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ADVERTORIAL

WHY THE VITAMIN D STATUS
OF YOUNG CHILDREN
NEEDS TO BE IMPROVED
Dr Carrie Ruxton,
Registered dietitian
UNLIKE MANY OTHER VITAMINS, GETTING YOUR
RECOMMENDED DAILY AMOUNT OF VITAMIN D IS
NOT EASY. IN FACT, ONE FIFTH OF THE GENERAL
POPULATION IS DEFICIENT IN THIS HORMONE1
WHICH IS VITAL FOR NORMAL DEVELOPMENT OF
BONES, TEETH AND MUSCLES, AND SUPPORTING
NORMAL IMMUNE FUNCTION.2,3
The main source of vitamin D is sunlight. However, with short
days, long nights and limited sun even during the summer, it’s
not easy to maintain an optimal vitamin D status and all of our
vitamin D in winter is made up from the diet.4

Oily ﬁsh is the best natural source5,6, but just 1 in 5 children
in the UK eats oily ﬁsh regularly7. Alternative dietary
sources include egg yolk, fortiﬁed dairy products such as
Petits Filous fromage frais, fortiﬁed breakfast cereals, and
meat (which is not a rich source but nevertheless provides
around 23% in the diet due to the amounts consumed).
Interestingly, in the latest NDNS (years 5-6), yogurt and
fromage frais and other dairy desserts provided 15% of
vitamin D in younger children and 7% in older children,
highlighting the importance of these dairy foods.1

NEW VITAMIN D RECOMMENDATIONS
In 2016, the Scientiﬁc Advisory Committee on Nutrition (SACN)5 produced a report which recommended that everyone over the age
of four years should aim to consume 10 micrograms of vitamin D daily. The full recommendations are given in the table below.
AGE GROUP

TYPE OF RECOMMENDATION

MICROGRAMS PER DAY

0 to 12 months

Safe intake

8.5 to 10

1 to 4 years

Safe intake

10

4 years +

Reference Nutrient Intake

10

Safe intakes are set when there is insufficient evidence to set a Reference Nutrient Intake; deﬁned as the intake needed to ensure that 97.5% of the population meet their nutrient requirement.

SACN GUIDANCE ON VITAMIN D
SACN clearly stated that “it is difficult to achieve the RNI/Safe
Intake from natural food sources alone” and recommended
that the Government consider strategies to boost vitamin D
intakes. The graph below presents the proportion of children
with vitamin D deﬁciency which increases with age -

PROPORTION OF UK CHILDREN
WITH VITAMIN D DEFICIENCY 9,10

VITAMIN D DEFICIENCIES IN THE UK
It is vital that families recognise the need to consume
foods rich in vitamin D, as deﬁciency is a major issue
in the UK leading to a greater risk of poor bone health.
Current mean intakes in children are in the region of 2.0
to 2.4 micrograms daily, well below the
recommended 10 micrograms.9

% With Vitamin D deﬁciency

25

20

25

10

5

0
5-11 Months

11 Months

1.5 - 3 Years

probably because fortiﬁed milk consumption declines
without being replaced by other rich sources of vitamin D.
In response to SACN, PHE came out with a strong public
health message to combine natural sources with fortiﬁed
foods and dietary supplements.8

4 - 10 Years

11 - 18 Years

1 Bates et al. (2016) National Diet and Nutrition Survey. Results from years 5 and 6 (combined) of
the Rolling Programme. London: PHE/FSA.
2European Commission (2012) Commission Regulation (EU) No 432/2012 establishing a list of
permitted health claims made on foods, other than those referring to the reduction of disease risk
and to children’s development and health. Official Journal of the European Union L136: 1–40.
3 European Commission (2016) EU Register of nutrition and health claims made on foods. http://
ec.europa.eu/food/safety/labelling_nutrition/claims/register/public/?event=register.home
4 Ruxton CHS, Derbyshire E (2009). Health impacts of vitamin D: are we getting enough? Nutrition
Bulletin 34: 185–197.
5 Scientiﬁc Advisory Committee on Nutrition (2016). Vitamin D and health. www.gov.uk/
government/publications/sacn-vitamin-d-and-health-report

Health visitors and other community practitioners can
have a positive impact on vitamin D status in families
with babies and young children by identifying those who
are at risk, and by delivering appropriate advice on sun
exposure, diet and supplementation, helping to promote
a healthy lifestyle from birth.

6 National Institutes for Health website https://ods.od.nih.gov/factsheets/VitaminDHealthProfessional/
7 Ruxton CHS (2011). The beneﬁts of ﬁsh consumption. Nutrition Bulletin 36: 6-19.
8 Public Health England (2016) PHE publishes new advice on vitamin D. www.gov.uk/government/
news/phe-publishes-new-advice-on-vitamin-d
9 Bates et al. (2014) National Diet and Nutrition Survey. Results from years 1 to 4 (combined) of the
Rolling Programme. London: PHE/FSA.
10 NatCen Social Research et al. (2013). Diet and Nutrition Survey of Infants and Young Children,
2011. www.gov.uk/government/publications/diet-and-nutrition-survey-of-infants-and-youngchildren-2011
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Welcome to the June issue of Community Practitioner.
Breastfeeding versus bottlefeeding, breastmilk versus formula – just the words will prompt
some kind of reaction from every healthcare professional caring for pregnant women, new
mothers, babies and children. But why is breastfeeding still such an emotive subject?
Whether you’re sighing right now because we’ve brought up ‘that issue‘ again, or
you’re starting to feel indignant about the fact that, to you, the issue is really clear cut,
breastfeeding is a subject of debate that just won’t lie down.
We couldn’t ignore the media furore over an Australian MP breastfeeding in parliament,
but it’s a scenario that shouldn’t really be hitting the headlines. So why are we still having
the same discussions? Because the UK’s breastfeeding rates are among the lowest in the
world, and research has proved that the best milk for a baby is breastmilk – pure and simple.
Faced with the facts, why don’t more women breastfeed? It’s reported that only around 2%
are physically unable, so why isn’t the breastfeeding rate hovering around the 98% mark?
On page 24, we look at the cultural and societal influences on women who choose not
to breastfeed. The World Breastfeeding Trends Initiative UK gives its rationale for the low
uptake on page 48, and we explore a woman’s breastfeeding rights at work on page 12.
Take a read, draw your own conclusions and, if you can spare a moment, drop us a line at
emma@communitypractitioner.com. It would be great to include some member feedback on
the issues in next month’s journal. We would also like to hear from you if you have thoughts on
any of our other content, or if you would like to submit an article or research paper.
It can’t have escaped your notice that this month’s editorial is not, as is usual, written by
editor Helen Bird. Helen has left the dizzying heights of Community Practitioner journal for
a new life in Sheffield. We are going to miss her valuable input – she’s written our cover
feature this issue – and we would like to thank her for her time, effort and commitment over
the last 16 months. Fear not, the journal is in safe hands and it will very much be ‘business as
usual’ as we strive to produce an informative and valuable read for all members.
To expand our offering even further, we can announce that the Community Practitioner
website is back at communitypractitioner.co.uk with a new design and feel to better
showcase the content you love and need. Please note that the web address has changed
slightly – it ends in .co.uk and not the previous .com. Much of the hub content has already
been migrated across, including the CPD modules on weaning and vitamin D.
And talking of vitamin D, why not listen to our first-ever webinar on the subject
with Public Health England’s head of nutrition science Professor Louis Levy, dietitian
Dr Carrie Ruxton and health visitor Sara Patience. Go to
bit.ly/webinar_vitamin_d
So that just leaves a small space to say that we hope
you’re managing to take some time out of your busy
days to enjoy the sunshine. Until next month...
The Community Practitioner editorial team

Printed by Warners
© 2017 Community Practitioners’ and Health
Visitors’ Association
ISSN 1462-2815
The views expressed do not necessarily represent thosee
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

New draft guidelines for care of
children with ‘faltering growth’
The National Institute for Health and Care
Excellence (NICE) has issued new draft
guidelines for the care of children who do
not gain weight as normally expected.
It recommends that children with
‘faltering growth’ should receive
community-based care from a team that
includes a midwife, a health visitor and
a GP, and has access to professionals
including an infant-feeding specialist.
The new guidelines state that normal
weight loss usually stops when the baby
is three or four days old, and most infants
return to their birthweight by three weeks.
But where there are concerns, a clinical
assessment should be performed, looking
for signs of illness such as dehydration,
and a detailed feeding history taken.

Weight gain should be measured ‘at
appropriate intervals, depending on
the level of concern’.
NICE says an observation of feeding by
an individual with ‘appropriate training
and expertise’ should also be considered.
The guidelines add: ‘Be aware that
while supplementary feeding with infant
formula in a breastfed infant may help
with weight gain, it often results in
cessation of breastfeeding.’
Referral to paediatric services should be
considered if there is evidence of illness,
marked weight loss, or failure to respond
to interventions.
The consultation on the draft guidance
ran until 1 June.
● To read more, see bit.ly/NICE_WGC

New health proposals
‘fail to take into
account the needs
of children’, royal
college warns

Plans to transform the NHS in England
do not prioritise the needs of children
and young people, says a review by the
Royal College of Paediatrics and Child
Health (RCPCH).
The college analysed the 44
Sustainability and Transformation
Plans (STPs) and concluded that most
make ‘little mention’ of the health and
wellbeing needs of children, except in
relation to mental health services.
It criticised the failure of the plans
to demonstrate an appreciation of
the life-long impact of poor health in
childhood, calling the lack of focus a
‘major cause for concern’.
The report, The state of child health:
STPs, says that while most STPs cover
key themes such as prevention, early
intervention and more care delivered
in the community, a lack of detail
underpins the vision in most cases.
Professor Neena Modi, president of
the RCPCH, says children ‘appear to
have been forgotten’.
● For more, see bit.ly/RCPCH_STP
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THE SURVEY RESULTS

84%

Children’s mental health
services ‘in staffing crisis’
A third of professionals working with
children and young people say their
services are facing downsizing or closure.
The survey of over 3000 NHS counsellors,
psychotherapists and psychoanalysts
suggests that NHS children’s mental health
services are experiencing a staffing and
resourcing crisis.
The Association of Child Psychotherapists,
the British Association for Counselling &
Psychotherapy, the British Psychoanalytic

Council (BPC) and the UK Council for
Psychotherapy carried out the survey.
Chair of the BPC Helen Morgan said:
‘There is a real urgency to properly fund child
and adolescent mental health services now.
‘The evidence is loud and clear that if there
is not early intervention with children, the
ensuing emotional and psychological cost to
the lives of them and their loved ones can be
enormous. Our findings show that this crisis
must not be allowed to ensue any longer.’

SHUTTERSTOCK/ISTOCK

Consultation starts on digital ‘red books’
A consultation has been launched
to help determine the requirements
of a new digital community child
health record.
Parents, carers, and health and
care professionals are being asked
their views on the information
content of the personal electronic
child health record, known as
the eRedbook.
The record, being developed by
NHS Digital and the Professional
Record Standards Body as part of
the NHS England
Children’s Health
Digital Strategy, will
see birth details,
immunisation
records and
developmental
reviews shared
electronically
with healthcare

professionals and parents.
A consultation led by the Royal
College of Paediatrics and Child
Health and the Royal College
of General Practitioners, and
supported by the Royal College of
Physicians Health Informatics Unit,
is now underway.
The first of three surveys made
available online focuses on birth
details and newborn review.
It will be followed by surveys
about primary care, health
visiting and school
nursing information
sharing – primarily
immunisations, and
finally developmental
reviews and parental
contributions on
development.
● More information
at bit.ly/ered_book

of NHS counsellors,
psychotherapists and
psychoanalysts say
children now need a more
severe level of illness in
order to get help

76%
say the number of posts
is inadequate to meet
clients’ needs

Nurses remembered at
Abbey service
A memorial service at Westminster Abbey attended
by nurses from around the country marked this
year’s International Nurses’ Day on 17 May.
Chelsea Pensioners led the opening procession,
marking the care that Florence Nightingale provided
for troops during the Crimean war. Nurses from
the nearby St Thomas’ Hospital in Lambeth, where
Nightingale worked, also took part in the service.
The Nurses’ Roll of Honour was presented,
followed by the bearing of The Lamp, which was
escorted by nurses and midwives from Edinburgh
Napier University.
The day is organised to take place near
Nightingale’s
birthday and
celebrates her work
in establishing the
role of the nurse
in medicine and
healthcare.
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WALES

All children will have
access to identified
school nurse, Welsh
Government says
New plans announced by the Welsh
Government will ensure all children and
young people in Wales have access to a
school nurse.
Under the new School Nursing Framework,
every secondary school and its cluster
primaries will have an identified school nurse
and associated health team.
The framework, announced by health
secretary Vaughan Gething, aims to provide
a seamless service
to families from
midwifery care at
birth, through health
visiting and on to
school nursing.
School nurses will
be responsible for
health intervention
and public health programmes on issues
such as obesity, smoking, alcohol and
drugs. They will also support the emotional
wellbeing and mental health needs of
school-age children, and provide signpost
services for those with additional needs.
They will also deliver school-based
national screening, surveillance and
immunisation programmes.
Education secretary Kirsty Williams said:
‘School nurses are not just responsible for
first aid. They are planning and coordinating
care for learners with chronic health needs so
they can participate in school. They are also
facilitators and advocates for lots of children.’
● Read more at bit.ly/WLS_SNF
and bit.ly/WLS_SNF2

NORTHERN IRELAND

Half of mothers don’t
attempt breastfeeding
Almost 50% of mothers who have given
birth in Northern Ireland since 2012 left
hospital without trying to breastfeed, a
new study has found.
Children born to mothers living in areas
of high social deprivation were the least
likely to breastfeed, with rates falling to
as low as 13% compared with 68% of
mothers from more affluent places.
The figures were reported by website
Detail Data, following an examination of

feeding data for 97,737 babies in hospitals
across all trust areas in Northern Ireland
from April 2012 to the end of March 2016.
Northern Ireland has the worst
breastfeeding rate in the UK, which
has one of the lowest rates in the world
according to a recent report in The Lancet.
The Public Health Agency is set to
launch a new breastfeeding awareness
campaign this summer.
● For more, see bit.ly/NI_bf_rates

BREASTFEEDING FIGURES

50% 97,737

of mothers in Northern
Ireland leave hospital
without having
breastfed their babies

the number of babies
examined from April 2012
to March 2016 for the
Detail Data website

SCOTLAND

Nearly two-year wait for mental health treatment
Children and young people have waited
up to 666 days after being referred to
mental health services in Scotland, it
has been revealed.
The figures, obtained via an FOI request,
show for those starting treatment in

2016-17 the longest wait was 666 days in
Lothian, 623 days in Highland and 385 days
in Grampian.
The news comes weeks after the Scottish
Government’s new Mental Health Strategy.
● To read more, go to bit.ly/SCT_MHT
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WALES

SCOTLAND

Recruitment drive for nurses

Pilot health scheme to
cut breast cancer risk
A £1m pilot project to cut breast cancer
risk by helping women lose weight and
get active has been launched in Scotland.
The ActWell trial will be offered to
women over 50 who attend screenings
in Aberdeen, Dundee, Edinburgh and
Glasgow. It will support them to make
changes to their diet and exercise habits.
The Scottish Government-funded
research will be led by the University
of Dundee and supported by Breast
Cancer Now, which is seeking 24
volunteers to train as lifestyle coaches
to support the trial.
About 4600 women in Scotland are
diagnosed with breast cancer every year
and about 1000 lose their lives to the
disease annually. But an estimated 38% of
cases in post-menopausal women could
be prevented by lifestyle changes.
● To find out more, visit bit.ly/SCT_BCN

The Welsh Government has launched a
recruitment drive to increase the number of
nurses on wards and in the community.
The international campaign, which uses
practising nurses to tell their own stories, is
targeting newly qualified and experienced
nurses, as well as those considering
returning to the profession.
Health secretary Vaughan Gething says it
is about ‘positively promoting’ nursing as a
job, and Wales as a place to live and work.

