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BREASTFEEDING IS BEST FOR BABIES

Science
& nature

hand in
hand

A reduced protein
infant milk from the leading
experts in organic nutrition.
By reducing the protein content to less than 2g/100kcal and
adding alpha-lactalbumin, we have made the protein level and
quality of HiPP‘s ﬁrst infant milk closer to that found in breastmilk1. High
protein intake in the ﬁrst two years of life has been linked with an increased
long term risk of being overweight or obese.2
With prebiotic oligosaccharides (GOS) for healthy digestion, and Omega 3 & 6
LCPs for brain and tissue development, our formulas combine all the natural
beneﬁts of organic ingredients, with 50 years of breastmilk research.

Discover more at hipp4hcps.co.uk
1 Contains 1.89g/100kcal of protein, including _-lactalbumin, making the protein level and quality closer to that found in breastmilk (1.7g/100kcal). Nommsen LA et al. Am J Clin Nutr 1991; 53: 457–465.
2 Koletzko B et al. Am J Clin Nutr 2009; 89(5):1502S–8S.
Important Notice: Breastfeeding is best for babies. Breastmilk provides babies with the best source of nourishment. Infant formula milks and follow on milks are intended to be used when babies cannot
be breastfed. The decision to discontinue breastfeeding may be difﬁcult to reverse and the introduction of partial bottle feeding may reduce breastmilk supply. The ﬁnancial beneﬁts of breastfeeding should
be considered before bottle feeding is initiated. Failure to follow preparation instructions carefully may be harmful to a baby’s health. Infant formula and follow on milks should be used only on the advice
of a healthcare professional.
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BREASTFEEDING IS BEST FOR BABIES

FOR HEALTHCARE PROFESSIONALS ONLY

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

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

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

Retarded
growth

Accelerated
growth

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

-1 -0.5

0

0.5
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1.5
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Green dots represent average growth measurements in infants fed SMA PRO First Infant Milk compared to
WHO growth standards. Growth within -/+ 0.5 standard deviation of WHO growth standards is desirable.

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

››

5

*Powder only, liquids will vary

European Food Safety Authority 2014

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

››

WHO/FAO/UNU 20147

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

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

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

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

››

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

European Childhood Obesity Trial Study Group 20159

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

Supporting you to support parents

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

References: 1. UNICEF. The Health benefits of
breastfeeding. 2. Lönnerdal B. Am J Clin Nutrition
2003; 77: 1537–43. 3. WHO UK Growth Charts.
http://www.rcpch.ac.uk/improving-child-health/
public-health/uk-who-growth-charts/faqs/ukwho-growth-chart-faqs. 4. Singhal A & Lucas A.
Lancet 2004; 363: 1642–1645. 5. EFSA. Scientiﬁc
Opinion on the essential composition of infant
and follow-on formulae. EFSA Journal 2014; 12(7):
3760. 6. SMA® PRO First Infant Milk Datacard.
7. Protein and Amino Acid Requirements in
Human Nutrition. Report of a Joint WHO/FAO/
UNU Expert Consensus 2007. 8. Nestlé data on
ﬁle, 2014. 9. Kirchberg FF et al. J Clin Endocrinol
Metab 2015; 100(1): 149–58. 10. Grathwohl DJ et al.
Abstract at EAPS Congress, 2010.
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We’re still here!
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Polly Toynbee – President
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We did it! And within an incredibly tight timeframe. But it’s here
– a jam-packed 52-page issue for all of you loyal and hardworking
CPHVA members.
I’m writing this editorial from my new work address in Clerkenwell, in
the heart of London’s publishing district, and the bright offices of
Redactive Media Group.
As you will have read in the September issue, the journal’s previous
publisher, Zinc Media, sadly went into liquidation, meaning staff (including
myself) were made redundant, new publishers needed to be found urgently and the timing of the
next issue was thrown into uncertainty.
But here we are with your October issue. I’ve resumed my position as editor, working hard to continue
to produce an interesting and informative read for you. I have to admit, there have been some
challenges, and a serious amount of time and effort put in by everyone, but we’ve managed to pull it
off, somehow!
I know your days are incredibly hectic, but I would like to encourage you, if you can, to take a moment
and drop me an email at my new email address – helen@communitypractitioner.com – and
tell me your thoughts of this and our previous issues. I’m trying to build a picture of what you, as
members, really think of your journal.
Community Practitioner can only be as good and as relevant to you as the submissions we receive and
the information and feedback you give – this has a huge steer on the content we run with and the
overall direction we take. If you like something, want to see more of it or have an article suggestion,
then get in touch. It would be great to hear from you.
Before I go, I want to take a moment to thank Dave Munday, Angela Lewis, Leona Sanders and the
rest of the #HVweek team on your behalf for all the effort that went in to organising the recent
four-country event. It’s been almost 10 years since the last conference in Scotland and it was the
first ever of its kind in Northern Ireland, and to arrange those, on top of a conference in Wales and
a virtual ‘event’ for England to fall within the same week, it was no mean feat. If you missed out, the
virtual presentations are still available online at bit.ly/HVweek2016 and we’ve provided a brief
round-up from page 12. It was hard to do it justice in four pages.
I hope you enjoy the issue and I’m looking forward to hearing from you.

