resolutions, but in the YouGov poll
two-thirds of people (66%) admitted to breaking theirs
within just a month.
The most common reasons for packing in a new year’s
resolution were a lack of commitment and a loss of
motivation (both 50% in the survey).
This raises some important points for practitioners as
we move into 2017. First, that many people have a strong
desire to improve their health but need help to do so, and
second, that the new year can be a significant opportunity
for health professionals to provide targeted support for
individuals. And public health nurses’ frontline role means
they are in a key position to intervene and support.

VOWING TO CHANGE

63%

of Brits make new year’s
resolutions each year

66%

admit to breaking their
resolutions within a month

PUTTING YOURSELF FIRST
But at a time when services are stretched beyond their
limits, is this support being offered to practitioners’ own
detriment? Are they looking after their own health and
wellbeing enough?
As Community Practitioner has reported extensively
over the past year, the financial difficulties faced by the
NHS means staff are now working under conditions of
unprecedented pressure.
The result is often an increased workload for remaining
staff, with longer hours, bigger caseloads – and more
stress and anxiety.
The NHS staff survey for health visitors in 2015, the most
recent year for which results are available, shows that 87%
were working extra hours (compared with 73% for all NHS
staff groups).
It also showed that over a third (36%) of health visitors
had suffered from work-related stress in the past 12
months, while almost two-thirds (63%) had felt pressure

35%

vow to lose weight
in the new year

50%

cite loss of motivation for
giving up on resolutions
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NHS STAFF SURVEY

73%

of NHS staff worked extra
hours in 2015, including

87%

of health visitors

63%

of health visitors felt
pressure to attend work
while feeling unwell

£2.4bn

cost to the NHS of
staff absence due to
poor health
(Sources: NHS staff survey 2015,
Public Health England)

in the past three months to attend work
while feeling unwell (compared with 56%
for all staff groups). Anecdotal evidence
suggests that school nurses, community
nursery nurses and all other staff are
suffering as well.
And of course, these findings pre-date
the grinding financial constraints and cuts
seen more recently, so the statistics from the
2016 survey are likely to make for even more
grim reading.
Unsurprisingly, this is likely to mean
staff develop unhealthy lifestyles, with
missed meals, food snatched on the go,
and psychological stress leading to coping
mechanisms like comfort eating and drinking
more alcohol to unwind or blot out the day.
Poor health of staff has a financial as well
as a human cost. Public Health England has
estimated that the cost to the NHS of staff
absence due to poor health is £2.4bn a year
– accounting for around £1 in every £40 of
the total budget. This figure is before the cost
of agency staff to fill in gaps, or the cost of
treatment, is taken into account.
As a result, in 2016 NHS England introduced
a scheme whereby hospitals and other
providers of NHS care can bid for funding to
support frontline health staff to stay healthy.
The money can be used to provide access
to workplace physiotherapy, mental health
support and healthy workplace options. But
the cash available is a modest £450m, and
does not seek to tackle many of the causes of
ill health, such as high workload.
Viv Bennett, chief nurse at Public Health
England, says it is crucial that staff do not
neglect themselves, and that managers take
steps to protect them.
‘Community health professionals are at the
front line of prevention and health promotion
and looking after their own health matters. So
it’s important employers continue to develop
health at work programmes, such as flu
immunisations and support for physical and
emotional health.
‘This is vital, as it ensures these professionals
have the resilience their demanding roles
require to improve the health and wellbeing
of the families and communities they serve.’
But staff are finding that looking after
themselves is easier said than done.
Deb has been a health visitor for 25 years,
and says it is now harder than ever to cope
with the pressure. ‘When I’m at work, I keep

going and
often run on
adrenaline.
‘When we
go home in the
evening, we often feel
overwhelmed, exhausted
and drained. Many of us
have trouble switching off
and we all discuss how we wake
during the night thinking about
work,’ she says.
‘All of this stress is turning health
visitors into a very dull bunch. We
regularly joke about how we no longer
socialise after work as feel too drained
to get ready to go out and meet friends,
simply craving to sit on the sofa, in pyjamas,
watching “escapism TV” and comfort eating
and drinking.
‘Lots of us are falling ill with coughs, colds
and tummy bugs. Usually people struggle in
to work as they worry about the workload.
Sadly this often results in everyone falling sick
and everyone feeling physically and mentally
run down and exhausted.’
Deb says the pace of work is so intense that
it is hard to process what is happening and
the stress is taken home, which impacts upon
home, family and social life.
‘Alarmingly, over recent months it has
become common to see colleagues crying,
or hear muffled sobs coming from the staff
loo,’ she adds. ‘Worry, anxiety, sleep problems
and tearfulness appear endemic over the past
12 months.’
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However, she says she has developed some
strategies that help her to practise safely
and effectively. One is working closely with
immediate colleagues to help and support
each other, while another is developing
methods and routines to ensure her caseload
remains organised and well managed, with
needs appropriately prioritised.
‘I’m always being prepared to expect the
unexpected, and I work flexibly to respond
to client needs and service changes, such as
when workload issues beyond our control
impact upon our client care or our own health
and wellbeing.
‘We formally notify senior management
– and while we offer to work in partnership to
manage the problem, we very clearly request
that management takes responsibility for
implementing and overseeing an action plan.’
Sadly for Deb, the workload and pressure

ISTOCK

USE MINDFULNESS TO TACKLE STRESS
Dr Tamara Russell is a clinical psychologist and mindfulness
trainer specialising in the health sector. She says: ‘Healthcare
workers often put the needs of their patients first and
themselves second.
‘Sadly this is not a sustainable way of working, and it is
particularly unhelpful in the current context of reduced
resources and increased need, which can cause increased
stress levels.
‘This is where mindfulness can help. There are exercises
that we can all do, which require some small changes in your
ways of working, but with practice and persistence can make
a real difference in not only your professional but also your
personal life.’
One technique Tamara teaches is the ‘transitional pause’.
This involves three stages, each of which can last as long as
you wish, but two to three minutes per stage is about right.
First, take a moment to honestly and openly acknowledge
the impact of the activity you have just come from. This might
include becoming aware of any thoughts, feelings or urges
that have been stirred up. Pay particular attention to your
posture, and any emotions you feel in your body.
The task is not to change, modify or manage your
experience. Mindfulness means observing what is going on
in a non-reactive and non-judgemental way. This means you
need to let anger, impotence, pride, fear or happiness be
there, just as it is.
Next, deliberately release yourself from what is going on
and focus your attention on the here and now. Tamara says:
‘You can do this by sensing your feet on the floor, your bottom
on the chair, or the breath as it moves through your body.

These sensations enter your brain on a moment-by-moment
basis and they are your ticket to being present. You can’t
feel your bottom on the chair from five minutes ago or five
minutes into the future.’
Focusing your attention on the here and now can help to
provide a ‘circuit breaker’ when mental stress is getting out
of control.
Finally, you now are ready to set your intention for the next
activity you will engage in. You might want to bring to mind
the most important thing that you need to convey, share or
discover in the next appointment.
‘Keep this in the forefront of your mind so you will
stay on track and be efficient in your work,’ Tamara says.
‘Alternatively, you may wish to position your mind for your
next activity, such as intending to listen or be open. You are
now ready to mindfully enter the next activity.’
The benefits of this technique include not storing up
emotions by pushing them down (and then forgetting that
you were upset about something) only to have it come
bursting out later at work or at home, and learning about how
you react emotionally to improve your emotional intelligence.
It also helps to focus attention on your own body, and
has been shown to have multiple mental and physical
health benefits.
Tamara adds: ‘Acting with awareness in all your interactions
will mean you won’t get blind-sided by emotions you have
tried to suppress.
‘This technique can be used for any transition or change,
such as between work and home, or between clients, or
before or after challenging situations.’
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eventually took its toll. Two years ago she
developed severe anxiety and depression
following an extended period of severe
understaffing on a caseload with a high level
of vulnerability.
‘I was juggling lots of child protection work
and court reports, while mentoring students
and covering for long-term sickness. In order
to keep on top of planning and paperwork,
I was regularly starting at 7.30am and often
working flat out until 9pm. After 12 to 18
months of this I was burnt out.
‘The only way I could cope and recover
was to reduce my hours. I feel sad that this
negatively affects my pay and my pension,
having always worked full time, but I couldn’t
carry on with the pressure of working at this
pace for all these hours, five days in a row.
‘I now work four days and have a midweek
day off to rest. This has helped me to wind
down and remain productive and energised
throughout the rest of the working week.’

