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BREAST FEEDING IS BEST

†

FOR BABIES

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

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

Available in most retail and pharmacy outlets

For Healthcare Professional use only
Healthcare Professional Helpline

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

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

02. P

2017.indd 2

23/06/2017 11: 7

Contents

12

Volume 90 Number 7

EDITORIAL
5

Preventing radicalisation

NEWS
6

A look at the latest stories
in public health

20

10 The most recent research
from the professions
12 The general election’s
impact on healthcare

OPINION
14 A campaign to supply
sanitary protection to
girls in need takes off
15 Celebrating Florence
Nightingale; CPHVA
members at the Queen’s
Garden Party; bursary for
the conference; and a call
to Scottish members
17 Head of health Sarah
Carpenter on the future of
the 1% pay cap in the NHS

FEATURES
18 Caroline Hirons talks about
her domestic violence
charity, Give and Makeup

LAST WORD

36 How parkrun inspires
people to be more active

20 How can community
practitioners spot
COV
the signs that
STO ER
someone is being
RY
radicalised? And
what can be done to
safeguard against it?
Anna Scott reports

44 Mark Bellis, a director
at Public Health Wales,
on adverse childhood
experiences, the subject
of his talk at October’s
Unite-CPHVA conference

38 Tracey Long explains how
a forum is helping newly
registered health visitors

RESEARCH

36

41 Rising childhood obesity
is a problem healthcare
workers can tackle – with
a boost to their confidence
and some adjustments to
their approach

38

24 Hepatitis, the ‘silent killer’,
and its impact on millions
of people worldwide

18

28 How to choose the right
childcare provision, by
PACEY’s Theresa Johnson
31 In school nurse week,
raise your profile and tell
colleagues what you do
32 Technology and its impact
on healthcare practice

29
17
July 2017 Community Practitioner 3

3 contents.indd 3

28/06/2017 08:17

INFORMATION FOR HEALTHCARE PROFESSIONAL USE ONLY
BREASTFEEDING IS BEST FOR BABIES

ADVERTORIAL FEATURE

Infant reﬂux and regurgitation –
how should it be managed successfully?
Infant regurgitation
is a common functional
gastrointestinal disorder
in an infant’s ﬁrst year 1

Starch thickener helps to
reduce frequency and volume
of regurgitation in infants7,8
Starch is an appropriate thickener for
infants with reﬂux and regurgitation
as it can be digested by the infant.
Starch thickened formulas have proven
efficacy in reducing the number of
daily regurgitation episodes7,8 as well as
reducing the volume of regurgitation.7

Gastro-oesophageal reﬂux (GOR) is a
normal physiological process in otherwise
healthy infants. It is the involuntary passage
of gastric contents from the stomach into
the oesophagus, and when the reﬂux
is high enough to be seen it is known as
regurgitation. 2,3 Regurgitation occurs daily
in about 50% of infants under 3 months
of age2 and is primarily due to functional
immaturity of the stomach inlet. 4
Symptoms peak at 4 months, usually
resolve by 12–15 months 5 and do not
require further specialist assessment. 2,6

NEW SMA® PRO Anti-Reflux is speciﬁcally
designed for the dietary management of
reﬂux and regurgitation. It is nutritionally
complete and suitable from birth.
Unique combination of easily
digestible starch and 100% whey,
partially hydrolysed protein
Lowest protein Anti-Reﬂux
formula* with 1.3 g of
protein/100 ml13–16

Partially hydrolysed, 100%
whey protein accelerates
gastric emptying

New, easier preparation

For babies currently using
SMA Staydown®, this product
can be used in its place

Although the mechanism of GOR is not
fully understood, gastric emptying may
play a role4. Whey dominant formulas,
containing partially hydrolysed protein
accelerate gastric emptying time making
the formula easy to digest (see graph
below).8,9 The UK Department of Health
also recognises that whey protein is easier
to digest.10

NICE recommend the
following measures for
managing formula-fed infants
with frequent regurgitation
with marked distress6:

Protein and the importance
of slower growth rates

1. Offer parental reassurance
2. Review feeding history, suggest smaller
more frequent feeds (while maintaining
appropriate daily milk volume intakes)
3. Trial of a thickened formula
4. If this stepped-care approach is
unsuccessful, stop the thickened
formula and offer alginate therapy
for a trial of 1–2 weeks.

A lower protein content formula has
shown to provide growth rates more
like a breastfed baby11. This slower growth
rate has shown to have signiﬁcant longterm health beneﬁts, including a lower
risk of obesity, cardiovascular disease
and diabetes.12

Visit us for more information:
smahcp.co.uk or smahcp.ie
SMA Careline
UK: 0800 0 81 81 80
ROI: 1800 931 832

Rate of gastric emptying after 120 minutes, according to the type of milk9

Breast milk
100% whey, partially hydrolysed formula
Intact whey-predominant formula
Intact casein-predominant formula

* p<0.05 versus 100% whey, partially
hydrolysed formula and breast milk

40

% remaining in stomach

Type of milk

39%*

35
30
25

26%

20
15

18%

Supporting you to support parents

16%

0

Type of milk

IMPORTANT NOTICE: The World Health Organisation (WHO) has recommended that pregnant
women and new mothers be informed on the beneﬁts and superiority of breastfeeding – in
particular the fact that it provides the best nutrition and protection from illness for babies.
Mothers should be given guidance on the preparation for, and maintenance of, lactation, with
special emphasis on the importance of a well-balanced diet both during pregnancy and after
delivery. Unnecessary introduction of partial bottle-feeding or other foods and drinks should
be discouraged since it will have a negative effect on breastfeeding. Similarly, mothers should be
warned of the difficulty of reversing a decision not to breastfeed. Before advising a mother to use
an infant formula, she should be advised of the social and ﬁnancial implications of her decision: for
example, if a baby is exclusively bottle-fed, more than one can (400 g) per week will be needed,
so the family circumstances and costs should be kept in mind. Mothers should be reminded that
breast milk is not only the best, but also the most economical food for babies. This product must
be used under medical supervision. SMA PRO Anti-Reﬂux is a special formula intended for the
dietary management of bottle-fed babies when signiﬁcant reﬂux (regurgitation) is a problem.
It is suitable as the sole source of nutrition up to 6 months of age, and in conjunction with solid
food up to 12 months of age. If the baby’s reﬂux does not improve within 2 weeks of starting
SMA PRO Anti-Reﬂux, or if the baby fails to thrive, the family doctor should be consulted.
®
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Welcome to the July issue of Community Practitioner.
This month, our cover story tackles an issue inextricably linked to the acts of terror
that have sadly dominated the news and which concern every one of us – the issue of
radicalisation. In the wake of the horrific attacks in Westminster, Manchester, London
Bridge and Finsbury Park, we are struggling as a society to deal with the fallout of those
violent acts, and we face pressing questions – ones that have particular resonance for
healthcare professionals and how you do your jobs. What factors can lead to a person
or group being radicalised in the first place? How can you spot the signs that someone
is involved in terrorism or is in danger of being drawn in? What can you do to safeguard
against it? And while working to prevent it happening, how can you protect your own
safety in the process?
On page 20, Anna Scott reports on the issues at stake. She talks to experts about which
groups are more susceptible to being radicalised, the British and French Governments’
joint campaign to combat online radicalisation, and the NHS’s take on the subject. Also,
what of official programmes – such as Prevent, set up to stanch the problem and support
those who have become radicalised – and the criticism they have faced, especially
in the Muslim community? One thing’s clear: trying to understand radicalisation and
extremism is now a vital part of your job and highlights the importance of knowing your
safeguarding leads. We detail all this and the positive measures being implemented, such
as bespoke training packages – some supporting mental health practitioners – which are
available in the autumn.
When it comes to giving further insights into healthcare professionals’ work, our research
paper on page 41, Tackling childhood obesity, provides interesting reading. Focusing on
the rising number of children with obesity problems, it reports on evidence that suggests
healthcare professionals lack confidence and ability when it comes to addressing the issue,
and suggests steps to improve outcomes, as outlined by its author, Amalia Burca Bouch.
And if you have a research paper you would like to submit to your journal, we’d love to
hear from you. Please send an outline of your proposed paper to Emma Godfrey-Edwards at
emma@communitypractitioner.co.uk; in fact, if you have any content ideas, then please drop
us a line. And if you think you might like to join us on the journal’s editorial advisory board or
perhaps be our next professional editor, please turn to page 27 and get in touch. You could
be the guidance and support we need!
Finally, do check out the Community Practitioner website at communitypractitioner.co.uk.
Its revamped design and feel has proved to be popular, and it continues to showcase the
content you need and love. Please note that the web address has changed slightly – it ends
in .co.uk and not .com as it did previously.
As the school holidays approach, you may be looking forward to a well-earned rest or you
may still be as busy as ever. We’ll just say, whatever your plans for the summer, enjoy! And
we’ll see you next month…
The Community Practitioner editorial team

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

Instagram ranked worst
for young people’s mental
health, report finds
A survey looking at how social
networking sites affect young people’s
mental health has found most have more
negative than positive effects – with
Instagram ranked the most detrimental.
The Royal Society for Public Health
(RSPH) and the charity Young Health
Movement surveyed
y 1500 14- to
24-year-olds
olds with regard to five social
mediaa sites.
They were asked to score their impact
on a list of 14 health and wellbeing issues

including anxiety, depression, loneliness,
sleep, bullying, and fear of missing out.
Based on the ratings, Instagram
was deemed to have the most negative
effect, particularly on perceptions of body
image, and for increasing the fear of missing
out, and having a detrimental effect on
sleep.
p It ranked more favourably in the
areas of self-expression, self-identity
and
self-ide
community building.
Snapchat was the second least
lea positive
platform, followed by Faceboo
Facebook, where
the presence of bullying was highlighted.
hi
Twitter came second best in terms of
platforms, although
the five social platforms
have more
it was still found to hav
positive ones.
negative effects than p
only social
YouTube was the onl
media platform to have a largely
mental health,
positive effect on ment
raising
ranking highly for raisin
awareness, community building
and self-expression.
chief executive
Shirley Cramer CBE, ch
of the RSPH, said: ‘Social media has
been described as more aaddictive
than cigarettes and alcohol,
alcoh and is
now so entrenched in the lives of
young people that iit is no longer
possible to ignore it when
young people’s
talking about you
issues.’
mental health is
said in a
Instagram sa
that keeping
statement tha
the platform a ‘safe and
supportive place’ is its
priority.
top priorit
● To read more, see
bit.ly/RSPH_social
bit.ly/RS

High rates of poverty
in UK compared with
other rich nations
The UK has some of the worst rates
of hunger and deprivation to be seen
among high-income nations, a United
Nations assessment has found.
Unicef investigated child health and
wellbeing in 41 of the world’s richest
countries, using 25 indicators, such as
housing and food poverty.
Nearly one in five UK children
under the age of 15 suffers from food
insecurity – the lack of secure access
to sufficient, safe and nutritious food.
The average across the study was 13%
– with food insecurity affecting just 1%
of children in Japan and 35% in Mexico.
And one in three UK children were in
‘multidimensional poverty’, says Unicef
– that is, in a state of deprivation linked
to children’s rights across areas such as
housing, clothing, nutrition and access
to social and leisure activities.
The study also found the gap
between rich and poor was widening
in most nations, with many performing
badly in key areas such as rising
childhood obesity rates. Progress was
noted, however, in declining neonatal
deaths, adolescent suicides, teenage
births and child homicide rates.
Sarah Cook, director of Unicef
Innocenti, which carried out the
assessment, said: ‘Governments in all
countries need to take action.’
The UK ranks 16th out of 41 on
tackling poverty, 34th on food
insecurity, 15th on health and
wellbeing, 31st on economic growth,
and sixth on reducing inequalities.
● For the report, go to unicef-irc.org
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NEWS ROUND-UP
Asthma was
responsible for

NORTHERN IRELAND

44
deaths in NI
in 2015

Plea for asthma
support in schools
Teachers say they need more support for children
with asthma as deaths from the condition in
Northern Ireland hit a 12-year high.
More than 180,000 people across Northern Ireland
have asthma, according to figures from the NI Statistical
Research Agency, and the disease was
responsible for 44 deaths there in 2015.
Avril Hall Callaghan, general secretary
of the Ulster Teachers’ Union, said: ‘More
than one in 10 people here are receiving
treatment for the illness, which highlights
the very real issues teachers are dealing
with every day, when you multiply up those
statistics across a classroom of 30 children.’
She added: ‘A return to the days of the school
nurse would go a long way to alleviating the
pressure felt by our members.’
● For more on the story, visit bit.ly/NI_asthma

NORTHERN IRELAND

Cyber sex crimes
against children increase
From April 2016
to March 2017 there were

178

SHUTTERSTOCK/ISTOCK

recorded cases of
cyber sex crimes
in Northern Ireland

Online sexual abuse of children is up 28%,
according to figures from the NSPCC.
From April 2016 to March 2017 there were
178 recorded cases of cyber sex crimes in
Northern Ireland, including rape, assault and
grooming, up from 139 in the same period
the year before, said the charity.
NSPCC chief executive Peter Wanless
said: ‘This worrying data leaves the
Northern Ireland Assembly and the next UK
government with no choice but to urgently
address this issue.’
The NSPCC wants an independent
regulator to hold internet companies to
account, and fine them where they fail to
protect children.
It is also calling for social media platforms
to adopt ‘minimum standards’ to safeguard
children. This includes giving youngsters
using social media default privacy settings,
which will help protect them from abusers.
● Read more at bit.ly/NI_cyber
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WALES

Sleep problems for
children on the rise
Hundreds of children are being treated
for sleep problems in Wales every year.
According to figures obtained by the BBC
under the Freedom of Information Act, at
least 408 children have been admitted to
hospitals across Wales suffering from sleep
disorders since March 2013.
However, the number is expected to be
much higher as some health boards did not
provide information.
Children from newborn to four years old
made up the highest number of inpatients.
Cases have included severe neuro-disabilities
and epilepsy, sleep apnoea, insomnia,
sleepwalking and chronic nightmares.
In north Wales, the number being

In north Wales the number
of children prescribed
medication for sleep
conditions rose by

20%
in the past three years

prescribed medication for sleep conditions
rose by 20% in the past three years.
Between March 2013 and 2017, 2431
children were prescribed medication
by Betsi Cadwaladr University Health
Board alone.
The Children’s Sleep Charity said many
families were now at ‘crisis point’ owing to
a lack of sleep, with technology use before
bedtime being a major factor.
The charity’s founder, Vicki Dawson,
said: ‘It is hugely important that families
have access to appropriately trained sleep
practitioners who can offer them support
using a behavioural approach to sleep.’
● Read more at bit.ly/WLS_sleep

Between
March 2013 and 2017,

2431

Measles outbreak
in Newport
A measles outbreak has been declared
in Newport after four people with links
to one school were infected.
Parents of pupils at Lliswerry High
School were contacted after the cases
were confirmed. Children with measles
symptoms – fever, cough, runny nose,
red eyes and a distinctive red rash –
were told to stay home from school.
Heather Lewis, consultant in health
protection for Public Health Wales,
said: ‘While four cases of measles may
not sound a lot, we know that there
are other children attending the school
who are unvaccinated and could easily
catch and spread measles.
‘We urge parents whose children
have not received two
doses of MMR to
ensure that they
speak to their GP
immediately to
arrange this safe and
effective vaccine.’
● Read more at bit.ly/
WLS_measles

ISTOCK/ALAMY

WALES

children were prescribed medication
by Betsi Cadwaladr University
Health Board alone
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SCOTLAND