Unite Health Sector Officers
Sarah Carpenter – National Officer
Colenzo Jarrett-Thorpe – National Officer
Obi Amadi – Lead Professional Officer
Gavin Fergie – Lead Professional Officer
Rosalind Godson – Lead Professional
Officer
Dave Munday – Lead Professional Officer
Jane Beach – Lead Professional Officer
Ethel Rodrigues – Lead Professional
Officer
Shaun Noble – Communications Officer
James Lazou – Research Officer

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

Children ‘still
eating far too
much sugar’

http://www.shutterstock.
com/pic-304813508/stockphoto-close-up-child-caries.
html?src=OOfT9CD6m14SilSkZlVmw-1-0

Health improvement board
vows to tackle child tooth decay
Making sure every child grows up free from
tooth decay is the ambition of a new health
improvement programme board.
The Children’s Oral Health Improvement
Programme Board (COHIPB), which launched on
26 September, wants to put child oral health “on
everyone’s agenda”.
Chaired by Dr Jenny Godson, who leads
on oral health improvement at Public Health
England (PHE), the COHIPB brings together key
stakeholders including NHS England, the LGA
and the British Dental Association.
Dr Sandra White, national lead for dental
public health at PHE, said: “There is an
opportunity to change the future for our
children and a welcome appetite from a number
of organisations who want to work together to
improve oral health in children.”
Almost a quarter of five-year-olds have tooth

decay; it was the most common reason for
children aged five to nine to go into hospital
in 2014-15, with over 26,000 admissions for an
almost entirely preventable disease. The problem
is worse in deprived areas.
The new board has set out an action plan
with key objectives including updating oral
health training, publishing dental survey data
for children every two years, new reviews of
the effectiveness and cost-effectiveness of oral
health programmes, and awareness campaigns.
In the following weeks, it will also launch a PHE
toolkit to support supervised tooth-brushing
programmes in early years and school settings.
The aim is to cut tooth decay by 2020, with
projected outcomes including fewer general
anaesthetics for tooth decay, fewer missed days
at school, and a reduction in the oral health gap
for disadvantaged families.

Young children are still
consuming more than double the
recommended amount of sugar,
a major survey has revealed.
The findings of the latest
National Diet and Nutrition
Survey, published by Public Health
England, show children aged
between four and 10 are getting
13 per cent of their daily calorie
intake from sugar – while the
official recommendation is no
more than five per cent.
Teenagers continue to
consume three times the official
recommendation for sugar and
adults more than twice as much.
The survey also revealed the UK
population continues to consume
too much saturated fat and not
enough fruit, vegetables and
fibre. Just eight per cent of 11- to
18-year-olds meet the ‘five a day’
recommendation for fruit and
vegetables, the results suggested.
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Warnings over dangers of
button batteries for children
Doctors are calling for greater awareness of the
dangers of button batteries following a surge
in the number of children severely injured after
swallowing them.
Experts at three leading children’s hospitals
have joined together to warn of the terrible
consequences, including potentially fatal
internal burns.
It comes after a 60 per cent increase in the
number of children admitted to Great Ormond
Street Hospital after swallowing such batteries
in the past year. Around one a month is now
admitted, compared to one a year five years ago.
The small, round batteries are commonplace,
used in devices such as watches, bathroom
scales, television remotes and toys.
But the campaigning doctors are
recommending they be treated with the same

caution as
medicines, bleaches
and poisons in the home.
If swallowed they can get stuck and burn
holes in a child’s oesophagus and windpipe,
affecting their ability to eat, drink, swallow or
breathe. In under four hours they can cause
life-threatening injuries.
Warning signs include excess dribbling
or trouble swallowing, vomiting, coughing,
choking, and unexplained chest infections.
Kate Cross, consultant neonatal and
paediatric surgeon at Great Ormond Street
Hospital, said: “We can all help keep our families
safer by storing batteries in secure places before
and after they’re used, preventing more children
and families having to go through the traumatic
experience of these serious injuries.”