LEARNING TO SAY ‘NO’
Ros Godson, lead professional officer for
public health at Unite-CPHVA, says Deb’s story
is common, and that many members are
‘stressed beyond limits’.
‘They’ve been subjected to reorganisations
and all sorts of change, and are working extra
hours. But of course you are no use to anyone
if you cannot manage your own health.
‘The new year’s resolution for practitioners
has to be: “What am I going to do differently

this year to make a change?”’
Ros also highlights that service changes in
other areas have had an impact on workload.
‘Some of the tasks that practitioners used to
be able to refer on to others just aren’t there
any more, such as stop smoking services, and
school nurses often bear the brunt of cuts
to youth services. And of course there have
been large cuts in social services generally.
‘But we can’t take on the stresses of dealing
with cuts to other people’s services. All
this work and pressure causes tremendous
pressure for staff, which means it is not
surprising that they miss meals and end up
eating biscuits, and end up drinking too
much in the evening.’
The stress is also often passed on to
practitioner’s partners and families, Ros adds.
She says: ‘I like to think about workload

MAKE THE MOST OF YOUR UNION
Employers have a duty of care to their
staff, and legislation, such as the
Working Time Regulations, is there to
ensure people are not made to work
dangerous hours.
Ros Godson of Unite-CPHVA says
practitioners should make sure their
employers are aware of the hours they
are working – and the consequences.
‘You need to make sure your
managers know what’s going on. If
you have to pick up extra work, write it
down and send it to your manager, so
they can’t claim they were in the dark.’
You can also contact your
occupational health team and your GP

if you feel the workload demands are
having an impact on your health.
Being an active part of the union is
also key to staying well. ‘You are not
on your own,’ Ros adds. ‘If we stay
separate we can be picked on and
become weaker, but together we can
make changes and protect each other.’
You can contact your local Unite rep
or regional office to find out about
attending branch meetings, and also
encourage others to join the union and
get more involved.
‘We are here to help you. Make it
your new year’s resolution to use your
union properly.’

as “monkeys on backs”, and how we can all
be pressurised into carrying more monkeys,’
she says. ‘It’s all too easy to end up with more
monkeys and more responsibilities, and it can
be very difficult to say no because we don’t
want to let down families or colleagues.’
‘But our new year’s resolution has to be to
say no; to be assertive and say “that piece of
work sounds wonderful but I just don’t have
the time and can’t take on any more”.
‘Just do what you can do and go home at
the end of the day. And don’t feel guilty about
that – it means you will be in better shape to
help your families.’
Deb says that the strain can mean that
some decide to leave the profession to
protect themselves. ‘A significant number of
colleagues have decided enough is enough
and have left health visiting, and it is so
sad to lose the gains we made under the
implementation plan.
‘Of those of us that are left, we try and
cope as best we can,’ she says. ‘The thing
we have in common is that we love our
profession and what it should represent. We
will never give up fighting to deliver a good
service for our families.’ CP
FOR MORE INFORMATION
NHS Employers health and wellbeing resources
bit.ly/NHS_health_wellbeing
Harvard Business Review on managing workload
bit.ly/Harvard_managing_workload
Mindfulness guidance from the Mental Health Foundation
bit.ly/MHF_be_mindful
Mindfulness and the transitional pause
bit.ly/MCE_mindfulness
NHS England CQUIN guidelines on supporting wellbeing
of staff
bit.ly/NHSE_CQUIN_wellbeing
Unite-CPHVA local contacts
bit.ly/Unite-CPHVA_local_contacts
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Diprobase®
A clinical cornerstone
emollient therapy
1,2

Q

Diprobase® is the most prescribed emollient
cream brand in primary care1

Q

Diprobase® is the most used emollient cream
brand in hospitals2

Q

Diprobase® has been soothing and protecting
eczematous skin for over 30 years

Formularies should include ‘an appropriate range’
of emollients3
Patient choice is important in helping to find the
correct emollient for each child3

Diprobase® – mums’ preferred emollient cream*
*Market Research, 308 mums were asked which products they preferred out of brands that they had used for their children’s eczema and dry skin.

Q

Why not recommend mums buy 50g bag-sized,
add-ons to moisturise, protect, relieve and soothe
when they collect their prescription?

Q

No other emollients have the same formulation
as Diprobase®; a formulation that is reassuringly
free-from common irritants

DIPROBASE® PRESCRIBING INFORMATION
Uses: Diprobase Cream and Ointment are emollients, with moisturising and protective
properties, indicated for follow-up treatment with topical steroids or in spacing such treatments.
They may also be used as diluents for topical steroids. Diprobase products are recommended
for the symptomatic relief of red, inflamed, damaged, dry or chapped skin, the protection
of raw skin areas and as a pre-bathing emollient for dry/eczematous skin to alleviate drying
effects. Dosage: The cream or ointment should be thinly applied to cover the affected area
completely, massaging gently and thoroughly into the skin. Frequency of application should be
established by the physician. Generally, Diprobase Cream and Ointment can be used as often
as required. Contra-indications: Hypersensitivity to any of the ingredients. Side-effects: Skin
reactions including pruritus, rash, erythema, skin exfoliation, burning sensation, hypersensitivity,
pain, dry skin and bullous dermatitis have been reported with product use. Package Quantities:
Cream: 50g tubes, 500g pump dispensers; Ointment: 50g tubes, 500g tubs. Basic NHS Costs:

Cream: 50g tube = £1.28; 500g pump = £6.32. Ointment: 50g tube = £1.28; 500g tub = £5.99.
Legal Category: GSL. Marketing Authorisation Numbers: Cream: PL 00010/0658; Ointment:
PL 00010/0659. Marketing Authorisation Holder: Bayer plc, Consumer Care Division,
Bayer House, Strawberry Hill, Newbury, Berkshire, RG14 1JA, U.K. Date of Revision of Text:
December 2014. Please refer to the full SPC text before prescribing this product.
Adverse events should be reported. Reporting forms and information can be found at
www.mhra.gov.uk/yellowcard. Adverse events should also be reported to Bayer Plc,
Consumer Care Division.
Date of preparation September 2016 Job code: UKDIP09160017

1. IMS Health, Xponent BPI, August 2015 – July 2016, Prescriptions, NFC: Topical External Creams. 2. IMS Health, IMS HPAI Trawling Dataset, August 2015 – July 2016, Units (Number of packs),
NFC: Topical External Creams. 3. NICE guidance for Commissioners. Support for commissioning for atopic eczema in children. September 2013. Available at: https://www.nice.org.uk/guidance/qs44/
resources/support-for-commissioning-for-atopic-eczema-in-children-253673821. Accessed September 2016.
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AUSTERITY

Witnessing
a widening
divide
What’s the real impact of austerity on
public health? Jon Warren, senior research
associate at Durham University who
spoke at the Unite-CPHVA conference
in November, describes a study looking
at health inequalities in two socially
contrasting areas of Stockton-on-Tees.

IMPACT OF WELFARE ‘REFORM’
Pre-2015 reforms, Stockton-on-Tees

LOST £51m
per annum
or £420 per working age adult

Post-2015 reforms (by 2020-21), the town will

LOSE £95m
per annum
or £770 per working age adult

A PLACE OF CONTRASTS
(Source: The Uneven Impact of Welfare Reform, Beatty and Fothergill, 2016)

Not in study

Most deprived

Least deprived
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HEALTH INEQUALITIES: POSSIBLE CAUSES
Housing benefit
Housing tenure
Household income
Pollution/environmental

How often
the person
feels they
are ‘left out’
Happiness

Alcohol use
Frequency of physical exercise

T

he health gap is widening, and it’s evident in all corners
of the UK. With the austerity measures brought in by
the Tory government, it seems that the most deprived
are being left behind, while wealthier areas continue to
prosper. In Stockton-on-Tees in north-east England, for
example, health inequalities are among the highest in
the country, therefore offering an apt location for this study – a mixed
method, intensive, interdisciplinary project, which began in 2013.
Life expectancy is 17.3 years lower for men and 11.4 years lower for
women in the most deprived areas of Stockton-on-Tees than in the least
deprived areas. The town centre ward is among the 10% most deprived
wards nationally, while Hartburn is one of the 10% least deprived. And
yet in 2014, Stockton-on-Tees was named the sixth best place to live in
England and Wales, based on a survey using official data on average
weekly incomes, crime rates, health, home ownership and economic
activity. It is, then, a place of contrasts.