He adds that student bursaries will continue
for another year for those who commit in
advance to taking up a job with NHS Wales
for at least two years after qualifying.
‘This really does show how Wales is
positively different for a purpose,’ he says.
‘And the campaign is designed to make sure
nurses come here, that they’re supported
and enjoy their life here, not just in work
but outside.’
● For more, go to bit.ly/WLS_RD

NORTHERN IRELAND

SHUTTERSTOCK/ALAMY/GETTY

‘Talk to teenage girls about benefits of HPV vaccine’ parents urged
The Public Health Agency (PHA) in
Northern Ireland is encouraging
parents to talk to their teenage
daughters about the benefits of human
papillomavirus (HPV) vaccine, which
they can receive this school term.
Each year some 95 women are
diagnosed with cervical cancer in
Northern Ireland, with an average of

22 women dying from the disease.
The vaccine reduces the risk of getting
cervical cancer by more than 70%.
It is offered to girls in year 9, and
again in year 10 for those who missed a
dose. All girls who have their first dose
before the age of 15 only need two
doses in total, at least six months apart,
to be protected for at least 10 years.

Dr Lucy Jessop, consultant in health
protection at the PHA, says: ‘I would
urge all parents or guardians to talk to
their daughters about the importance
of getting the vaccine and ensure that
all eligible girls complete the course
of vaccines when it is being offered in
schools this term.’
● Read more at bit.ly/NI_HPV
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RESEARCH NEWS

CANADA

UK

Children are less active as they
progress through primary school
An age-related fall in physical activity levels has been
identified in a British Heart Foundation-funded study.
Researchers at the University of Bristol found that children
spent less time doing physical activity from year one to year
four. By the time they reached year four, around a third of boys
and two-thirds of girls aged eight to nine were failing to meet
the recommendation of an hour of physical activity per day.
The study, published in The International Journal of
Behavioral Nutrition and Physical Activity, tracked the activity
of 1300 children aged five and six over a week. They then
tracked the same children three years later.
Levels of moderate-to-vigorous-intensity physical activity
dropped by 4% in boys and 11% in
girls, and sedentary time increased by
20% in boys and 23% in girls.
Professor Russ Jago, who led the
study, said: ‘We need to get children
active and then keep them active as
they move through primary school.’
● For more, see bit.ly/UoB_activity

UK

Rosemary aids
memory
The smell of rosemary
may boost children’s
recall, a study has found.
Forty children aged
10 to 11 sat a memory
test, half of them in a
room with a rosemary oil
diffuser, the rest in a room
with no scent. Those in
the aroma room scored
significantly higher.
Dr Mark Moss said: ‘This
offers a possible costeffective intervention
to improve academic
performance. The time is
ripe for large-scale trials.’
● To view the study, go to
bit.ly/NU_rosemary

Lack of sleep linked to
children’s diabetes risk
An evidence review has found
a link between a lack of sleep in
childhood and an increased risk
of developing type 2 diabetes.
The paper, published in
the journal Nutrition
and Diabetes,
incorporated 23
studies looking
at the risk
factors for type
2 diabetes and
sleep variables,
to explore the
association between
the two.
Researchers from the
Children’s Hospital of Eastern
Ontario Research Institute
in Canada identified several
mechanisms that cause a lack of

sleep to elevate the risk of type 2
diabetes among children.
These include increased
exposure to the stress hormone
cortisol due to short sleep
duration, which may
contribute to the
accumulation of
visceral fat and
subsequent
increased insulin
resistance.
Restricted
sleep also inhibits
the appetitecontrolling hormone
leptin, which can lead to
an increase in hunger and
subsequent weight gain.
● Read more on the research
at bit.ly/NAD_sleep

physical quantities, such as a
‘small break’, a ‘big wedding’, so
time is seen as growing volume.
Participants were asked to
estimate how much time had
passed while watching either a
line growing across a screen or
a container being filled.
When prompted with a
Spanish word, they based their
time estimates on how full the
containers were. When given

the Swedish prompt, their time
estimates were influenced by the
distance the lines had travelled.
Co-author and linguist
Professor Panos Athanasopoulos
from Lancaster University said
it showed how ‘language can
creep into our most basic senses’
and ‘that bilinguals are more
flexible thinkers’.
● The research can be viewed
at bit.ly/APA_language

US

Language
shapes our
experience
of time
Language may influence the way
we experience time, suggests a
new study of bilinguals.
Published in The Journal of
Experimental Psychology, the
paper reports the first evidence
of cognitive flexibility in people
who speak two languages.
Spanish-Swedish bilinguals
were chosen because Swedish,
like English, tends to work in
terms of physical distances,
such as a ‘short break’ or a ‘long
wedding’, so time is perceived as
distance travelled. Conversely,
Spanish tends to mark time by
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EGYPT

Father’s age sways
child’s social skills

UK

Brain-training game could help
children pick healthy foods
A simple brain-training game could
encourage children to choose healthy
snacks instead of chocolate and sweets,
suggests a new study.
Children were asked to play a
game devised by University of Exeter
psychologists, which involved pressing a
button when they saw an image of healthy
food but doing nothing when unhealthy
foods were shown.
Those who played the seven-minute
game made healthier choices when asked
to pick foods afterwards.
‘The sight of foods like chocolate can
activate reward centres in the brain at
the same time as reducing activity in
self-control areas,’ said Lucy Porter, the
lead researcher. ‘Our training encourages
people to make a new association – when
they see unhealthy food, they stop.’

The research involved 200
schoolchildren aged between four and
11 who were shown images of food,
each accompanied by a cartoon face – a
happy face for healthy food, a sad face for
unhealthy food.
Children were asked to hit the spacebar
when they saw a happy face and do
nothing if they saw a sad face, but were
not told that the game had anything to do
with healthy or unhealthy food.
Afterwards, they played a shopping
game where they had to choose a limited
number of food items in one minute.
‘We didn’t see a total turnaround in
favour of choosing healthy options, but
these increased from about 30% of foods
chosen to over 50% in children who did
the brain training,’ said Lucy Porter.
● For more, see bit.ly/UoE_healthy

US

ISTOCK

Therapy with parents is better
Involving parents in the treatment of children
with disruptive behaviour disorders (DBDs)
has the best results, says new research.
The study reviewed 64 studies that
analysed 26 forms of treatment over nearly 20
years. The two that involved parents (group
therapy for parent behaviour, and individual
parent behaviour therapy
with child participation)
were the only ones
with scientifically

supported evidence of effectiveness.
DBD symptoms can include aggression
and defiance, and are linked to personality
disorders and criminality in adulthood.
Lead author Jennifer Kaminski said:
‘Given the range of therapies, this provides
information about the most effective
approaches to ensure families are
receiving evidence-based care.’
● View the research at
bit.ly/JCCAP_DBD

Children of younger and older fathers could
find social situations more challenging, says
a study. It followed 15,000 twins aged four to
16 and found those born to young and older
fathers (below 25, over 51) showed more
prosocial behaviour in early development,
but by adolescence they lagged
behind their peers with
middle-aged fathers.
The team looked
at how social skills
developed and
at behaviour. It
found that social
skills are influenced
more by genetic than
environmental factors.
Co-author Magdalena Janecka said it
‘suggests that there could be different
mechanisms behind the effects at these
two extremes of paternal age’.
● To read on, visit bit.ly/JAACAP_fathers

UK

Skinny mannequins
reinforce unhealthy
body images
A study has shown shop mannequins
may promote unrealistic body ideals.
University of Liverpool researchers
reviewed the size of mannequins at
national fashion retailers in two UK
cities and found that the average
represented a severely underweight
woman. The average male mannequin
was far larger – only a small proportion
represented an underweight man.
Lead author Dr Eric Robinson said:
‘Ultra-thin ideals encourage the
development of body image problems
in young people, we need to change
the environment to reduce emphasis
on the value of extreme thinness.’
● Read more at bit.ly/JoED_body
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THE BIG STORY

I breastfed my daughter
in the Australian
parliament because
she was hungry
breastfed for the first six months. While most
women now return to work after having
children, breastfeeding or expressing in the
workplace is still far from accepted.
Consider the Houses of Parliament.
Breastfeeding is not allowed in the chamber
of the House of Commons. The matter was
clarified in 2000 when Labour MP Julia
Drown asked if she would be allowed to
breastfeed her baby in a committee room
during a sitting of a standing committee.
In a letter issued on behalf of the then
speaker, Betty Boothroyd, Sir Alan Haselhurst
instructed that babies should not be taken
into the Chamber or committee rooms on
the grounds that ‘bringing refreshment into

the [committee] room and the presence
of persons other than members of the
committee and specified officers and officials
are prohibited’.

MIXED MESSAGES
In 2015 SNP MP Alison Thewliss again raised
the subject in a Commons debate calling for
members to ‘gently challenge’ the rules that
ban breastfeeding in the Commons.
She pointed out that breastfeeding is
allowed in the Scottish parliament, adding:
‘Over five years I have fed my children while
fully participating in meetings of Glasgow
City Council and was made very welcome in
doing by my colleagues.’

REX

T

hat was the simple statement
Senator Larissa Waters chose to
start an article responding to the
international furore that erupted
after she was caught on camera
feeding her eight-week-old daughter at work.
The fact that pictures of her doing
so made headlines around the globe,
and spawned a plethora of analysis and
comment pieces, and wave after wave of
reaction on social media, throws into relief
just how controversial a subject this still is.
It is widely accepted that breastmilk offers
health benefits to mothers and babies
over formula feeding. The WHO (2016)
recommends that babies are exclusively
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Such a variety in policies is all too common
in UK workplaces, with no legislation that
specifically protects a woman’s right to
breastfeed or express milk while at work.
Instead employers are bound by health
and safety law, flexible working law and
discrimination law. Workplace regulations
require employers to provide suitable
facilities where pregnant and breastfeeding
mothers can rest – but not specifically a
place where they can feed or express.
A woman should give her employer
written notification that she’s breastfeeding,
and employers must assess any risks to new
and expectant mothers arising from their
work or workplace and ‘take reasonable
action’, which could include, for example,
adjusting the hours they work.
Under the Equality Act 2010, it is sex
discrimination to fail to assess and take
action on health and safety risks for a
breastfeeding woman where it could have
serious consequences for mother or baby.
It is also illegal to harass a breastfeeding
employee or to fail to take action to stop
other staff members from doing so.

GLOBAL VARIATION
The law is far from explicit, but a refusal to
allow a breastfeeding employee to express
milk or to adjust her working conditions to
enable her to continue to breastfeed may
amount to unlawful sex discrimination.
But an employer can make the case that it
cannot allow extra breaks without creating
an unacceptable impact on the business.
And while the Health and Safety Executive
recommends that it is good practice for
employers to provide a private, healthy and
safe environment for breastfeeding mothers
– including a clean, private room, washing
facilities, and a clean, secure fridge to store
milk – it is not a statutory requirement.
Ultimately it is up to the employer how far it
is willing to go in supporting employees.
However, the UK is one of the few countries
where that is the case. In the US, for example,
a federal law was introduced in 2010 requiring
employers to provide ‘a reasonable amount’
of break time and a private place – other than
a bathroom – for women to express milk up
until their babies turn one.
A 2013 WHO analysis of United Nations

‘Difficulties associated
with breastfeeding on
return to work force
many women to stop
breastfeeding earlier
than they would like’

says Rosalind. ‘If in the workplace women
have the right to have paid breaks to
breastfeed or express and there is a
designated place, it prompts other groups
of employees to consider that question, and
take that awareness from the workplace out
into the community.

member states found breastfeeding
breaks with pay were guaranteed in 130
countries, unpaid breaks were guaranteed
in seven, and 45 countries had no policy on
breastfeeding breaks.
The study then tested the association
between national policy and rates of
exclusive breastfeeding. The guarantee of
paid breastfeeding breaks for at least six
months was associated with an increase
of 8.86 percentage points in the rate of
exclusive breastfeeding.
The authors conclude that a greater
percentage of women practise exclusive
breastfeeding in countries where laws
guarantee breastfeeding breaks at work.
Rosalind Bragg, director of charity
Maternity Action, says: ‘There is no doubt that
difficulties associated with breastfeeding on
return to work force many women to stop
breastfeeding earlier than they would like.
‘Many women don’t even seek advice on
this issue because there is the widespread
understanding that there is no legal
entitlement to breastfeeding breaks.’
Maternity Action has prepared a manifesto
to protect maternity rights, and is asking
the next government to ‘introduce a proper
legal right to breastfeed in the workplace,’
allowing ‘all women…a real choice about
how long they breastfeed their babies.’
‘Changing the law is essential to changing
the culture which surrounds breastfeeding,’

‘Normalising breastfeeding is a major task,’
adds Rosalind. ‘We have laws in place in
relation to public places which make it illegal
to treat a woman unfavourably because
she is breastfeeding. That has empowered
women to challenge cafes or shops when
they have encountered difficulties with staff
or other customers.
‘We need to empower women in the
workplace similarly to exercise their right to
continue breastfeeding after they return to
work if that’s what they want to do.’
Not only has the charity pointed out that
such legislation is ‘long overdue’, it has also
highlighted the need to ensure that existing
maternity rights are not eroded by the
advent of Brexit.
‘The EU pregnant workers directive
provides the basis for the maternity rights
in the workplace in the UK. We are very
concerned that Brexit will open up these
rights for debate, and there is a real risk
that they will be wound back for particular
groups of women,’ says Rosalind.
‘We need to be vigilant to ensure that
these rights are protected in the years
following Brexit.’ CP

WORK TO BE DONE

REFERENCES
WHO. (2013) Breastfeeding policy: a globally comparative analysis.
See: who.int/bulletin/volumes/91/6/12-109363/en (accessed
24 May 2017).
WHO. (2016) Infant and young child feeding. See: who.int/
mediacentre/factsheets/fs342/en (accessed 24 May 2017).