IMAGES: SHUTTERSTOCK/ISTOCK

NICE issues
new guidelines
on sexting

P6-7

NICE has issued guidance to
improve support for children
and young people displaying
harmful sexual behaviour.
Behaviours such as
‘sexting’ – sending sexually
explicit images or messages
on smartphones, watching
extreme pornography or
using sexualised language
such as adult slang to talk
about sex – are highlighted
as potential indicators.
Professor Gillian Leng,
deputy chief executive
of NICE, said: “Inquisitive
behaviour is a normal part of
growing up and it is natural
for children to ask about
different body parts or be
curious about the differences
between girls and boys.
“However, there is also
a minority of children and
young people who engage

ews 2.indd 7

in sexual behaviour that is
not appropriate for their age
or development.
“This guidance is about
preparing teachers, nurses,
social workers and others
to recognise harmful sexual
behaviour when it occurs
and ensure they can work
across team boundaries so
that problem behaviour is
not ignored or missed and
children and young people
receive the help they need.”
The guideline calls for a
joined-up approach, with

recommendations including
‘safeguarding leads’ for
schools and early assessment
of the child or young person.
It advises practitioners
to consider engaging with
families before beginning an
intervention, and tailor the
support to suit the needs
and age of the individual.
The guideline also
identifies the need for
further research to be
carried out into the impact
electronic media has on
sexual behaviour.

School nurses
‘bogged down’ with
child protection work
‘Paperwork and bureaucratic child
protection duties’ are making it harder for
school nurses to do their jobs, according
to a new report.
The Lightning Review of School Nurses,
carried out by children’s commissioner
for England Anne Longfield, found
paperwork and child protection duties
were “reducing their face-to-face work
with children to an alarming extent”.
School nurses reported finding it
increasingly difficult to carry out their
key role in supporting and promoting
children’s health and wellbeing, as well as
delivering sex and relationship education.
Paperwork takes up twice as much
time as direct work, with school nurses
spending on average just under two
hours a day seeing children and young
people in schools. Of the 800 surveyed,
more than one in 10 spend most of their
day filling in paperwork.
The commissioner’s report also found
that school nurses are finding it harder
to successfully refer children at risk to
social services because of some councils’
increasingly high thresholds for child
protection intervention.
As a result, they are undertaking some
early-stage child protection work, which
used to be carried out by social workers.
Ros Godson, professional
ssional officer at
Unite/CPHVA, while welcoming the
commissioner’s report,
rt,
said its most worrying
g
finding was “that halff of
the sample of school
nurses was unhappy
with at least half of the
he
referrals they made to
o
social services”.
“This implies unmet
et
health needs or poor
referrals, and needs
more research
locally to see where
improvements can bee
made,” she added.
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Smartphone games ‘could
help diagnose autism’
Assessing how children play
games on smartphones and
tablets could help identify those
with autism, according to a
University of Strathclyde study.
Dr Jonathan Delafield-Butt and
colleagues at start-up company
Harimata used iPad games to
gather information that can help
identify children with autism.
Researchers tracked the hand
movements of 37 children with
autism, aged three to six years.
The children were asked to play
games on tablet computers,
which measured how hard they
touched the screens and their
range of movement.
The report, published in the
Nature group journal Scientific
Reports, stated: “Analysis revealed
these patterns consisted of
greater forces at contact and with
a different distribution of forces

within a gesture, and gesture
kinematics were faster and larger,
with more distal use of space.
“These data support the
notion disruption to movement
is a core feature of autism, and
demonstrate autism can be
computationally assessed by fun,
smart device gameplay.”
Dr Delafield-Butt, senior lecturer

in child development, said: “This is
potentially a major breakthrough
for early identification of autism,
because no stressful and
expensive tests by clinicians
are needed.
“Early detection is important
as this can allow parents and
children to gain access to a range
of services support.”

Caesarean-born babies at higher
risk of obesity, study finds
Children delivered by caesarean
section appear to be at a
higher risk of becoming obese,
especially compared to siblings
born vaginally, according to
an article published online by
JAMA Pediatrics.