Consultation on
smacking ban in Scotland
The Scottish public is being asked about
proposals to ban parents in the country
from smacking their children.
A consultation has begun ahead of a
members’ bill being put to the Scottish
parliament that will propose giving children
the same protection from assault as adults.
Highlands and Islands Green MSP John
Finnie has put forward the bill, which is
being backed by a number of children’s
charities and the Association of Scottish
Police Superintendents.
He said: ‘There is clear evidence that the
use of physical punishment is detrimental to
children’s long-term health and wellbeing.’
In England, Wales and Northern Ireland

there is no ban on smacking and parents are
allowed to use ‘reasonable chastisement’. But
hitting a child so hard that it leaves a mark or
injury could result in criminal charges.
Under Scottish law, parents can claim
a defence of ‘justifiable assault’ when
punishing their child, but are prohibited
from using an ‘implement’ to do so, as well
as from shaking their child, or striking them
on their head.
A Scottish Government spokesman said
there were ‘no plans to introduce legislation
in the area’ but they would ‘consider carefully
the members’ bill’.
The consultation ends in August.
● Read more at bit.ly/SCT_smacking_ban

£5
top-up to weekly child benefit
would lift 30,000 children
out of poverty

SCOTLAND

Progress on new
child poverty laws
A bill to tackle child poverty passed its
first stage in the Scottish parliament with
unanimous support.
The Child Poverty (Scotland) Bill will set
out ambitious statutory targets to reduce
the number of children in poverty by
2030, as well as a framework to monitor
progress against that goal.
Equalities secretary Angela Constance
said: ‘We have consistently said that
the fact one in four children in Scotland
today are living in poverty is completely
unacceptable and we must take action to
resolve this – something this bill sets out.’
While welcomed by child poverty
campaigners, some have called for the
plans to go further, and include details of
measures to tackle, as well as monitoring,
child poverty.
Director of the Child Poverty Action
Group (CPAG) in Scotland, John Dickie,
said: ‘There is also a real opportunity
now for ministers to back up their bill
with the kind of concrete action that
would see a step change for lowincome families.
‘Using new powers to make a £5
top-up to weekly child benefit would,
for example, lift 30,000 children out
of poverty.’
● Read more at bit.ly/SCT_CPAG
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RESEARCH NEWS

AUSTRALIA

Small amounts of alcohol in pregnancy
can affect baby’s facial development
Australian researchers have found that drinking
even small amounts of alcohol when pregnant
has subtle effects on how a baby’s face develops.
A team from the Murdoch Children’s Research
Institute in Victoria studied 1570 women
throughout their pregnancies and births
– 27% of whom said they continued to drink at
least some alcohol while pregnant.
Photos were taken of 415 of the babies’ faces
when they turned one, using multiple cameras
from different angles to create a 3D image. An
analysis of 70,000 points on each baby’s face
revealed subtle differences in those whose
mothers had drunk alcohol compared with
those whose mothers hadn’t. These included a

UK

UK

Television isn’t the enemy, says study
Most children aged five can
watch up to three hours of
television a day with few ill
effects to their language skills
by the time they leave primary
school, new research suggests.
But while the study, published
in the journal Child Development,
finds less is generally better,
television was found to have
a bigger impact on the children
with lower language skills, but
made little difference to those
with higher levels of language.
Lead researcher James
Law, professor of speech and
language sciences at Newcastle
University’s School of Education,

slightly shorter, more upturned nose, as well as
differences to the shape of their eyes and lips.
Even low levels of alcohol – such as no more
than two drinks on any one occasion, and no
more than seven a week – were linked to changes
in face shape. However, these could only be
picked up using the imaging technique, and were
not visible to the naked eye, according to the
study published in JAMA Pediatrics.
‘We don’t know if the small changes in the
children’s facial shape are connected in any way
to differences in their development,’ said Jane
Halliday, who led the research. ‘We plan to look at
this as the children grow.’
● For more, go to bit.ly/JAMA_alcohol

Communication and Language
Sciences, said that ‘television
isn’t the enemy’, providing
parents ‘actively’ watch with
children. He added: ‘It’s when
children are sat in front of it [TV]
for hours with no input that I
think it becomes problematic.’
Researchers from Newcastle
University and Queen Margaret
University, Edinburgh, used
data from thousands of children
in the UK’s Millennium Cohort
Study. They looked at parental
involvement with children aged
three and five – including how
much they read to their children,
or visited the library.
Reading to young children
was, on average, associated
with better performance, but
again it had much less effect
on children with the best
language scores at 11 years.
It had much more effect on
those doing less well.
● The research can be viewed
at bit.ly/UoN_TV

City life could present psychosis
risk for adolescents
Living in a city could make young people more vulnerable to
psychotic experiences, according to a UK study.
Researchers from King’s College London and Duke University
interviewed more than 2000 British 18-year-olds about
psychotic experiences they might have had since the age of 12.
They found those raised in major cities were more than
40% more likely to report psychotic experiences, such as
hearing voices and feeling extremely paranoid, than their rural
counterparts. Among those from the largest, most densely
populated cities, 34% subsequently reported psychotic
experiences between 12 and 18 years, compared with 24% of
adolescents in rural settings.
The research, published in Schizophrenia Bulletin, also found
local conditions and crime were strong contributing factors.
The study’s authors suggest the link could be owing to a
heightened biological response to stress, which can disrupt the
activity of dopamine in the brain. Excess dopamine is thought
to be behind psychotic illnesses such as schizophrenia.
Growing up in threatening neighbourhoods could lead teens
to develop responses such as hypervigilance and paranoia.
Dr Helen Fisher, senior author, said that ‘early, preventative
strategies’ to help them cope better could ‘reduce young
people’s risk for developing psychosis and other mental health
problems further down the line’.
● To read the study, go to bit.ly/KCL_psychosis
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RESEARCH NEWS

IRELAND

Mental abuse impacts
more than domestic abuse

US

Parents glued to tech devices
could affect children’s behaviour
Could parents spending too much time
on their smartphones or tablets lead to
behavioural problems in children?
This question was asked by a team from
University of Michigan CS Mott Children’s
Hospital and Illinois State University.
Their research suggests ‘technoference’
– tech-related interruptions to family time,
such as checking phone messages during
meals or conversations – is associated
with child behaviour problems, such as
oversensitivity, hot tempers, hyperactivity
and whining.

The findings, published in the May 2017
online issue of Child Development, are
based on surveys of mothers and fathers
from 170 two-parent households.
Lead author Brandon T McDaniel
said: ‘It’s too early to draw implications
that could be used in clinical practice,
but our findings contribute to growing
literature showing an association
between greater digital technology use
and potential relationship dysfunction
between parents and their children.’
● To read on, visit bit.ly/CD_tech

Growing up in a home with psychological
abuse has longer-term effects on young
people’s wellbeing than domestic violence,
according to a new study from Ireland.
Researchers from the University of
Limerick investigated how children’s
exposure to domestic violence and abuse
between their parents affects them between
the ages of 17 and 25.
The study, published in the Journal of
Interpersonal Violence, found it was young
people’s exposure to the psychological
dimension of domestic abuse – including
arguing, name-calling and behaviour that
is intimidating, isolating, manipulating or
controlling – which had a detrimental impact
on their psychological wellbeing.
Researcher Catherine Naughton said
the study highlighted the long-term
consequences of abuse: ‘Psychological
domestic abuse, when it occurred alone,
seems to be the most damaging, perhaps
because people are unable to recognise and
speak out about it.’
● View the research at bit.ly/JIV_abuse

UK

SUPERSTOCK/SHUTTERSTOCK/ISTOCK

Children with TVs in their bedrooms
more likely to be overweight
A UK study has found a link
between children having a
television in their room and an
increased risk of obesity.
Researchers from
University College
London analysed
data on 12,556
children from the
UK’s Millennium
Cohort Study,
following them from
ages seven to 11 to
assess long-term associations
between TV and computer use
and body fat in children.
They found that, compared
with children who didn’t have
a TV in their bedroom at age
seven, those that did had a

significantly higher body mass
index and more body fat at 11.
The association was higher for
girls than for boys.
The study, published
in the International
Journal of Obesity,
found girls who
had a TV in their
bedroom at age
seven were at an
approximately 30%
higher risk of being
overweight at age 11 compared
with those who did not have
one in their bedroom, and for
boys the risk was increased by
about 20%.
● To access the full study, visit
bit.ly/UCL_obesity

US

Messy family break-ups increase
risk to child health, say researchers
Children of parents who had
an acrimonious separation are
more susceptible to colds in
adulthood, say US researchers.
‘Early-life stressful experiences
do something to our physiology
and inflammatory processes that
increase risk for poorer health and chronic illness,’ said Michael
Murphy of Carnegie Mellon University.
The study involved 201 healthy adults, who were
quarantined then exposed to a cold virus and monitored for
five days to see if they became ill.
Those whose parents lived apart and never spoke during
their childhood were more than three times as likely to
develop a cold, but adults whose parents had separated but
communicated with each other showed no increase in risk
compared to the intact families.
● To read the study, go to bit.ly/CMU_separation

July 2017 Community Practitioner 11

10-11

arc

.indd 11

27/06/2017 14:18

THE BIG STORY

The people have

SPOKEN
With the repercussions of
the general election only just
beginning to be felt, Community
Practitioner takes a look at what
it might mean in the longer term
for the NHS, healthcare and the
people working within it.

T

he parties set out their stalls, and
the people went to the polls –
but the one thing missing
from this election was an
outright winner.
With no party gaining a majority, and no
clear mandate for any one set of manifesto
policies, there is a great deal of uncertainty
about what the future might hold.
But, as the politicians analyse and absorb
what has happened, one thing is
already clear – they cannot ignore it.
The British public has given them a
message – they are not happy with
the status quo.
British politics has been on a
rollercoaster ride in the past year.
Last July the country was still reeling
from the result of the Brexit vote and
Theresa May entered Number 10 with

a parliamentary majority of 12, as Jeremy
Corbyn’s approval ratings hit an all-time low.
Just 12 months on, he has increased
Labour’s share of the vote by more than any
other of the party’s election leaders since
1945, and the Tories have lost their majority
in the House of Commons.
If a week is a long time in politics, then
a year is an eternity. So where might we be
12 months from now?

told BBC Radio 4’s
Today show that
while they needed
to ‘get on with the
job of reducing
the deficit’, the
Conservatives ‘also need to take account of
legitimate public concerns about ensuring
that we properly fund public services’.
He also said there now needs to be an
‘open conversation’ about how the UK leaves
the EU, adding: ‘We need to recognise we,
as Conservatives, were not returned as a
majority. That means we need to proceed
with the maximum possible consensus.’
Writing in the British Medical Journal,
Professor Chris Ham, chief executive of
the independent healthcare think tank
The King’s Fund, says Brexit negotiations
will have a direct effect on the NHS ‘through
issues such as the rights of EU nationals
working in the UK and an indirect effect from
what Brexit means for the economy and
public finances’.
He adds: ‘One of the consequences of
the election is that the government has no
mandate to pursue a hard Brexit. Assuming
that a seriously wounded government is able
to reach some kind of deal with the EU, and
this is by no means certain, this may be less

The number of European
nurses registering to work in
the UK has plummeted by

96%

A SOFTER BREXIT?
Days after the vote there were already
signs that the Conservatives’ rigid
stance on austerity was changing and
the approach to Brexit softening. Both
issues will be crucial to the health
service moving forward, in terms of
funding, staffing and pay.
Environment secretary Michael Gove
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damaging to the NHS and social care than
many had feared.’
He points to ‘a clear message from the
electorate’ about the need for politicians
‘to listen to and act on its concerns about
public services and the effect of further
spending cuts’.
‘If the government is willing to hear this
message,’ he says, ‘it may loosen the purse
strings and find additional funding for the
NHS and social care.’
‘From a union perspective, whatever
happens with Brexit, it must resolve the
issues of jobs,’ says Sarah Carpenter, head
of health at Unite. ‘If the NHS doesn’t have
enough people to fill the jobs, that is going
to be destructive.’

ISTOCK

THE HEALTH OF THE NATION
Already the number of European
nurses registering to work in the UK
has plummeted by 96% since the EU
referendum last June, with just 46 nurses
from EU countries registered with the NMC
in April 2017, compared with 1304 in July
2016, according to figures obtained through
a freedom of information request by the
Health Foundation.
Sarah adds: ‘We are going to need to
look again at homegrown staff. The Tory
manifesto only talks about homegrown
medical staff; it doesn’t talk about any other
groups of staff.
‘I think one of the things that might
happen is the government will have to
look again at the student bursary for nurses
and midwives, the withdrawal of which has
put off a lot of people from going into
those professions.
‘Hand in hand with that is the critical
issue of pay,’ she adds. ‘I hope there will
be a move away from austerity towards a
fully funded NHS, with proper pay
not constrained by the 1% cap. All the
unions are now working together on
a joint campaign to end the pay cap,
and I hope the election result will help
bring that about.’
She says that Unite will also continue
to press for the government to take
heed of the Labour manifesto pledge to
increase the number of health visitors

If the government is
willing to hear this
message, it may loosen
the purse strings and find
additional funding for
the NHS and social care

2500
The number of school
nursing staff in England,
down 17% from 3000 in 2010

and school nurses, especially
in the light of the latest figures
that show there are just over
2500 school nursing staff in
England, down 17% from 3000
in 2010. And health visitor
numbers have fallen in England
by 1000 – almost 10% of the
workforce – since 2015.
‘There have been some
truly shocking figures, and in a year’s time
we want to see that turning around,’ adds
Sarah. ‘There has got to be a realisation that
the health of the nation relies on the public
health provision for children.’

around downgrading local hospitals
became a key issue in some areas during
the campaign.
As Professor Ham puts it: ‘The election
result in Canterbury, where the Labour
Party candidate won the seat from the
Conservatives on a platform that included
opposing plans to reconfigure hospital
services in east Kent, will have set alarm bells
ringing in Whitehall.’
Sarah adds: ‘I think with all the local
sensitivity, newly elected MPs aren’t going
to want to put themselves in a “Canterbury
situation”, and it might cause them to be
more critical of the local STP plans.
‘What may happen is more engagement
with what is going on, which can only be a
good thing. We have been very critical that
the STPs have been made behind closed
doors and people haven’t been invited in.
I think what this election shows is that
people want to have more of a say.’
More people having their say could
continue to be a powerful force for change,
adds Sarah. ‘This election has engaged
people who have never been engaged
before. With a broader demographic voting,
the government will need to take account of
the entirety of need. I think there has to be a
shift in the agenda as a result.’ CP

The number of health visitors
in England has fallen by

1000
– almost 10% of the
workforce since 2015

DEEPER ENGAGEMENT
With all parties putting mental health
services in their manifestos, and a
Tory emphasis on ‘parity of esteem’ in
the treatment of mental and physical
conditions, there is hope that much
needed improvements in provision
might be forthcoming.
Sarah also believes NHS
Sustainability and Transformation
Plans (STPs) could be put under the
spotlight, after public sensitivity
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When Amika George heard that girls
in Britain were missing school because
they couldn’t afford sanitary products,
she was shocked into action. Here, the
17-year-old London student explains
how her campaign – #FreePeriods – has ignited
a debate, and looks set to bring positive change.

E

arlier this year, the BBC reported the
findings of a Leeds-based charity,
Freedom4Girls, which shook me
and many others to the core. Girls
as young as 11 were missing school
every month for the simple reason that they
couldn’t afford sanitary protection. The
charity provides sanitary products to women
abroad who can’t afford them. But this
wasn’t just happening in rural parts of Africa,
or the slums of Mumbai. It’s happening right
here, in Britain. Shocking isn’t it?
I decided to try and do something
mething
about it, so I started
campaign
called
ed a campai
ign call
led
#FreePeriods, calling
ng on the government
g
governm
nmen
ent
to provide free sanitary
girls
nitary products
produ
uctts to
to g
irls in
need, to stop ‘period
poverty’.
od poverty
y . Eight
y’
Eigh
Ei
ht weeks
in, more than 7600
0 people have
haave signed
sig
igned the
petition, demanding
ng thesee girls
girl
rlss be
b helped.
The issue came to ligh
light
March
ghtt iin
nM
arch when
Freedom4Girls was
approached
as ap
ppr
proaached for
donations by a local
cal sschool.
cho
ool. Teachers
T
there
had noticed some girls
around
gir
i lss were
were absent
a
the same time every
e y month.
er
mo
IItt transpired
they couldn’t afford
rd sanitary products
p
and
it was easier for them
em to stay at
a home rather
than face the possibility,
humiliating
sibility, a hum
miliating
one, of leaking in front of their
theiir peers.
The girls who’ve
e contacted me
to tell their stories have made
e
me see just how widespread
and damaging thiss issue
is. I have shed many
ny a tear
reading their accounts.
unts.