FURTHER READING
● ‘Facilitating working mothers’ ability to breastfeed’ research: bit.ly/ncbi_1
● ‘Breastfeeding policy: a globally comparative analysis’ research: bit.ly/ncbi_2
● Maternity Action guidance for employers on breastfeeding at work:

bit.ly/matact_2014
● Acas guide to breastfeeding for employers and employees: bit.ly/acas_guide
● Health and Safety Executive summary of the regulations covering new and

expectant mothers at work: bit.ly/hse_law
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RIGHTS AT WORK

THE CODE:
it’s there for you

C

uts to local authority budgets in
England are starting to bite. We
are seeing a reduction in Band
6 SCPHN posts, down-banding,
increasing skill mix, high
caseload numbers and offers of ‘suitable
alternative employment’. These can be
hard to deal with, so do not forget you
have access to support and tools that can
help you. Unite representatives can refer
you to a regional or professional officer,
and you have the NMC code.
When the code was revised in 2015,
the NMC wanted a ‘living’ document
that supported nurses, midwives and
health visitors. As regulated professionalss
you have a responsibility to adhere to
the code, but employers have an equal
responsibility to ensure their actions
do not prevent you from doing so. The
NMC reinforces this in its new frameworkk
entitled Enabling professionalism (see
page opposite for more on this). Here aree
examples of how you might use the code:
e:

PRIORITISE PEOPLE
This theme contains principles that can
help you argue against cuts to services. Itt
says ‘make sure people’s physical, social

Jane Beach, Unite lead
professional officer,
looks at how the NMC
code can help support
you during the difficult
moments at work.
and psychological needs are assessed
and responded to’. If you have insufficient
staff, you need to consider whether you
can identify and respond to the needs of
the population you are serving. If not, this
theme supports you in raising the matter
with your line manager. NMC-registered
managers must also make sure their
decisions on service reconfigurations
are enabling themselves and their
staff to meet this principle.

professionally and this is a risk to clients.
‘Practise effectively’ highlights that
when delegating you are accountable
but, importantly, ‘everyone you delegate
a task to is adequately supervised and
supported’ and you need to ‘confirm
that the outcome of the task you have
delegated to someone else meets the
required standard’. If not then it is not
safe to delegate. In most cases the
organisation is actually delegating and so
should accept the responsibility.
Remember it is your duty and your
right to raise concerns. The code is the
best support you have in delivering safe,
effective care. CP

PRACTISE EFFECTIVELY
New service models expect
SCPHNs to delegate work
to other team members,
but insufficient numbers
of SCPHNs mean they
cannot delegate safely,
which puts them at risk

RESOURCES
● The code: professional standards of practice and behaviour for

nurses and midwives can be found at bit.ly/NMC_code
● Further examples are available in our briefings: SCHPN

registered members going through organisational change at
bit.ly/SCHPN_change; for Using your
ur NMC code to support
your practice, see bit.ly/code_support;
ort; and Down-bandings
is at bit.ly/down-band
● You can find model letters in the professional
rofessional resources
section of the Unite website at bit.ly/Unite_letters
y/Unite_letters
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PROFESSIONALISM

The four chief nursing
officers, supported
by the NMC, have
launched a framework
on professionalism in
nursing and midwifery.
We look at its key
messages.

Promoting
professionalism
WHAT IS PROFESSIONALISM?

● Recognise and encourage leadership

● Being a role model for others

Professionalism is ‘characterised by the
autonomous evidence-based decisionmaking by members of an occupation who
share the same values and occupation’.
In health visiting, school nursing and
community practice, it is ‘realised through
purposeful relationships and underpinned
by environments that facilitate professional
practice’. Professional practitioners
‘demonstrate and embrace accountability
for their actions’.

● Encourage autonomous innovative practice

● Supporting appropriate service and

● Enable positive inter-professional

care environments

collaboration
● Enable practice learning and development
● Provide appropriate resources.
The framework explores how these can
be achieved.

The ways these can be realised are described
in more detail within the framework. CP

WHAT IS YOUR RESPONSIBILITY?

● To access the eight-page framework

The individual practitioner should uphold
her or his professional practice through:
● Learning and developing continuously

Enabling professionalism in nursing
and midwifery practice, visit
bit.ly/NMC_enabling_professionalism

● Enabling person-centred and evidence-

informed practice
● Leading professionally.

HOW DO YOU MAINTAIN IT?

WHATEVER DESIGN

Through the attributes or prerequisites of
practice, which are underpinned by the NMC
code, and entail being:
● Accountable (practise effectively)
● A leader (promote professionalism and trust)
● An advocate (prioritise people)
● Competent (preserve safety).

WHAT ARE THE ORGANISATIONAL
AND ENVIRONMENTAL FACTORS
THAT ARE CRUCIAL IN ENABLING
PROFESSIONAL PRACTICE?

WHAT DOES UNITE’S LEAD PROFESSIONAL OFFICER JANE BEACH THINK?
‘Professionalism is essential to delivering high-quality,
safe and effective care. Particularly welcome is that it
highlights professionalism as being linked to the places in
which staff work. It is critical that employers provide the
systems and conditions in which our members can practise
safe care. This is becoming increasingly difficult due to
severe under-funding and is something we are having to
challenge more and more. It is important too that the NMC
remains true to this document when registrants challenge
conditions that are putting their professionalism at risk.‘

Environments that enable professionalism:
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ADVERTORIAL BROUGHT TO YOU BY

Practical advice to aid management of
children with cows’ milk allergy
Cows’ milk allergy (CMA) is the most common food allergy in UK infants and children.
Prevalence studies suggest between 1.26% and 3% of children under the age of three
have conﬁrmed CMA.1, 2 By Rachel De Boer, paediatric allergy dietitian
What is CMA?
Symptoms usually present when
cows’ milk is introduced into
the diet, either in formula or at
weaning, although it can appear
in exclusively breastfed infants,
due to cows’ milk proteins from
the maternal diet passing to the
infant.3
There are two main types of CMA:
• IgE-mediated allergy (immediate); symptoms typically occur in
minutes and up to two hours after
milk exposure.
• Non-IgE-mediated allergy
(delayed); symptoms begin two
to 48 hours after milk exposure.
Some cases of CMA show mixed
features of both types.
CMA can be difficult to diagnose
as symptoms occur in a variety
of systems, highlighting
the importance of taking an
allergy-focused clinical history.
See Oatly.com/hcp/cma/ for
common symptoms.4

choose not to breastfeed, a hypoallergenic formula is required. The
two main types are:
• Extensively hydrolysed formulas (EHF) – the ﬁrst choice for
most formula-fed CMA infants.
EHFs are based on hydrolysed milk
protein, which is broken down into
short peptides and amino acids.
• Amino acid formulas (AAF)
– these are used with more severe
CMA, for example anaphylaxis,
eosinophilic oesophagitis or
where an EHF is not tolerated.
CMA infants should be referred
to a dietitian for allergy avoidance advice and guidance on dietary adequacy, as cows’ milk and
dairy products are an important
source of energy, protein, calcium and other micronutrients.2-6
Between 25% and 60% of children with CMA have concurrent
soya allergy, further restricting
this diet and making advice even
more important.2

Dietary management

Practical ﬁrst line cows’ milk
avoidance advice

Management involves dietary
avoidance of cows’ milk.
Breastmilk is the gold standard
when feeding all infants, including
those with CMA.3 For CMA infants
symptomatic while exclusively
breastfeeding, a maternal
exclusion diet is indicated.3
Mothers should be referred to a
paediatric dietitian for maternal
milk avoidance advice and be
prescribed a calcium and vitamin
D supplement.4
In those infants who are mixed
fed or where mothers can’t or

Avoid all foods/ﬂuids containing
cows’ milk or mammalian milk. A
total of 90% of children with CMA
are also allergic to mammalian
milks such as goats’, sheep and
buffalo.6
1. Lactose-free products contain milk protein and are not
suitable for those with CMA.6
2. Milk must be clearly labelled
on pre-packed manufactured
foods. Parents should be advised to read the ingredients
label.
3. There are a wide range of
shop-bought milk alternatives

based on oats, soya, nuts
and coconut. These can be
used in cooking, baking and
with breakfast cereal from
six months, but not as a main
drink until 12 to 24 months.6
4. In most cases it is recommended that children with CMA have
breastmilk or hypoallergenic
formula until 24 months.2,6
However in some cases,
children between 12 and 24
months, who are eating a balanced, varied diet and growing
well may be able to move on to
shop-bought milk alternatives
between 12 and 24 months
with dietetic guidance.6

Further reading is available
at oatly.com/hcp/cma/
Do you think you’ve learnt
something? Take our quiz to
ﬁnd out! oatly/hcp/cpd
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FEEDBACK

A difﬁcult position
A health visitor describes the dilemma in which
practitioners could be required to verify women’s
disclosures of rape for benefit applications.
As health visitors our role has always been
diverse and evolving. We are adaptable
and embrace change. But I’m apprehensive
about our potential role in supporting
benefit applications for women who have
experienced sexual violence.
Since 6 April, any woman whose third
child was conceived following rape must
apply to prevent her tax credit benefit being
withdrawn. This involves completing an
eight-page application form that should be
signed by an appropriate professional who
has discussed the rape with the woman.
Because of our role supporting women
and their young children, health visitors are
in a prime position to be asked for support
with this application. But I have concerns
about our involvement in this scenario on
a number of levels. Personally I feel it is
humiliating and inhumane to ask any woman
to prove to a professional she was raped so
that she can secure financial stability for her
family. Is this another example of austerity
measures once again disproportionately
affecting women and their children?
To date, we haven’t received any
professional guidance on our role in
this situation. As a woman, as a feminist,
my instinct is to believe a woman who
discloses that she has been raped. Will
this have an impact on my ability to be
professionally objective? Will it be expected
that I maintain a level of critical objectivity
when supporting a woman’s application? I
assume our role will be witness of disclosure
rather than verifier. I wonder how much
the trajectory of rape survivors and the
complex issues surrounding the disclosure
of rape have been considered when
creating this policy.
Unfortunately, women do not always
feel able to report rape. Women who have
been raped repeatedly voice that they feel
disbelieved and judged, propelled by rape
culture and victim-blaming within our

society. In the UK, rape trial and conviction
rates remain low.
I’m also concerned about the level of
training, understanding and compassion
of the civil servants or, more than likely, the
outsourced private company commissioned
to assess these cases. What about women
who are in an abusive sexual relationship –
how will assessment affect them and their
children? Will they meet the criteria if they
are not yet able to leave their abuser?
But most of all, I worry about the impact
on a woman who is denied benefits as her
disclosure of rape does not meet the criteria.
What if this application is the first time she

has disclosed that she became pregnant
following rape? What will be the impact on
her emotional wellbeing or her recovery, and
how will this affect her child?
I’m not a benefit assessor – I’m a health
visitor. I want to support women and their
families in this situation but I worry about
how our relationship will be affected if I’m
unable to sign the form. Professionally, will
there be issues around accountability when
signing the form?
I hope my questions will be answered soon
and further guidance will be offered. For now
I will continue to believe women who share
that they have been raped. I will support and
advocate for them and their children. After all,
I’m a health visitor and that’s what we do best.
Philippa Vipham, health visitor, Bury

June 2017 Community Practitioner 17

17 eedba

.indd 17

30/05/2017 08:15

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

Energise. Educate. Empower.

Registration
now open.
The last year has been full of challenges for community
practitioners. More than ever, it is important to feel
the support of your colleagues and keep ahead of the
ever-changing political and professional landscape.

Book your ticket today and join
us in Cardiff this October.
Don’t miss
out on Early Bird
rates – available
until 7th August
2017!

To book visit: cphvaconference.co.uk/registration
18-1 .
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Why visit the
Unite-CPHVA Annual
Professional Conference?
Whether you are a health visitor, a nursery
nurse, community nursing practitioner or
school nurse, educationalist, researcher or
student there is something of interest for
everyone on the programme.

What will you gain?
• Access to a dedicated programme
and exhibition
• 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 and professional updates to
support your CPD and revalidation
• A social event where you can relax
with friends

[The highlight for me] was meeting
like-minded people, sharing best
practice and obtaining information...”
Health Visitor, 2016 attendee

18-1 .
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Tickets start at just
£205+VAT* – don’t miss out
on savings, book today!
cphvaconference.co.uk/registration
*Discounts available for students, CNNs, and school nurses
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CLINICAL

Childhood allergies have become a
challenge for health services. So
what more can be done to spot,
treat and control them?

A
ISTOCK

llergies are a growing problem all
around the world. According to
the World Allergy Organization
(WAO), the prevalence of allergic
diseases has been rising in
the industrialised world for more than 50
years. Children are suffering, too, as their
sensitisation rates to one or more common
allergens are 40% to 50% (WAO, 2011).
Here in the UK we are especially prone
to allergies, which are now one of the most
widespread conditions encountered by
primary healthcare services. According to
Mintel research (2010), around 44% of adults
in the UK suffer from at least one allergy and
almost half of those have two. What’s more,
the prevalence is growing year by year: again
according to Mintel (2010), the number of
people with allergies rose by two million
between 2008 and 2009 alone.
All this creates an extra burden for the
health and care system, as Amena Warner,
head of clinical services at Allergy UK, points
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out: ‘Asthma problems alone account for
around 50,000 hospital admissions a year,
over 1200 deaths and an annual medication
bill of £800m.’ To make matters worse, it is
an area that suffers from a lack of expertise.
‘Allergy is a public health issue that needs
to be addressed as there are not enough
specialists in this area to deal with the
growing problem,’ says Amena. ‘It is a
worrying situation.’

CHILDREN SUFFER
Allergy rates for children in the UK are also
among the highest in the world. Up to 50%
of children and young people in the UK have
at least one diagnosed allergy before the
age of 18 (Punekar and Sheikh, 2009). The
percentage diagnosed with hay fever and
eczema have both trebled since the 1970s
(Gupta, 2007).
Food allergies are also a big problem for
children. Latest figures suggest that at least
6% to 8% of children in the UK currently have
at least one food allergy (BSACI).
‘Food allergy can impact dramatically
on quality of life,’ says Amena, ‘and trying
to feed a family of food allergic
children can be a challenge.’
Food labelling legislation in
2014 has helped, but is not
foolproof, she adds. ‘It
recognises 14 allergens
that need to be
labelled but others are
emerging as a cause of
allergic reactions,
such as kiwi, that
this legislation does
not cover.’
The common food
triggers are cow’s
milk, eggs and nuts.
Most children go on
to develop a tolerance
of milk and eggs and
eventually grow out of
their allergy. But the one
in 50 or so who have an
allergy to peanuts or tree
nuts will not be so fortunate –
their allergies will likely be with
them for the rest of their lives (NHS
Choices, 2016a). Some children are
even worse off and have multiple
allergies. Punekar and Sheikh

MILD/MODERATE
ALLERGY

SEVERE REACTION/
ANAPHYLAXIS

Skin

Redness, itching, weals,
raised rash, pallor or
flushed appearance

Sudden swelling of face or any
part of the body

Mouth

Odd taste or irritation, mild Sudden swelling, swollen throat,
swelling, burning sensation difficulty swallowing

Eyes

Irritation, watering,
mild swelling

Sudden swelling, eyes close

Nose

Runny, bouts of sneezing

Sudden blockage of both
nostrils, inability to nose-breath

Airways

Croupy cough, wheezing,
hoarseness

Sudden breathing difficulty,
noisy fast breathing, moderate
airway symptoms

Digestion

Vomiting, diarrhoea,
abdominal pain

Severe abdominal pain

Cardiovascular

Fast heart beat, irritable

Collapsed, faint, dizzy, irritable

ORGAN

(2009) found that 16% of children have two
diagnosed allergies, while an unfortunate
2.5% have eczema, asthma and hay fever.