The authors looked at the
association between caesarean
birth and risk of obesity in
children among participants of
the ‘Growing Up Today’ study,
which followed 22,068 children
from across the US.

Of those, 4,921 were born by
caesarean section. Women who
had a caesarean had a higher
BMI before pregnancy and were
more likely to have gestational
diabetes, pre-eclampsia and
pregnancy-induced high
blood pressure.
Compared with vaginal
birth, caesarean delivery was
associated with a 15 per cent
increase in the risk of obesity
in children after adjusting for
mitigating factors.
Within families, children
born by caesarean section
were 64 per cent more likely
to be obese than their siblings
born vaginally.

Research
links reduced
fetal size to
asthma risk
Babies who are smaller during
pregnancy could be at a greater
risk of respiratory problems as
they grow up, a study has found.
The research, presented
at September’s European
Respiratory Society International
Congress in London, shows
that reduced fetal size is linked
to increased asthma risk and
reduced lung function in children
aged five to 15 years.
The study, by Dr Stephen
Turner and his colleagues at
the University of Aberdeen, saw
2,000 mothers recruited from
an antenatal clinic in Aberdeen
between 1997 and 1999.
The authors found that larger
fetuses were at reduced risk of
asthma and had better lung
function, while persistent asthma
was associated with reductions
in the size of the fetus in the first
or second trimester.
Dr Turner said more work was
needed to establish “whether it is
fetuses which start off small and
stay small who have the worst
outcomes, or whether it is those
that start off normal size (before
10 weeks) and then become
small who are in trouble”.
He added: “Ultimately, any
intervention is going to boil
down to mothers not smoking
or drinking, having a balanced
diet and taking regular exercise
– but this is good incentive for
a healthy maternal lifestyle.”
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Drug
reactions
in infants
‘could be
underreported’

E-cigarette adverts ‘could
make smoking seem safer’
Children exposed to e-cigarette adverts could be
less likely to believe smoking an occasional cigarette
is harmful, a study has found.
Researchers at the Behaviour and Health Research
Unit at the University of Cambridge and the
University of North Carolina Gillings School of Global
Public Health recruited more than 400 children aged
11 to 16 who had never smoked or ‘vaped’.
They were divided into groups – one group
was shown adverts that depicted e-cigarettes as
glamorous, while the second group saw adverts that
portrayed them as healthy. A third control group
was shown no adverts. All participants were then
asked a series of questions.
The study, funded by the Department of Health
and published in the journal Tobacco Control,

reports that the children were not more likely to
see tobacco smoking as appealing after watching
the adverts, and all three groups understood that
smoking more than 10 cigarettes a day was harmful.
However, both groups of children exposed to the
e-cigarette adverts were less likely to believe that
smoking one or two tobacco cigarettes occasionally
was harmful.
Dr Milica Vasiljevic from the Department of
Public Health and Primary Care at the University of
Cambridge expressed concern about the findings.
She said: “This is worrying, as we know that even
occasional tobacco smoking is bad for your health,
and young people who smoke occasionally believe
they are somehow immune to its effects and do not
feel the need to quit.”

IMAGES: SHUTTERSTOCK

Calls for ‘zero tolerance’ on secondhand smoke for children
A ‘zero-tolerance approach’ to
exposing children to secondhand cigarette smoke has been
called for in a new scientific
statement from the American
Heart Association.
Cigarette smoke exposure “is
harmful to children’s long-term
heart health and may shorten
life expectancy,” said Geetha
Raghuveer, paediatric cardiologist
and chair of the American Heart
Association expert panel which
wrote the statement, published in
its journal, Circulation.
Second-hand smoke contains a

host of chemicals that can impact
health by causing changes to
blood flow, blood vessels, blood
pressure and heart rhythm – and
children are especially vulnerable.
Raghuveer added: “Children
exposed to cigarette smoke may
develop early heart disease as
adults due to poorly functioning,

stiffer blood vessels. Some babies
who were exposed to cigarette
smoke while still in the womb
may be at risk for sudden death
during infancy.”
Besides affecting heart
function by causing damage to
arteries, exposure to secondhand smoke has been associated
with other cardiovascular risk
factors, including obesity, high
cholesterol, and insulin resistance
– which is linked to diabetes.
Children are also more likely to
become smokers themselves if
their parents smoke.