DELVING DEEPER
The study set out two central objectives: to try and explain the
health inequalities within the borough and to examine the impact
of government ‘austerity’ measures, namely spending cuts and the
restrictions placed upon social security claims which are commonly
referred to as welfare reform. The impact on these in a place like
Stockton is considerable (see box far left).
The study has used multiple methods to investigate these processes.
Over an 18-month period, a survey of households and individuals
collected comprehensive information on income, housing, employment,
social situation and, of course, health. Initial results found that there is
indeed a health gap between the most and least deprived areas, while
multilevel modelling has been used to try and account for this gap.
We found that the factors that accounted for the health gap are

THE STUDY
The researchers looked at austerity
and health needs in the 20 most
deprived areas and the 26 least
deprived areas in and around
Stockton-on-Tees.
‘We’ve tried to look at the impact
of austerity and what it means for
people,’ says Jon.
‘Austerity has become one of
those words that we have become
used to, but we fail to think about
what it actually means on a day-today basis.
‘Austerity is about diminishing
resources, while at the same time
there is increasing need. It is
something we have seen across all
the public sectors over recent years.’
For the study, information was
collected on residents from the
different areas covering: social
status, work status, income,
smoking, drinking, exercise,
happiness and job satisfaction.
‘We really wanted to see which
combination of factors explains
what is going on here and why the
health gap exists,’ explains Jon.
Among the findings are that
people are far more likely to be
single, and far less likely to be
married, in the most deprived
area. While 57.4% of houses in the
deprived area did not have access to
a motor vehicle, for the affluent area
the figure was just 5.9%.
Those in the deprived areas were
also far more likely to have multiple
health problems.
‘When it comes to why health
inequalities exist, you will get
different explanations, depending
on who you ask and how you ask
them,’ says Jon.
‘People in the affluent areas felt
that it was the fault of the people in
the deprived area that their living
standards were not as high.
‘But once you start asking these
people to explain how it started
and why they are responsible, then
they come around to seeing that it is
about opportunity and structures.’
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RESIDENTS’ VIEWS: WHY THE GAP?

‘I think through formal education mainly perhaps
there has been an opportunity, if you’re prepared
to work and really try hard then the sky, certainly
with our generation, was the limit. You didn’t need
to come from money to get a job and I suspect
these days it is more difficult, the
opportunities are not there as much
and you’ve certainly seen perhaps...
again the difference between
the haves and the have nots, the
inequality increases.’
Tim, 67 (Hartburn)

‘People’s attitudes towards you
are awful, it makes you not want
to ask for help. You don’t want to
keep explaining your situation,
you’re frightened someone’s gonna
call social services, like I didn’t go
to the doctors about anxiety and
depression for years, I should have
gone years ago. But all the time I’m
waiting for that one person just to
interfere too much and say: “Oh I
don’t think you can cope.” All the
time this message is that you’re bad,
it’s on the telly, you’re
not a worthy person so
at what point do you not
access things because
you feel it yourself?’
Lauren, 33 (town centre)

‘I think it’s cos them in Hartburn have
jobs and they have loads of money.
They’ve got good work and they’ve
got good living. There’s no stress in
the less well off places like Hartburn.
If I got the chance to go
I’d like to retire to one
of those pre-fabs over
there, it’s so quiet and
nice. That’s where I’d
like to live.’
Glen, 49 (town centre)

‘I don’t really think it is really, I
think it’s more complicated than
that. It might make you more likely
to smoke, or make it harder for you
to give up. I just think if someone
has gone through these traumatic
life events, how much harder is it
for them to give up,
even though they can
see the logic just like
you and I can, they can
see the medical logic
of it.’
Steph, 42 (Hartburn)

overwhelmingly material, such as housing, income, receipt of housing
benefit and living in damp conditions. Biopsychosocial factors, such as
happiness and having good social networks, were important but less
so, but more significant than behavioural factors such as smoking and
alcohol consumption. Consequently the health gap in Stockton is far
more about social circumstances than personal choices.

EVERYDAY INEQUALITIES
Our research has also tried to understand the everyday experience
of austerity in the area. Dr Kayleigh Garthwaite researched her book,
Hunger pains: life inside foodbank Britain, at a local Trussel Trust foodbank,
reporting the experiences and stories of the most vulnerable who have
fallen foul of a benefit system which has become focused on surveillance
and sanctions rather than social security. We have also collaborated

with local third-sector organisations such as Citizens Advice Bureau
and supported their work looking at trends in demand for advice and
how academic research can be best used. Our project then attempts to
understand the impact via the case study of a specific area that already
had high health inequalities prior to 2010.
The circumstances in which people live are important. Practitioners
should therefore try to discuss issues relating to housing, income and
benefit take-up alongside wider issues of health and wellbeing. CP
For further information about the study, go to bit.ly/Durham_
warren_inequalities or email jonathan.warren@durham.ac.uk
The Stockton-on-Tees study is funded by the Leverhulme Trust as part of its
research leadership awards. The grant holder is Professor Clare Bambra.
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A
closer
look
Having a newborn at home
is arguably one of the most
challenging times in parenthood.
But Sheffield-based health visitor
Jessica Halliday discovered how
using the newborn behavioural
observation system can facilitate
positive relationships between
parents and infants.

ealth visitors play a key role in
supporting parents in adjusting
to the transition of parenthood.
We appreciate that this can be a
challenging time, especially for those who
suffer from postnatal depression, have a
history of mental illness, feel isolated, have
premature infants or indeed any parent who
may be struggling with the care of their
baby. We, as practitioners, understand that
poor care in the early days, when the infant’s
brain is developing rapidly, can lead to poor
outcomes and high costs to society.
The importance of ‘attachment theory’
(Bowlby, 1982) and of more recent work on
neurosciences and baby brain development
has led to the ‘1001 critical days’ (Leadsom
et al, 2013) being seen as a crucial time to
help parents foster healthy relationships
with their babies – and the earlier the
better. It is recognised that good parenting
sometimes requires professional help to
facilitate attachment and positive, responsive
interactions between parents and their
babies. I have found that using the newborn
behavioural observation (NBO) system
in health visiting practice provides an
excellent opportunity to help forge positive
relationships between parent and baby and
parent and practitioner. The 2015-16 National
Health Visiting Core Service Specification
(NHS England, 2014: 14) also recommends
the use of the NBO as ‘an evidence-based,
effective intervention’.

WHAT IS THE NBO?
The goal of the NBO, developed by Nugent
et al (2007), is to strengthen the relationship
between parents and their babies, as well as
to promote a positive relationship between
practitioner and family. It was developed
from (but can still be used to complement)
Brazelton and Nugent’s Neonatal
Behavioural Assessment Scale (NBAS)
(1995). The NBO differs from the
NBAS as it shifts the practitioner’s
role from assessment and
diagnosis to observation and
relationship building.
The NBO is a structured,
neurobehavioural
observation of the infant. It
is delivered in collaboration
with the parent and
enables both parents and
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practitioners to describe and interpret the
baby’s behaviour. It is this interpretation, in
discussion with the parents, that enables
practitioners to offer guidance on caregiving.
Using the NBO, the clinical focus is on the
baby’s individuality. It gives the baby a
‘voice’ through their behaviour, and helps
the parent understand who their baby is,
their preferences, strengths and challenges.

In this way, the NBO helps to give parents
and practitioners information about
development and its meaning.
The NBO consists of 18 neurobehavioural
observations that need to be administered
in the appropriate behavioural state. For
example, a quiet, alert state is ideal for
playing, learning and feeding. There are six
behavioural states: deep sleep (non-REM);
light sleep (REM); drowsy; quiet alert; active
alert (fussy); and crying.
The 18 neurobehavioural observations
include the baby’s capacity to habituate
to light and sound, their motor and
activity level, capacity for selfregulation, response to stress,
and visual, auditory and social
interactive capabilities:
Habituation to light
Habituation to sound
Muscle tone
Rooting
Sucking
Hand grasp
Shoulder and neck tone
Crawling response
Response to face and voice
Visual response (face)
Orientation to voice
Orientation to sound
Visual tracking
Crying
Soothability

Using the NBO, the
clinical focus is the
baby’s individuality. It
gives the baby a ‘voice’
through their behaviour
State regulation
Response to stress: colour changes,
tremors, startles
Activity levels.
Some babies will be able to habituate to light
and sound easily (such as protect their sleep),
fix and follow, demonstrate clarity of states
and smooth transitions between states, selfsoothe and be consoled easily. Other babies
may show unclear states, find it hard to locate
stimuli, avert their gaze frequently and require
limited stimuli, or be hyper-alert and difficult
to console. And others may show a mixture of
these behaviours.
The list of 18 items enables the parent
and practitioner to understand the baby’s
individual abilities and behaviours, as well
as their stress signals – occasions when the
baby is easily overwhelmed with stimulation
and needs a break. It is the degree to which
the baby organises these behaviours and
attempts to self-regulate that is the focus
of the NBO. The tool can also offer the
opportunity to validate a parent’s observations,
share concerns and identify appropriate
caregiving strategies. It can
promote a positive relationship
as the parent develops trust in
a practitioner with the care of
her baby and him or herself.