WHAT’S THE CAUSE?
Quite why the rate of allergies among
children has become so high is a puzzle.
Genetic factors play a part in that they
predispose a child to a particular allergy.
So if a parent suffers from eczema or a nut
allergy, the child will also be susceptible to
developing that particular allergy. Certain
physical and lifestyle characteristics among
children are also linked to allergies – for
example, high birthweight, not being
breastfed, obesity and lack of exercise.
Environmental factors may also be partly
responsible. Tobacco smoke and other air
pollutants can exacerbate certain conditions
and symptoms, while another theory
suggests that children’s lack of exposure
to dirt and micro-organisms means their
immune systems do not get a full work out
and so become sensitised to what would
normally be fairly minor irritants.

WHAT DOES A REACTION LOOK LIKE?
Mild or moderate allergic reactions have
tell-tale signs, as do more severe cases.
Recognising the symptoms is the first step
towards diagnosing, treating and managing
the condition. Pennine Care NHS Foundation
Trust put together a guide to identifying the
signs of allergic reactions (see table).

EAT NUTS OR NOT?
To reduce the risk of childhood
allergies, mothers were advised not
to eat nuts during pregnancy and
breastfeeding. But recent studies
suggest that eating nuts might lower
the likelihood of childhood allergies.
A study in 2012 by Maslova et
al, looked at the diets of 60,000
pregnant Danish women and then
checked their babies at 18 months for
asthma or similar symptoms. It found
that the children of mothers who ate
nuts as least once a week had a 20%
to 25% lower risk of having asthma.
A study from Frazier et al in the US
in 2014 compared the health of 8205
children with the records of their
mothers’ diets during pregnancy. It
found that the children of mothers
who ate the most nuts – five times a
week or more – had the lowest risk of
a nut allergy.
The researchers said: ‘Our study
supports the hypothesis that early
allergen exposure increases the
likelihood of tolerance.’
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CLINICAL

FOOD ALLERGY
DEATHS IN THE UK
HOW ARE ALLERGIES MANAGED?
While spotting an allergic reaction can be
straightforward, identifying the trigger and
then controlling a child’s exposure to that
allergen is another matter.
Even so, the first step to managing an
allergy is to avoid and remove the irritant if
possible. This is more easily achieved with
some substances than others. Avoiding foods,
such as cow’s milk or nuts, or materials such
as latex, is at least feasible. Packaging labels
can help here, especially since legislation
has standardised how manufacturers label
common allergens. But other substances,
such as pollen, pet hair and air pollutants, are
a much greater challenge. The best course of
action is to limit exposure to the allergen as
far as possible and make sure the appropriate
therapeutic aids are close to hand to treat the
symptoms – so inhalers, and steroid and antihistamine tablets and ointments.
The potential for a severe reaction calls
for a more robust precaution, so any child at
risk from anaphylaxis should always carry an
adrenaline injector (see box).

WHAT CAN SCHOOLS DO?
The prevalence of allergies among children
means schools also need to have clear
policies for managing allergies and the
risks they pose.
Current advice is that children with allergies
should not be isolated, and neither should
the triggers – simple bans are not risk-free
solutions and can end up creating artificial
environments that do not reflect the real
world. Instead, a whole-school awareness
approach is recommended. This ensures
all the staff and children are aware of what
allergies pose a risk, the importance of
avoiding the triggers, the signs and symptoms
of reactions, and how to deal with them. With
a clear policy and set of procedures, which
include guidelines for controlling medicines,
a school can minimise the risk and promptly
deal with any situations in an appropriate way.
To find out more about how your school
shapes up, head to the Allergy UK website
(allergyuk.org) and use its online self-audit.
This will tell you how effective your current
school policy is, and, if necessary, give you

48
9
6
1

cases from 1999-2006

nuts

fish

pointers for improving it.
In any case, good care for children
suffering from allergies should always be
carefully coordinated. Health visitors, school
nurses, GPs, dieticians and pharmacists
all need to work together to manage
the potentially serious risks that allergic
reactions can pose to children. CP
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DEALING WITH ANAPHYLACTIC SHOCK
Anaphylaxis is a severe reaction to a trigger such as an allergen. Also known as
anaphylactic shock, it is a medical emergency and needs to be treated quickly, as
it can be fatal. If you encounter anybody experiencing anaphylaxsis, NHS Choices
(2016b) recommends the following:
1. Call 999 immediately and ask for an ambulance – say you think the person
has anaphylaxis
2. Remove any trigger if possible – for example, any wasp or bee sting
3. Lie the person down flat – unless they’re unconscious, pregnant or having
breathing difficulties
4. Use an adrenaline auto-injector if the person has one
5. Give another injection after 5 to 15 minutes if the symptoms don’t improve and
a second auto-injector is available.
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CHANGING
CONVERSATION
THE

Why isn’t UK culture conducive to breastfeeding? And can it ever change?
Helen Bird explores some of the reasons behind our low breastfeeding rates
and looks at what could reverse the trend.
he practice of a mother feeding her
child in the most natural way now
makes regular headlines – and often
for the wrong reasons. Just last month,
a senator breastfeeding her child in
Australian parliament was deemed
shocking enough for the world’s media
to report on it (see page 12-13), with
images flooding social networks to predictably polarising reactions.
‘It’s frankly ridiculous, really, that feeding one’s baby is international
news,’ said the senator at the time.
Back home, Northern Ireland has ‘among the world’s worst’
breastfeeding rates, the media fairly reported in May (Northern
Ireland Assembly, 2017). Also reported was data showing almost
half of mothers who gave birth after 2012 left hospital ‘without
attempting to breastfeed’ (Detail Data, 2017). These findings together
with the senator hitting the headlines, help to reveal where western
culture stands on breastfeeding.

NATIONWIDE ISSUES
Headlines aside, Northern Ireland’s low uptake is causing concern, as
is the rest of the UK as a whole: it has recently been shown to have
among the lowest breastfeeding rates in Europe (WBTi, 2016).
And last November, the World Breastfeeding Trends Initiative
(WBTi) published a report with worrying results for the UK: on
national policy for instance, the UK scored just one out of 10 for
having ‘no established UK-wide infant-feeding group for sharing
good practice’ (WBTi, 2016).

The problem appears not to be with initiation – aside from the
recent findings from Northern Ireland, the UK as a whole scores
highly on breastfeeding babies within an hour of birth (WBTi,
2016) – but with continuation. In England, for example, less than
half of women are still breastfeeding two months after giving
birth, according to a recent Public Health England (PHE) (2017) poll.
And this is in spite of the WHO’s widely publicised and accepted
recommendation of exclusive breastfeeding for the first six
months of life (WHO, 2016).

A LACK OF SUPPORT
So what’s going wrong? The WHO’s Dr Nigel Rollins blames a
fundamental lack of support. Nigel co-authored the significant
breastfeeding series in The Lancet last year, claiming that more than
800,000 child deaths per year could be prevented by breastfeeding
(Rollins et al, 2016). ‘The success or failure of breastfeeding should
not be seen solely as the responsibility of the woman,’ he says. ‘Her
ability to breastfeed is very much shaped by the support and the
environment in which she lives. There is a broader responsibility of
governments and society to support women through policies and
programmes in the community.’
There’s already a wealth of research highlighting the health
benefits of breastfeeding to mother and baby, and clear public
health and long-term economical motivations for driving up the
UK’s rates. We also know that financial investment is required
from the next government so that healthcare professionals can
support all women who want to breastfeed beyond that crucial
two-month point.
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THE EFFECTS OF OTHERS
But it’s the societal and cultural factors
influencing the nation’s perceptions
of breastfeeding that need deeper
investigation. It’s vital to look beneath
the surface at why women are reluctant
to breastfeed, why those who start are
abandoning it, and what can be done to
better support them.

PHE (2015) recently polled 2393
mothers about breastfeeding publicly:

6 in 10
women who breastfeed take
steps to hide it in public

PUBLIC SHAMING
A recent news story shows the kind
of reactions women may face when
breastfeeding in public: it was reported
that a young mother was asked to stop
publicly nursing her son in the Royal
Liverpool Hospital by a nurse who implied
it was ‘sexual’ and would make others
‘uncomfortable’. Little wonder women feel
wary of breastfeeding in public.
‘Something is wrong if you can’t figure
out that parts of the body can have more
than one role and adapt your thoughts
accordingly,’ says Dr Amy Brown, programme
director for child public health at Swansea
University and author of Breastfeeding
Uncovered. ‘Mouths can be used in a sexual
way, yet we don’t criticise people for eating
in front of others, do we?’ It is perhaps for
this reason that bottle, not breast imagery is
used for baby clothes, changing room doors
and children’s dolls, says Amy. ‘Bottles are so
symbolic of motherhood and that is blindly
accepted,’ she adds.
Bernadette Wood, a health visitor and
infant-feeding trainer based in Suffolk,
agrees. ‘Children’s playthings continue
to present formula feeding as the norm,’
she says. ‘And I think the idea of babies as
parasites, along with the sexualisation of
the female body, has led to girls thinking
of breastfeeding as disgusting or just
plain wrong.’

¹¹¹//³³
women feel embarrassed or
uncomfortable nursing
outside the home

1 in 10

MIXED MESSAGES?
Dr Tim Kurz, senior lecturer in psychology
at the University of Bath, has carried out
research analysing how various public
health materials deal with the topic of infant
feeding, as well as how mothers engage
with and feel about the messages. ‘We
have identified a paradoxical situation in

who chose not
to breastfeed
their baby were
influenced by the
worry of doing so
outside the home

which mothers are given a clear directive
that breastfeeding is the optimal way to
feed their infant, but at the same time are
told that they shouldn’t “feel guilty” or
“let anyone make them feel guilty” if, for
whatever reason, they use formula,’ he says.
‘Furthermore, it is often suggested in
advice materials that mothers who formula
feed must not let themselves feel guilty,
because this will have negative effects on
the child.
‘While well intentioned, these mixed
messages place an unfair psychological
burden on mothers,’ Tim adds. The result, he
suggests, is a sense of guilt that could cause
women to feel inadequate as mothers. We
need to be careful about language when
communicating with them, he says.
‘Either women genuinely have the “right
to choose”, in which case they should be
told that they are not guilty, rather than that
they should not feel guilty.’ Or public health
materials should accept their advice makes
women who don’t breastfeed feel guilty,
rather than blame women for feeling that
way, he says.
It could well be that breastfeeding
promotion would benefit from a slightly
different approach. Charlotte Faircloth,
senior lecturer in social sciences at the
University of Roehampton, observes that the
public health perspective ‘fails to take into
account that breastfeeding is an embodied
practice, and that mothers and babies are
part of a social network’.
‘A focus on the mother-child dyad
can often screen out the other pulls
on a woman’s time that might make
breastfeeding difficult or unrealistic, such as
other children and work commitments,’ she
says, adding that a sense of responsibility
could extend far beyond infant feeding.
‘I worry that one of the effects of this
culture of instructing women as to how best
feed their babies plays into the idea that it
is mothers who are responsible for wider
health inequalities or similar. In fact, the
broader structural systems in society – class,
for example – are more of a determinant of
how babies turn out, not the practices of
individual mothers.’
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SOCIAL STANDING
G
Like it or not, there is an
association between
breastfeeding and social
cial
class. While women in
poorer countries tend to
breastfeed for longer than
those in higher-income
me
countries, in the highlyy
developed UK, the better
tter
health and social outcomes
omess
linked to breastfeeding
g ha
have in
some ways caused it to
o be perceived
as a middle-class practice.
tice.
Yet this is more likelyy based on
correlation than causation,
ation, says Charlotte.
Charlotte.
‘Breastfed children tend
d to
t be
b healthier,
h lthi but
b t
middle-class women tend to breastfeed,’ she
observes. ‘Is it the breastfeeding? Breastmilk?
A general middle-class orientation to
parenting? We don’t really know, because
even in those studies that say they control
for it, the “choice” to breastfeed or formula
feed isn’t always a choice.’
What is surely needed is better education
for everyone about breastfeeding, starting
from childhood. ‘As a society we have lost
knowledge around what breastfeeding
is really like,’ explains Amy. ‘The fewer

A NEW WAY FORWARD

women who breastfeed, the fewer
people will see it, and the fewer will
understand how to support it.
‘Children should be taught about
breastfeeding, the breast and how
breastmilk
b
t ilk works,
k as young as possible,
ibl so
that the next generations of mothers feel
more prepared. This would also enable them
to learn about it in a context that is separate
from being parents themselves: they can
think about it without feeling pressured or
overwhelmed,’ Amy adds.
This ties in with the recommendation from
the WBTi 2016 report that all professionals
who could affect women’s decision to
breastfeed and continue breastfeeding,
including childcare workers and GPs, should
receive high-quality training (WBTi, 2016).

THE UNICEF BABY FRIENDLY CALL TO ACTION
Unicef’s Baby Friendly Initiative is calling on UK and devolved governments to
implement four key actions to create a supportive, enabling environment for
women who want to breastfeed:
1. Develop a national infant-feeding strategy board in each of the four nations,
including members from all relevant government departments and tasked
with developing a comprehensive national infant-feeding strategy and
implementation plan
2. Include actions to promote, protect and support breastfeeding in all policy
areas where breastfeeding has an impact
3. Implement evidence-based initiatives that support breastfeeding, including the
Unicef UK Baby Friendly Initiative, across all maternity, health visiting, neonatal
and children’s centre services
4. Adopt, in full, the International Code of Marketing Breastmilk Substitutes.
For more on the UK’s engagement with the initiative, see Last word (page 48-49),
and to view the call to action in full, go to bit.ly/Unicef_BFI_call

Ultimately, does UK culture
need to undergo a shift in
order to better accommodate
breastfeeding and better equip
women to adhere to the sixmonth exclusive recommendation?
TThe response seems to be a
resounding ‘yes’.
re
‘‘There is a lot of pressure on new
mothers tto get their lives back – whether
means losing weight, regaining their
that mean
social life or going back to work as quickly
possible,’ says Amy. ‘But [life] before
as possib
baby] has gone: you have a brand
[your bab
person to care for and we should have
new pers
systems
t
iin place that make that easier: better
maternity leave, better support for new
mothers and simply better value for the
mothering role.’
Amy adds that much can be learned
from the countries that score highly in
breastfeeding uptake and duration. ‘[These
countries] tend to view breastfeeding as
normal, but more widely they support their
new parents better,’ she says. ‘Longer, better
paid maternity leave and extended paternity
leave for fathers is common in Scandinavia,
where breastfeeding rates are high. This
would help in instilling the value of what
mothers and families do.’
Charlotte suggests that a shift in
conversation could be needed from health
benefits to ‘reproductive rights and
women’s autonomy’.
‘The regulation of women’s behaviours
in the reproductive years is getting tighter
and tighter,’ she observes. ‘We are now
meant to regulate our diets before we even
think about having a baby. I see this as an
extension backwards of a broader parenting
culture, in which fierce debate about
women’s reproductive choice reigns.’
But how can cultural change come about?
Sociologists have previously claimed that
new customs and practices are likely to be
more readily adopted under two conditions:
if they represent what is viewed as socially
desirable and useful; and if they do not
clash with existing and still-valued customs
and practices.
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‘Of course it is going to take time,’
concedes Amy. ‘We need to reverse a
generation or more of formula being the
norm. I think we need to take a wider
approach to supporting new families better.’
Maybe we could start by listening to
women. ‘Culture change happens from both
the top down – for example, policy – and the
bottom up, with people’s experiences,’ says
Charlotte. ‘The top-down approach hasn’t
worked so far on the infant-feeding front,
and we have a huge gap between the two.
Perhaps starting from women’s experiences
and what they say they actually want might
help build a more supportive culture.’ (See
box, right, for two women’s views).
As we approach yet another general
election at the time of going to press, the
next government needs to recognise that
well-supported healthcare professionals
who are not exhausted or under pressure will
be able to invest more time in promoting the
healthiest choices to women.
Bernadette refers to an encouraging
survey in her local press, which found most
mothers try to breastfeed ‘because their
midwife or health visitor recommends it’.
The same survey suggested health benefits
are lowest on the list of reasons, below cost
and convenience.
Perhaps the smartest way forward, in
addition to implementing better national
policy and education around breastfeeding,
is simply to listen and learn. CP
● For the full list of WBTi findings (2016),
see bit.ly/WBTi_2016