A new study, published in
the British Journal of Clinical
Pharmacology, has shown
that adverse drug reactions
in newborns and infants may
be under-reported.
Researchers analysed
adverse drug reaction data
from the period 2001 to
2010 collected by the UK
Medicines and Healthcare
Products Regulatory
Agency’s spontaneous
reporting system.
They found that
spontaneous reports, which
are made on a voluntary
basis by healthcare
professionals and members
of the public, are not
generating enough data,
and that important safety
messages from the regulator
do not tally with patterns
of reporting.
Dr Daniel Hawcutt, lead
author of the study, said:
“This research shows that for
newborn babies and infants,
the spontaneous reporting
of adverse drug reactions
may not be enough, and
additional systems to seek
out and report adverse drug
reactions are required.”
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Child vaccination:
‘A slow erosion’?
Why are fewer parents having
their children immunised?
As vaccination levels fall
for the third year running,
Juliette Astrup explores the
possible reasons and potential
implications for public health.

C

hildhood vaccination levels have fallen
for the third year in a row in England,
prompting calls for more to be done to
ensure the population remains protected.
National coverage figures for most routine
vaccinations at ages one and two have now
been in decline since 2013-14, with rates

particularly low in London, according to data
from NHS Digital.
In England, 91.9 per cent of children had their
first measles, mumps and rubella (MMR) jab
by their second birthday, which is a drop from
92.3 per cent in 2014-15 and 92.7 per cent the
previous year.
In London it was just 86.4 per cent – well
below the 95 per cent coverage needed to
achieve ‘herd immunity’.
A second dose of the MMR vaccine should
be given to pre-schoolers, but in 2015-16
only 88.2 per cent of children in England had
received both doses by their fifth birthday,
down 0.4 per cent from the previous year,
although 94.8 per cent had received the first

MMR jab (MMR1) by the age of five in 2015-16.
The picture was similar with the five-in-one
jab – the diphtheria, tetanus, pertussis, polio
and haemophilus influenzae type b vaccine,
given to infants at eight, 12 and 16 weeks.
Over the last year, 93.6 per cent of children
reaching their first birthday were reported to
have had all three doses. This compares with
94.2 per cent in 2014-15 and 94.3 per cent
in 2013-14.
Similarly, coverage figures for the diphtheria,
tetanus, pertussis and polio (DTaP/IPV) booster
for children at five years have decreased for the
third year in a row, down to 86.3 per cent in
England last year.
Uptake of the pneumococcal conjugate
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children were up to date with recommended
immunisations by their fourth birthday – a
decrease compared to the previous two years.
And uptake of the second dose of MMR by
five years of age was 92 per cent compared to
93 per cent in 2014-15, reflecting the declining
trend seen over the previous five quarters.
Controversy and associated publicity around
a since-discredited potential link between
the MMR vaccination and autism and Crohn’s
disease, which started in the late 1990s and
continued through the early 2000s, is believed
to have affected the MMR vaccination rate at
that time. Coverage of MMR1 in children
aged two dropped below 80 per
“We are
cent in England in 2003-04.
“We
are working
working
closely
But since 2008, campaigns to
closely
with
the with
NHS,the
andNHS,
with
improve vaccination rates have
and with
staff inpractice,
general
seen coverage rise again –
staff
in general
until the last three years.
practice,
where
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where most vaccinations
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todelivered,
improve
London School of Hygiene
to improve
uptake.”
uptake.”
and Tropical Medicine
and director of the Vaccine
Confidence Project said a lot
DrMary
MaryRamsay,
Ramsay,head
head
Dr
of potential factors are at play,
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immunisationat
atPublic
Public
of
including religious reasons, people
HealthEngland
England
Health
not having time, and not thinking
it’s important. There was also the rise of
local and transnational online anti-vaccination
communities, which advocate ‘natural
95 per cent of children are immunised
immunity’ over immunisations.
against diseases preventable by vaccination
Rather than a specific health scare causing a
and targeted for elimination or control –
dramatic fall in immunisation rates, she refers to
specifically diphtheria, tetanus, pertussis, polio,
“a slow erosion”, adding: “It’s going on against a
haemophilus influenzae type b, measles,
background of a lot more questioning in places
mumps and rubella. Coverage at a regional
like Mumsnet.
level should be at least 90 per cent.
“Unfortunately, anyone who wants to go
The recent measles outbreaks, which
out and research online about vaccinations is
followed a slump in the numbers receiving
going to find a bundle of not-very-nice things,
the MMR vaccine, are testament to the
as well as some positive things.
potential impact when coverage falls short of
“For a parent trying to navigate through it
that threshold.
it’s very difficult. Also there are more vaccines
Yet the situation is not mirrored in all
than ever – what we have been hearing is the
parts of the UK. In Scotland, uptake rates are
question: ‘How much can my child take?’”
higher than 95 per cent for almost all routine
Certainly the government has expanded
childhood immunisations, according to the
its immunisation programme, introducing
2015 figures. Similarly, the rates in Northern
the infant rotavirus vaccine in 2013 and the
Ireland, recorded quarterly, are consistently
influenza vaccine for two- and three-year-olds
above the ‘herd immunity’ threshold.
the same year, extending it to four-year-olds
Uptake rates in Wales also compare
in 2014.
favourably against England’s. In 2015-16 the
The meningococcal B vaccine was added
number of one-year-olds who had had all their
to the programme in September 2015. But
routine immunisations exceeded 95 per cent
hundreds of thousands of people have since
for the eighth consecutive year.
demanded more children receive this vaccine.
However, in 2015-16, just 85 per cent of
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vaccine (PCV) has also dropped since 2014-15,
and coverage across England for seasonal
flu vaccine is down for children aged two,
three and four.
So why are fewer parents getting their
children vaccinated – and what are
the potential outcomes?
Currently the World Health
Organization (WHO)
recommends that on a
national basis at least