UNIQUE CUES
The NBO provides
individualised guidance to
parents. Advice from parenting
books on sleep, feeding and
crying, for example, can sometimes
be unhelpful because it can distract the
parent from reading the communication
cues of their own baby, and from appreciating
that the baby requires individualised
responses. The NBO aims to promote the
parent’s attunement with their baby in order
to understand his/her individual needs. As
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Gerhardt (2015: 34) states: ‘Well-managed
babies come to expect a world that is
responsive to feelings and helps to bring
intense states back to a comfortable level;
through the experience of having it done for
them, they learn how to do it themselves.’
The flexible nature of the NBO means it can
be used whenever a health practitioner feels it
would be beneficial. I have found that the tool
can easily be incorporated into the new birth
and/or six-week visit.

COUNTING THE COST
The economic benefits of early intervention
are well documented. Health Education
England recommends that every health
visiting service should have a specialist health
visitor for perinatal and infant mental health
(Rance, 2016). A specialist role to take a lead in
this area is both welcome and important, as all
health visitors are ideally placed to strengthen
the infant-parent relationship. Being trained
in the use of the NBO (a two-day course) can
increase the health visitor’s knowledge of
baby development, while offering a greater
understanding of the needs of parents.
Although local authority funding cuts may
necessitate changes in health visitor service
delivery, I suggest that incorporating the NBO
into an attachment model of health visiting
could be possible at little cost. All NBOtrained health visitors could include it within
current practice to complement and enhance
the invaluable service we already offer in
preventative intervention and the promotion
of infant mental health. CP
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CASE STUDY: JULIE AND JACK
Julie is a first-time mum to Jack,
born weighing 4kg. She is a teaching
assistant on maternity leave while
her husband works in IT. Julie has a
history of depression. Both parents
were excited at the prospect of having
a baby and Julie said that she planned
to breastfeed.
At the new birth visit both
parents looked exhausted. Julie was
exclusively breastfeeding and Jack
was gaining weight. But Julie was
anxious and tearful and said she didn’t
enjoy the ‘constant breastfeeding’.
Jack was awake and being passed
between the parents as they tried to
settle him. The parents wondered
whether he had colic or reflux as he
was often fussy. They told me they
didn’t know why he was crying as they
had ‘tried everything’. Dad left to go
to the chemist and I had a chat with
Julie. She explained she was finding
it difficult to settle Jack and she was
worried that he wasn’t developing
normally. She also said that she was
concerned that Jack didn’t look at her
very often or for very long. I suggested
we had a closer look at his behaviour
and what he was telling us using the
NBO system. Julie agreed to this.
We proceeded to go through each of
the 18 items, (missing the first two as
Jack was awake) eliciting, describing
and interpreting Jack’s behaviour.
Throughout the session, relaxed,
responsive handling of Jack was
modelled to Julie. Julie was interested
to watch and learn about Jack’s strong
muscle tone as seen in the spring-back
of his arms and legs and also see his
rooting and sucking response.
We talked about how his hand
grasp was strong and how she
enjoyed playing with his hands while
he was feeding. This provided the
opportunity for us to discuss the
positive effects of touch and skin-toskin contact on breastfeeding and on
the mother-infant bonding process.
Julie brightened gradually

throughout the session and
seemed interested in discussing the
developmental achievements of Jack
and the meaning of his behaviour.
She seemed pleased to observe how
Jack could hold his head up when he
was supported well while sitting. We
observed Jack briefly follow a red
ball and Julie became animated as
he responded to her face and voice.
As the NBO was incorporated into
the new birth visit, safe sleep was
discussed when we placed Jack on
his stomach to observe his crawling
response. We noted how quickly Jack
started to cry. Undressing, weighing
and measuring Jack provided the
opportunity to observe his response
to stress as seen in his mottled skin,
gaze aversion and startles. We took a
few moments to observe his attempts
to self-soothe. I modelled gentle
talking to Jack, placed my hand on his
stomach and then held him while we
talked about how Julie could support
him next time he cried.
When I began the visit, Julie was
feeling unconfident and disengaged
with her baby: a mum who was visibly
stressed and anxious. During the NBO
session, I believe that I had started
to help Julie see Jack in a different
light – as an individual with amazing
potential, who was forming a positive
relationship with her.
At the follow-up visit, Julie looked
happier and more relaxed. She was
more able to read his cues and settle
him in a relaxed, responsive manner
and she was enjoying breastfeeding.
At six weeks, Jack was asleep and
we were able to see him habituate
to light and sound. As he woke up, I
observed a smooth transition through
the behaviour states and his ability
to self-soothe. Julie said that she
enjoyed the NBO because she learned
things about Jack’s development
and temperament, which helped her
manage his care, and she felt like she
understood him better.
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A high
price
to pay J
As the new year rolls
around, some of us may
be feeling the effects of
festive over-indulgence.
But the effects of alcohol
on health should not be
underestimated, and
practitioners are well
positioned to spread
awareness of the risks, as
Juliette Astrup discovers.

anuary is a ‘dry’ month for many, who
resolve to give up alcohol for a few
weeks after the excesses of Christmas.
But the very fact that going without
drinking for any stretch is considered a
challenge reflects how deeply it is embedded
in our lives and culture.
For most adults in the UK, a glass or two is
a regular feature; a part of social events and
special occasions. Yet alcohol brings with it
very real health risks, social problems and
huge costs to the economy.
It is now known to be a causal factor in more
than 200 health conditions, including mouth,
throat, stomach, liver and breast cancers, high
blood pressure, cirrhosis of the liver, diabetes
and depression. It has also been linked with an
increased likelihood of developing dementia.
We know that drinking to excess is
associated with violence, crime, disorder
and injury – all of which takes a huge toll on
our emergency services and the NHS, with
more than a million alcohol-related hospital
admissions each year. That’s on top of the
impact on the wider economy, through loss of
productivity and days taken off sick.
There is also the harm done to families and
children, with drinking linked to domestic
violence, poverty and homelessness.
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COUNTING THE COST
A new government-commissioned review of
the evidence, led by Public Health England
(PHE), found that the true cost of alcoholrelated harm will be between £27bn and
£52bn in the UK in 2016.
Despite a recent decline in alcohol sales, we
are now drinking far more than in the past.
Between 1980 and 2008, there was a 42%
increase in the sale of alcohol in England and
Wales, and alcohol was 61% more affordable in
2013 than in 1980.
The change is costing us dearly. In England,
alcohol misuse is the biggest risk factor
attributable to early mortality, ill health and
disability for those aged 15 to 49; in 2014, there
were 8697 alcohol-related deaths across the UK.
Indeed, countless statistics, studies and
surveys across the four nations reflect a picture
of alcohol harming individuals and society.
A recent study by Public Health Wales
reported 60% of those surveyed had suffered
due to someone else’s drinking. One in five
had felt physically threatened, 11% had their
property damaged and 5% had been assaulted.
In Northern Ireland, the number of alcoholonly admissions to emergency departments
has almost doubled from 7127 in 2005 to
11,420 in 2015, and it is estimated that alcohol
misuse costs around £900m a year in health,
policing and justice spending.
In Scotland, where the alcohol-related
death rate is significantly higher than in any
other UK country, amounting to 22 deaths
every week, alcohol costs at least £3.6bn
a year – £267m to the NHS – according to
charity Alcohol Focus Scotland.
Chief executive Alison Douglas says despite
recent falls, alcohol-related hospital stays are
still around four times higher now than in the
early 1980s.
‘Rates are highest among middle-aged men
living in the most deprived communities,’
she adds. ‘Although it is concerning that liver
doctors are seeing more female patients with
liver disease at a younger age.’
Her concerns reflect the national
picture too. The recent PHE evidence
review also makes clear that alcohol harm
disproportionately affects the poorest

14

the number of units both women and
men are advised not to exceed in a week
under revised drinking guidelines from
the UK’s chief medical officers issued in
January 2016

10m

the estimated number of people in the
UK drinking at levels that increase the
risk of harm to their health

1,008,850
the number of hospital admissions
related to alcohol consumption where
an alcohol-related disease, injury or
condition was the primary reason for
hospital admission or a secondary
diagnosis in the UK in 2012-13

8697

the number of alcohol-related
deaths in the UK in 2014

20%

the increase in deaths from
over the last decade –
now at record levels

8270

the number of casualties of drink-driving
accidents in the UK in 2013, including
240 fatalities and 1100 people who
suffered serious injury
(Source: Alcohol Concern)

communities, even though, on average, they
drink no more than more affluent groups. In
England and Wales for instance, the alcoholrelated mortality rate of the poorest men is
3.5 times higher than for their counterparts
in the least disadvantaged class, while for
women, the figure is 5.7 times higher.