LISTENING TO MOTHERS – TWO WOMEN HAVE THEIR SAY…
‘The phrase “breast is best” is unhelpful’
Lyndsey from Barnsley says:
‘I think the UK has low breastfeeding rates
for various reasons.
‘I was fortunate to live in a health authority
that had invested money in providing
breastfeeding information, education
and support in the community. This isn’t
universally available and I think if it were,
more first-time mums might try it.
‘I also think there’s still a taboo about
breastfeeding in public; either mums don’t
feel comfortable breastfeeding their baby in
public or they find other people’s reactions
and attitudes to it unsettling or off-putting. It
might be a generational thing – more people
may choose to breastfeed if they themselves
were breastfed.
‘I think the phrase “breast is best” is really

unhelpful and negative. It puts pressure on
mothers to breastfeed by inferring that if
they use formula milk they clearly don’t want
what is best for their children. Breastfeeding
can easily work for some people and it can
be a rewarding and positive experience, but
it can equally be incredibly difficult, if not
impossible for others, and be a stressful and
negative experience.
‘To resolve the taboo around
breastfeeding in public, there are simple
things that could be done. Signs in shops
and cafés supporting breastfeeding are
helpful. And creating a separate, comfortable
room with seating would provide privacy for
any mums anxious about breastfeeding in
public, and without them having to resort to
feeding their child in a toilet cubicle.’
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‘It’s about convenience’
Debbie from London says:
‘Breastfeeding never
appealed to me, and I knew
the second I fell pregnant
that I would not be swayed.
I wanted to share every
second of my son with my
husband as I had carried my
son for nine months and
wanted to make sure that
once he was born, looking
after him was equal.
‘Secondly, as I did not take
maternity leave it meant I

was able to have the help of
other people feeding my son
while I worked, without me
having to ‘cluster feed’ and
be tied to my baby. Thirdly,
since I was born, formula
milk has advanced and my
son so far has an immune
system on a par, if not better,
than some breastfed babies.
‘I also think it’s [the
culture in the UK] about
convenience. Formula milk
is available everywhere and

means you can confidently
feed your child in public
without being shamed.
I know you can express
into a bottle but again this
can be painful and not as
convenient. It also means
you can quickly return to
your busy life of eating
and drinking as normal,
plus lots of new mums go
back to work straight away
so breastfeeding simply
wouldn’t work for them.’
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WORRIED

A

s a social worker, I have seen
first hand how money worries
can have a huge impact on
people’s wellbeing, both
physical and mental. I will
never forget a home visit to Suzy (not her
real name), who was struggling with her
mental health. When I suggested a warm
bath might help her relax, she told me it
would cost £1 on her prepay electricity
and mean she could not buy a can of
soup for dinner. Her worries about bills
were contributing to her anxiety and
depression, and causing her to cut back
on essentials like healthy food. Cases like
this are why I also work as a researcher
for the Money and Mental Health Policy
Institute, a think tank set up to tackle the
link between money problems and mental
health problems.

ISTOCK

Debt can devastate
people’s mental
health and wellbeing.
Tasneem Clarke,
a social worker and
research officer at the
Money and Mental
Health Policy Institute,
looks at the link
between financial
problems and ill health,
and how community
practitioners can help.
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The thing about problem debt is that it
doesn’t just have practical implications, as
in Suzy’s case, it also has a particular impact
on our mental wellbeing. Worrying about
having services cut off, the bailiffs coming
round, or being evicted, and on top of that
internalising the stigma around money and
blaming yourself, can have a long-term
impact on mental health.
Lower income is associated with poorer
health generally, but problem debt has
a particularly strong impact on mental
health. Nearly half of people with problem
debts (45%) have a mental health problem
compared to just 20% of those not
experiencing financial difficulties (Jenkins
et al, 2009). The more debts people have, the
more likely they are to develop mental health
problems, even after adjusting for income
and other factors, and those in problem debt
are twice as likely to think about suicide than
those not in financial difficulty (Meltzer et al,
2011). Household debt is on the rise in the
UK, and a proportion of that will be problem
debt – where people struggle to make the
repayments and the debt affects their quality
of life.
Unfortunately the link between money
and mental health goes both ways, with
each issue making the other worse. People
experiencing a mental health problem are
three times more likely to be in problem
debt, meaning that this is a serious issue for
health and social-care practitioners.

‘Living on £20 a week
and worrying if you can
feed your daughter or
heat the house or top up
the electricity, still having
threatening letters
through the door even
though you have tried to
explain the situation – I
felt, what is the point
and can I really go on?’
Money and Mental Health
research participant

THE EFFECT ON FAMILIES

MONEY WORRIES

45%
of people with problem debt have a
mental health problem

Just

20%

of people with no problem debt
have a mental health problem
Children
in families
struggling with
debt are

5X

more likely to be
unhappy than
those in families
with no debt
problems

Only

57%

of mental
health trusts
in England
routinely ask
service users
if they are
have financial
problems

Money worries can have similar practical
implications for children: for example,
having to cut back on clothes, educational
trips and even food. These difficulties are
compounded by the psychological impact
of seeing a parent who is stressed and
worried, arguing, feeling guilty or even
developing a mental health problem.
Children living in families struggling
with debt are five times more likely to be
unhappy than children in families who don’t
have difficulty with debt (Pinter et al, 2016).
Money and Mental Health’s research has
revealed some of the causal links between
financial difficulties and mental health
problems (Holkar and Mackenzie, 2016).
For example, mental health problems can
make it harder to stay in employment,
affecting income. And managing money on
a tight budget saps our time and energy.
Both financial difficulty and mental health
problems can put strain on our relationships.
Families trapped in problem debt are more
than twice as likely to argue about money
problems (Royston and Surtees, 2014).
Arguments about money or attempts to
hide problems can contribute to stress on a
relationship or even cause it to break down.

WHAT CAN HELP?
There is growing recognition of the need
to tackle the link between money worries
and mental health problems. Money and

‘My partner blames me
because I have to pay
for catalogues instead
of contributing to the
house bills. I feel like a
failure. Then I go and
spend some more as I
feel reckless. It causes
fights: he shouts and I cry
because I can’t explain
why it happens’
Money and Mental Health
research participant
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DEBT CRISIS: HOW CARERS CAN HELP THE VULNERABLE
BE PRAGMATIC. Go with them to the bank, sit with them while they make a phone
call to a debt counsellor and print out relevant articles for them if they don’t have
a computer.
KNOW THEIR TRIGGERS. You may want to make an agreement that the person
lets you know if they seem to be becoming unwell. You could make an action
plan together, for example looking after their credit card or helping them make
a GP appointment.
OPEN A BASIC ACCOUNT. You might not have the power to access their bank
account, but if overspending is a problem you could open a basic account (with no
overdraft), a joint account or obtain a third-party mandate. Ask at your bank.
BE INFORMED. The Mental Health Foundation has published a full guide about
how the Mental Capacity Act can help people with mental health problems deal
with their money when they go into banks, building societies and post offices.
Go to mentalhealth.org.uk/publications to download the full Banking on good
decisions guide.
KNOW THE LENDING CODE. Banks may be intimidating, but they must give
people with mental health problems a reasonable time to gather information,
for example 28 days. This can be useful if it takes time to pluck up the courage to
track down the paperwork. Banks should keep debt in-house, and not pass it to
collection agents. The Lending Code also states they should ensure court action is
a last resort, and refer people with mental health difficulties to specialist teams.

ISTOCK

TALK IN CONFIDENCE. If someone is feeling low or suicidal because of debt,
they should talk to someone in confidence – their GP, case worker, friend, etc.
Alternatively, they should call the Samaritans on 116 123, the NHS on 111 (England
and Wales), NHS 24 on 111 (Scotland) or Lifeline on 0808 808 8000 (NI).

Mental Health is working with service users,
carers and the financial services industry to
explore practical solutions, like better selfcontrol options on bank accounts, and smart
technology to help people
budget and limit their
spending. Health services
also have an opportunity to
do more.
Approximately a quarter
of mental health service
users are in financial
difficulty, and we know
this affects their recovery rates
(Jenkins et al, 2009). Yet four out of
10 do not tell their mental health
professionals about their
financial difficulties,
even when they
acknowledge these

problems are making their mental health
worse (Holkar and Mackenzie, 2016). We
also found that only 57% of mental health
trusts in England routinely ask service users
if they are experiencing
financial difficulty (Clarke et
al, 2016). With most service
users saying they don’t
volunteer this information,
a failure to routinely ask
is leaving professionals
without important facts that
could be key to helping a
person recover.
Most debt problems can be solved
with sound advice, but if people
don’t know support is available,
or they feel too ashamed
to ask for help, they
may go on suffering in

silence. With many people waiting up to
12 months before seeking advice on debt,
being asked the question may be the first
step towards solving what can feel like a
hopeless situation.

WHAT CAN COMMUNITY
PRACTITIONERS DO?
Community practitioners are often the first
people that somebody will trust enough to
talk to about money worries, or are the first
to spot that things are not going well. Piles of
unopened bills or scrimping on heating and
food may be the starting point for a sensitive
conversation that could lead to real help.
While healthcare professionals aren’t debt
counsellors, they do need to be aware of the
issue in order to identify it and raise it, and
also be informed about where people can
get good debt advice.
Free national and local services are
available to help, and service managers and
commissioners would do well to have quick
referral pathways into these, or even to look
at co-locating health and advice services.
Making a referral is more likely to be effective
than simply signposting, and making an
appointment or even attending it with
the service user is more effective than
referral alone. CP
● More information about the link
between financial difficulty and
mental health problems is available
on the Money and Mental Health
website, where practitioners can
also join our professional network,
which works towards developing best
practice nationally through research
and testing new approaches. Visit
moneyandmentalhealth.org
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Self-sufﬁciency
at any age
O
The number of
over-85s in Britain
is set to soar in
the next few
decades. With the
right support and
care, they can
stay healthy and
independent.
Vivien Hollis of
the Active Ageing
Service in Bath
demonstrates how.

ffice for National Statistics
(ONS) figures suggest that over
the next 20 years the number
of people over 85 years old will
rise by 3.5 million across the UK
(ONS, 2011). The Bath & North East Somerset
(B&NES) Council supports these figures when
it says that by 2021, there will be 20% more
people aged over 75 and 40% more over
90 (B&NES, 2014). This is not bad news. It is
something to celebrate for the families and
communities we serve.
However, many will need a lot of support
to remain healthy and independent.
To complicate matters, the gap in life
expectancy between our richest and
poorest areas is growing (Bennett, 2016).
The public health agenda in B&NES has
highlighted five priorities for this age group:
● Food
● Fitness
● Relationships
● Resilience
● Social isolation.

These areas represent the most significant
challenges to the health and wellbeing of
the older residents in the B&NES area. In
response, Sirona Care & Health in Bath was
commissioned to develop and deliver a
new health visiting service for older people,
particularly the 80- to 84-year-olds, called
the Active Ageing Service. This service
was introduced in 2014 and is now run by
Virgin Care, and is part of the B&NES Council
community health and care services.
The Active Ageing Service aims to:
● Improve health and wellbeing outcomes
for older people, which includes their
social and emotional needs as well as
their physical health
● Reduce health inequalities
● Improve access to services
● Work in partnership with others
● Celebrate and build community resilience.
The team is made up of health visitors,
specialist community public health nurses
and health visitor support workers (NVQ
Level 2/3 in Health and Social Care). The
team covers B&NES and works within the
community adult multidisciplinary team
model. Our work will always remain a
public health role and has the central aim of
preventing hospital admissions and helping
people to enjoy their lives and re-evaluate
what is important to them.
The 80 to 84 age group was
chosen after discussions with local
hospitals, GPs, community nursing,
and social care services, as it was
identified that older people in
our area were regularly being
admitted into hospital around the age of
83 as they became more frail. By offering
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a service three years before this, we hope
to prevent ill health and accidents, while
supporting people who already have longterm conditions to live well.
For example, from 2012-14 the number
of hip fractures in B&NES was higher than
the national average (PHE, 2016). The cost of
falls to the whole NHS is estimated at more
than £2.3bn a year (NICE, 2013). While society
values the reactive health services that
support us to recover when we are unwell,
it is equally important that health and care
services work together to upgrade the
prevention and public health services that
keep people well.
The Active Ageing Service model is
based on the National Health Visitor Plan,
which remarks on the growing evidence
for the benefits of early intervention and
prevention. A Care Quality Commission
(CQC) report of 2016 said the Active Ageing
Service was caring, quick to recognise
people in vulnerable circumstances and
innovative. They also described the service
as ‘working in partnership for patient’s
wellbeing – both in terms of their physical
and emotional needs’ (CQC, 2017).
Our core objectives that reflect this are to:
● Reduce the number of falls, and
prevent accidents
● Create conversation around dietary
changes, improve older adults’
nutritional status, promote good health
through nutrition
● Support people who have been bereaved
● Support carers and families
● Support people with long-term conditions,
and help them to live more comfortably
with existing ones
● Offer advice and support for families
and people with memory loss and
cognitive decline.
To do this, we offer three levels of service:

ISTOCK

1. BUILDING COMMUNITY CAPACITY
Here we gain an understanding of our
communities’ assets in order to work in
partnership and to strengthen clients’ aims
and wishes, identifying specific needs,
and helping communities and individuals
to help themselves. We work closely with
organisations like British Red Cross, Age

THE ELDERLY IN THE UK

By 2027 the number of people
over 85 will rise by

3.5 million
across the UK
(ONS, 2011)

●

people were eating pre-packed meals
alone in their flats. The large sitting/dining
room was hardly used. Working with the
Healthy Lifestyle Service and warden, she
set up a six-week ‘Come cook and dine’
group for residents. Each week they would
meet to prepare food, take turns to cook,
and share the meal together. They all said
they enjoyed sitting around a table to eat
and chat, and all agreed it had helped
them regain their interest in food.
Another Active Ageing health visitor
approached a local gym to start an
exercise group for older adults to improve
their mobility and balance. Three years
later, it is still running.