Many were moved by the photo of toddler
Faye Burdett, taken in hospital days before
she died of the disease, which was circulated
widely on social media, and then in the
national press. More than 800,000 signed a
petition calling the government to extend the
Men B vaccination programme to all children in
the wake of the coverage.
The petition was debated in parliament,
but ultimately rejected. In its response the
government said it was following the advice
of the Joint Committee on Vaccination and
Immunisation, and offering a vaccine outside
of their advice “would not be cost-effective
and would not therefore represent a good
use of NHS resources”.
Meningitis, which can kill “quickly and
dramatically”, remains “very scary” in people’s
minds, adds Dr Larson, other diseases
almost wiped out by vaccination cease to
be so frightening. “People are going to get
comfortable and think they don’t need it
anymore,” she added.
But she said the recent fall in coverage
could be “the wake-up call that we need to
keep being vigilant”.
She added: “I think it’s really important we
open up a dialogue with parents – we can
never assume for a minute that we know
what’s going on in their minds.
“Community practitioners and health visitors
have a crucial role to play acting as a sounding
board where people can air their concerns. It
doesn’t mean you have to act on everything
they say – but it’s important they feel heard.”
Obi Amadi, lead professional officer at Unite/
CPHVA, agreed that health visitors could make
a difference, but added: “Many have fewer
opportunities for one-to-one time. Not all
practitioners are able to have that in-depth
conversation about immunisations – or the
time to revisit the subject. By the time they
have their next contact, they need to move on
to other health priorities.”
She added: “When you reach a high level
of coverage and you don’t see many children
and babies contracting these diseases, parents
think ‘it’s under control’, ‘my child will be okay’.
But when you are lowering herd immunity, you
are increasing the risk of outbreaks.
“The immunisation programme is in place
for good reason; the vaccines offered are safe. I
would urge all community practitioners to pay
special attention to immunisation status when
in contact with parents and young people.”
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An #HV week
to remember
#HVweek 2016 took place on 26-30 September, sharing and
celebrating the work of health visitors across the UK with events
hosted in each of the four countries. We take a look at the highlights.

26 SEPTEMBER:

WALES
Kicking off #HVweek, the Wales event took
place at Cardiff’s Swalec Centre, bringing
together practitioners from across the country
and beyond, as well as Welsh Government,
Assembly Members and public health leaders.
Indeed, the conference served as a platform
for an important government announcement:
the launch of the Healthy Child Wales
Programme (HCWP). Welsh Assembly Member
Rebecca Evans told gathered delegates
and media that the programme would be
introduced across the country’s seven health
boards from 1 October.
She said the HCWP, which builds on the
Wales maternity strategy launched in 2011,
would take a preventative, early intervention
approach and give focus to immunisation,
screening and promoting nutrition and
physical activity.
“The Welsh Government is committed to
addressing health inequalities and adverse
childhood experiences. Healthy Child Wales
will help us to do this and tackle the significant
challenge that child poverty has on delivering
improved health outcomes,” Evans explained.
“Healthy Child Wales, which has been a
collaborative, service-led programme, has