In many cases, the girls’ parents can barely
afford to provide food for their children, so
sanitary care is something they have to do
without. Many don’t even dare ask. Some
have to make a pad last two days. One young
girl told me how she would stay at home
during her period and would stuff toilet roll
into sports socks; her makeshift protection
would cause discomfort and rashes, but
what was the alternative?
Missing school regularly creates gaps in
learning, and educational achievement is
subsequently compromised
compromised.
compromise
ed.. Ho
ed.
How
w do these
students ever escape fro
from
rom
m th
tthe
he
e cy
ccycle
cle of
poverty and deprivation?
deprivattio
on? Itt is so important
these girls meet no obstacles
obst
ob
s ac
st
acle
les in their
learning and can go
go to
o school
sch
chool with
confidence, and
d without
w thou
wi
thoutt stress
or fear of bleeding
bleed
din
ing
g over
ove
their clothes.
s.
The #FreePeriods
#Fre
eeP
Per
erio
iods
d
campaign
gn is
is
making
g
waves,
wave
es,

L

thanks to the support of those who are
shouting for change. Inspired by the
campaign, the Green Party, Women’s
Equality Party and LibDems have all lent their
support in pledging to end period poverty.
Also Cherie Blair, London mayor Sadiq Khan
and many others have said they are proud of
what we are achieving together.
I am meeting Baroness Burt of Solihull to
discuss how to bring this issue to parliament,
and the more signatures we have, the greater
the chance of eliciting real change.
Apart from signing the petition, I would
love all CPs to be on the lookout for girls who
may not be adequately protected during
their period. They may be the anxious ones,
who find it difficult to focus, or who keep
rushing to the loo but won’t ask for help.
We need to normalise period issues. I’m
encouraging people to write to their MPs.
Please help these girls by also signing the
petition link below, and then sharing it with
everyone you know. Girls should not have to
choose between their education and their
period, and it’s time for the government to
consign period
pe
eriod
o poverty
povverty
erty to history. If we all
shout
shou
outt enough,
eno
en
ough
gh, they
the
th
ey will have to listen! CP

ur support
You can add yo
eriods
eP
re
to the #F
ide free
ov
pr
to
n
campaig
ection to girls
sanitary prot
ed to free
who are entitl
signing
by
,
ls
school mea
ePeriods
here: bit.ly/Fre
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Elaine Baptiste (left)
attending the memorial
service for Florence
Nightingale held at
Westminster Abbey, with
Norma Dudley, health visitor
and Unite-CPHVA rep

Celebrating
Florence
It was a huge privilege to attend the
memorial service at Westminster Abbey
on 17 May to celebrate the life and work
of Florence Nightingale. Held every year
close to her birthday, 12 May, it is now

By royal invitation
My colleague Sarah ReddingtonBowes (left in picture) and I felt very
honoured and humbled to attend the
Queen’s Garden Party as guests of the
CPHVA. The event, which took place
on 16 May at Buckingham Palace, was
a real treat. We had perfect weather
and we were able to wander around
the Palace gardens, which are large
with a lovely lake, at our leisure.
Our fellow guests were a mixture
of young and old, and two bands
playing music added to the grand
occasion – as did the Beefeaters in
their superb uniforms. The police,
ushers, guides and catering staff
were so friendly. For myself and
Sarah – a nurse, midwife and
health visitor with more than 35 years’
NHS service – it was a wonderful
acknowledgement of our work. CP
Dr Toity Deave, associate professor for
family and child health, UWE

marked
as International
m
Nurses’ Day.
The turnout for the
event was overwhelming,
and
a attending were
many nurses in uniform
from
St Thomas’
f
Hospital,
where Florence
H
worked
as a nurse. The
w
Chelsea
Pensioners led
C
the
t procession, their
involvement
being in
i
gratitude
to Florence for
g
the
t care she gave troops
in the Crimean war. Also in the procession
were Baroness Watkins of Tavistock,
the shadow health secretary, Jonathan
Ashworth, and Guild of Nurses members.
There was a full service with a choir,
hymns and prayers, ending with the singing
of the national anthem. It was a pleasure to
see nursing still held in such high esteem. CP
Elaine Baptiste, health visitor/specialist paediatric
continence nurse 0-19 years, CPHVA Executive
member for London and Eastern Region

Calling Scottish members
As you can see on page 35, a Scottish
Government event is being held in Glasgow
on 22 August, part of the Unite-CPHVA
#HVWeek. You can register for it at bit.ly/
hv_conf_17. I shall be there, with UniteCPHVA activists, and you’ll spot us as we will
have a stand. They hope 300 practitioners
will attend, and it would be great to meet
up with Scottish Unite-CPHVA members.
I appreciate you may find it difficult to find
the time to attend. If so, why not invite me to
your next locality, team or similar meeting?
As long as it is in Scotland, I’m happy to
attend, listen and discuss the issues with all
attendees (Unite-CPHVA members or not).
There’s so much going on in Scotland.
I represent Unite-CPHVA members
nationally at strategic meetings shaping
your practice. If you’d like to hear more
on this, or share your experiences, I’m
happy to listen. I’ll even bring the biscuits.
Please get in touch by emailing
gavin.fergie@unitetheunion.org CP
Gavin Fergie, Unite lead professional officer

Bursary available to
support conference
attendance
Would you like to attend this year’s
Unite-CPHVA Annual Professional
Conference on 17 and 18 October
in Cardiff? Then why not apply for
the MacQueen Bursary? The award
provides a full two-day conference
ticket and £50 towards travel and/or
accommodation. There are up to SIX
awards available.
Applicants must be Unite-CPHVA
members who have qualified within
the past two years OR have never
previously attended a Unite-CPHVA
conference.
For details of the award and how
to apply, contact Lynne MacKinnon,
member of the Professional Advisory
Committee, by emailing lynne.
mackinnon@bfwhospitals.nhs.uk
Applications will be reviewed
as they are received, so early
application is strongly advised. CP
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The Unite-CPHVA
Annual Professional
Conference 2017
17th–18th October 2017
Motorpoint Arena Cardiff

Energise. Educate. Empower.

Book your
ticket today.
There is something for everyone on the conference programme,
whether you are a health visitor, a community nursery nurse,
community practitioner, school nurse, lecturer, researcher or
student. The plenary sessions will give you focused updates on
key changes and policies affecting community practice in the UK,
and dedicated break-out sessions will allow you to tailor
the two days to meet your individual learning needs.

Book your ticket today and
join us in Cardiff this October.
To book visit:
cphvaconference.co.uk/registration

Don’t miss out
on Early Bird
rates – available
until 7th August
2017!

The seminars were fantastic, as were the speakers…”
Anna Leggett, 2016 attendee

What will you gain?
• Access to a dedicated programme
• Opportunities to network and share experiences
• A choice of break-out sessions and masterclasses
• The chance to hear inspirational success stories from your peers
• Time to reﬂect on and develop your skills
• Clinical updates to support your CPD and revalidation
• A social event where you can relax with friends

Save up to £52 on your conference ticket with early bird savings –
book now: cphvaconference.co.uk/registration
16. P
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RIGHTS AT WORK

The future of the
1% pay cap in the NHS

W

ith the outcome of the
2017 general election
leading us into uncharted
political territory, it seems
hard to predict how the
NHS – the services and the staff – might fare
in the months and years to come.
What we do know is that the NHS is
critically underfunded, and that cuts in
services and jobs are happening now. The
capping of the cost-of-living pay rise at 1%
has had a huge impact on the ability of trusts
to recruit and retain staff, which hits the care
that the NHS can deliver.
Following the outcome of the NHS Pay
Review Body report and in particular their
decision to stick to the 1% cap, unions
with members in the NHS surveyed their
membership about what they might be
prepared to do in response to this disgraceful
policy. Unite did this as an electronic survey
to all members we have email addresses for,
spanning just over a week at the end of April.
Some 98% of Unite members who
responded did not believe that the
government’s approach to pay for NHS staff

Following a member
survey in April, Unite
has been given an
overwhelming mandate
to fight the NHS pay
cap. Sarah Carpenter,
Unite’s head of health,
reports on your
reactions and plans for
the campaign.
was fair. This is an overwhelming mandate
for the union to build a campaign against the
cap, and we are now talking to our regional
health committees and occupational
committees about how that campaign looks.

WHAT DID THE SURVEY SAY?
The survey gave us insight into what people
would be prepared to do to fight the cap on

pay. A total of 90% said they would sign a
petition, and we are looking into this being a
joint one with all the other health unions.
Some 64% indicated they would be
prepared to take industrial action short of
a strike (such as only working contracted
hours, refusing to complete non-essential
paperwork or not covering holiday or
sickness absence), and 53% said they would
be prepared to take strike action.
At this stage neither Unite, nor any of the
other NHS trade unions, are making any
formal plans to ballot members, but that
may be an option later in the campaign if this
matter is not resolved.
Lots of members were keen to speak to
others about the pay cap – 61% said they
would talk to colleagues, friends and family;
58% would put up a poster at work; 53%
would write to their MP; and 15% want to
write to their local newspaper – and we will
look to provide resources so this can happen.
There are also members who want to go
further and get more active in the union
to try and break the pay cap – 48% would
encourage colleagues to join the union;
41% would attend a campaign event locally;
27% would attend a national demonstration;
and 7% want to become Unite reps.

WHAT CAN WE DO ABOUT IT?

ALAMY

As mentioned above, other unions are also
working to ‘Scrap the Cap’ (to quote the
RCN’s campaign) and we want to use this
campaign to work with those other unions at
national and local level.
Political pressure is also vitally important,
and we will look to work with members
across the public services to raise the issue of
pay, and how important it is in the delivery of
services, and the quality of care.
With the new political landscape following
the general election, we have a chance to
influence future policy on this matter, and
must take every opportunity to do so. CP
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Back in control
When victims of domestic violence
escape, they often only have time to
take a few, if any, basic necessities.
One beauty blogger read about
this and realised she could help.
Beverley D’Silva caught up with her.

C

aroline Hirons is recalling the
light-bulb moment that led to
her launching her charity, Give
and Makeup, which supplies
make-up, clothing and other
essentials to women and their young
children escaping from domestic abuse.
‘It was seven years ago, and I was writing
about beauty products for my blog when
I found myself on the Refuge website,’
says Caroline, a beauty industry stalwart
with more than 20 years’ experience and
a successful blog to her name. ‘I got to the
page aimed at women planning to leave an
abusive relationship, advising them what to
take with them and what to leave behind.
I realised they often take very little, so as not
to arouse suspicion in their abuser.
‘Some just take the kids, their purse and
a nappy bag – not even tampons or shower
gel. They get to the women’s shelter or
to a police station with not even the bare
essentials. I was appalled. I thought: “I must
do something to help.”’

HELPING THOSE IN MOST NEED
As a ‘facialist aesthetician’, beauty-firm
consultant and blogger, Caroline received a
vast array of cosmetics
and toiletries from
companies wanting
their products to be
featured on her blog.
She looked around
her home office at the
gels, mascaras, lipsticks and
shampoos – 99% of which
were unsolicited, she says –

and thought: ‘I can’t
make use of all this
stuff myself… But I
can think of some
women who can.’
Give and Makeup
was born, and
today the non-profit
initiative supports
Refuge and Women’s
Aid in London and the Cardiff
area. In Caroline’s words: ‘We get
everyday essentials into the hands
of women and children who need
them the most.’
Appeals on her blog and to her
friends brought donations flooding
in. ‘My hallway would regularly be
piled up high with baby clothes,
prams and bags full of clothes for the
women and toys for the kids.’

THE SHOCK OF ABUSE
Her local Refuge office was delighted to
get the goods and in those days would
collect from her West Kensington home,
with her husband and children – three boys
and a daughter, now aged 25, 23, 15 and 12 –
ferrying bags and boxes down the path.
‘Then I got a car, and I started delivering to
the offices to save them doing it,’ she says.
The fact Caroline hadn’t met any
victims of domestic violence played
a part in her emotional reaction, she
says: ‘I think that learning about abused
women’s experiences made it more
shocking and abhorrent to me.’
As she became more involved with
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Refuge, she came to learn what women and
their children had to endure from abusive
men, as well as distressing facts, such as
that two women are killed each week by a
partner or former partner in England and
Wales, and one in four women are subjected
to domestic violence in their lifetime.
While she doesn’t often meet the women
her charity is helping – ‘they don’t need to
know who I am, they’ve got enough to cope
with’ – she feels increasingly angry on their
behalf. ‘For some of these women, owning
make-up or perfume, or being free to dye
their hair, is a first-time thing – their partners
had forbidden them from doing these
things.’ She adds: ‘More than just getting a
nice lipstick or shampoo, for many of them it
is about taking back control over what they
do to their own bodies.’

REFUGES – A ‘VITAL SPACE’
Besides running Give and Makeup (a singlehanded, unpaid role she juggles with her
blogging and brand-consultancy careers,
and family duties), she is also an ambassador
for Eve Appeal, the UK’s gynaecological
cancer research charity, and supports
Women’s Aid; the latter’s chief executive,
Polly Neate, says refuges are ‘a vital space for
survivors of domestic abuse to reclaim their
confidence and identity. Something to make
them feel pampered and special can play an
important part in that’.
The needs of such refuges change all the
time. ‘They will say: “We’ve had a massive

More than just getting a
nice lipstick or shampoo,
for many women it’s
about taking back
control over what they
do to their own bodies
influx of babies” and I’ll send out a tweet. I’ll
hear back from people asking: “What size
baby clothes? What sex are they?”’ She finds
people respond ‘so generously – especially
women in caring about other women’.
Crisis times when refuges need extra
help are festive seasons, such as Christmas –
Caroline collects shoe boxes of toys for the
children living in refuges from October – and
at the time of big football matches: ‘Drinking
and disappointment go hand in hand,’ she
says. However, as Refuge points out, the
image of the abuser as a drunken, workingclass man is a cliché, and the perpetrator
could as easily be sober and middle class.
Besides her charity work, Caroline’s careers
as brand consultant and blogger are as busy
as ever, as reflected by her website, which
offers no-nonsense insight into everything
from acne to SPF, and the cosmetics many
of us spend our hard-earned cash on.
She sets out a special case for healthcare
professionals and beauty care. ‘I’m so aware
staff suffer dehydrated skin and bodies,’ she

says. Her tips to combat this are to use a facehydrating mister and wear a water-based
moisturiser; but most importantly, to carry
a water bottle at all times, if you can, and sip
from it throughout the day.