2. UNIVERSAL SERVICE

1500
The number of people referred
to the Avon Fire and Rescue
Service for a home safety visit
by the Active Ageing team

£2.3bn
The estimated cost of falls to the NHS
(NICE, 2013)

UK, Alzheimer’s UK, Dial-a-Ride community
transport, St Monica Trust charity, local action
groups and befriending groups, sports
groups, memory cafés, and community
health and care services in B&NES, such
as the Healthy Lifestyle Service, as well as
council and public health groups. Building
community capacity fits well within our role
and has been identified as an integral aspect
of the health visitor, specialist community
public health nurse role (NICE, 2016; Kenyon,
2015; Department of Health, 2013; 2011).

The Active Ageing Service differs from
other health visiting/nursing services for
older people, which normally only take
referrals. Instead, our team contacts every
80- to 84-year-old. This way we can support
healthy ageing and actively promote the
health of older people, helping them to
be independent, to enjoy life, and to live
well with illness, dementia and fragility.
During the home visit, we include an
holistic assessment, exploring topics such as
social support, mobility, home safety, falls,
medications management, daily activities,
mood and memory. We have referred over
1500 people to the Avon Fire and Rescue
Service for a home safety visit. In our
conversations with older people, we look at
whether the person has something to do,
something to look forward to, and someone
or something – a pet, perhaps – to love.
Exploring these themes makes us a holistic
service, as opposed to a medical one.

Case studies
●

Case studies
●

While at a sheltered housing complex,
an Active Ageing health visitor noticed

●

An Active Ageing support worker helped
one man to change his diet, enabling him
to reduce, and eventually stop, taking
laxatives. The worker explained food labels
to him, along with fluid and fibre intake. He
also cut down on caffeine and now sleeps
better. He says he feels more alert and no
longer suffers severe constipation.
Another support worker visited a woman
who lived on her own and had bought a
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A health visitor referred an isolated man
to the Library at Home, and to befriending
and community transport services – he is
now more independent and in touch with
his community.
The team has also helped a lonely but
able older man to become a volunteer for
Contact the Elderly.
A man needed new shoes, but since losing
his wife he had not been shopping on his
own. The Red Cross was asked to go with
him to help build his confidence, so he
could do it by himself in the future.
A woman with impaired hearing was given
information about amplified hearing aids,
Deaf Plus and the local social-care hearing
and vision team. She can now make phone
calls and manage her finances.

3. UNIVERSAL PLUS SERVICE

WHAT’S NEXT?

This is a service for clients above and within
the 80 to 84 years age group, who have
additional needs highlighted through their
history or a universal visit. Individuals are
referred by a GP and the service is provided
by a health visitor, enables a more indepth assessment, and can offer additional
assessments around memory, depression
and falls.
In response to the information that 10%
of older people in the UK live with chronic
loneliness (Victor, 2011), the Active Ageing
Service also provides short-term support
for people who have low mood, are
bereaved or socially isolated. All are offered
an annual review.

At the end of 2016, the University of the
West of England agreed that our service
could support a student nurse on secondyear placement. The student reported:
‘What made the Active Ageing Service
such a good learning environment was the
opportunity I had to hone and develop
my holistic assessment skills, gain a better
understanding of the importance of
public health and observe how health
visitors worked in partnership with clients,
connecting them to the many different local
and national agencies.’
Sharing our knowledge and skills is
important to us. So is the belief that
public health is everybody’s responsibility.

Being a force for change and becoming
more visible in adult nursing has
allowed us to encourage all our hospital
and community teams to value the
preventative, public health services that
work to keep us all well. CP
● Vivien Hollis is the clinical lead and a
health visitor. Information for this article
was also provided by health visitor Jenny
Rudge and specialist community public
health nurse Kate Sharp.
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computer tablet so she could Skype her
90-year-old sister, who lived far away and
who she had not seen since 1945. However,
she found the technology difficult to master
and with huge disappointment abandoned
the idea. The support worker worked out
how to use the tablet, and helped the
woman set up Skype so
she could see and talk to
her sister.
● A support worker met
a couple who were
concerned about their fading
memories. They loved to go out
each day, but would often forget their
lunchtime medication. They had dosette
boxes but these were too big to take out
with them. The support worker found
them a smaller portable tablet container
that ‘buzzed’ at tablet time. The couple
were delighted and have regained their
confidence when out and about.
● An Active Ageing health visitor used
motivational interviewing techniques
to help a man cut his alcohol intake – he
reduced his glass size and learned how to
work out the calorie-count per drink. He
lost weight and said he felt better.
The people most likely to visit A&E for
alcohol-related falls are not the young but
the elderly. This is probably because elderly
people don’t realise their alcohol tolerance
levels reduce as they get older. Some drink
because they are lonely. Sometimes, a
simple conversation is all that is needed to
help people review and understand their
drinking habits.
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SCHOOL NURSE WEEK

A week to make
a difference
School nurse week from 10 to 14 July is fast approaching.
Are you ready to spread the word about the vital work you do?

A

re you taking part in school
nurse week? It is a time when
school nurses need to look
outside the workplace, and
talk to other people and
organisations about the service you offer.
School nurses often say ‘nobody understands
what we do’: now is your chance to tell them.
You need to explain the contribution
you make to the health and welfare of
young people in schools and beyond. Many
decision-makers do not realise that school
nurses have particular skills, which makes you
the ideal bridge between education, health
and home. We need to make other groups
and organisations realise that school nurses
are integral to the multidisciplinary team and
should be employed in sufficient numbers.
You need to point out how modern
school nurses help teaching staff deliver
effective PSHE, help young people make
healthy choices and keep themselves safe.
You should add that young people trust
school nurses as caring, non-judgemental
and confidential. A direct link exists between
pupils’ wellbeing and their attainment, and
you need to make clear the pivotal role you
play in helping them stay healthy.
This is about getting out and about, and
talking to people you might not normally
talk to. For example, if you are putting on a
roadshow, make sure new faces attend so
you aren’t preaching to the converted.
Talk to teachers, parents, governors, GPs,
social workers, voluntary and not-for-profit
groups, local charities, the health board,
CCGs, A&E staff, Healthwatch, councillors,
elected representatives, church and social
groups, local press, and especially those who
make decisions about local health services. CP

SCHOOL NURSE WEEK: THE THEMES
Each day has a different theme, so you can target who to talk to. Briefings for
each theme will appear on the CPHVA website at bit.ly/SNW_themes
MONDAY

THURSDAY

Keeping safe
School nurses’ role in safeguarding
includes multi-agency partnership work
to prevent sexual exploitation, female
genital mutilation, sexually transmitted
diseases and unwanted pregnancies.

Resilience and wellbeing
School nurses are on the front line,
dealing with issues in schools, in
communities and families. You
identify issues early, and provide
appropriate interventions. Feedback
shows students value the support of
school nursing teams.

TUESDAY
Healthy lifestyles
School nurses work with partners to
reduce childhood obesity, and you can
identify weight issues in children early
on. You can also help reduce the entirely
preventable illness of dental caries.

WEDNESDAY
Maximising learning and achievement
Children who are not at school are
unlikely to do well, helping to investigate
the reasons for sickness absence
enhances children’s outcomes and the
school’s prestige. You are integral to the
troubled families agenda.

FRIDAY
PSHE
School nurses support teaching staff to
deliver relationship and sex education,
and should help in curriculum planning
for PSHE. You are also the link for referrals
to primary and secondary services.
As you plan the week, think about some
memes we can use: ‘School nurses are
great because…’ and send them to
rosalind.godson@unitetheunion.org

Supporting complex and extra health
and wellbeing needs
School nurses can help schools with their
responsibilities under statutory guidance
for supporting pupils with medical
conditions. You also play a key role in
helping vulnerable and disabled children
in school.
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DOMESTIC ABUSE

Young fathers
talk about

ABUSE
Domestic violence is a
factor in 60% of serious
case reviews, and over
a third of abuse cases
start or get worse when
a woman is pregnant.
Now, as Siobhan West
explains, a pioneering
initiative is working with
young fathers who have
been abusive towards
their partners to look
at ways of changing
their behaviour.

T

he Hampton Trust, a charity
working in Hampshire, the
Isle of Wight, Gloucestershire,
Devon and the Channel Islands
to combat violence, abuse and
social isolation among individuals and
families, recently facilitated a consultation
in Hampshire among young people and
professionals. A questionnaire sent to
professionals by the Hampton Trust found
91% of respondents had worked with people
aged 17 to 23 known to be, or suspected of
being, victims of domestic abuse.
The Trust had frequent requests from
other agencies for support in working with
young perpetrators of domestic abuse,
and it had funding to work with young
people who displayed abusive behaviour
in their relationships and needed support
to change. Southampton’s Family Nurse
Partnership (FNP), a voluntary home-visiting
programme for first-time mothers aged 19
or under, responded to the Trust’s call to
develop a multi-agency brief intervention
to gain a better understanding of how
to support this client group. The Saints
Foundation, an independent charity aligned
to Southampton Football Club that supports
education, health and wellbeing for young
people and vulnerable adults across the city,
also came on board.

THE FIRST SESSION
The FNP spoke to young men during home
visits and asked what would encourage
them to attend a focus group. They felt a
group that focused on them as young men
and fathers, without their partners present,
would be help. Some suggested a group
incorporating their interests, including
football. The Saints Foundation agreed to
give them a tour of Southampton FC’s
St Mary’s Stadium, and the Hampton Trust
funded a supply of pizza to the group.
At the first focus group meeting in January
2016 just one man turned up. He was asked
what would encourage others to attend.
As a result, changes were made, including
transferring the meeting venue to St Mary’s
Stadium itself, which was considered more
relaxed. Family nurses provided transport
to and from the group, and the original flyer
was altered so that rather than targeting
‘young parents’ it was aimed at ‘young dads’.

THE PARTICIPANTS
Invitations went out to young men aged
15 to 20 whose partners were on the FNP
programme. They were already fathers, or
soon to be, or had become step-parents
to their partners’ children. Though the
focus for referral was initially on domestic
abuse, it was extended to any young man
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on the FNP programme in order to get a
better understanding of young fathers
in relationships.
For the men interested in attending the
group, the Hampton Trust course facilitator
and a Saints Foundation representative
arranged a joint visit with the family nurse.
The FNP team designed and completed
referral forms to register clients as attendees.
Besides being young parents, the men had
a range of life experiences. These included
learning difficulties such as ADHD and
dyslexia, having a child who was subject to
an intervention plan by the local authority,
being subject to one themselves as children,
or being a looked-after child. They had
poor attendance at school or in education
and had left early, and had experienced
unemployment, poverty, homelessness,
debt and mental health issues.
One participant said: ‘I tried to commit
suicide, I couldn’t cope. That’s part of the
reason my daughter is on a child protection
plan.’ Other participants reported having
a criminal history, health issues, being
emotionally and physically abusive to
female partners, and displaying controlling
behaviour and coercive control. Some had
experienced substance misuse, or had
been exposed to it as children. Others were
involved with gangs and had poor social and
support networks among friends and family.

THE SCALE OF DOMESTIC ABUSE
Domestic abuse
is a key factor in

91%
60%
of serious case reviews

of respondents to a
questionnaire sent
to professionals had
worked with people
aged 17 to 23 known
to be, or suspected
of being, victims of
domestic abuse
Sources: Hampton Trust, 2017;
Brandon et al, 2012

STRUCTURE AND CONTENT

ISTOCK

The group met over seven weeks on
Monday afternoons at St Mary’s Stadium.
The sessions covered perceptions of being
a young man and a dad, an introduction to
socialisation, life experiences and respectful
communication, dealing with conflict,
physical and emotional abuse, jealousy and
possessiveness, sexual violence, self-esteem,
positive self-talk, safety and support.
A solicitor attended one session to talk
about young fathers’ rights and parental
responsibility. Issues that the agencies

A young father: ‘Although
it was hard, it helped me
think about what I did
around my daughter’
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RECOMMENDATIONS
The future of involvement for the agencies
needs to be considered – for example,
the logistics of regular FNP involvement,
which includes co-facilitating the group
and bringing participants to every session.
Child protection and safeguarding issues
also came up, and it was sometimes unclear
where parties stood regarding information

A young father: ‘It’s
been good to talk
in a safe place. I
learned more about
life and relationships.
Having a solicitor come
in was really helpful. I
feel like we can get it all
sorted now’
sharing, consent to do this, and its effects.
Further groups for young men and
fathers should be developed to provide
more extensive and intensive support and
education on safe relationships and selfesteem. With a court mandate this could
be an option for those convicted of related
crime. Partnership work needs to continue
and extend across agencies.
A Coordinated Action Against Domestic
Abuse (CAADA) domestic abuse, stalking
and ‘honour’-based violence (DASH) risk
identification checklist should be completed
on all partners of the men in attendance
(CAADA, 2009). This would clarify levels of
existing abuse and act as a risk-level indicator
for safeguarding the partners and children of
young men who are also abusive or violent.

A multi-agency referral pathway should
be developed to include health, children’s
services, education facilities and other
agencies working with young people.
Parallel work regarding healthy relationships
and domestic abuse needs to be offered
at the same time for young women in
volatile relationships.
To conclude, despite fluctuating
attendance numbers, it appears a
partnership approach is crucial to success in
such a group, as is a gender-differentiated
approach in securing the commitment of
young fathers. This work also highlighted
the importance of practical support in
encouraging young men to attend, such as
providing transportation, identifying their
motivations, finding the right setting, and
deciding who facilitates the group. CP
● Siobhan West is a family nurse. Debbie
Willis from the Hampton Trust, Kirsteen
Andersson, also a family nurse, and
Mike Dixon from the Saints Foundation
contributed to the article.
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SHUTTERSTOCK

could help attendees with included social
inclusion and training, and managing anger
and aggression. One participant said the
group made him realise he was developing
anger issues and he did not like how it was
affecting his behaviour towards his partner
and daughter. The family nurse referred him
to a support course.
The number of attendees ranged from
two to nine per week, averaging out at three
or four. A common reason for not attending
was having Job Centre appointments at the
same time as the intervention. As a result,
discussions between the FNP, the Hampton
Trust and the Job Centre will be considered
when planning future group sessions.
Besides the intermittent attendance,
and despite the FNP providing transport,
the initially high attendance rate dropped
quickly. This is a problem associated
with ‘hard-to-reach’ client groups. Other
challenges included ethical considerations
when working with young men but not
young women, and parallel interventions
that might impact greater change.
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ts relevant to practice.
Upcoming courses, training and even
INFANT ME NTAL HEALTH
AWARE NESS WE EK
12-16 June
This year’s theme is pregnancy,
with the title ‘Begin Before Birth’.
W: bit.ly/IMHW_ 2017
#IMHAW17

HEALTH INFORMATION
WE EK
3-9 July
A multi-sector campaign to
promote the high-quality health
resources that are available to
the public.
W: bit.ly/NHS-HIW

WORLD BRE ASTFEE DING
WE EK
1-7 August
Now in its 25th year, the aim is
to attract more political support
and media attention.
W: bit.ly/WBW_ 2017
#WBW2017

#HV WE EK
21-25 August
Building on the success of last
year’s event, #HVweek returns
with events in your regions and
countries. Includes a one-day
national conference in London.