STARTING YOUNG
An international analysis published in online
journal BMJ Open recently showed that
women are catching up with men in alcohol
consumption – and its associated harms – a
trend most evident among young adults, the
findings show.
And while binge drinking in young adults
in the UK has been steadily declining,
young people up and down the country
are still suffering accidents or injuries as a
result of alcohol – as many as 1245 each
week, according to a 2009 report from
the Department for Children, Schools
and Families. There is also the associated
risk of unwanted pregnancy and sexually
transmitted diseases, with more than one in
10 15- and 16-year-olds admitting to having
unprotected sex after drinking, according to
some surveys.
But just how many people are truly aware
of the consequences of alcohol, beyond just a
sore head the next day?
‘Awareness of the risks associated with
alcohol is, worryingly, very low,’ says Professor
Sir Ian Gilmore, chair of the Alcohol Health
Alliance UK. ‘We know, for example, that
only one in 10 people are aware of the link
between alcohol and cancer.
‘In addition, new alcohol consumption
guidelines were announced at the start of
2016 by the UK’s chief medical officers, yet
little work has been done by the government
to communicate these new guidelines to
the public or to healthcare professionals and
health visitors.’
He called for ‘sustained, national initiatives
to communicate the new guidelines and the
risks’ and mandatory labelling of all alcoholic
products, with ‘health information about the
harms associated with drinking’.
He adds: ‘To tackle the harms done by
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alcohol, we need to reduce the total amount
of alcohol drunk in our society, and the
government needs to ensure that the public
and health workers are informed of the risks
and the new consumption guidelines.’

HIGHLIGHTING THE RISKS
The Alcohol Health Alliance UK has also called
for all healthcare professionals to be trained to
routinely provide early identiﬁcation and brief
alcohol advice to their clients.
Ros Godson, lead professional officer for
public health at Unite-CPHVA, says health
visitors, nursery nurses and school nurses all
have a part to play in ‘increasing awareness
with a drip-drip of information about alcohol’.
One crucial message to deliver is the risk
of harm alcohol poses to a fetus during
pregnancy. ‘The advice now is no alcohol at
all during pregnancy – but it can come across
as a moral message not a health message,’
she adds. ‘People need to understand that it’s
evidence based.
‘Alcohol is a poison – this is where we have
to start – most of the time your body can cope

with it and get rid of it through the liver – but
when you’re pregnant, we can’t promise that
that poison won’t do your baby any damage.’
She says practitioners also need to deliver
very ‘nuanced messages’ when engaging
with teenagers.
‘We need to be teaching more than just a
‘don’t drink’ message in schools – we need to
teach the health risks, what a unit is, how long
it takes to leave your system, that it slows your
reactions and makes you more vulnerable.
‘Teenagers need to know that alcohol is
a dangerous substance when it’s misused,
and that you’re allowed to get help when
someone has passed out drunk – it doesn’t
mean you’ll get into trouble.’
Ros adds that practitioners also have a
personal part to play when it comes to health
messages around alcohol, by taking heed of
their own advice.
‘The message is in the messenger. If we don’t
believe it, why should they believe us?’ she
adds. ‘It’s the same with a lot of public health
messages – we, as health professionals, have to
start to take those messages seriously.’ CP

For more information
Alcohol Concern alcohol statistics
bit.ly/AC_alcohol_statistics
Alcohol Concern – reducing harm in A&E
bit.ly/AC_reducing_harm
Alcohol Concern – breast cancer awareness
bit.ly/AC_breast_cancer
Alcohol Health Alliance UK Alcohol and cancer report
bit.ly/AHA_alcohol_and_cancer
BMJ Open study on alcohol use in men and women
bit.ly/BMJO_alcohol_use
Drink wise, age well: alcohol use and the over 50s in the UK
bit.ly/DRAW_over_50s
Family Lives guidance around underage drinking
bit.ly/FL_underage_drinking
NHS summary of research linking alcohol to unsafe sex
bit.ly/NHS_unsafe_sex
Public Health England review of the impact of alcohol
bit.ly/PHE_burden_alcohol
Helplines
Drinkline (England and Northern Ireland) 0300 231 110
(weekdays 9am – 8pm, weekends 11am – 4pm)
Drinkline (Scotland) 0800 7314 314
(8am to 11pm, 7 days a week)
Drinkline Dan 24/7 (Wales) 0808 808 2234
(24 hours a day, 7 days a week)
Websites
Alcohol Concern: alcoholconcern.org.uk
Alcohol Focus Scotland: alcohol-focus-scotland.org.uk
Alcohol Health Alliance: ahauk.org
Alcohol and You Northern Ireland: alcoholandyouni.com
A toolkit with guidance on supporting young people at risk of
alcohol related harm is available at alcoholconcern.org.uk/
alcohol-and-young-people-a-toolkit

MEASURES AND RISKS
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Carolyn Pallister, Slimming World public health
manager and dietician, says that alcohol
consumption also has implications for healthy
weight management and healthy choices.
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(source: Alcohol Concern)

ISTOCK

MINIMUM UNIT PRICING
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As we welcome 2017, why not make your new year’s
resolution to support the work of the CPHVA Education
and Development Trust? Professional advisory
committee chair Denise Knight tells us more.

T

he CPHVA Education and
Development Trust was created
in 1997 to fulfil the wishes of Dr
Ian MacQueen, who was medical
officer of health in Aberdeen and vice
president and trustee of what was then the
Health Visitors’ Association. Dr MacQueen
believed passionately in the contribution
that community practitioners make to
the health of the population and made a
generous bequest to support their practice
and development.

FUNDING EXCELLENCE
Since the first MacQueen award in 1999,
the trustees have granted more than 40
awards, totalling around £72,000. All CPHVA
members – nursery nurses, school nurses,
health visitors and district nurses – are
eligible to apply for the awards (now known
as bursaries). Currently bursaries are available
for research or practice development
projects, professional development and
public health activity abroad. The trust
even offers funding to allow new CPHVA

members to attend the Unite-CPHVA
annual conference.

THE PAC: WHAT IS IT?
Trustees are supported by a professional
advisory committee (PAC) – a group of
voluntary members with backgrounds in
education or practice who support and
administer the bursary processes. The group
also includes a representative from the
trustees and a Unite lead professional officer.
Two members of the PAC are involved
in interviewing the candidates for the
MacQueen bursaries. The PAC’s attendance
at the Unite-CPHVA conference is
supported by the trust, providing a valuable
opportunity to promote the bursaries, plan
for the year and renew friendships within
the profession.
The committee is now recruiting
additional members to reflect the wide
membership of the CPHVA (see box). CP
● For more information about the
CPHVA Education and Development
Trust, go to bit.ly/CPHVA_charity

THE PAC NEEDS YOU!
The CPHVA Education and
Development Trust’s Professional
Advisory Committee (PAC) is looking
to recruit a new member from March.
This voluntary group supports the
trust by administering its annual
bursaries, namely the MacQueen
bursaries for research/practice
development and professional
development and the travel bursary
for public health activity abroad.
The position is open to all CPHVA
members across the UK. We would
particularly welcome expressions of
interest from members working in
areas other than health visiting and
education to complement the PAC’s
existing skill set. The annual time
commitment is in the region of three
days. PAC members are supported
to attend the annual Unite-CPHVA
professional conference too.
Applications should be a brief
CV of no more than one side of A4
and a supporting statement of no
more than 200 words to outline your
potential contribution to the PAC.
The closing date for applications is
20 February.
● For further information, please
contact PAC chair Denise Knight at
d.knight@herts.ac.uk or on
07811 024722.

ISTOCK

In support
we trust
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Into
the fold
The CPHVA executive committee election
last year attracted a huge amount of
interest and resulted in the appointment
of three new members. Here, we
meet them and find out their aims in
representing your interests.