CAN YOU DONATE?
While London is so well supplied with
donations that Give and Makeup doesn’t
need any for now, goods are still in demand
in other parts of the country, and Wales is
especially in need (see the Give and Makeup
website, below, which has a link to Escentual.
com). What’s needed hasn’t changed over
the years: it’s still children’s and women’s
clothing, shampoo and shower gel, and
make-up (if not new, it should be lightly
used; used items with an applicator wand,
such as mascaras and lip glosses, are not
suitable, for hygiene reasons).
‘It can be difficult for someone to give, say,
£30 in money to a cause, but they might be
happy to donate a face cream they’ve barely
touched,’ says Caroline. ‘The donation will
do good for someone worse off than you, it’s
that simple, really.’ CP
● To donate toiletries, make-up, and
clothing to Give and Makeup, go to
the website at carolinehirons.com/
page-give-and-makeup and for anyone
experiencing domestic violence and
needing help, or those wishing to make
donations, visit refuge.org.uk or
womensaid.org.uk

ABOUT CAROLINE HIRONS
● Her mother and grandmother both worked on beauty counters, which is how

she discovered her interest in cosmetics at a young age
● She trained at the Steiner School in London, graduating in CIBTAC aesthetics
● She is trained in more than 100 brands and is a ‘globally qualified

advanced aesthetician’
CAROLINE HIRONS

● She had her first baby in what was Queen Charlotte’s and Chelsea Hospital,

when it was sited in Stamford Brook, west London
● She takes sponsored posts, but brands cannot pay for a good review
● Her YouTube channel, started in 2007, has more than 120,000 subscribers.
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Anna Scott offers a practical guide for community
practitioners, now that preventing people being drawn into
terrorism forms a vital part of the safeguarding role.
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our days after the general election
resulted in a hung parliament
and left prime minister Theresa
May clinging to power, the UK
Government announced a joint campaign with the
French Government to tackle online radicalisation.
This came in the aftermath of three terrorist attacks
in Westminster, Manchester and London Bridge in as
many months. The terrorist attack on a London mosque
that followed shone the spotlight on yet another kind
of extremism.
‘It’s a reminder that terrorism, extremism and
hatred take many forms,’ the prime minister said in
the aftermath. ‘This government will act to stamp out
extremist and hateful ideology – both across society and
on the internet, so it is denied a safe space to grow.’
The perceived fact that only one particular group is
susceptible to radicalisation is completely untrue, agrees
Sean Thomson, citizenship and cohesion adviser for the
London Borough of Waltham Forest. ‘There are a number
of different groups operating across the UK, and indeed
the European continent, that espouse what we consider
to be extremist views which are dangerous,’ he adds.
‘By raising awareness and offering advice and
information on all of the different kinds of ideological
views which exist, we ensure that people are safer.’
Uncovering instances of radicalisation is highly
complex, however, not least because it’s not always
obvious. Analysis by the Children and Family Court
Advisory and Support Service (Cafcass, 2016) of 54
family court cases involving radicalisation found that,
in general, children were not ‘outwardly vulnerable’ to
radicalisation to the extent that they or their family were
known to the local authority.

ON THE FRONT LINE
Understanding extremism and radicalisation is now a
crucial part of the health visitor and school or community
nursery nurse’s job.
‘Community practitioners have a unique relationship
with families, children, young people and the wider
community,’ says NHS England’s deputy safeguarding
lead Sue Warburton. ‘They may become aware of
unusual behaviours or objects [for example, in 2016 a
district nurse noticed Islamic State regalia at a patient’s
house, leading to the person getting support to avoid
radicalisation]. They may also need to support families
with concerns.’

So within the Counter-Terrorism and Security Act
(CTSA) (HM Government, 2015a), healthcare professionals
working in England, Scotland and Wales have a duty to
show ‘due regard to the need to prevent people from
being drawn into terrorism’ – radicalisation is firmly a
safeguarding issue (see Northern Ireland spotlight for
its policies).
It’s worth highlighting that preventing radicalisation
is not solely down to healthcare professionals. The vital
duty also applies to local authorities, the education
sector, criminal justice and the police across England,
Scotland and Wales (HM Government, 2015a). Schools
and childcare providers, for example, are in a similar
position to healthcare providers to spot early signs.

THE PREVENT PROGRAMME
The government’s Prevent strategy – which aims to stop
people becoming terrorists or supporting terrorism –
was launched in 2003 as part of CONTEST, the overall
counter-terrorism strategy formulated in response to
the terrorist attacks in the US on 11 September, 2001.
But until January 2010 there was no Prevent programme
in the health sector. In 2010, Prevent was piloted in nine
strategic health authority regions in England in a number
of areas including school nursing.
A review of the strategy in 2011 and a strengthening
with the CTSA (2015) resulted in the listing of the
healthcare sector across England, Scotland and Wales as
a priority sector in which risks of radicalisation need to
be addressed (HM Government, 2015b; 2015c).
‘The key challenge for the healthcare sector is to
ensure that, where there are signs that someone has
been or is being drawn into terrorism, the healthcare
worker can interpret those signs correctly, is aware of the
support which is available and is confident in referring
the person for further support,’ the latest strategy states.
‘Preventing someone from becoming a terrorist or
from supporting terrorism is substantially comparable
to safeguarding in other areas, including child abuse or
domestic violence,’ the strategy continues.
Within Prevent sits Channel – a multi-agency
programme across the UK focused on providing support
at an early stage to those vulnerable to being drawn into
terrorism. It aims to do so by identifying those at risk,
assessing the nature and extent of risk and developing
an appropriate support plan for the individuals involved.
A ‘pre-criminal’ space, in which those at risk of
radicalisation and their families can receive help
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Z H Q
and support, is also in place.
The programme has not been without
criticism, however. In the aftermath of the
Manchester bombing, the city’s mayor,
Andy Burnham, described Prevent as
‘toxic’ and said the programme left some
members of the Muslim community feeling
under suspicion.
And the Prevent guidance itself states that
uptake of the strategy in the health sector
has not always been consistent, partly due
to the unfamiliarity of the subject matter
among healthcare professionals, and
partly because early training was not
always appropriate.
However, NHS England, Scotland and
Wales have now incorporated Prevent into
their safeguarding arrangements (HM
Government, 2015b; 2015c). In addition, each
country has undertaken activity to raise
awareness of the strategy and help frontline
health staff identify signs of vulnerability.
This includes the now-mandatory Workshop
to raise awareness of Prevent (WRAP) – an
online course from the Home Office which
provides NHS staff with an understanding of
their role in the Prevent strategy.
A Scottish Government spokesperson
adds: ‘The Playing our part guidance (NHS
Scotland, 2015) aims to enable health boards
in Scotland to understand radicalisation and
take appropriate steps, along with partner
agencies, to prevent patients or staff from
being radicalised and becoming a danger to
themselves and others.’
NHS England is also piloting bespoke
training packages, with the first due in
autumn. ‘It will support mental health
practitioners in understanding how to
support those vulnerable to radicalisation
and how to spot the signs,’ says Sue.

SAFEGUARDING
What this means on a practical level is that
health visitors, school and community
nursery nurses must know who their
safeguarding leads are. These will be the
people to alert if they have spotted changes
or worrying behaviour in their clients,
families or the communities in which they
work, or whether they’re certain someone is
being radicalised.
Community practitioners should
respond as they would in any other area of
safeguarding – notice, check and share.
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‘A practitioner’s role is to safeguard
individuals from further harm by prompt
reporting of concerns when they have
noticed a change that could indicate a client
or child in their care is at risk of radicalisation
or has been radicalised,’ says Sue.
It will then be up to the safeguarding
leads whether to refer a case to the Prevent
case management team. At this stage, any
issues of consent and risk assessment will be
considered. If gaining consent from patients
for escalating concerns is not in the public
interest – that is, informing the person of
their referral is considered dangerous – then
the Prevent lead will support any robust risk
management process.
Either way, community practitioners will
need to provide support during the referral
process for clients who have been affected
by radicalisation, and robust care plans
should be put in place so everyone involved
is safeguarded, including the family affected.
Prevent and safeguarding leads will
also help community practitioners
ensure an appropriate case management

plan is in place to support the needs of
individuals they are dealing with who
have been affected by terrorism. ‘The plan
should also link together the range of
disciplines required to deliver a holistic
plan of care for those involved, such as
social care,’ says Sue.

ADVISING FAMILIES
Supporting families’ needs will also mean
advising them. Families are often closest
to the individuals concerned. For example,
the majority of 14,500 11- to 25-year-olds
surveyed by the National Police Chiefs’
Council in 2015 said they were most likely to
tell their parents, particularly their mothers,
if they were worried about someone they
know becoming radicalised.
So if a parent is worried their child wants
to travel to Syria to fight in the civil war for
example, community practitioners should
be able to advise them to speak out and
gain support from a range of sources.
‘Educateagainsthate.com is a Department for
Education website with advice for parents,
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NORTHERN IRELAND SPOTLIGHT
While counter-terrorism is a UK Government strategy, the principal threat from
terrorism in Northern Ireland (NI) comes from NI-related terrorist groups, which
the Prevent strategy does not directly deal with. It is also the responsibility of
the secretary of state for Northern Ireland.
Nevertheless, the issues and principles of the Prevent strategy are still
relevant, and the UK Government works closely with the NI assembly to counter
the threat posed by these groups.
(Source: HM Government, 2011)

and there are many civil society groups
and statutory agencies, such as the local
authority safeguarding team, where parents
can raise their concerns,’ says Sue.

SAFETY AND COLLABORATION
But community practitioners must also
remember their own safety, and working
with the organisation to ensure risk
assessments and lone-working policies are
in place is crucial.
If clients are in cordoned areas,
practitioners must liaise with the
safeguarding lead, who will have close links
with the local authority and the police.
‘They will be able to gain information about
how long the area is likely to be cordoned
off and what can be done to access
individuals; if it is necessary they are seen
immediately,’ says Sue.
‘All local areas and organisations have
emergency plans in place to ensure people
receive the support they need, even during
incidents where it has been necessary to
cordon off a particular area.’
The shocking frequency of UK terrorist
attacks in 2017 has heightened awareness
of radicalisation but it ‘continues to be
important to integrate messages about
identifying the risks of radicalisation into
mainstream safeguarding,’ reiterates Sue.
Accessing training to enhance skills in
dealing with these situations, knowing the
safeguarding process and their requirements
under the Prevent programme, and
using supervision sessions will support
practitioners in dealing with the impacts of
terrorism and radicalisation. CP
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SIGNS THAT MAY INDICATE
SOMEONE IS BEING RADICALISED
● Graffiti symbols, writing or artwork

promoting extremist messages
or images
● Parental/family reports of changes
in behaviour, friendships or actions
and requests for assistance
● Reports from partner healthcare
organisations, local authority
services and police of issues
affecting patients in other
healthcare organisations
● Patients voicing opinions drawn
from terrorist-related ideologies
and narratives
● Use of extremist or hate terms to
exclude others or incite violence
● Isolating themselves from family
and friends
● Talking as if from a scripted speech
● Unwillingness or inability to discuss
their views
● A sudden disrespectful attitude
towards others
● Increased levels of anger
● Increased secretiveness, especially
around internet use.
(Sources: Department of Health, 2011; NSPCC, 2016)

FACTORS THAT MAY LEAD TO RADICALISATION
Radicalisation is a process not an event, and there is no single route or pathway into it.
Those targeted by radicalisers may have doubts about what they are doing, meaning
healthcare organisations need effective policies and procedures in place to support staff
who raise concerns about a patient.
There is no single way of identifying who is likely to be vulnerable to being drawn into
terrorism. But factors that may have a bearing on someone becoming vulnerable include:
● Peer p
pressure
● Influence fro
from other people or via the internet
● Bullying
y g
● Crime against
g
them or their involvement in crim
crime
rime
● Antisocial behaviour
● Family
y tensions
● Race/hate crime
● Lack of self-esteem or identity
● Personal or political grievances.
(Source: HM Government, 2015)
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eaths from viral hepatitis have
been on the rise since the 1990s,
and the disease now claims
as many lives globally as HIV/
Aids, tuberculosis or malaria
(Stanaway et al, 2016). The WHO estimates
that some 325 million people are living
with chronic hepatitis, caused by B or C
virus infections, and the annual death toll is
around 1.34 million (WHO, 2016).
Despite it being the seventh leading cause
of death in the world, awareness is relatively
low (Stanaway et al, 2016). And with several
different strains of the disease, there is also
confusion around how it spreads, symptoms,
prevention, treatment and outcomes.
The epidemic was made a global health
priority for the first time last year, when 194
governments adopted the WHO’s global
strategy on viral hepatitis (WHO, 2016a),
which includes the goal of eliminating
hepatitis B and C by 2030.
With effective vaccines and treatments
for hepatitis B and a cure for hepatitis C
available, such an ambition is achievable
– but not without greater awareness and
understanding of the disease.

WHAT IS HEPATITIS?
Hepatitis is an inflammation of the liver, most
commonly caused by a viral infection. There
are five main strains – A, B, C, D and E.

As World Hepatitis Day
approaches on 28 July,
Community Practitioner
shines the spotlight on
this group of viruses
that affects hundreds
of millions of people
– most of whom are
unaware of their status.

Hepatitis B and C are responsible for 96%
of deaths from the disease (Stanaway et al,
2016). Often referred to as the ‘silent killer’, it’s
believed that 95% of people with hepatitis
globally have no symptoms, which can lead to
them unwittingly transmitting it to others – or
to developing fatal liver diseases (WHO, 2016b).
Left untreated, chronic hepatitis is a
leading cause of liver cirrhosis and primary
liver cancer. Together, hepatitis B and C
cause 80% of liver cancer cases in the world
(WHO, 2015).
Hepatitis A and E are usually caused by
consuming contaminated food or water,
while hepatitis B, C and D are spread through
blood-to-blood contact, for example in
blood transfusions, medical procedures
using contaminated equipment, or, for
hepatitis B, transmission from mother to
baby at birth. Hepatitis B and C can also be
transmitted through sexual contact.
Symptoms can include jaundice, dark
urine, extreme fatigue, nausea, vomiting,
itching skin, muscle and joint pain,
abdominal pain and a fever of 38°C or above.
However, chronic hepatitis may not
have any obvious symptoms until a patient
develops liver failure. In the later stages it
can cause jaundice, swelling in the legs,
ankles and feet, confusion, and blood in the
stools or vomit.
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ACTION IN THE UK
Here, the greatest public health concern is
hepatitis C. An estimated 214,000 people are
living with the infection in the UK – including
160,000 in England (Health Protection
Agency, 2012).
Injecting drug use is the greatest risk
factor; around half of people who inject
drugs are thought to have been infected in
England and Wales, just under one in four
(23%) of those in Northern Ireland, and 57%
in Scotland (PHE, 2016).
The disease is also prevalent in black and
minority ethnic populations who have
close links to countries with a high rate of
hepatitis C infection.
Public Health England (PHE) has set up
a new national group bringing together
commissioners, providers, scientists, and
public health and advocacy organisations
to share expertise in tackling hepatitis C.
Preventative efforts focus on raising
awareness, promoting safe sex and safe
injecting practices, as well as vaccinations
and infection control in healthcare settings.
The UK has national guidelines on increasing
testing, targeting high-risk groups such as
those in prison, where an opt-out bloodborne virus testing programme is in place.
More people are now getting help, with
treatment rates increasing by around 40% in
2015, up to 8970 from an average of 6400 in
previous years. Last year’s annual Hepatitis C
in the UK report also shows deaths in the UK
fell for the first time in 2015 (PHE, 2016).
‘Even with this major expansion in
treatment, and the successful reduction in
mortality, there remain many thousands to
be treated in the coming year and beyond,
including those with mild symptoms or
no symptoms,’ says Dr Sema Mandal,
consultant epidemiologist in immunisation,
hepatitis and blood safety at PHE. She adds:
‘A substantial proportion of the infected
population are thought to be undiagnosed –
or previously diagnosed but forgotten or not
referred, or dropped out of care.’
NHS England has increased treatment
plans for this year by a quarter, enabling
12,500 more people to be treated in 2017-18,
says Dr Mandal. ‘In many areas of the
country, patients who have been diagnosed
have now been offered treatment, and we
are focusing on identifying people who do
not know they are infected.’