#SN WE EK
10-14 July
Unite-CPHVA brings you this
week-long celebration of school
nurses’ work across the UK.
#SNweek

WORLD HEPATITIS DAY
28 July
WHO wants to eliminate
hepatitis B and C by 2030: this
year’s event is about building
momentum and making
progress towards that goal.
W: bit.ly/WHD_17

SCHOOL NURSES
INTERNATIONAL
2017 CON FER ENCE
24-28 July
This year’s them is ‘School
nurses interacting within the
public health model to promote
the health of children – globally’.
Location: San Francisco, US
W: bit.ly/SNI_2017

#HVweek

PND AWARE NESS WE EK
4-10 September
Join the PANDAS Foundation
to rise awareness around preand postnatal depression.
W: bit.ly/PF_UK

PHE ANNUAL
CON FER ENCE
12-13 September
The themes for this year ’s
event, are promoting worldclass science, making the
case for prevention, and
working towards a healthier
and fairer society.
Location: Warwick University
W: bit.ly/PHE_AC_2017

NATIONAL PERSONAL
SAFETY DAY
5 October
Organised by the Suzy
Lamplugh Trust, this day
will focus on safety concerns

around taxi and
minicab licensing.
W: suzylamplugh.org

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

A
UNITE- CPHVA ANNUAL
NAL
ROFESSIO
PRO
C
CON FER ENCE 2017
17-18 October
Join colleagues and peers
in community practice to
network, share best practice
and discuss ideas at this two day
d event.
a,
na,
Loca
Lo tion: Motorpoint Aren
ff
ardiiff
Card
_papers
l_forr_pa
_calll_fo
A_ca
HVA
PHV
y/CP
.ly/C
W: bit.l

WORLD ANTIBIOTIC
AWARE NESS WE EK
13-19 November
With antibiotic resistance
a growing threat to health,
this worldwide event will
encourage best practice among
the public and health workers.
W: bit.ly/WHO_ AAW_2017

ADVERTISE WITH US
If you would like to
advertise here, contact
senior sales executive Alex
Edwards on 020 7324 2735
or email alex.edwards@
redactive.co.uk
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Actingthe
T
part
he increase in student nurses
requiring a mother and baby
placement, and the apparent
growth in the complexity
of families coming through
Lincolnshire Community Health Services
NHS Trust (LCHS) made us stop and think.
As LCHS has strong links with the University
of Lincoln, we started a conversation about
the number of places we could offer and
the challenge of increased demand.
We take the role of provider of
educational learning opportunities
seriously at LCHS and are keen to ensure
we meet high standards. We needed to be
mindful that we had health visitor students
in practice needing educational experience,
so they would be an added introduction to
some of our vulnerable families.
Also, with the increase in student
health visitors since the Health Visitor
Implementation Plan, we had to consider
the needs of the mentors and how students
might impact on their workloads.
A round-table discussion occurred
between Karen Johnston of the University
of Lincoln, Lynn Wilkinson, practice
educator school nursing at LCHS, and
myself – a practice educator at LCHS. We
pondered how to ensure adult branch
student nurses received a meaningful
insight into community nursing during the
antenatal to six-week period, but also lessen
the impact on families having to share their
stories with another person.

A new mother and baby simulation
project in Lincoln will give student
health visitors a meaningful insight
into community nursing, writes
Leanne McHugh, one of the
creators of the event.

RATIONALE FOR THE PROJECT
We wanted to make certain student nurses
were meeting their mother and baby
outcomes from the university and in line
with the NMC. It was also an opportunity for
our current health visitor students to take
part in a new way of learning and teaching
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where best practice
could be shared.
The concept of a
mother and baby
simulation day was
developed. The
overall idea was that
the practitioners and
health visitor students
would have a day at the
university’s simulation suite
and, using real-life stories and
role play, deliver antenatal assessments,
primary birth assessments and a six-week
assessment, while student nurses could
observe, participate and ask questions.

INTENDED OUTCOMES
We needed the right people on board
to form our working party. We were also
mindful the project would need to meet
not only the student nurses’ outcomes
for their learning but our student health
visitors’ outcomes too.
The team included Lynn Wilkinson,
who was involved with developing the
initial idea. She said: ‘I suggested that the
student health visitors should play the
part of the parents. This would help them
to understand what it feels like to be in
that position with a health visitor in front
of them. Allowing them to reflect on their
feelings after the event would support any
adaptations and development of their own
communication skill-set, which could be
revisited if needed.
‘It also reveals how this links into building
therapeutic relationships with families,
so using the event to its full potential of
learning from pre-registration student
nurses and specialist practice health
visitor students.’
Carolyne Bognar, a health visitor at
LCHS, was another key member of the
team, bringing knowledge not only from
practising as a health visitor and mentoring
students, but also as an assessor at Sheffield
Hallam University for current health
visitor students.
During the assessment process, she
watched the therapeutic relationship
with clients. Thinking about how the key
communication skills observed during the
assessment at the university and the set
criteria could be adapted for our simulation

day sparked
much interesting
discussion.
Once this
framework
was set down,
outlining that
the consultation
should be structured
to include listening
techniques, psychological
techniques and open-ended
questioning (with an indication of
what was expected for each section),
the student nurses would be able to
immerse themselves in the simulated core
offer contact.
By adding their comments, they could
participate in open and safe discussions
afterwards where they could question what
they saw and heard.
Also in the team was Sylvia Wilkinson, a
community practice educator at LCHS. She
brought a critical aspect to the designing
of the day, and recognised that having a
clear set of outcomes and values for the
students needed to be captured and shared
with them.
We wrote separate outcomes for the
student nurses, aligning them to their
placement booklets, and asked a student
nurse for comments.
Sophie Holgate, a first-year student nurse,
said: ‘The insight day will provide adult
student nurses with the basic knowledge
to uncover underlying causes of common
health issues for mothers and babies. It
will teach me to use communication and
language skills, and to adapt them to
different service users’ needs and abilities.
‘I will learn how to word sentences and
the importance of how this can improve my

relationship with service users. I will also
learn the importance of empathy through
hearing real-life stories. All these skills will
be transferable throughout my career.’
We also wrote down health visitor
students’ aims. One, Alice Howell, said:
‘This is a chance to work with other
health professionals to share ideas and
practice, and develop new skills and
learning. Coming together in training
allows more joined-up working with
health professionals.’

EVENT FEEDBACK
After the event, Alice said: ‘This was an
exciting opportunity to work with student
nurses, to raise awareness of the role of
health visitors and how this links with the
patients that student nurses might work
with. It was refreshing to hear their ideas and
thoughts about the simulation examples.
Performing the simulation in this safe and
controlled way allowed the students to feel
comfortable enough to talk.
‘The day reinforced my reasons for joining
health visiting, supported my learning as a
student health visitor, and strengthened my
practice and knowledge.
‘Being an actor helped me empathise
with families as to how it feels to be asked
sensitive questions, and supported the
importance of how we ask questions and
how this affects therapeutic relationships. It
was a good chance to listen to the students’
reflections from placement and see health
visiting from their perspective.’

WHAT NEXT?
After reading the positive comments from
the students, we intend to continue with this
project, and have already started planning
how to incorporate midwives into it. CP

HOW MOTHER AND BABY SIMULATION WORKS
● Student health visitors play the part of parents with real-life stories to

understand how it feels to be in front of a health visitor
● Simulation lessens the impact on families telling their stories to students
● It builds knowledge and key communication skills – listening techniques, open-

ended questioning and psychological techniques
● Student nurses observe, participate and ask questions
● Joined-up working between student health visitors and student nurses
● Students participate in open and safe discussions afterwards
● They can increase empathy and build therapeutic relationships with families.
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What makes a
mother wean early?
Research has revealed the factors that drive mothers to wean
their infants before six months. Cathryne Edmunds and
Sue Green explain what they are and how this knowledge
can help health visitors in their practice.
Working with mothers and carers to ensure good
nutritional intake by infants to promote growth
and development is a longstanding role of the
health visitor (Murphy, 2003). One aspect of this
role is to provide information on the appropriate
time to introduce solid food to infants – usually
called weaning (Gildea and Stewart, 2009).
Current guidance (British Dietetic Association,
2013; Scientific Advisory Committee on
Nutrition, 2008; Department of Health, 2003;
WHO, 2001) recommends that weaning takes
place at six months. Yet many mothers often
choose to wean before then, sometimes even
before four months.
When babies are weaned appears to
influence health outcomes, with those weaned
before four months the most affected. Weaning
before 17 weeks is associated with a range
of negative health outcomes (Arden, 2010),
including eczema (Tarini et al, 2006), childhood
wheezing, respiratory illnesses (Wilson et al,
1998), higher body fat and body mass index
(Wilson et al, 1998), and childhood obesity
(Griffiths et al, 2008; Sloan et al, 2008). Weaning
before six months is associated with respiratory
infections (Department of Health, 2003) and
exposure to pathogens present in food that
may predispose the infant to gastrointestinal
disease (Wilson et al, 1998). It has also been
suggested that solid foods may overload the

digestive and absorptive mechanisms of the
immature gut, leading to increased potential
for sensitisation to food antigens (Wilson et
al, 1998).
Health visitors are in an excellent position to
influence weaning choices, not least because
there is evidence that a baby’s early years are a
time when mothers are particularly receptive to
learning and making changes (Department of
Health, 2009). So an awareness of the key factors
associated with early weaning will help health
visitors to assess risk and plan health promotion
interventions for mothers.
We undertook a study, involving a systematic
literature review, to identify those factors. The
research revealed that there is not a single
factor that influences the parental decision
to wean an infant before six months. Instead,
there is a range of factors and, crucially, they
differed according to whether a baby was
weaned before four months or between four
and six months.

INFLUENCING FACTORS
The most prevalent factor associated with
weaning before four months was parents’
perception that the infant was no longer
satisfied with milk feeds (McAndrew et al, 2012;
Arden, 2010; Tarrant et al, 2010; Wright et al,
2004) because the infant was waking more often

KEY
POINTS
● Weaning before four

months is associated
with parents’ perception
that infants are no
longer satisfied with
milk feeds because they
wake more at night,
and with mothers aged
24 or under
● Weaning between
four and six months is
associated with official
weaning guidelines,
and advice from health
visitors and the internet
● Health visitors need
to be aware of the key
factors associated
with early weaning to
plan health promotion
interventions
● The ongoing debate
about the age to wean
can lead to conflicting
advice from health
visitors and confusion
for parents.
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81%
74%
0.5%
27%

‘MOTHERS ARE NOT
ALWAYS AWARE OF THE
POSSIBLE HARMFUL
EFFECTS OF EARLY
WEANING, PARTICULARLY
BEFORE FOUR MONTHS’

of British babies are
breastfed at birth…

start within the
first hour

of British babies are still
receiving breastmilk at
12 months – the lowest
rate in the world

This compares to:

in the US

92%

44%
in New Zealand

in India

(Victora et al, 2016)

34%
of British babies are
still being breastfed,
though not exclusively,
at six months

during the night (Moore et al, 2014; McAndrew et al, 2012; Arden,
2010; Tarrant et al, 2010).
Another factor was maternal age. Mothers aged 24 years or
under are more likely to wean before four months (Moore et
al, 2014; McAndrew et al, 2012; Moore et al, 2012; Tarrant et al,
2010). Socio-economic status was also linked to early weaning
– mothers who worked in manual occupations were more
likely to have weaned by four months than those working in
professional occupations (McAndrew et al, 2012; White, 2009;
Wright et al, 2004). Three studies identified that mothers with
lower educational attainment were more likely to wean earlier
(Moore et al, 2012; Spillman, 2012; Tarrant et al, 2010). Finally, very
early weaning was associated with mothers receiving advice from
the family, with the maternal grandmother one of the principle
sources (Spillman, 2012; Tarrant et al, 2010).
For those who start weaning between four and six months,
the most critical factor was parental knowledge and the national
guidelines (Moore et al, 2014; Moore et al, 2012; Arden, 2010). Using
the internet to seek advice on weaning was also a factor (Moore
et al, 2014; Moore et al, 2012). Finally, they were influenced by the
professional advice given by a health visitor (McAndrew et al, 2012;
Tarrant et al, 2010).
This last factor may seem like good news. But some papers
suggest that the inconsistency of information and advice has
resulted in confusion among mothers (Moore et al; 2014; Spillman,
2012; Moore et al, 2012; Arden, 2010). This is unsurprising given
that Moore et al (2014) and Arden (2010) report that the current
Department of Health guidelines (2003) are confusing. They state
that six months is the recommended age for weaning, but also
that ‘all infants should be managed individually’. Clearly, this is
open to interpretation.
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IMPLICATIONS FOR PRACTICE
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What do these findings mean for health visitors’ practice? If health
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A matter
of honour?
How does health visiting practice change when the
caseload includes women from collectivist or honour-based
communities? Dr Catherine Smyth explores the key issues,
with specific reference to domestic abuse.

A challenge for health visiting practice is
how to engage hard-to-reach groups and
address health inequalities. One difficultto-access group is women living within
collectivist and honour-based communities,
such as those of south Asian origin. For many
such women, issues such as domestic abuse
are kept hidden from health professionals.
Recent research suggests that the Westerncentric focus of health visiting and a lack of
understanding about certain cultural issues
can contribute towards this more than factors
more associated with service availability.
To date, much of the British research and
subsequent influence on health visiting
interventions with abused women has been
Western-centric and predominantly relates
to violence occurring between intimate
partners (Dennis, 2014; Peckover, 2003a;
2003b). This methodology can therefore
overlook the wider challenges that health
visitors may encounter when working among
collectivist and honour-based communities.
A study carried out among a Pakistani
community in the north of Britain was
published in 2016 (Smyth, 2016). It provided
a glimpse into the challenges faced by health
visitors working among collectivist and
honour-based communities. In December of
the same year, another report highlighted
the multiple challenges facing all public
services. The government-commissioned
report, written by Dame Louise Casey, was
a review into integration and opportunity

in some of the most socially isolated and
deprived communities in Britain (Casey, 2016).
There was a significant focus on people of
Pakistani and Bangladeshi ethnicity as these
communities are said to suffer significant
disadvantage across a range of measures
(Casey, 2016).
The report caused consternation in some
Muslim groups, who argued that it confused
race, religion and immigration (Taylor,
2016). While Dame Louise acknowledged
that the content of the paper would be
hard to read for some people in these
communities (Casey, 2016), she highlighted
the consequences of shying away from
talking about ‘difficult and uncomfortable
problems’. She specifically referred to
women and children being the targets of
‘regressive practices’ in certain communities,
and suggested leaders and institutions were
not doing enough to stand up against these
practices or to protect the vulnerable.