Sarah
Hughes
I’m really looking
forward to
developing my
role within the
CPHVA executive
committee. I have no illusions as to the difficult
times that lie ahead of us as a profession and
see this role as an opportunity to influence
the direction of our union to help fight for the
good of our profession.
Currently I am an active member of Unite’s
regional industrial sector committee (RISC)
and the CPHVA occupational committee. I use
these positions within my region, North East,
Yorkshire and Humberside, as a platform to
represent members’ voices and feed back to
Unite about what is happening on the ground.
I’ve been a health visitor and a member of
Unite-CPHVA for more than 10 years and have
seen many changes over this time within the
NHS and also specifically within the 0 to 19
service. I became a trade union representative
over eight years ago, and I’m currently a
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locally accredited rep, and a health and safety
and equality rep. I am also the branch secretary
for the Harrogate and District Foundation Trust
Unite branch, where I work as a health visitor.

I have seen far too many people become
damaged through being ill-treated at work,
or through reorganisations that have been
badly managed. Re-banding, redundancy,
de-skilling and increased workloads are a
reality we all face within our working lives. We
need to ensure that members are supported
through our union to persuade commissioners
and managers to look at the bigger picture
and create supportive work environments. We
also need to ensure members are in a strong
position to challenge any organisation that fails
to do this.
I also teach for Unite, and I’m privileged to be
able to pass on my knowledge and experience
to other members. I learn a lot from listening to
the experiences of the students on my courses,
which I can feed back to Unite to help with the
development of campaigns.

WEATHERING THE STORM

BRANCH OUT

I’ve worked hard
to raise the profile
of equality issues,
such as the effects of
the menopause in the
workplace and workrelated issues around
the ageing workforce

Throughout my career there have been lows,
I’ve been very lucky to be given the opportunity
which have included the break-up of the NHS,
to work on a secondment for Yorkshire
causing huge fragmentation, downbanding,
and Humber Unite region as a NHS branch
budgets being slashed, and highs with the
development worker. Having strong workplace
health visitor implementation plan, which
branches, with reps that feel supported, will put
nearly (although not quite) restored our
us in a strong bargaining position when the cuts
numbers to what they were before our
and changes come our way.
budgets were slashed.
We now face the threat of a diminishing
I’ve been involved in running several
service as funding is cut. So it’s vital that we
successful campaigns, such as preventing
have a strong executive committee at the
the destruction of our
heart of the CPHVA that
school nurse teams
supports the valuable
when North Yorkshire
work that our UnitePrimary Care Trust
CPHVA health officers
wanted health visitors
do in campaigning,
to absorb the role. I’ve
supporting
worked hard to raise the
and raising the
profile of equality issues,
profile of all our
such as the effects of
CPHVA members.
● I’m a keen swimmer and swim
the menopause in the
I will work hard to
for the masters section of
workplace and worksupport Unite to ensure
Scarborough swimming club.
related issues around
our union is in a strong
● I have three boys aged 11,
the ageing workforce,
position to support
14 and 16 and two cats, all of
fighting to ensure
our profession.
whom keep me busy
workplaces are inclusive
● Feel free to email
● I started my career aged 13
and supportive.
me with any questions
working as a volunteer career
I’m motivated to
that you may have at
in Bromham Hospital for the
make a difference to
sarah.hughes
mentally handicapped
people’s working lives.
@unitetheunion.org
● I grew up in Bedfordshire,
but now live by the sea in
Scarborough, which is the best
place in the world to live
(with the best fish
and chips!).

SHUTTERSTOCK/ALAMY/ISTOCK

FACTS ABOUT
ME: SARAH

Tracey
Young
Since qualifying as
a health visitor in
1994, I have been
a member of the
CPHVA and have
held a branch officer post for much of that
time, as well as becoming a locally accredited
representative. Since 1997, I’ve been involved in
the wider union, in its various incarnations, as
a member of a range of regional and national
committees, including a previous term on the
CPHVA executive committee.
On a professional level, following a spell as a
health visitor in Brighton, my career moved into
the field of children’s neurodisability, initially as
a specialist health visitor and, since 2010, as a
nurse consultant. I lead a team of health visitors,
nurses, school nurses and nursery nurses based
within a child development centre in Brighton.

I continue to work
closely with family
health visitors and am
acutely aware of the
current challenges
facing our profession
January 2017 Community Practitioner 43
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I’m also currently serving as an elected
member on the regional industrial sector
committee and the national occupational
advisory committee. Both these committees
focus on industrial issues and it is of vital
importance that the professional agenda is not
lost within the organisation.
I continue to work closely with family health
visitors and am acutely aware of the current
challenges facing our profession. As we move
into a world of commissioning, privatisation
and massive cuts in services, we need to
ensure our professionalism is maintained
and the services we deliver to children and
families are maintained and effective. The
future of health visiting services has never
been more threatened – who knows where
our new relationship with the local authorities
will lead us?
It’s the responsibility of the executive
committee to push the professional agenda
and I’m proud to have been elected as the
South East regional representative. I hope to
be able to contribute fully to the work plan
identified at the recent professional forum
and ensure I represent the views of members
within the region. This is no easy task given the
size of the region and therefore I hope to look
to social media to achieve this – watch out for
further information in Community Practitioner.
● I hope to meet more of you during my
term of office, but please feel free to drop
me a line at traceyyoung@nhs.net

FACTS ABOUT
ME: TRACEY
● I’m allergic to kiwi fruits
● I went swimming with dolphins
in Zanzibar and whale
watching in New Zealand
● I love travelling and aim to
visit all continents by the time I
am 60 (five down, two to go!)
● I can’t resist Jaffa Cakes.

FACTS ABOUT
ME: MICHELLE
Michelle
Moseley
I’m honoured
to have been
selected as the
Wales chair on the
CPHVA executive
committee. I’m passionate about health
visiting, school health nursing and the impact
of these roles on the health and wellbeing of
children and their families. I am fortunate to
be in a position to see how student health
visitors evolve during their training into
confident, competent practitioners. I work
closely with practice teachers, health visitors
and safeguarding teams to ensure I keep up
to date with current issues.
I’m also involved in current updates and
projects across health boards in Wales. As
the programme manager for the specialist
community public health nursing (SCPHN)
programme at Cardiff University, I have
access to students, health visitor and school
health nursing leads within five health boards
and all higher education institutes in Wales.
Within the School of Healthcare Sciences at
Cardiff University, we are striving to raise the
profile of health visiting within the school
and wider university. With a background in
adult and children’s nursing, health visiting
and as lead nurse safeguarding children
prior to becoming a lecturer in primary care
and public health nursing, my passion is the
safeguarding of children.
The outgoing Wales executive member
has raised the profile of the role over the last
year. I have been fortunate to have worked
alongside Mandy Brimble and her enthusiasm
has rekindled interest in the CPHVA locally with
two CPHVA forums already undertaken and a
very successful #HVweek campaign and Wales

● I love to play netball and play
regularly for a local team
● I love to sing – I have sung in choirs,
musicals (amateur), and as part of a
duo (many years ago!)
● I have climbed Mount Snowdon
four times and love picturesque
North Wales
● My favourite sweet treat has to be
chocolate – a Galaxy Ripple!

conference, where the Healthy Child Wales
Programme was launched. It is essential that
in Wales we keep this momentum going. I am
keen to continue raising the profile further and
work alongside the Unite lead professional
officer for Wales, Jane Beach, head of health for
Unite Sarah Carpenter and the deputy chair for
Wales, Amanda Holland, to continue to make
these forums a success, not just in Cardiff but
further west, and in North Wales.
I will be committed to working with and
supporting members. Wales needs to be ‘on
the map’ – we need to share good practice
as well as raising issues. The delivery of the
Healthy Child Wales Programme needs
resourcing if it is to be successful, and have the
positive impact that it sets out to achieve. We
need input from health visitors across Wales
to make the CPHVA representation at the
forums, meetings and conferences a success.
We really value your input – it is essential. I
will endeavour to keep the Wales members
updated via Unite and be your representative
in forging links within practice as well as at a
national level across Wales and the UK. CP
● You can email me anytime at
MoseleyME1@cardiff.ac.uk or find me
tweeting at @shel_e_moseley
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REVALIDATION

Reﬂecting
on practice
Following her hugely popular revalidation workshop at the Unite-CPHVA
conference, Sara Kovach-Clark – revalidation transition lead at the NMC
– offers guidance around the purpose and process of reflection.

M

ore than 110,000 nurses
and midwives have now
revalidated with the NMC
since the process
was introduced in April 2016. As
more and more of you approach
revalidation it’s important to draw on
the experiences not just of the NMC,
but all those who have successfully
revalidated and their colleagues
who have supported them
through it.