THE IMPACT OF HEPATITIS

95%
of people with hepatitis
present no symptoms
(Source: WHO, 2017b; 2016b; 2015)

13.3
million
people in Europe live
with chronic hepatitis B

80%
of liver cancer
worldwide is caused
by hepatitis B or C

THE HEPATITIS B VACCINE
PRE-EXPOSURE IMMUNISATION FOR HEPATITIS B VIRUS (HBV) SHOULD BE
OFFERED TO:
● Injecting drug users
● Commercial sex workers
● Close family contacts of a case or individual with chronic hepatitis B infection
● Families adopting children from countries with a high or intermediate
prevalence of hepatitis B
● Foster carers
● Individuals who receive regular blood or blood products, and their carers
● Patients with chronic renal failure/liver disease
● Inmates of custodial institutions
● Individuals in residential accommodation for those with learning difficulties
● Travellers visiting high-risk areas
● Those at occupational risk: healthcare workers, laboratory staff, staff of
residential and other accommodation for those with learning difficulties.
POST-EXPOSURE IMMUNISATION IS OFFERED TO:
Babies born to mothers who are chronically infected with HBV, or to mothers
who have had acute hepatitis B during pregnancy. Pregnant women have a
routine blood test for hepatitis B as part of their antenatal care. Babies born to
mothers found to be infected with hepatitis B need to be given a dose of the
hepatitis B vaccine within 24 hours of their birth, followed by further doses at
one, two and 12 months old. There is evidence that the response to hepatitis B
vaccine is lower in preterm, low birthweight babies. It is, therefore, important
that premature infants receive the full paediatric dose of hepatitis B vaccine
on schedule
● Sexual partners of people with acute hepatitis B
● People who are accidentally inoculated or contaminated: this includes those
who contaminate their eyes or mouth, or fresh cuts or abrasions of the skin, with
blood from someone known to have hepatitis B. The area should be washed well
with soap and warm water, and medical advice sought.
●

(Source: PHE, 2013)
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● World Hepatitis Day is on 28 July.
Organisers aim to raise awareness of the
virus with a personalised Polaroid photo
social media campaign #showyourface.
For details, visit worldhepatitisday.org
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HEPATITIS FROM A TO E
HEPATITIS A

HEPATITIS D

The hepatitis A virus is
usually caught by
eating or drinking
substances
contaminated with the faeces of an
infected person. It’s most common in
countries where sanitation is poor. A
vaccination is recommended for people
travelling to such destinations. It can be
severe, but usually passes within a few
months. There is no specific treatment
but symptoms can be addressed.

The hepatitis D virus
needs the hepatitis B
virus to survive in the
body, so it only affects
those with hepatitis B. It’s usually spread
through blood-to-blood contact or
sexual contact. Uncommon in the UK,
it’s more widespread in other parts of
Europe, the Middle East, Africa and
South America. Long-term infection
increases the risk of serious problems,
such as cirrhosis and liver cancer. There’s
no vaccine for hepatitis D, but hepatitis B
vaccine can provide protection.

HEPATITIS B
Hepatitis B is
uncommon in the UK. It
is spread in the blood
of an infected person,
most commonly from pregnant women
to their babies, or child-to-child contact.
In rare cases, it can be spread through
unprotected sex and injecting drugs. It is
also an important occupational hazard
for health workers. Most adults recover
within a few months, but most infected
as children develop chronic hepatitis B,
which can lead to cirrhosis and liver
cancer. Antiviral medication is available.
From 1 August, all babies in the UK will
be offered a vaccination for hepatitis B.
Vaccination is also recommended for
people in high-risk groups (see hepatitis
vaccine box, page 25) such as healthcare
workers and people who inject drugs.

HEPATITIS E
This strain of the virus
is usually caught by
consuming food and
drink contaminated
with the faeces of an infected person. It’s
now the most common cause of acute
hepatitis in the UK. Usually mild and
short-lived, it rarely requires treatment,
but can become chronic in people with a
suppressed immune system. There’s no
vaccine for hepatitis E, but good food
and water hygiene prevent the spread.
ALCOHOLIC HEPATITIS
Caused by overconsumption of alcohol
over many years. Though common in the
UK, many are unaware of it as they don’t
present with symptoms. Can in time lead
to cirrhosis, liver failure or liver cancer.

HEPATITIS C
Usually spread through
blood-to-blood contact
with an infected person,
hepatitis C is most
common in the UK among injecting drug
users. Often there are no noticeable
symptoms, or only flu-like symptoms.
Around one in four people infected
will fight off the infection (NHS Choices,
2015) but most develop chronic hepatitis
C, which can cause cirrhosis and liver
failure. New hepatitis C drugs have better
cure rates, less side-effects, and are easier
to administer (NHS Choices, 2015).

AUTOIMMUNE HEPATITIS
A rare, long-term hepatitis in which the
immune system attacks the liver, which
can lead to liver failure. The cause is
not known, but it can be treated with
medicines that suppress the immune
system and reduce inflammation.
DRUG-INDUCED HEPATITIS
This is a reaction to medication that
involves inflammation of the liver. It has
symptoms akin to acute viral hepatitis.
It usually subsides within days or weeks
after the offending drug is stopped.
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RAISING AWARENESS
Greater awareness is crucial, adds Dr
Mandal: ‘Being aware of who might be
at risk and what can be done to prevent
and control infection is key in challenging
public and professional perceptions.
‘It’s crucial to understand there are
several different hepatitis viruses that affect
the liver. They’re often different in the most
common route of transmission, populations
affected, prevention, testing and treatment
services, and methods of control.’
She urges health visitors to check the
immunisation status of babies born to
hepatitis B-infected mothers ‘to ensure
they receive their hepatitis B vaccine doses
on time, in order to prevent a chance of
chronic hepatitis B infection being acquired
at birth and subsequent risk of liver
cirrhosis and cancer’.
She adds: ‘Community nursery nurses
should be aware of infection control policies
to minimise spread of gastrointestinalrelated infections such as hepatitis A.’ CP
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Are you a student member of UniteCPHVA? A member who is undergoing
a programme of education to become a
health visitor, school nurse or community
nursery nurse? Would you like to help
shape the Community Practitioner journal?

A

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

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

THE JOURNAL NEEDS YOU!
Are you an experienced community
practitioner with a broad knowledge
base? Perhaps you work in academia
or you’ve worked in practice and are
regularly published? Would you like
to have input to the journal’s content?
Would you like to:
● Review our research submissions?
● Work with the editorial team to
coordinate the peer review process?
● Advise us on reviewers from our list?
(Perhaps you have colleagues who
would be able to review for us?)
● Play an active advisory role on the
journal’s general content direction?
● Attend our editorial advisory board
meetings three times a year?
Then you could be our new
professional editor.
The role would need a commitment
of two to four hours a week with
regular contact with the team.
For anyone interested in this role,
which will receive an honorarium,
send your CV and cover letter to
the journal’s managing editor
Emma Godfrey-Edwards at
emma@communitypractitioner.co.uk
by 2 August.
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CHILDCARE

Making the right

CHOICE
Sorting out childcare provision can be a minefield. When
should parents start searching and what should they look for?
Would a home-based childminder or group setting be best?
What funding is available? Theresa Johnson of the Professional
Association for Childcare and Early Years looks into the options.

C

hoosing childcare can be a
daunting prospect for parents
at first but, providing the care
is high quality, it can bring
many benefits. As well as giving
peace of mind to parents, freeing them to
concentrate on work or studies, the right
childcare supports children’s development.
Whoever cares for a child will have a
huge influence on them during the most
impressionable years of their life.
As health visitors and community
practitioners, you are well placed to support
anxious parents and offer practical advice if
the selection process feels overwhelming.
One of the most important pieces of
advice that the Professional Association for
Childcare and Early Years (PACEY) offers is for
parents to start their search sooner rather
than later as a lot of childcare providers have
waiting lists. First impressions count for a
lot, but before a parent even visits a setting
they can do some background checks. All
registered childcare providers are regulated
by Ofsted in England (Education Scotland/
Care Inspectorate in Scotland, the Education
and Training Inspectorate in Northern
Ireland and Estyn in Wales), and reading their
latest inspection report will provide a good
overview of the setting.
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KEY QUESTIONS TO ASK WHEN MAKING CHILDCARE CHOICES

There are broadly two different types of
childcare: home-based (domestic) childcare,
which includes registered childminders,
registered nannies and childcare on
domestic premises; and group-based (nondomestic) childcare, which includes day
nurseries, pre-schools and school nurseries.
All too often childminders are overlooked
in favour of group settings because their
role is misunderstood. In fact, childminders
are trained professionals who have to
deliver the same curriculum, Early Years
Foundation Stage (EYFS) in England, as
nurseries, and offer a unique communitybased early education (the equivalent
in Wales and Northern Ireland is the
Foundation Stage and in Scotland the Early
Years Framework). With parental work
patterns changing, there is now a notable
increase in families looking for flexible
childcare, which childminders are well
placed to deliver. Ofsted figures state that
92% of childminders are rated as good and
outstanding in England – demonstrating
that they offer quality early education.
The local Family Information Service has
details of all the local registered childcare
providers, which parents can use to shortlist
settings they would like to visit. Parents can
find childcare providers in their area using
PACEY’s childcare directory, SearchChildcare.
Two key questions that will have a big
influence on childcare choice are the
number of hours required, working pattern
– whether standard office hours or irregular
shifts – and the location of the family home.
The effect that the right childcare
professional can have on children should
never be underestimated. Emma Nugent,
mother of two girls aged six and two, was
keen to explore the option of childminders,
as she wanted her daughters to be in a
home-from-home setting.
‘When I started my search for childcare, my
priorities were to find someone experienced
who would support my child’s development
– physically and emotionally,’ she says. ‘Once
I found my childminder, I never looked back.
It made returning to work so much easier,
finding someone I could trust.’
Emma’s childminder made a lasting
impact on her children. ‘She exceeded my
expectations. Her home is full of love, and
her advice, empathy and flexibility has made
a real difference to our lives,’ she says.

● How do they ensure the safety of children in their care?
● Does the setting offer government early years entitlement?
● There should be paediatric first aid-trained staff in settings, but what

other experience and qualifications do they have and what training
is undertaken?
● What is the typical daytime routine?
● Can they provide a copy of the mealtime and snack menus?
● What is the approach to discipline and how is a child’s behaviour managed?
● Do they have access to outdoor space and do they arrange any outings?
● What is the cost of care? What is included in fees and what isn’t? For

example, are there extra costs for food, nappies and wipes?
● How is a child’s learning and development supported?
● How is their progress recorded and how is information shared with parents?
● What is the setting’s policy on illness?
● What is their procedure for giving medicine to a child?
● Can they provide parent references?

DECISIONS
PACEY encourages parents to take their
child with them when they arrange an
appointment at a setting. Watching how the
childcare professional interacts with a child
can be really insightful. Does she or he focus
on the child? How do they engage with the
child? Do they appear interested?
For Jackie Boyle, taking her daughter to
visit a nursery helped her to finalise her
childcare choice. ‘I knew I wanted a larger
group setting, and I visited a lot of nurseries,
but the one I chose was the one my daughter
seemed to love the most,’ she says. ‘She
warmed to the practitioners and one of
them invited her to take part in an activity
while I chatted to the nursery manager. The
staff were genuinely interested in getting
to know her and it was lovely to see how
she interacted with them. Their personal
approach had a big influence on my decision.’
Parents should also prepare a list of
questions to ask in advance of their visit (see
box above). If a child has additional needs,
suffers from a medical condition or an allergy
or intolerance, parents should ensure the
setting understands their requirements. For
Jackie, meal planning and food preparation
in the nursery was key because her daughter
has a food allergy. ‘I wanted to be sure that
they took allergies seriously – that they
understood what she could and couldn’t eat

and were able to cater for her. I also needed
to feel that the nursery was able to deal with
any allergic reactions.’
High-quality childcare settings ensure that
carers and children form strong bonds; the
children feel safe and have opportunities
to learn and develop through a range of
varied activities; days are structured and
children enjoy nutritious food; and there is
lots of positive interaction from those who
are caring for them. Good providers will also
have ways to keep parents involved in their
child’s progress – maybe a daily update or a
shared learning journal – so they don’t miss
out on important milestones.
With a bit of research and knowing the
right questions to ask, parents can be
confident that they have made the right
choice for their family and given their child
a positive start in life. CP
● To find out what the state pays

towards childcare, see page 30, or pay
childcarechoices.gov.uk a visit. See
gov.uk/childcare-calculator to work out
the help parents can get. To access PACEY’s
directory, visit searchchildcare.org.uk
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CHILDCARE FUNDING – WHAT THE STATE PAYS
SCOTLAND

NORTHERN IRELAND
Funded pre-school
education for three- and
four-year-olds: this can
be taken up in nursery
schools, primary schools
with nursery classes, and
some voluntary and private
pre-school playgroup
settings and day nurseries.
Disadvantaged children are
given priority.

Support for disadvantaged two-year-olds:
certain disadvantaged two-year-olds are entitled to
600 hours of free childcare (around 16 hours a week
in term time). In 2020, all three- and four-year-olds
and disadvantaged two-year-olds will be entitled to
1140 free hours.
Universal offer for three- and four-year-olds: all
children in Scotland are entitled to 600 hours of free
early learning and childcare a year (around 16 hours
a week in term time).

ENGLAND

WALES
12½ hours’ funded childcare per
week for disadvantaged two- and
three-year-olds: this is delivered
over 2½ hours a day, five days a
week for 39 weeks a year. Aimed at
disadvantaged children, eligibility is
based on postcode.
Universal offer for three- and
four-year-olds: all children in Wales
are entitled to a minimum of 10
hours of free, part-time Foundation
Stage education in a school or
funded nursery.
30 hours’ funded early education
and childcare for eligible threeand four-year-olds: this will be
rolled out at a future date, which
is yet to be confirmed, and will be
available for 48 weeks a year.

15 hours’ funded childcare per
week for two-year-olds: from
two, a child may be eligible for 15
hours of funded early education
for 38 weeks of the year (term
time) if parents already receive
some level of support, equating
to 570 hours per year.
15 hours’ funded childcare per
week for three- and four-yearolds: entitlement starts from the
term after their third birthday.
30 hours’ funded childcare per
week: To be eligible, each parent,
or sole parent in a single-parent
family, of a three- or four-year-old,
must earn the equivalent of 16
hours on the national minimum
wage per week, but no more than
£100,000 per year.

Tax-free childcare (across the UK)
Working parents can pay up to £2000 a year in childcare
costs without paying tax, or £4000 if the child is disabled.
The scheme is for parents of children up to the age of 12.
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SCHOOL NURSE WEEK

Spreading the
word

School nurse week, which runs from 10 to 14
July, is a great opportunity to raise your profile and
make colleagues aware of your responsibilities.

A

t The Future of School Nursing
conference in May, one speaker
confirmed what school nurses
are beginning to realise: the only
thing that’s constant is change.
Whatever the future of public health looks
like, the job is clearly changing. School nurses
will be working to a contract and accounting
for what we do, and as a consequence, school
nurses will not have the time to carry out
non-commissioned activities. School nurse
week is an opportunity to engage with others,
particularly influential individuals and groups,
to explain the health concerns of school-age
children and adolescents.
Many people still cannot understand the
need for school nurses, because they believe
that personal and health issues should be a
matter for parents. There is also an ongoing
debate about the merits of free school
lunches and free breakfasts, with some
people convinced that the state should
not intervene. The week is a chance to
persuade people of the merits of universal
school nursing input, which must be framed
using evidence, of course, but also as part
of a narrative.
Can you tell the story of how the presence
of a school nurse improves the lives of
children and young people? Can you
describe how your intervention is important
to the outcome? Are you prepared to start
the conversations with the facts available at
your fingertips?
Colleagues may be unaware of the breadth
and scope of modern school nursing, but it is
up to us to promote what we do. CP

IES

SCHOOL NURSE WEEK: Starting the conversation
Ask yourself the following to frame a narrative about school nursing, and to
promote your role, inspire yourself and others, and engage in new partnerships.
MONDAY
Safeguarding
● Do your managers require you to
attend case conferences and core group
meetings that are not relevant?
● Do you have a recent policy?
● Who, locally, needs to know what you
bring to safeguarding local children?
● Is there a Childline, NSPCC, Barnados,
Action for Children or any other charity
or statutory organisation that needs to
know about school nurses?
● Are there any local initiatives around
FGM, and are you involved?
● Can you write a piece for CPHVA use?