given us the opportunity to reassess health
services for children and use the latest
evidence to develop an agreed, all-Wales
approach to monitoring and supporting
child development.”
Evans confirmed that while child
immunisation in Wales is strong and a number
of screening tests have been introduced in
recent years, the HCWP would enable further
investment and development in these areas.
Jane O’Kane, professional head of health
visiting at Abertawe Bro Morgannwg University
Health Board, then took to the stage to deliver
more details about the programme.
She emphasised the importance of
safeguarding, adding that at any one time 40
to 45 per cent of children listed on the child
protection register is under the age of five.
While measuring outcomes of the HCWP will
be a challenge due to the “longitudinal nature
of public health”, O’Kane said a results-based
accountability framework would be put in
place, as well as a national training programme.

Best of the rest...
Other speakers at the conference
included Professor Jean White,
chief nursing officer for the Welsh
Government, who gave the opening
address, Amanda Holland, lecturer
in primary care and public health
nursing at Cardiff University, and
Jane Imperato, team leader at Cardiff
Flying Start.
David Hopkins from NHS Wales
Informatics Service delivered a
talk about a central information
system that will allow health visitors
to input data anywhere, online
or offline. Jenny Burns from Mind
Cymru told delegates about why
maternal and infant mental health
training is so important, while
community nursery nurses Claire
Jones and Charlotte Rafferty-Jones
described the successful weaning
project they piloted in their area.
Edward Rees, head of children’s
health for the Welsh Government,
closed the conference with praise
for health visitors. “It’s worthwhile
to consider the work you do and the
impact you make,” he said.

The aim, she said, would be the alignment of
Wales’ seven health boards’ local programmes.
“What we want is for all parents to have
the opportunity, aspiration and confidence
to parent well and for all children to have
optimum health and be ready for school entry.”
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27 SEPTEMBER:

SCOTLAND
Scottish ministers see health visitors as
absolutely central to combatting inequality
and improving the life chances of the country’s
most vulnerable youngsters.
The statement was made by Fiona Mcqueen,
the Scottish Government’s chief nursing officer,
who opened the conference in Glasgow. She
was one of seven speakers at the #HVweek
event – the first of its kind in Scotland for
almost 10 years.
“My view is that nursing in general, but
health visiting and school nursing in particular,
have a huge role in making that real difference
to people’s lives,” she told delegates,
recognising in particular the challenges in
working in homes where there is substance
misuse or domestic violence.
“My role is to create the conditions that you
[as professionals] can flourish and therefore
be the best that you can be to walk alongside
families so we can honestly say that Scotland is
the best place for children.”
Susan Russel, principal officer in nursing for
Highland Council, discussed local authority
pioneering Scotland’s ‘named person’ scheme
for children.
She said: “The named person scheme gives
the health visitor a bit of muscle.
“You can pursue and ensure the child’s
needs are being met. You can say to folk this
child has this need, your service provides that,
and I’m expecting you to provide that.
“So with that responsibility in taking the
child’s plan forward, it also gives authority

to make sure it is being done. You also need
systems in place to escalate those issues when
the services requested aren’t being provided.”
One delegate also involved in the scheme
said it was having a positive impact: “Families
feel much more involved and in control of
what is happening to their children,” she said.
“The child doesn’t disappear, you get to an end
point, services are sorted and in place.”
Jillian Taylor, programme lead for health
visiting at the University of the West of
Scotland, discussed her research, which began
in 2013, on the emotional issues people
working in the profession.
She said health visitors were often “first
responders”, witnessing situations where

children were neglected and mothers
struggling, while caseload pressures added to
the stresses of the job.
“When I was talking to staff, people were
very passionate about being health visitors, but
found the job emotionally overwhelming at
times,” she said.
Taylor found that health visitors would keep
their emotions in check when they were with
the family but afterwards “cry in the car” or
speak to colleagues back at the office.
Sudden infant death syndrome was among
the other subjects highlighted, with a talk
presented by Lynsay Allan, executive director
of the Scottish Cot Death Trust, who said public
health campaigns have reduced cot deaths.