REVISING PRACTICES
The report cited claims that some sharia
councils had supported the values of
extremists, condoned wife-beating, ignored
marital rape and allowed forced marriages. It
described how some women face a double
onslaught of gender inequality combined with
religious, cultural and social barriers. Together,
these factors prevent them from accessing
even their basic rights as British residents.
Dame Louise proposed that leaders at

KEY
POINTS
● Hard-to-reach groups

are a key challenge
● They include women

from collectivist
and honour-based
communities
● These communities can
be tight-lipped about
domestic abuse
● Western-centric health
visiting often fails to
persuade these women
to confide
● Health visiting focus
may need to shift
from individuals
to communities
● Care planning should
have a nuanced
understanding of these
women’s circumstances
and experiences
● Assessment tools
need to be dynamic,
interventions need
to be responsive
● Health visitors need to
work in ways that are
culturally sensitive yet
keep women safe.
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WHAT IS A
COLLECTIVIST OR
HONOUR-BASED
COMMUNITY?
● Collectivism is a cultural pattern – sometimes political
A request of assistance from
all levels – government, public
healthcare practitioners, and
sector, faith institutions, and
and economic
● Often found in the Middle East, the Mediterranean,
the practitioner’s desire to
communities – should ‘stand
intervene, can be seen as an
up and be more robust’ against
Africa, Asia, South America, the Pacific, and some Eastern
attempt to undermine the
perpetrators of violence (Casey,
European countries
● Not necessarily first- or second-generation immigrants
harmony of the family and
2016: 16). Health visitors are
may arouse intense anger
key public health professionals,
– may be British-born
● Members have a strong sense of moral, economic, social,
towards the woman. The family
ideally placed to provide some
can often exert tremendous
of that community leadership.
and political commitment. They often put the expectations
pressure on the women to
With this in mind, there is an
of the collective ahead of their personal needs
● For such communities, ‘honour’ resides in women, whose
sever connections with the
urgent necessity for health
practitioner (Haj-Yahia, 2011).
visiting practice to look again
sexuality and freedom of movement are controlled by
at how it assesses and meets
male members of the family
● Violence against women is seen as a personal issue
the specific needs of women
COMPLEXITIES
from honour-based and
The 2016 research also found
rather than a criminal problem
● An ‘honour’ crime is a violent or abusive act committed
collectivist populations.
that intervention models used
So how would a health
by healthcare professionals in
in the name of the family
● Abused women tend to ask for help only in the most
visitor know if her caseload
the UK tend to be based on
includes these communities?
ideologies intended for western
severe cases
● The family may consider any intervention from a
Collectivism is a cultural pattern
individualist societies. They work
and, sometimes, a political and
less well in other settings.
healthcare practitioner as an attempt to undermine
economic configuration, that
The health visitors in the
their harmony, causing resentment and anger towards
prevails in the Middle East and
research revealed that, with
the woman.
in certain countries around the
regards to this population
Mediterranean Sea, as well as in
group, domestic abuse is
Africa, Asia, South America, the Pacific, and many Eastern European
often a complex aspect of practice, compounded by deep-rooted
countries (Haj-Yahia and Sadan, 2008; Triandis, 2001). Examples of
cultural and social norms within many Pakistani families. It is not
collectivist culture include those of Chinese, Indian and Pakistani
just partners who perpetrate the abuse, but often members of the
heritage. A further intrinsic part of the identity of many population
extended family, and even other women in the same household.
groups of south Asian origin is the characteristic of honour
Fear of shame and a deep desire to uphold family honour appear
(Metlo, 2012). Such individuals are not necessarily first- or secondto be significant issues for abused Pakistani women, and nongeneration immigrants – they may be British-born.
disclosure is the key challenge for health visitors. The study found
Members of collectivist communities are usually characterised
that the hidden nature of abuse within such households and the
by a sense of emotional, moral, economic, social, and political
apparent silencing of women are often the major barriers to victims
commitment, reflected in a strong desire to meet the needs and
seeking or receiving help, rather than a lack of specialist support.
expectations of their collective, even if it means sacrificing personal
Practitioners’ main approach in this situation appears to be
needs and aspirations (Haj-Yahia, 2011).
predominantly one of harm minimisation – in other words, health
Honour in some collectivist and honour-based cultures is generally
visitors employ a variety of measures to reduce the harmful
seen as residing in the bodies of women. Frameworks of honour –
consequences of the situation because they are frequently unable
and its corollary, shame – therefore often operate within the family
to prevent the behaviour that is causing harm to the woman.
or community. Women’s sexuality and freedom of movement are
All this suggests it is time for a paradigm shift from working with
controlled, directed and regulated by male members of the family
the individual to the collective when dealing with such population
(Coomaraswamy, 2005). An ‘honour’ crime is a violent or abusive act,
groups. For example, health visiting services may want to ask who
committed in the name of the family’s honour (Siddiqui, 2005).
is the client – the individual or the collective? Or perhaps begin
In collectivist societies, the tendency is to see violence against
to deliberate how engaging significant figures from the collective
women more as a personal and family issue than as a social and
could contribute towards the protection of women and children.
criminal problem. Members of the collective will often strongly
This proposed change in focus is consistent with the philosophy
prefer that domestic violence is kept within the family (Haj-Yahia
underpinning the community level of service delivery described
and Sadan, 2008). Abused women in many collectivist societies
within the Health Visitor Implementation Plan (Department of
therefore tend to conceal their suffering and ask for help only
Health, 2011), which aims to promote community capacity building
in the most severe and ongoing cases of violence, and after
to enable families and communities to build on their strengths to
they have made every attempt to deal with the situation on
improve health outcomes. Health visitors need to remember that
their own (Lee and Hadeed, 2009; Haj-Yahia and Sadan, 2008).
addressing inequalities does not mean treating everybody the
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11,744
‘honour crimes’ were reported
to police forces in the UK
from 2010-14*
This is likely to be the tip of the iceberg as

MANY VICTIMS
DO NOT
REPORT CRIMES

‘THE TENDENCY IS
TO SEE VIOLENCE
AGAINST WOMEN MORE
AS A PERSONAL AND
FAMILY ISSUE THAN
AS A SOCIAL AND
CRIMINAL PROBLEM’

*OBTAINED THROUGH AN FOI REQUEST

because the perpetrators are their own families

same or providing a unidimensional approach to practice.
Comprehensive assessment and care planning at an individual
and community level should be able to provide a nuanced and
sophisticated understanding of the lived experience of all women
living with abuse. Assessment tools need to be dynamic enough
to capture the silent escalation of risk that can be evident in
families where abuse is hidden and denied. Service providers
and commissioners need to take a broader view of domestic
violence that recognises ‘difference’ and enables health visiting
interventions to be flexible and responsive.
Despite the growing diversity of our nation, and the
general sense that most people from different backgrounds
integrate successfully, there are many areas in Britain where
the concentration and segregation of minority ethnic and faith
communities are increasing. Social isolation and notions of honour
and shame in some communities, including fear of censure from
wider family, means that for many women from collectivist and
honour-based cultures, domestic violence and ‘honour’ crimes are
prevalent but rarely disclosed. Health visitors working among those
communities therefore need to be equipped to practise in ways
that are culturally sensitive, yet effective in keeping women safe. At
the moment, it is difficult for health visitors to do this. CP
DR CATHERINE SMYTH
Specialist and professional advisor, Care Quality Commission
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Feeding the

CYCLE
The World Breastfeeding Trends Initiative UK
offers its expert comment on the state of the
nation’s breastfeeding rates.

T

he number of women starting to
breastfeed their babies in the UK
has been climbing slowly since
the 1980s, when initiation was
around 65%, and is now around
73% in England (NHS England, 2017). Yet
there is still the same steep drop-off in the
first few weeks, as mothers face problems
they cannot resolve themselves.
Emphatically this is not a matter of
‘choosing’ to switch to formula or mixed
feeding. Many women grieve deeply for
the loss of this fundamental aspect of
their mothering experience, and are at a
significantly increased risk of postnatal
depression (Borra et al, 2015).

WBTi ASSESSMENT
Using the World Breastfeeding Trends
Initiative (WBTi) toolkit, a core group
of organisations in maternal and infant
health and infant feeding, independent
of industry funding, reviews the current
state of breastfeeding support in a country.
It reviews the extent of implementation
of the WHO Global strategy for infant and
young child feeding (WBTi, 2014). Through
collaboration and consensus, the core
group agrees the scores, identifies gaps and
generates recommendations for action. The
monitoring teams contact relevant agencies
and organisations to assess the 10 policy and
practice indicators, while the five outcome
indicators covering feeding practices use
existing monitoring data.

The first WBTi UK report was launched
at the Houses of Parliament in November
2016 (see full report at ukbreastfeeding.org/
wbtiuk2016, and key recommendations in
the table, right).

KEY FINDINGS
The data reinforces what women have
been saying for years: that although staff
are usually kind, compassionate and well
meaning, they may lack the skills and
time to help a new mother feed her baby
comfortably, recognise effective milk
transfer and identify and resolve any issues.
The WBTi UK 2016 report highlights
this skills gap and others. Many gaps are
in the minimum standards of training in
infant and young child feeding for nurses,
specialist community public health nurses/
health visitors, GPs, obstetricians, dietitians
and paediatricians. These are the very
professionals who deal with new mothers
and babies on a daily basis.
The Unicef UK Baby Friendly Initiative
training meets the NICE minimum
standards (NICE, 2015), while more complex
situations require a fast care pathway to a
breastfeeding specialist. However, some NHS
maternity and community services have not
yet even engaged with the Baby Friendly
accreditation process (Unicef UK Baby
Friendly Initiative, 2017).
A point that seems to be regularly
overlooked is the cost of admittance to
hospital and associated suffering in the

paediatric wards further down the line.
Gastroenteritis, respiratory illness, ear
infections and many other short- and
long-term diseases are linked to artificial
feeding, but that care is covered under a
different budget. Much more joined-up
financial thinking is required. Longer term,
by increasing breastfeeding rates, the rise of
non-communicable diseases, such as obesity
and type 2 diabetes, could be significantly
reduced (Renfrew et al, 2012).

WHAT’S WRONG IN THE UK?
It’s essential to look at the context of
breastfeeding in the UK. There is a common
misconception, deeply ingrained in British
culture, that bottlefeeding is close to or
even equivalent to breastfeeding. Formula
milk advertising is likely to contribute to this
perception. Once more than half the babies
in an area are formula fed, bottlefeeding
is in effect the social norm (Public Health
England, 2017). This occurs on average in

BREASTFEEDING IN THE UK

44%

are breastfeeding at six weeks

36%

are breastfeeding at six months
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WBTi UK 2016 REPORT: KEY RECOMMENDATIONS
● UK government to set up a permanent multi-sectoral infant-feeding body in

England to develop national strategy, and the home nations to have a formal
arrangement to share best practice.
● All governments to achieve and maintain full implementation, with funding, of

the Unicef UK Baby Friendly Initiative in all relevant healthcare settings.
● All governments to fully implement and robustly enforce the International Code

of Marketing of Breastmilk Substitutes and subsequent Resolutions.
● All governments to update legislation to include breaks for breastfeeding/

expressing milk and associated facilities in the workplace.
● All health professional training bodies to set standards for health professionals

that meet WHO/Baby Friendly Initiative guidelines.
● Commissioners

throughout the UK to ensure full access to skilled
breastfeeding support.

● All national infant-feeding strategies to include the collection of quality data

built into health systems.

74
74%%%%
1%
of babies are
exclusively
breastfed until they
are six months old

(PUBLIC HEALTH ENGLAND AND UNICEF UK BABY FRIENDLY INITIATIVE, 2016)

of mothers start to breastfeed

England by six to eight weeks after birth
(Public Health England, 2017). There is
also a massive lack of confidence in the
process of breastfeeding; for example, the
assumed ‘solution’ for night waking is to
stop breastfeeding and substitute with
formula. Some families have no recent
history of breastfeeding, so for them it is an
unfamiliar behaviour. Some people perceive
breastfeeding as embarrassing because it
involves breasts, thus confusing the sexual
and nurturing functions. There have been
many hostile articles in the press and, despite
the 2010 Equality Act, mothers can feel very
anxious, even intimidated, about feeding
in public places (Public Health England and
Unicef UK Baby Friendly Initiative, 2016).

WHAT IS NEEDED?
Families need seamless policies and
programmes in place to provide
support whenever needed on mothers’
breastfeeding journeys, otherwise they can
fall through the gaps in services.
Streamlined support would start with
birth in an accredited Baby Friendly
hospital, followed by further good support
in the community from well-trained health
professionals – community midwives,
health visitors, specialist infant-feeding

leads – plus access to peer supporters and
drop-in groups. These teams would work
closely within an integrated network. If
and when a mother goes back to paid
work, there would be support from
employers with breaks and facilities so
that mothers can continue to breastfeed
as they wish.
In the WBTi report, the low scores in so
many of the key indicators for the UK show
why continuation rates for breastfeeding
are so poor (WBTi, 2016). There is no
national policy; only partial adoption of
the Baby Friendly Initiative in England and
Wales, lack of health professional training
and dwindling community support, to
name just a few. Scotland and Northern
Ireland score much higher with national
policies, and all their NHS maternity units
are accredited as Baby Friendly.
Acting on the WBTi recommendations
(see table, left) will help to close the gaps.
This involves challenging the status quo
that has failed our mothers and babies
(and our practitioners) for so long – and
building a different future where we can
support all mothers to feed their babies as
they intend. CP
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Read by more
health visitors
than any other
journal

Health Visitor (Ref: IRC10218)
Band 6 - Salary Range £26,830 - £35,933 per annum
Substantive
Full-time & part time positions available up to 37.5 hours per week
School Nurse, Part-time – 12 hours per week (Ref IRC10219)
Band 5 – Salary Range £22,440 - £29,034, Fixed term, maternity
cover for 9 months
Relocation Assistance of up to £8000 available
Are you a Registered Health Visitor or Registered Specialist Community Public
Health Nurse (Health Visiting) who would like the opportunity to work in a rural
community and experience the unique challenges that come from our remote
geographical location?
If so, this post could be for you. Based on the Shetland mainland, you will
provide a Health Visiting service to families and children who are registered
with the local Health Centres. You will work with families and children from
birth up to school entry, encouraging and promoting health and healthy
lifestyles in the widest sense through the refreshed Universal Core Programme.
There will also be a commitment to work within the wider Health Visiting team
to ensure that a comprehensive range of services are delivered to children and
families throughout Shetland. There is a strong history of joint working with
other agencies in Shetland to the overall beneﬁt of the child and family and
Getting It Right For Every Child (GIRFEC) is the framework we utilise for this.
We are also looking for a Band 5 school nurse to work within our small and
friendly school nursing team on a ﬁxed-term contract for 9 months to cover
maternity leave. You will be based in Lerwick but travel across Shetland,
including the more remote islands, to deliver a nursing service to all school
aged children. The role includes screening and immunisation programmes, as
well as supporting children with health needs in schools.
Rise to the challenge and enjoy the opportunity - Shetland is a wonderful place
to live and work. Shetland offers low pollution, low crime, excellent schools,
great leisure facilities, unique wildlife and amazing scenery, whilst still only a
short ﬂight away from the UK mainland. To ﬁnd out more about living and
working in Shetland go to www.shetland.org
You will hold a valid car driving licence and have access to a car for use in this post.
If you want to know more about these exciting and challenging post, please
contact Clare Stiles, Team Leader (Child Health) on 01595 743397 or Kate
Kenmure, Children and Families Service Manager on 01595 743009 for an
informal discussion.
Closing date: 26th June 2017; Interview date: 18th July 2017

From a 16,500 circulation the journal reaches:

·
·

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

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

CONTACT
If you want to reach this valuable audience, please contact:
joe.moore@redactive.co.uk or call 020 7880 6215

We offer relocation assistance of up to £8,000 and all posts qualify
for a Distant Island Allowance of £1,738 per annum in addition to basic
salary (pro-rata for part-time posts) – see our website for full details:
http://www.shb.scot.nhs.uk/news/index.asp
To apply visit the following website link:- https://www.jobs.nhsscotland.com
In promoting equal opportunities, we welcome applications from all sections
of the community.
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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

COMMUNITY

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

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