TUESDAY
Healthy lifestyles, obesity, dental health
● Can you contact local dental surgeries
and discuss what school nurses do?
● Do the local GPs and practice nurses
think of you when presented with
overweight children or those who are
faddy eaters?
● Have you chatted with your midday
supervisors recently?
● Could you eat in the school canteen?

WEDNESDAY
Supporting children with complex/
additional health and wellbeing needs
School nurses who work in special needs
schools should ask the following:
● Do your health visitor and school nurse
colleagues know what you do?
● If you have local education psychologists
or education social workers, have you
met up to discuss where you fit in?
● Can you see doctors or a specialist nurse at
the local asthma clinic? Do the GP surgeries

know about school health policies?
● Have you met with school governors to

discuss your role and their responsibility?
● Can you talk to any local charities that

deal with disabled children?
● Is there a young carers group in the area?

Have you told them about your role?

THURSDAY
Mental and emotional health
Schools find this issue takes up a lot of
their resources. Child and Adolescent
Mental Health Services (CAMHS) have also
faced cuts, and children are suffering.
● Does CAMHS know what you do?
● Are you commissioned to help here? If
not, why not?
● What do your lead local authority
councillors know about the work you do
at drop-ins? Can you evidence this?
● Are there local voluntary or not-for-profit
groups, such as YoungMinds or Place2Be,
that should learn about school nursing?

FRIDAY
PSHE
Many teachers with PSHE in their portfolio
are knowledgeable, but many aren’t!
Public health priorities include reducing
smoking and stopping children starting;
reducing harmful drinking and alcoholrelated hospital admissions; and ensuring
every child has the best start in life.
● Do external organisations such as Brook
or Life contribute in these areas, and do
they know about modern school nurses?
● What happens to the A&E slips of those
teenagers who are admitted drunk?
● Do you have any partnerships with street
pastors or the police?
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TECHNOLOGY

The

Technology is
pushing back the
barriers in healthcare.
How are community
practitioners
responding?
Rima Evans reports.

digital
evolution
D

igitisation is a core strand in
modernising the NHS, using IT to
innovate and remodel the way
patients are cared for. But it’s
been a less than straightforward
path. Last year’s Wachter Review (Department
of Health, 2016) acknowledged the failure
of the National Programme for Information
Technology, halted in 2011, while also
pressing home that its ultimate goals remain
crucial to an effective, efficient healthcare
system and should not be left to stagnate.
The issue may now be back on the agenda
at national level but at grassroots, progress
has been picking up pace for a number of
years now, with pioneering work taking
place across various disciplines.
As part of a pilot scheme at Glasgow’s
Royal Hospital for Children, for example,

nurses have been trained in using video
technology that allows parents of premature
babies in the neonatal intensive care unit to
be remotely updated on their child’s health.
In Surrey, a ‘test bed’ project is underway,
led by Surrey and Borders Partnership
NHS Foundation Trust, which aims to help
dementia patients live in their own homes
for longer. It will use the ‘internet of things’
(where devices, sensors and even wearables
are connected to the internet and each other)
allowing carers and health professionals to
monitor patients’ health at home.

PRACTICE BENEFITS
A digitally driven evolution (rather than
revolution) has also been taking place
among health visitors, and community and
school nurses. Teams are embracing mobile
technologies, social media and online
platforms in a bid to be able to deliver a
better quality and more personalised service
to a growing population.
Is all this change having an impact on
practice? Harry Evans, policy researcher
at The King’s Fund, highlights that mobile
working technologies, where practitioners
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are equipped with tablets or laptops
connected up to electronic health-record
systems, is particularly significant and a trend
being led by community nursing.
‘It’s easy to see what the benefits of this
way of working would be, especially in a
sector where time is squeezed,’ he says.
‘It increases efficiency, because records
can be updated directly without the need
for paper notes to be made first. More
importantly, it means they have access to
real-time patient records at the point of care,
improving the service they deliver.’
Inevitably, he says, adapting to these
changes is a gradual process, partly because
digital investment is not uniform across the
country, and partly because technology is
not just about processes but also a cultural
and mindset shift that can take longer to
bring about.
‘Some regions are more advanced,’ Harry
says. ‘Those areas leading the way are using
the technology to promote good care, and
have implemented it in as useful a way as
possible and in a way practitioners want.’
In the East Riding of Yorkshire, community
practitioners have been using electronic
records since 2009, working mobile with
laptops since 2015 and have full access
to patient records, explains Su Davis,
senior clinical governance manager and
clinical safety officer at Humber NHS
Foundation Trust.
There are many advantages to this, she
says, including the fact that colleagues can
more readily share information with each
other without having to meet in person or
travel back to base. ‘With patient records at
their fingertips, they can all see the same
information and discuss concerns,’ says Su.

THE DIGITAL ERA

1974

1971
The first email is
sent by computer
engineer Ray
Tomlinson

A revolution is sparked
by the launch of the first
commercially successful
personal computer, the
Altair 8800

1985
The first UK mobile
phone call is made

1991

2002

On the world wide
web, the first
website goes live

The ‘beginning of the
digital age’ – the year
humankind was able to
store more information
in digital than in
analogue format

ISTOCK/GETTY/ALAMY

SKILLING UP
Still, Su warns that such benefits can take
time to filter through because working
with mobile technology has implications
for the way practitioners do their job, which
can be slower to embed.
‘During the initial stages, navigating
around an electronic system and keyboard
typing rather than using pen and
paper, which many of our workforce
are used to, may be slow and reduce
productivity. As skills develop, however,
it increases efficiency.’
Working with electronic health

2004
Facebook is founded.
It now has around 1.94
billion users a month

2016

2007

3.6 billion people
used the internet
in this year, 49.5%
of the world’s
population

The iPhone is unveiled
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HEALTH BY TEXT

SCALING BARRIERS
The less palatable side, which
can discourage practitioners,
is having to get to grips with
information governance
standards and issues and grasp
how these affect their day-today job. ‘It is a huge and difficult
agenda,’ admits Su. ‘Application
of Caldicott principles requires
practical examples to be
worked through to enable
practitioners to manage
confidentiality appropriately.’
Another big barrier continues to be the
interoperability of different systems around
the country, which means that electronic
records can’t easily follow a patient who
moves out of the area.
Digitisation goes way beyond electronic
health records, however. Community
practitioners are harnessing technology
to radically rethink the way they engage
with patients, delivering care using modern
methods more suited to the way society now
lives and communicates.
One example is exploiting social media.
Some health visiting teams have set up
Facebook groups to connect with clients and
be able to share news, educational resources
or important information more easily. They
are also using it for their own education,
sharing good practice, for example.

Initiatives such as the eRedbook,
currently being trialled, aim to widen
choice for new parents in how they access
information and organise and keep their
child’s healthcare records.
Meanwhile, school nurses in several areas
are adopting techniques teens may feel
more comfortable with, running ‘e-clinics’
that allow 11- to 19-year-olds to talk through
problems with their school nurse via secure
text messaging (see panel above).

SOUND AND VISION
A space that may soon be occupied
by community practitioners is also
video conferencing. At Pennine Care
NHS Foundation Trust, there are plans
to introduce a cloud-based video
conferencing solution that will allow
healthcare professionals, including

health visitors, and community
and school nurses, to hold
multidisciplinary team meetings
remotely and, where appropriate,
hold consultations with patients.
Andy Comrie, health informatics
programme manager, says: ‘It’s a
more efficient way of delivering
services. Right now, we are still
training people and getting the
equipment to people. Healthcare
professionals seem very keen to
get access to new technologies.
We can’t deliver it fast enough.’
‘Video conferencing could
enhance what would otherwise
be just a telephone call,’ says Su.
‘It could be useful.’
Can this sort of interaction
replace face-to-face? ‘Face-to-face
is still important, of course, but
we are all on shrinking budgets
and resources. From a health
perspective, we have to respond
to the demands of our population,
delivering services in the way
they would like. I think we are on
the brink of digital becoming the
norm,’ says Su. CP
To influence and be a part of the
digital agenda, the CPHVA Executive
Committee is looking for members to
nominate themselves for its Informatics
Expert Reference Group. The group
requires members with particular
expertise in informatics so they can
participate in the debate, and formulate
and produce resources for the guidance,
advancement and education of the
membership. If you are interested,
email cphva@unitetheunion.org.
You will then be sent the terms of
reference and more details to guide
your application.
●

REFERENCE
Department of Health. (2016) Making IT work: harnessing the
power of health information technology to improve care in England.
See: gov.uk/government/publications/using-informationtechnology-to-improve-the-nhs (accessed 26 June 2017).

ISTOCK

records is also about change
management, a process
that cannot be rushed,
especially in respect of those
less eager to embrace new ways
of working.
‘It’s not as simple as digitising
a paper form,’ says Su, herself
a former health visitor. ‘There
has to be proper understanding
of system functionality and
how best to capture and use
information. It has to be fit
for purpose to ensure that it
supports clinical practice and
record-keeping standards.’

Leicestershire school nurses wanted to find
another way to engage with teenagers,
recognising that many are reluctant to speak
face-to-face to a health professional. As they
already used texts to organise appointments for
young people, the nurses decided to build on
that, explains SCPHN student Angela McKay at
Leicestershire Partnership NHS Trust.
And so three years ago saw the launch of
ChatHealth, whereby 11- to 19-year-olds can use
secure text messages to seek confidential advice
about health issues.
Angela says it’s been successful in increasing
contact with young people as teens feel more
comfortable communicating this way. ‘In
particular, we reach more male adolescents,’ she
says. ‘While one in 10 would access face-to-face
clinics, one in five use ChatHealth.
‘Stringent guidelines also mean nurses are
supported in potentially more serious cases.’
The service’s success has even resulted in it
being launched for parents who need advice from
a health visitor or public health nurse, and 30
areas have replicated the service.
From September, school nurses will offer
virtual clinics in local secondary schools, via
Skype, helping nurses in rural areas to engage.
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DIARY

Upcoming courses, training and events relevant to practice.
#SN WEEK

WORLD MENTAL HEALTH DAY

10-14 July
Unite-CPHVA brings you this weeklong celebration of school nurses’
work across the UK.
#SNweek

10 October
This year’s theme is ‘Mental health
in the workplace’.
W: bit.ly/WMHD_2017

WORLD HEPATITIS DAY
28 July
This year’s event focuses on the drive
to eliminate hepatitis B and C by 2030.
W: bit.ly/WHD_17

WORLD BREASTFEEDING WEEK
1-7 August
Now in its 25th year, the aim is
to attract political support and
media attention.
W: bit.ly/WBW_2017 #WBW2017

ADVERTISE
WITH US

UNITE-CPHVA ANNUAL
PROFESSIONAL
CONFERENCE 2017
17-18 October
Join colleagues and peers in
community practice to network,
share best practice and discuss
ideas at this two-day event.
Location: Motorpoint Arena, Cardiff
W: bit.ly/CPHVA_call_for_papers

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

#HV WEEK
21-25 August
#HVweek returns with events in your
regions and countries. Includes a oneday national event in London.
#HVweek

TAKING CARE OF OUR FUTURE
22 August
Grand Central Hotel, Glasgow
This event is aimed at health visitors
and health visiting managers to learn
from colleagues on the progress to
implement the Universal Pathway.
W: qnis.org.uk/events/
hvconference2017

PND AWARENESS WEEK
4-10 September
Join the PANDAS Foundation
to rise awareness around preand postnatal depression.
W: bit.ly/PF_UK
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Since its beginnings
in 2004, parkrun has
inspired people to be
more active, volunteer
in their community
and enjoy keeping fit.
Chrissie Wellington,
the setup’s global
lead for health and
wellbeing, reports
on how it grew into a
global phenomenon.

O

n a dull autumn morning
in Bushy Park, south-west
London, nine men and
four women lined up on
an improvised start line.
The year was 2004 and the organiser of
this informal gathering was Paul SintonHewitt. He took a photo and then shouted
‘Go!’, marking the start of the first Bushy
Park Time Trial.
The idea was simple: Paul wanted a way
to connect with his running club friends
while he was injured, with the post-run
social being as important as the run itself.
More than 12 years later, the
organisation that grew out of that
gathering – parkrun – has taken the world
by storm. A non-profit setup, parkrun
delivers 5k events that take place every
Saturday at 9am (9.30am in Scotland and
Northern Ireland).
The next generation of parkrunners
can be found at junior parkrun: 2k events
for 4- to 14-year-olds held every Sunday
morning. There are currently 460 5k
parkruns and 170 junior parkrun events in
the UK, with 140,000 weekly participants
supported by 13,000 volunteers.
As well as the UK, parkruns can be
found in 13 other countries, with more
than three million people registered
as parkrunners and a new parkrunner

registering every 29 seconds.
So what is a parkrun? For starters, it
is not a race. Parkruns give people the
opportunity to be active, outdoors,
on a regular basis – with the post-run
socialising being as important now as it
was back in 2004. Supported by a small
head-office staff, parkruns are operated
by local volunteer teams – organised by
the community, for the community.
Participants get a barcode when
registering online before their first
parkrun. The barcode is scanned along
with a finish token given at the finish line,
and parkrunners get sent their result via
text or email later the same day.
And the best thing of all – parkruns are
always completely free to take part in!
Contrary to what the name implies, you
definitely don’t have to be able to run to
take part, because we have thousands of
walkers who participate each week – and
the volunteer tail walker is always the last
to finish.
The events are truly a family affair.
Children of all ages can be found
walking, running and volunteering, with
parents, grandparents and even greatgrandparents joining in. Adults can run
with buggies at the 5k events and parents
can also run with their children in the 2k
junior parkruns.
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And if you don’t fancy walking or
running, you could always volunteer –
there is a range of roles to suit everybody.
No previous experience is required.
Alternatively you can simply turn up and
watch to see what all the fuss is about.
The mission of parkrun is to create
a healthier and happier planet by
continually breaking down barriers
to participation and bringing people
together from all walks of life, whenever
they want to come along. Ambitious,
yes – but that is what drives us each
and every day. As a former professional
WHO’S TAKING PART?
athlete, I am passionate about physical
activity and having previously worked
in international development, my role at
parkrun ticks so many boxes.
But parkrun is so much more than a
provider of physical activity – it’s a social
movement that catalyses lifestyle change
among individuals, and strengthens
and builds communities. The benefits
are many and you will get support from
previously inactive
a welcoming community, enhance your
now running
female first-timers
health and wellbeing, and improve your
fitness by walking, jogging or running.
Many healthcare professionals,
including community practitioners,
are already directing people towards
parkrun, encouraging them to participate
visually impaired
runners at parkruns
in whatever way suits them – as runners,

Community practitioners
are already directing
people towards parkrun,
encouraging them to
participate in whatever
way suits them

38,038

113

178,812

walkers, volunteers or spectators. Our
hope is that this becomes commonplace,
and that parkrun is included within the
suite of non-medicinal opportunities
offered through social prescription, to
help change the lives of thousands more
people throughout the UK.
With your help we can make this vision
a reality. We look forward to welcoming
you, your families and colleagues to the
parkrun family. CP

83,708
juniors
participating
at 5k event

69,000
runners from most
deprived quartile

14%

runs done by those
aged over 55
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Safe place for

SUPPORT
A forum for newly
registered health visitors
in Doncaster has
helped ease their
transition from student
to autonomous
practitioner. Here,
Tracey Long explains
how it helped them.