SHUTTERSTOCK

UNDERSTANDING
REFLECTION
When I meet with nurses
and midwives across all four
nations, reflection is one of
the things I am asked about
the most. As an essential
building block of revalidation,
reflection aims (among other
things) to foster a culture of selfawareness and improvement among
nurses and midwives. Taking time
to reflect on your practice can help
improve standards of care and many of
those who have been through the process
have found they have enjoyed it.
Thinking about professional conduct
and how you might improve is a wellused tool among health professionals.
Indeed, most nurses already undertake
the process of reflection in their dayto-day activities. The only difference

with revalidation is that now your
reflections will be formally recorded
and discussed with another registered
nurse or midwife.
Reflection offers a number of
opportunities. Firstly, it makes
professional development more
meaningful because it ensures
nurses act on their learning.
Secondly, reflection allows the code
to become the focus of practice
to help improve standards of care
delivered to patients. It also increases
self-awareness and provides the
motivation to make improvements.
The process involves two elements.
You must prepare five written reflective
accounts in total, in the three-year period
since your registration was
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last renewed or since joining the register. These
can be based on your continuing professional
development (CPD), a piece of practice-related
feedback you have received or an event or
experience in your own professional practice.
Crucially, you must explain how this relates to
the code.
Once you have done that, you must then
have a discussion about your learning with
another NMC-registered nurse or midwife.
That’s the second element of reflection.

OVERCOMING OBSTACLES

110,000
the number of nurses
and midwives who
have completed
revalidation since it
was introduced in
April 2016

Who should you choose as a reflective
discussion partner? As long as they are another
NMC-registered nurse or midwife you can
choose who you like – it’s as simple as that.
We want people to work with their employers
and if your line manager is another registered
nurse or midwife, you could have your
reflective discussion during your appraisal. If
your employer is unable to provide you with
this support, then you will need to look to
your peer group or other professional networks
for support.
Reflection isn’t something to worry about.
While it requires some planning ahead, it is
a fulfilling part of the revalidation process,
bringing nurses and midwives closer to
the code and ultimately giving them new
perspectives to improve their practice. CP
For more information, go to
revalidation.nmc.org.uk

A REFLECTION STORY
‘Initially I thought: “Oh my goodness, what are the NMC looking for?” But in actual
fact what you are being asked to do is to formalise what we are doing subconsciously.
There is nothing complicated about documenting reflections. You are basically
writing down a situation or an experience, how it made you feel, how it helped
improve your practice and how it impacted, for the better, patient safety.’
Occupational health and safety advisor

SHUTTERSTOCK

What prevents people reflecting? A key barrier
is time – you must ensure that you allow
enough time to be able to complete your five
written reflections and plan with others to
ensure that you have a reflective discussion
with another NMC-registered nurse or midwife.
We understand the long and difficult hours
worked by those in the healthcare sector, but
revalidation is professional responsibility and it
is important to give yourself enough time to do
it. We encourage employers to allow you this
time and you should find that they are keen to
help you do this.
Fear is another barrier: discussing your work
with one of your peers can seem intimidating
at first, but the feedback we have received
shows that most people enjoy having the
opportunity to think and reflect on their
experiences. For some, it allows them to take
a journey through their work experiences,
enabling them to see clearly where they met
the standards within the code and how it has
affected their practice.
‘What have I learned in the last year? What
changes am I going to make to my practice?
Are there areas where I need to improve?’
These are questions that anybody in any
workplace asks and the reflection element of
revalidation allows the opportunity to do this,
both in a verbal and a written context.
Think of it this way: when aren’t you
reflecting in your role? Most days you will
think about the care you have delivered. How
could you have done it differently? Reflective
accounts are simply writing down that process.
How long does a reflective account need to
be? Reflection doesn’t need to be academic
and you are not sitting a test. It’s your chance
to show how your work relates to the code
and the standards within the code. Look at the
examples of a completed reflective discussion
form on the NMC’s revalidation microsite and
you will see how simple it is to complete.
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Loud & clear
A

wareness of autism is not lacking. Campaigns such
as World Autism Awareness Day and the more
widespread treatment of it in popular media have
likely had a significant influence.
Last year, a National Autistic Society (NAS) survey conducted
by YouGov showed that more than 99% of people have heard
of the condition.
Of the 2159 adults polled, 44% said they knew someone
who had autism.
But more probing questions revealed a telling gap between
awareness and actual understanding.
Autism is defined by the NAS as a ‘lifelong, developmental
disability that affects how a person communicates with and
relates to other people, and how they experience the world
around them’.
It can affect communication, social interaction, learning
style and intellectual ability, and can mean a child has
sensory sensitivities or displays repetitive behaviour
and restricted interest. These are all on a scale. Social
interaction can range from being aloof to passive
or active. A person with autism may have severe
problems with intellectual ability or may be
average or gifted.
The signs of autism in pre-school children
can be detected from their spoken language;
response to others; interaction with others; and
behaviour. Examples include:
Delayed speech development (for example,
speaking less than 50 different words by the
age of two), or not speaking at all
Speech that sounds monotonous or flat
Preferring to play alone rather than asking others
to play with them and little interest in interacting
with other people
Avoiding eye contact
Playing with toys in a repetitive and
unimaginative way, such as lining blocks up
in order of size or colour, rather than using
them to build something
Having repetitive movements
Preferring a familiar routine and getting very upset
by a change in this routine
Not responding to their name being called despite
having normal hearing.

ISTOCK

How can practitioners better deal
with challenging behaviour from
children with autism? Laura Kerbey,
founder of Positive Autism Support
and Training, who delivered a
masterclass at November’s UniteCPHVA conference, offers guidance
for practitioners.
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TOP TIPS
Rejecting cuddles initiated by a parent
or carer (although they may initiate
cuddles themselves).

COMMUNICATION STRATEGIES
So how can practitioners manage
challenging behaviour that children with
autism may display?
Effective communication is fundamental.
But what does that look like?
Albert Mehrabian developed a model
showing that non-verbal communication is
the primary way we communicate. Only 7%
of what we communicate is verbal, while tone
of voice, volume or intonation makes up 38%
and body language makes up a huge 55%.
This is key to remember when dealing
with non-verbal children. One parent of a
non-verbal child reminded me: ‘Just because
a person can’t speak doesn’t mean they have
nothing to say.’
Communication is a basic human need,
allowing people to connect with others,
make decisions that affect their lives, express
feelings and feel part of the community they
live in.
People with little or no speech still have
the same communication needs as the rest
of us. We just have to work a bit harder to
find a communication strategy that works.
Naoki Higashida, a young man with autism,
describes why it can take a long time to
answer questions in his book, The Reason I
Jump: The Inner Voice of a Thirteen-Year-Old
Boy with Autism:
‘You normal people, you talk at an incredible

speed. The reason we need so much time isn’t
necessarily because we haven’t understood,
but because by the time it’s our turn to speak,
the reply we wanted to make has often
upped and vanished from our heads. Once
our reply has disappeared, we can never get
it back again. And all the while, we’re being
bombarded by yet more questions.’

CLARITY AND EMPATHY
Positive behaviour management strategies
will also help in dealing with challenging
behaviour. Remember, anxiety induces fight
or flight behaviour. To ease that sense of fear,
you need to offer clear information, empathy
and stay in control.
To reinforce the behaviour you want to
continue, acknowledge and pay attention
to them.
Ignore any behaviour that is not
destructive, dangerous or harmful to others.
Consistency is key although you have to
ensure a child knows and understands what
your behavioural expectations are.
Avoid sarcasm, negativity and be
emotionally neutral when dealing with
inappropriate behaviour. If you get upset and
angry, you are no longer in control. Some
language tips include saying ‘thank you’
instead of ‘please’, or ‘stop’ rather than ‘don’t!’
Ultimately, remember that all children with
autism are unique. What works with one may
not work with another. And what works one
day may not work the next. CP
For more information, go to
positiveautismsupportandtraining.co.uk

Try these different ways of
communicating with
non-verbal children:

1

Offer alternatives. A child can
clap or use hand gestures, signs
or picture cards in place of words.

2

Get on their level. Not only will
this improve communication it
will make adults seem more friendly.

3

A child may not be able to
speak, and may have limited
understanding but it is important to
keep talking to them about what’s
going on. They may have better
receptive language than expressive
language too.

4

Put stickers on your forehead as
a target for children to look at.
This reminds them to look at your
face and may help them to engage.
Remember, though, that people with
autism have said they often avoid eye
contact because it helps them focus
on what someone is saying.