D

oncaster was an early
implementer site for the
government’s Health Visitor
Implementation Plan, A call
to action. As a result, there
was an increase in the number of health
visitors being trained and newly qualified
recruits joining our teams. While this was
undoubtedly a positive for the local area,
there was also an acknowledgment that the
newly registered health visitors required
support to meet the demands of the job.
And at the same time, they were asking for
an arena whereby they could be supported
in their new clinical practice.
So in 2011 the first community of practice
(COP) forum was established with an
aim of offering support to these new
practitioners at a crucial stage in their
development. It provided a safe environment
to share learning experiences and reflections
on practice, while helping participants
to develop the skills that are required for
clinical competence.
Since then, COP has remained an integral
part of the preceptorship period for newly

registered health visitors. The format has
stayed the same, with the forum taking place
each month for two hours and being split
into two parts. Part one involves speakers
talking about a relevant topic – the speakers
are agreed by COP members and myself,
as COP forum facilitator. This section of the
forum has included talks by a non-medical
prescribing lead, a psychological wellbeing
practitioner and a community nursery nurse
(see table, right). The second part of the
forum is reserved for participants to share
their reflections and personal experiences
from practice.
Since the start, the COP forum has received
positive feedback on an informal basis. In
2016, I was given permission to formally
review the effectiveness of the COP forum
that ran for the 12 months from September
2015. Participants were asked to complete
a qualitative questionnaire, which was then
analysed, revealing four themes.

LEARNING AND DEVELOPMENT
The positive impact on learning and
development was the most documented
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piece of feedback from health visitors who
attended COP. Health visitors reported that
they had seen an increase in knowledge base
of their own role and that their confidence
level had improved. They said that they
received additional support and information
about the areas of practice in which
they felt more knowledge was needed,
supplementing previous learning from their
SCPHN training. One health visitor said that
the COP forum ‘has guided my practice’ and
another said ‘it gave me confidence, which
was reflected in my practice’.
The feedback also revealed that
health visitors felt the forum ‘supported
acknowledgement of own strengths and
limitations’, which was seen as integral to
their development. Health visitors said that,
because it was a small group, they felt able
to ask questions that they may not have
asked in a larger group. Furthermore, they
saw value in spending time considering
preceptorship, continued professional
development and non-medical prescribing.
They felt that they learned about practice
from each other as well as the other services
that spoke at the meetings. Health visitors
said that they passed on any new knowledge
gained from the outside speakers to the rest
of their teams. This suggests that the forums
helped disseminate knowledge as well as
facilitating team-building activity from the
new team member.
As a result of the forum, health visitors
said that they had experienced an increase
in their own resilience, which helped them
to self-manage and also to be a more
autonomous practitioner.

EXAMPLE OF A COP FORUM (PART ONE)
SESSION

SPEAKER

SUBJECT

One

COP facilitator

New COP forum members and
previous years’ forum members meet
to share experiences

Two

Lead educational training
facilitator and COP facilitator

Preceptorship in practice, policy,
documentation, action learning sets
and meetings with preceptor

Three

Non-medical prescribing
lead and COP facilitator

Prescribing in practice, policy
and documentation, ordering of
prescription pad, supervision and
continued development

Four

COP facilitator

Festive gathering with activities
linked to practice

Five

COP facilitator

Continuing professional development
and NMC revalidation

Six

Senior psychological
wellbeing practitioner
and COP facilitator

Improving access to psychological
therapies, service roles and responsibilities,
low-level cognitive behavioural therapy,
guided self-help

Seven

COP facilitator

Review of the COP forum’s effectiveness
and review of written contract

Eight

Early help coordinator
and COP facilitator

History and rationale, service roles
and responsibilities

Nine

Community nursery nurse
and COP facilitator

Role of community nursery nurse, work
undertaken, behaviour management,
understanding and supporting families
with behavioural issues

Ten

Advanced nurse practitioner
(midwifery background) and
COP facilitator

Midwifery terminology and practicerelated issues

Eleven

Self-facilitated session

Non-medical prescribing

Twelve

Clinical area managers
and COP facilitator

Leadership in practice, early intervention,
exiting preceptorship

REFLECTIVE PRACTICE
The second theme to emerge from the
feedback was that of reflective practice,
which was seen to have played a positive
part of the COP forum. Reflective practice
allows the practitioner to review experience,
which can lead to developing practice,
and providing reflective accounts is a core
aspect of a practitioner’s revalidation (see
Reflective Accounts form on page 40).
It can be the difference between repeating
the same action on a number of occasions
and making change owing to individual
learning. This is imperative within the COP
forum as there are many practice-related
issues to discuss and, subsequently, improve

Health visitors have an
arena in which they can
reflect on their practice
and learn from their
peers in an environment
that is safe and free from
judgement – which can’t
be underestimated

upon. The health visitors articulated that
the forum had offered them a space to
reflect on their practice, either individually
or as a group. One health visitor said that
‘group reflection on practice allowed for
reflection on personal practice’. There was an
increased appreciation that individuals learn
in different ways and that they all had an
impact on someone else learning.
Feedback noted that the COP forum
impacted on performance and expertise,
through enabled reflection. An important
aspect of this was that practitioners were
encouraged to consider competence,
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performance and accountability in a wayy
that was supportive and non-judgemental.
tal.
It was free from blame or criticism, which
h
would have been a barrier to delivering
effective facilitation.

SUPPORT AND CONTAINMENT
The third theme that ran through the
feedback was support and containment..
The health visitors were resoundingly
positive in terms of the support received
d
from attending the COP forum, from thee
facilitator as well as each other. One health
lth
visitor said they ‘felt supported by all
present’ and that ‘the facilitator managed
d to
contain the whole group without fail every
ery
single time’. The findings showed that health
ealth
visitors valued hearing how others were
managing – one said that the peer support
ort
was helpful as it ‘made me better prepared
red
and able to contain my clients as I was being
eing
g
contained in the forum’.

ORGANISATION AND DELIVERY
This final theme relates to heath visitors’
s’
views of the infrastructures surrounding
g
the COP forum, with particular referencee
to the facilitator, speakers and venue. The
he
e
health visitors responded positively to the
e
COP forum, saying they were ‘well planned
ned
d
and organised’ and that ‘all the sessionss
were extremely relevant and helpful, ass
they were identified by the group’. The
feedback showed that ‘the environment
felt relaxed and safe enough to be able
to openly and honestly share knowledge
and experiences’, and when asked about
planning for future forums, responses
included ‘a safe environment to offload’
and ‘should stay as they are’. The health
visitors said the facilitator was ‘experienced,
knowledgeable, trustworthy, approachable,
supportive, professional and compassionate
at all times’.
One health visitor reflected the
importance of the ‘commitment,
encouragement and enthusiasm’
demonstrated by the facilitator. This was
considered important because it helped
health visitors to prioritise the COP forum
and protect the time to attend when the
pressures of caseload were high.
The health visitors also shared the value
of speakers’ time, stating that this ‘helped
update service knowledge’, ‘gave a better

understanding of the services
servi
vice
cess available’
refer’.
and
d ‘how
‘h tto
o ref
fer’. They also highlighted
the importance of scheduling specific
speakers and how this could influence
the overall experience. One such example
was around the timing that their clinical
managers attended the COP forum. While
the health visitors placed great value on
and significance of this attendance, they
suggested that this would have been
more beneficial if it had taken place earlier
in preceptorship.

EVALUATION
The COP forum in Doncaster has evaluated
positively, showing benefits for the new
health visitors and, in addition, the children,
young people and families on their caseload,
as well as the employing trust. Health visitors
have an arena in which they are able to
reflect on their practice and learn from their
peers in an environment that is safe and
free from judgement. The importance of the
environment cannot be underestimated – it
is imperative that the COP forum is facilitated

with
with
h confi
con
onfi
fidence,
denc
de
nce, care and compassion. It has
done a lot to support reflection, and learning
and development.
The sharing of experiences and learning
with other agencies or disciplines has been
a success. We feel it is particularly important
to consider this when planning COP forums,
given that collaboration between agencies
is crucial in delivering services to children,
young people and families.
Finally, the COP forum that we evaluated
brought many benefits for newly registered
health visitors, but the value is not restricted
to this staff group. COP forums have
subsequently been facilitated to support
practitioners who are going through periods
of transition and could equally be of benefit
to support managing change in practice and
developments in practice. CP
● Tracey Long is a community practice
educator and health visitor at the
Children’s Care Group, Rotherham,
Doncaster and South Humber NHS
Foundation Trust.
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Tackling
childhood obesity
Childhood obesity is on the rise but evidence
shows that healthcare professionals lack confidence
and ability when it comes to addressing the issue.
Amalia Burca Bouch explores the problem.
Obesity, with its associated conditions, is a
serious risk to public health. Obese children
are of particular concern because those who
are overweight or obese as youngsters are
at greater risk of developing a multitude
of health issues. They are also more likely
to become obese adults, therefore leading
to serious health risks within their life
span (Griffiths et al, 2010). The emotional
consequences of obesity in childhood can
also be severe and long-lasting, including
bullying, low self-esteem and social exclusion.
Childhood obesity is becoming more of a
problem. The National Child Measurement
Programme (NHS Digital, 2016) states that
more than a fifth of reception-year children
were overweight or obese. In year six, it
was more than a third. And the prevalence
of obesity has increased since 2014-15
in reception and year six. In reception, it
increased from 9.1% to 9.3% and, in year
six, from 19.1% to 19.8%. Many illnesses that
previously were seldom heard of in children
– such as type 2 diabetes and heart disease –
are now being seen.
Eating and activity habits, including food
preferences, are developed early in life. But,
as many healthcare practitioners will testify,
obesity is a difficult issue to tackle. NICE 2013
guidelines say that healthcare providers
are recommended to implement strategies
such as accurate measuring and recording
of a child’s height and weight to determine
BMI percentile (while using age and genderspecific charts) and be familiar with the local
weight management pathways and locally

approved co-morbidities assessment tools.
They should also assess whether referral to a
lifestyle weight management programme is
appropriate and assess the need for referral
to specialist obesity or other specialist
services (such as paediatric services). And
they need to be able to identify suitable
lifestyle weight management programmes
for children and their families while providing
them with information and ongoing support.
And, before all this, raise and discuss the
issue of weight management confidently and
sensitively with families, and assist parents
and carers in identifying when a child is
overweight or obese.
Another helpful policy, for health visitors in
particular, is the Department of Health’s (DH)
Healthy child programme (2009), which has an
emphasis on early involvement and health
endorsement in the varied phases of a child’s
life, and it plainly underlines the value of
reducing childhood obesity. Education about
weight could start as early as the antenatal
period so that parents may be informed
about healthy weight during pregnancy.
This is especially important since many
overweight mothers-to-be need to have an
awareness that this can cause complications
to themselves and their baby (Public Health
England, 2015).

INEFFECTIVE POLICIES?
Redsell et al (2013) state that health
professionals are still ineffective at dealing
with childhood obesity, in spite of the
guidelines. This may be because many

KEY
POINTS
● Obese children are

at greater risk of
developing health
issues, including
illnesses previously
seldom seen in children
● The emotional
consequences of
childhood obesity can
be severe and lasting
● Healthcare
professionals are still
ineffective at dealing
with childhood obesity
(Redsell et al, 2013)
● Health visitors may face
difficulties in engaging
with obese children’s
parents, who may be
unwilling to accept their
child has a weight issue
● Preventive strategies
need to be implemented
while maintaining
awareness of cultural
and socioeconomic
factors
● Health visitors have
the chance to persuade
entire families towards
healthy nutrition and
physical activity.
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do not read them. Turner et al (2009) stated that the majority
of primary care practitioners are uninformed of the existing
national guidelines. This research found only 10% of interviewed
practitioners had read the recent NICE obesity guidance. The reason
was that many do not consider it an effective intervention, although
it is also due to other issues such as lack of time, lack of experience
in this particular area, or lack of resources.
Turner et al (2009), Edvardsson et al (2009), and Larsen et al
(2015) explored the thoughts of healthcare professionals, including
health visitors, in research articles. In the process, they found that
practitioners find it complicated to engage with the parents of
obese children. Health visitors perceive it to be quite difficult to
make parents recognise and accept the problem of obesity – they
are likely to become defensive, in denial of the issue, or verbally
aggressive. Interviewed participants remarked that obesity is a
societal, rather than a medical, problem, and supervision of this
issue ought not to pertain to them alone. It was also remarked
by the participants that there is a lack of proficiency and full
understanding of referral options, and of the most valuable and
efficient childhood obesity treatments.
Although several health professionals – such as GPs and health
visitors – have regular contact with families with overweight or
obese children, the ways in which the matter is approached differs
from one practitioner to another. According to Larsen et al (2015),
not all of them will consistently provide the necessary and suitable
health guidance, or spend much time assessing a child’s nutritional
intake while informing parents about healthy diet and lifestyle. The
rest will only bring up concerns somewhat when a child’s weight
is higher than it ought to be relative to their height/weight ratio.
Rapid weight gain or an elevated weight on the growth chart can
often be overlooked and not articulated to the parents concisely.
However, health professionals face a moral and ethical quandary
in providing dietary recommendations as they confront a client’s
customs, cultural convictions and insights on their child’s size.
There is the possibility that addressing the issue may be considered
condescending, discourteous, and potentially offensive rather than
empowering and beneficial (Larsen et al, 2015).

Increased prevalence of obesity in both
reception and year six (NHS Digital, 2016)

19.1%

9.1%

19.8%

9.3%
RECEPTION

YEAR SIX

2011) and website emphasise the importance of healthy weight
through the promotion of fun activities and play. Redsell et al
(2010) highlight a call for extensive professional guidance for carers
related to parenting skills and change in behaviour strategies. More
often than not, instructive strategies tried to convey nutritional
and lifestyle information in a manner that, for many, is not relevant
– parents of obese children have said that conventional measures
to obesity management are at times unhelpful (Larsen et al, 2015;
Rudolf, 2009; Edmunds, 2005).

PARENTAL RESISTANCE
As well as healthcare professionals’ skills, another barrier to change
is a dearth of parental knowledge and awareness of the dangers
of childhood obesity (Redsell et al, 2013). According to Keenan
and Stapleton (2010) and Redsell et al (2010), many parents regard
large children as cute and healthy. In addition, most parents are
unwilling to accept that their child has a weight issue, despite the
health professionals’ diagnosis, as they conform to the belief that a
big child equals a happy child. Parents of large babies generally do
not see a connection between a poor diet, high in calories, and an
overall lack of physical activity, and obesity.
Although the role of physical activity is crucial in the deterrence
of obesity both in childhood and adolescence, parents find
obstacles to being active outdoors, including lack of safe local play
areas or other attractive places (Redsell et al, 2010). And parents
generally oppose alterations to the family behaviours and routines
(Sonneville et al, 2009). The government Change4Life paper (DH,

PREVENTIVE STRATEGIES
The purpose of health education is to modify actions and behaviour.
Health professionals therefore ought to inspire individuals to
establish healthy attitudes, rather than just providing information
to change unwanted behaviour. Parents need to be inspired to
understand the impact their behaviour has on the development of
the eating and lifestyle patterns of their child (Rudolf, 2009).
Clearly, there is a need to develop appropriate intervention and
to ensure that health professionals have the right skills. Preventive
strategies around obesity need to be implemented while
maintaining awareness about relevant cultural and socioeconomic
factors. Factors such as race, ethnicity, lifestyle, genetics, culture,
socioeconomic status and the environment, tend to have great
influence on dietary choices (El-Sayed et al, 2011). Dealing with
obesity is thus a multifaceted and complicated process, which
involves a broad sociological awareness and understanding. It also
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requires tactful and compassionate communication skills that can
influence behaviour and bring about positive lifestyle changes.
If done in a knowledgeable manner, health visitors dealing with
young children have the possibility to persuade entire families
towards healthy nutrition and physical activity. While conducting
health promotion activities, health professionals ought to clearly
and effectively discuss with the whole family the key actions
required for the prevention of overweight and obesity later in
life. Main messages to consistently get across are: the reasons for
increased duration of breastfeeding and the delay of weaning from
four to six months, importance of parental role modelling around
food and of establishing healthy daily routines, and the benefits of
a variety of physical activities. The research results from Edvardsson
et al (2009) indicate that parents desire a less authoritarian method,
instead preferring a strong practitioner and client rapport when
dealing with weight.