5

Treat every non-verbal
indication as communication
and try to work out what children
may be trying to say.

6

Offer other means for children
to express themselves, such as
dance, music, drawing, painting,
messing with textures, or banging
drums. You should join in too.

7

Often children on the
autistic spectrum that do
not communicate with other
people can, and do, communicate
– often verbally – with a puppet,
doll or animal.

8

9

Use lots of visual aids to back up
what you wish to communicate.

ISTOCK

Use a communication chart.
Some children can learn to make
choices by pointing to a symbol
and/or word that they want. There
are some great apps to download
for smartphones and tablets.
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LAST WORD

‘You are the
backbone of
the NHS’
Polly Toynbee has stepped down as
president after more than two years
representing the CPHVA. She reflects on
a tenure stretching across challenging
times, vowing to remain a champion for
public health nurses.

W

hat a great honour it has been to
be president of the CPHVA for the
last few years and an ambassador
for the wonderful work done by
you, its members.
But these are hard times for the NHS, for
everyone who works in it and for all who need
the support of early intervention services and
social care. Things look certain to get worse: after
six long years of squeeze, cuts and austerity, the
new government has set out on much the same
path as the old one, as revealed in chancellor
Philip Hammond’s autumn statement. Despite
alarm bells ringing throughout the health
and social care services, despite all the NHS
organisations, health economists, unions and
royal colleges, Conservative as well as
Labour councils warning of the near
collapse of services, not a penny
more was offered from the treasury.
They have blocked their ears,
as 90% of trusts breach their
waiting time targets, but an NHS
indicator doesn’t measure the
crisis in community services.
The government keeps quoting
an imaginary ‘generous
settlement’ of £10bn,
when all the extra the
NHS received was
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less than half that sum.
Let’s not forget how brilliantly the NHS
improved. Before 2000, some people waited
for treatment for over two years, but by 2010
that had been reduced to no one waiting more
than 18 weeks – a remarkable improvement.
What a tragedy to see all that progress sliding
into reverse.
Make no mistake, in the last five years the
NHS has seen the harshest funding since it was
founded back in 1948. The average has been a
4% uplift, but it has had just 0.8% a year since
2010. No wonder there is a crisis.
All public attention focuses on hospitals,
though 90% of care takes place in the
community. But that’s complicated, invisible
and harder to show quick wins, easy cures or
miracle turnarounds. How do you prove what
has been prevented?
The valiant community work all CPHVA
members do is about getting to a problem
before it’s a crisis. Health visitors don’t do the
high drama of One Born Every Minute – but
turn up afterwards to make sure everything
really is okay, that the mother, so joyful at the
birth, does not plunge into secret postnatal
depression, that the family is functioning and
the child thrives.
Community nurses don’t get a starring role
in 24 Hours in A&E – but how many times a
week does their care stop people ending up
in A&E in the first place? How often do they

£200m
was swiped out of the budget
and since then council after council
is forced to make cuts

90%
of trusts are breaching
their waiting time targets

All public attention
focuses on hospitals,
though 90% of
care happens in the
community. But that’s
complicated, invisible
and harder to show
quick wins, easy cures
or miracle turnarounds

pick up the pieces afterwards and see those
patients safely in their homes?
School nurses may be absent from all those
school documentaries, yet they are the unseen
backstop – the person children turn to for
kindly caring beyond the world of teachers,
tests and exams, catching their problems
before they turn to something much worse.
A National Children’s Bureau report on school
nursing found that the 38% obliged to look
after more than 10 schools found their work
supporting children with long-term health
conditions is being seriously undermined. One
for over 10 schools! That’s a service in crisis.
CPHVA’s own research on the overwork
of hard-pressed health visitors shows 86%
always or frequently work well beyond their
contracted hours, due to short-staffing – 58%
reporting big increases in their workloads.
I worry about the invisibility of the
community sector – out of sight, out of mind.
Exactly as many had feared, when these
services transferred to local government, how
easy it has been to inflict cuts. First, £200m
was swiped out of the budget and since then,
with no firm ring-fence, council after council
is making secretive cuts and, according to the
BMA, spending public health money to plug
other gaping gaps in their scarce finances.
I have reported on Barnsley putting all its
0 to 19 services out to tender – at such a low
price no one would bid. Blackpool, Cumbria,
Birmingham and plenty more are cutting back,
while Virgin Care and other private companies
take over services, only making a profit by
downbanding staff roles.
Mental health has never been under such
stress – with the mental health tariff per
patient cut to less than the physical health
tariff despite politicians promise parity of
esteem. Latest research shows that new

money for children and adolescent mental
health isn’t reaching the front line.
Health visitors hold a very special place in
the hearts of British families. Many mothers talk
fondly of the help they had at that vulnerable
time with a newborn baby. Wise words and
calming advice from the voice of experience
makes all parents feel better. That’s everyone
– not just those with special difficulties. But
after the promised brief increase, health visitor
numbers are falling back again, even though
births are rising. And the profession’s age
profile is increasing.
Meanwhile, the whole public sector,
especially the caring services for children, are
up against it with over 800 children’s centres
closed. I don’t blame councils. I meet a lot
of local council leaders, currently preparing
their budgets for next February – and they
are desperate. After over 40% cuts and more
to come, by 2020 there will be no money for
anything but basic, statutory services.
I hope that wherever CPHVA members go,
you talk to family, friends, neighbours and
clients to make sure everyone knows how our
highly valued public services are being cut to
the bone. It isn’t what the public wants, nor
what they voted for: the truth needs spelling
out by the people they trust most – nurses.
As I stand down, I want to say that I will
always be a champion for the vital services you
provide. Please feel you can get in touch if you
see things happening around you that need to
be brought to the attention of the public and I
will do my best to spread the word. You are the
backbone of the NHS and your often unseen
services need to be protected in this worst
financial squeeze the NHS has ever known. I
am very proud to have represented you. CP
Polly can be contacted at
polly.toynbee@theguardian.com
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WWW.BABYMASSAGETEACHERTRAINING.COM
For Flying Start Children’s Centre Staff
and Family Health Professionals
Wishing You All
A Happy New Year
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
Intelligence and a Loving Touch.
Bonding and Attachment - birth
to eight weeks (can also be taught
antenatal)

• 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.

• Relief of common infant ailments.
• Consideration of babies with
additional needs and
developmental delay.
• Includes contra-indications, safety,
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 N195JT
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 News Letter
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
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T : 020 8444 0040
E: training@millpondsleepclinic.com
W: www.millpondsleepclinic.com
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Touch-Learn International’s
Baby Massage Teacher Training
Venues across the UK, plus in-house
option. A five-day, comprehensive
baby massage teacher course for
health professionals and parenting
practitioners provided by Touch-Learn
International, the exemplary training
company. This highly acclaimed
programme is accredited by The Royal
College of Midwives and the University
of Wolverhampton.
This quality training programme
includes simple massage techniques,
coupled with an in-depth knowledge
to practise safely, ethically and
professionally so practitioners feel
confident to teach parents in a variety
of settings. Trainers are all experienced
practitioners with professional/HE
teaching qualifications.
Included within the course:
OStrategies

to empower parents

OAll

mechanisms identified in current
research to support parent-infant
relationships

OUnderpinning

theory based on
current research

OPractical
ORelevant

teaching in the field
anatomy and physiology

OQuality

supporting materials and
text books

OSummative

assessment

OFree,

informative biannual
newsletter

OTutorial

and on-going support

Other courses from Touch-Learn
for Babies with Special
Needs
O Baby Yoga Teacher
O Baby Signing Teacher
OBaby Wearing Advisor
OMassage

For further details of in-house training and UK dates please ring or
visit www.touchlearn.co.uk
Touch-Learn International Ltd
Tel: 01889 566222 info@touchlearn.co.uk
www.touchlearn.co.uk

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

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

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

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

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

Find us on Facebook - IAIM UK Chapter
For further details please visit
www.iaim.org.uk. In-house
trainings are available on request.
IAIM (UK) Chapter
0208 989 9597
info@iaim.org.uk
www.iaim.org.uk
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The easy way to
order your patient
and educational
materials online.
It’s all free!
www.medisa.com

What does Medisa offer?
• Patient support resources
• Surgery/Hospital supplies
• Educational materials
• Clinical information

Why use Medisa?
• Wide range of materials*
• Multiple practice areas
• Instant access to digital resources
• Free delivery
* Resources may include promotional materials

visit www.medisa.com
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