Also, existing obesity reduction services such as HENRY have been
shown to have a high rate of success (Willis et al, 2014). HENRY
is an evidence-based programme with an emphasis on helping
the whole family make positive changes to their lifestyle, as well
as developing healthier communities. The HENRY programme is
currently working with a variety of local partners such as health
trusts, local authorities, public health departments, voluntary
organisations and universities.
Finally, it could be argued that health visitors are in a significant
position to deal with childhood obesity and should be attributed
a higher value by the government and commissioners, as they add
value in the development of a better, fitter and healthier future
for the next generation. This will require re-evaluation of current
financial support given to health visiting services, addressing the
skills shortage, and an investment in additional training. CP
AMALIA BURCA BOUCH
Infant nutrition lead/health visiting

HIGHER VALUE
More research is required on how to advance communication when
dealing with parents’ beliefs but, for frontline practitioners, easy
and consistent access to training on obesity management might
improve the quality of the delivery of the Healthy child programme.

Research found that only
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Adverse
reactions

Professor Mark Bellis
is a director of Public
Health Wales, an
advisor to WHO, and
an expert in violence
prevention, alcohol,
drugs and sexual
health. Mark’s talk at the
upcoming Unite-CPHVA
conference focuses
on adverse childhood
experiences and their
impact on individuals.

‘I

’m a public health person,’ says
Professor Mark Bellis, speaking from
his office in Cardiff. ‘As such, I want
people to understand the huge
impact that adverse childhood
experiences (ACEs) have on individuals and
society, wherever you are in the world.’
The director of policy, research and
international development for Public Health
Wales (one of his many hats) has in recent
years led major studies into ACEs. These
are stressful events children may face,
such as being a victim of neglect and child
abuse – physical, sexual or emotional – or
exposure to negative behaviours, such as
being around adults with alcohol and druguse problems, mental health conditions,
domestic violence or crime.
‘Evidence from our studies show a strong,
cumulative association between exposure to
adversity in childhood and the adoption of
health-harming behaviours and poor mental

health across the life course,’ he says.
Mark led the first national ACE studies in
England in 2013 and then in Wales in 2015.
These found that almost half the general
population reported at least one ACE and
around 10% reported four or more.
The studies have been retrospective
and based on face-to-face interviews with
more than 4000 adults (in the English study)
and 2000 (in the Welsh), who provided
anonymous information on their exposure
to ACEs before the age of 18, and their health
and lifestyles as adults.
One major goal was to ascertain the
association between ACEs and chronic
disease and health-service use. Across
England and Wales the percentage who
experienced childhood exposure to
verbal abuse was 18% and 23%; parental
separation, 24% and 20%; physical abuse,
15% and 17%; and domestic violence, 13%
and 16%. Exposure to other ACEs were
mental illness (12%; 14%); alcohol abuse
(10%; 14%); and sexual abuse (6%; 10%).
The researchers focused on those with
four or more ACEs (compared to those who
had none) in relation to their increased risk
of developing health-harming behaviours –
such as being a high-risk drinker (twice
as likely in England, four times as likely
in Wales); involved in violence (seven and
15 times more likely); and using crack cocaine
or heroin (11 times and 16 times more likely).
This group was twice as likely to develop
a chronic disease, such as type 2 diabetes,
heart and respiratory disease, and cancer,
as those with no ACEs.

‘In those without ACEs, 20% have
developed one of these serious conditions
by the age of 59,’ says Mark. ‘Among those
with four or more, it’s twice that figure, 40%.’
Not surprisingly, levels of health-service
use were higher in the ACE-heavy groups.
During the past year, they were twice as likely
to have frequently visited a GP, and three
times more likely to have attended A&E or
stayed overnight in hospital.
‘We understand these issues don’t just
have a dramatic influence on the direct
experiences of a child,’ says Mark. ‘People
exposed to ACEs are more likely to grow
up to become smokers, drinkers, get
pregnant underage, or take drugs – to be
“troubled”,’ he says.
Prolonged exposure to childhood stressors
can result in children becoming ‘locked’ into
a higher state of alert to threat. ‘And in that
state of alert, bodies wear out more quickly.
They are physiologically adapted to shortterm survival as they become permanently
prepared to respond to further trauma.’
Such adaptation – never ‘switching off’ –
also increases tissue inflammation, which we
know is a trigger for many diseases.
‘ACEs in childhood can also compromise
how individuals learn to regulate their
emotions, control their impulses or manage
their behaviour. Reduced self-control and
difficulty with interacting socially increase
their need for coping mechanisms – drinking,
smoking and drug use.
‘One way that ACEs spread is from one
generation to the next. People exposed to
ACEs such as violence are more likely to grow
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ALL ABOUT MARK
● Born in the town of Heswall, on

the Wirral
● One of the directors of Public

Health Wales, and works from
bases in Wrexham and Cardiff
● After living in northern England,
moved back to Heswall
● Married and has three children
● Part of the expert advisory group
responsible for the new guidelines
for alcohol consumption set up
in 2016
● Has published more than 160
academic papers, including
Dying to be famous, on rock stars
and ACEs.

up to be violent themselves,’ says Mark.
However, the picture’s not all bleak,
he asserts. ‘There’s a strong argument
for informed assessment by trained
professionals to ask about ACEs, identify
those at risk and intervene where children
may already be victims of abuse, neglect or
living in adverse childhood environments.
‘It’s important to better equip parents
and caregivers with the skills to avoid
ACEs arising in the home, and encourage
social and emotional wellbeing as well as
resilience in the child – to ensure indirect
harms from domestic abuse at home are
identified and addressed, and the impact
on children minimised.’
He refers to a school in Walla Walla in
Washington State, where staff are trained
to be aware of ACEs and their impact on the
children. ‘By asking “What’s wrong?” instead
of saying “You can’t behave like that”, they’ve
seen a reduction in school exclusions and
violence – and better educational results.’
Mark’s team is currently developing a
national ACE hub to raise awareness of
the issue, and are looking at how health
systems can respond. ‘Prevention is key – and
building a safer environment for every kid.

ACEs IN ADULTS
Across 100 adults in both
England and Wales,

48%
had suffered at least one ACE

The increased risk of
developing health-harming
behaviours – such as being a
high-risk drinker – among those
with four or more ACEs is

x2 x4
and

in England

in Wales

‘And you have to remember, not all
children exposed to ACEs will go on to have
mental and physical health issues.’ He refers
to a study that shows how, for a child, having
just one trusted adult around can make a
difference to that individual’s health across
their life course. ‘With a trusted adult around,
the child can relax, and avoid the long-term
toxic stress that causes so much damage.
‘Children’s resilience can come from
parents, teachers, sports coaches…
Relatively small interventions can help a
child, and the benefits can be seen through
the decades. Professionals working with
young families who have an understanding
of where trauma has been in the family
can do a lot to provide support and put
preventive measures in place.
‘And we can see how later on, say in a
person’s teens, the frustrations and problems
that might have arisen from ACEs have
been channelled into good outcomes,
such as taking up a dedicated approach to
excellence in sport.
‘Do we mend broken adults, with all the
costs to society that implies, or avoid those
problems by building strong, happy children?’
he asks. ‘The choice is simple, really.’ CP
● The Unite-CPHVA Annual Professional
Conference 2017 will be held in Cardiff
on 17-18 October. Early bird tickets are
available until 7 August. For information,
visit cphvaconference.co.uk
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NHS Tayside Children and Families Service
Angus, Dundee and Perth & Kinross

Health Visitors – Band 6
Full time and part time posts
£26,830 - £35,933 per annum (pro rata for part-time)
Health Visitors – are you a registered Health Visitor, Student Health Visitor
about to qualify or wishing to return to practice?
We would welcome applications from individuals who have excellent
communication skills are enthusiastic team players and are committed
to delivering the national agenda and improve the outcomes for children
and families.
Hours of work are: 22.5hrs, 30hrs and 37.5hrs are available across Tayside.

Please download the full application pack from www.jobs.scot.nhs.uk
Completed applications should be returned to recruitment.tayside@nhs.net
quoting the job reference number in the subject box or to HR & OD Directorate,
Management Ofﬁces, Perth Royal Inﬁrmary, Taymount Terrace, Perth, PH1 1NX.
Short-listed applicants will be contacted by email. Please check your emails
regularly, including your junk/spam folder.
Please quote reference number – P/JG/15A
Please state on application form which service area you are applying for
ie Angus/Dundee or Perth & Kinross.
Closing date for receipt of completed application forms – Monday 7th August.
NHS Tayside is committed to equality and diversity and welcomes applicants from
all sections of the community.

Registered Charity No. 1158768

Understanding Newborn
Behaviour and Supporting Early
Parent-infant Relationships

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

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

NBAS, NBO and Touchpoints model
Children’s Community Services, Guernsey

Health Visitor

ID 48001 Salary: Band 6 up to £40,974 pa Full Time
Within the Children’s Community Services in Guernsey we are looking
for a Health Visitor to join the team.
In this role you will have overall responsibility for the management of a
ĚĞĮŶĞĚĐĂƐĞůŽĂĚŽŶĂĚĂǇͲƚŽͲĚĂǇďĂƐŝƐ͕ƉƌŽǀŝĚŝŶŐĂŶƵƉͲƚŽͲĚĂƚĞƋƵĂůŝƚǇ
service to all clients.
zŽƵ͛ůůďĞŝŶǀŽůǀĞĚŝŶŽīĞƌŝŶŐƚŚĞŚĞĂůƚŚǇĐŚŝůĚƉƌŽŐƌĂŵŵĞ͕ǁŽƌŬŝŶŐ
ŝŶƉĂƌƚŶĞƌƐŚŝƉǁŝƚŚƉĂƌĞŶƚƐ͕ǁŚŝĐŚŝƐƵŶĚĞƌƉŝŶŶĞĚďǇƚŚĞ&ĂŵŝůǇ
WĂƌƚŶĞƌƐŚŝƉDŽĚĞů͘dŚĞƌĞŝƐĐůŽƐĞŵƵůƟͲĂŐĞŶĐǇǁŽƌŬŝŶŐǁŝƚŚŽƵƌ
statutory and third sector colleagues. You’ll need to demonstrate that
ǇŽƵĂƌĞĂŶĂƌƟĐƵůĂƚĞ͕ĞŶƚŚƵƐŝĂƐƟĐ͕ŝŶŶŽǀĂƟǀĞĂŶĚŵŽƟǀĂƚĞĚƉĞƌƐŽŶ
ǁŝƚŚĂƐŽƵŶĚƵŶĚĞƌƐƚĂŶĚŝŶŐŽĨŚĞĂůƚŚǀŝƐŝƟŶŐƉƌĂĐƟĐĞƐ͘
/ĨƚŚŝƐŝƐĂŶŽƉƉŽƌƚƵŶŝƚǇŝŶǁŚŝĐŚǇŽƵǁŽƵůĚĞǆĐĞů͕ďĂůĂŶĐĞĚǁŝƚŚǁŽƌŬŝŶŐ
ŽŶƚŚĞďĞĂƵƟĨƵůŝƐůĂŶĚŽĨ'ƵĞƌŶƐĞǇ͕ƚŚĞŶĂƉƉůǇŶŽǁ͘
ƉƉůŝĐĂƟŽŶƐƐŚŽƵůĚďĞŵĂĚĞĂƚǁǁǁ͘ŐŽǀ͘ŐŐͬŚĞĂůƚŚĂŶĚƐŽĐŝĂůĐĂƌĞ͘
ůƚĞƌŶĂƟǀĞůǇ͕ĐĂůůĞďďŝĞWŝƩŵĂŶ͕ƚĞů͗ϬϭϰϴϭϳϬϳϯϴϱŽƌĞŵĂŝů
ĞďďŝĞ͘WŝƩŵĂŶΛŐŽǀ͘ŐŐƚŽĚŝƐĐƵƐƐƚŚĞƌŽůĞŝŶŵŽƌĞĚĞƚĂŝů͘
ůŽƐŝŶŐĂƚĞ͗Ϯϴ:ƵůǇϮϬϭϳ
dĞƌŵƐĂŶĚĐŽŶĚŝƟŽŶƐĂƉƉůǇƚŽĂůůďŽŶƵƐĞƐ͕ƌĞůŽĐĂƟŽŶƉĂĐŬĂŐĞ͕
ĂĐĐŽŵŵŽĚĂƟŽŶ͕ƚƌĂǀĞůĂŶĚŚŽƵƐŝŶŐůŝĐĞŶĐĞƐ͘

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

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

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

For information please contact 01223 314429
or info@brazelton.co.uk
For booking - www.brazelton.co.uk/courses

ǁǁǁ͘ĨĂĐĞďŽŽŬ͘ĐŽŵͬ,ĞĂůƚŚĐĂƌĞ:ŽďƐ'ƵĞƌŶƐĞǇ
Λ,^:ŽďƐ'ƵĞƌŶƐĞǇ
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CONTACT: Alex Edwards dl 020 7324 2735 e alex.edwards@redactive.co.uk

WWW.BABYMASSAGETEACHERTRAINING.COM

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

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

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

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

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

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

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

teaching in the field
ORelevant 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

a

c.indd

1

FOR FLYING START and CHILDREN’S CENTRE STAFF
and all FAMILY HEALTH PROFESSIONALS
Two Day Teacher Training in Developmental
Baby Massage with Peter Walker
Courses Accreditors:
Federation of Prenatal Education and
Independent Professional Therapists International

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

What Every Mother
Should Know

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

www.babymassageteachertraining.com
www.thebabieswebsite.com
Email: walker@thebabieswebsite.com • Tel: 01752 939767
Millpond Children’s Sleep Workshop – CPD accredited study day
Training NHS professionals since 2007
100% of delegates would recommend to a colleague
MONDAY 25th SEPTEMBER 2017, CENTRAL LONDON
Our popular one-day interactive workshop, designed for professionals
working with families with babies through to school age children.
• Explore sleep cycles/needs
• Understand sleep problems
• Interpret sleep information
questionnaires and diary
• Plan a range of sleep techniques
• Lunch & book included

NEW
PRIC
E
£11
5
T : 020 8444 0040
E: training@millpondsleepclinic.com
W: www.millpondsleepclinic.com
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Cleanse and protect
newborn skin from day 1
6SHFLDOO\FUHDWHGIRUGDLO\XVHRQEDE\óVGHOLFDWHVNLQ-2+1621ó6®
Top-to-Toe®%DE\%DWKLV
•
Independently proven to be as safe on baby’s
skin as water alone, from day one1
•
Perfectly pH balanced
•
Hypoallergenic*
•
Free of phthalates, parabens, soap, and dye
The JOHNSON’S® Top-to-Toe® range also includes Baby Massage Oil,
Baby Massage Lotion, Moisturising Baby Cream and Baby Washcloths.
The JOHNSON’S® brand is committed to developing safe, mild,
DQGHıHFWLYHEDE\SURGXFWVWKDWHQKDQFHPXOWLVHQVRU\H[SHULHQFHV
For more information about taking care of newborn skin please visit
http://www.johnsonsbaby.co.uk/skincare/newborn-skin
We welcome any feedback, please email us at jbhcpcontact@its.jnj.com
*Formulated to minimise the risk of allergies
1

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

Science

of the

Senses
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