Also on the agenda...
Scottish Labour’s health spokesman Anas Sarwar said Brexit had major
implications for the NHS in key areas, including staffing and research grants.
With around one in 20 health workers coming from European Union (EU)
countries, Sarwar was concerned about whether arrangements would be made to
continue allowing them to work in the NHS once Britain had left the EU.
He also raised fears over whether measures would exist for British citizens to
get medical care when they travelled to EU countries and what provision would be
available to EU citizens travelling to the UK on holiday.
The MSP asked too whether EU research funding for health projects and
innovative care initiatives would remain in place.
“Brexit has health consequences as well as economic consequences,” he told
delegates at the Glasgow conference.
After pointing to a number of concerns over NHS funding by the SNP-led
Scottish Government, he added: “I’m not here to do doom and gloom. We have
solutions and what helps us is that we have a dedicated workforce.”

October 2016 Community Practitioner 13

p12-15

wee

2.indd 13

06/10/2016 16:50

#HVWEEK

28 SEPTEMBER:

ENGLAND
Viv Bennett, chief nurse at Public Health
England, talked about how health visitors fit
into the bigger picture of ensuring children get
the best start in life. Health visitors have a vital
leadership role in making sure that community
programmes are a success and deliver the best
outcomes for children’s health, she said.
Bennett described the data that will be
examined to measure success – such as
numbers of low birthweight babies, prevalence
of breastfeeding, and smoking rates at time
of delivery – and how this could help build
evidence of good practice.
Sarah Darton, director of programmes at
charity Family Links, provided some techniques
for developing resilience in children. Resilience
can be encouraged by parenting approaches,
according to Darton.
She gave examples of empathetic phrases,
as well as describing how a family can take
a problem-solving approach to a difficulty.
Darton also spoke about how to teach a child
self-regulation so that they learn to monitor
and modify their own emotional reaction. This
included time out on a calming cushion rather
than a naughty step. There are free downloads
on the Family Links website for health visitors
to signpost to parents.
Dr Carly Jim from the Childhood Tumour
Trust said health visitors’ ability to recognise
common birthmarks as an indication of
neurofibromatosis type 1 (NF1) could impact
on early diagnoses rates. NF1 is a common

genetic condition but many
health professionals, including
GPs, know little about it. She
said 95 per cent of children
with six or more flat, brown
birthmarks called café au lait
(CAL) have NF1 and health
visitors who spot this can refer
to a genetics specialist.
Amy Baker from
Scleroderma & Raynaud’s UK gave a session
about the two conditions with the help of
Caroline Goldstein, a mother who spoke about
breastfeeding with Raynaud’s.
Children’s commissioner for England Anne
Longfield urged community practitioners to
embrace three priority policy areas.
The first is mental health: she called on
health visitors and school nurses to identify
children in the early stages of mental health
problems so that fewer young people are
reaching crisis point that require higher
end services.
She also asked health visitors to provide vital
support to unaccompanied asylum-seekers

who come to the UK to stay
with family members but leave
parents behind.
And thirdly, Longfield talked
about how casework and red
tape had been highlighted by
school nurses who wanted
to provide more accessible
support to children.
Lindsay Sutherland, research
assistant at i-HOP, described
how health visitors can support
children of imprisoned parents. About 200,000
children in England and Wales are affected each
year by an imprisoned parent – twice as many as
those affected by divorce in 2006.
The stigma of prison means that many
families do not seek support, making the
health visitor role even more important. She
said health visitors could look out for telltale signs, such as a rise in physical illness,
behavioural or mental health problems, as well
as under-fives having disrupted attachment.
You can access all 38 presentations
from the England conference at:
unitetheunion.org/CPHVA/HVweek

Top tweets
Ryc Aquino@rycaquino
Thank you to all #healthvisitors for all
their hard work in improving maternal
& child health. Thoroughly enjoyed
participating in #HVWeek!

michelle ostrowski@chelley1282
great week at work now my daughter
is inspired to be a HV like mummy so
much so this week’s homework is on me
#HVweek @Unite_CPHVA super proud

Diane Abbott MP@HackneyAbbott
Pleased to join @SocialistHealth &
others in supporting health visitors
week organised by @Unite_CPHVA
#HVweek
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29 SEPTEMBER:

NORTHERN
IRELAND

IMAGES: SHUTTERSTOCK

A raft of speakers took to the stage and
covered a range of topics at the first ever
conference of its kind held in Northern Ireland.
Around 50 delegates packed into Unite’s
Belfast headquarters for the one-day event.
There were presentations on a wide array of
topics, including sleep problems in children,
strategies to reduce the risk posed to young
people on the internet and working with
fathers involved in domestic abuse.
Following an introduction to the conference
from Janet Taylor of Unite/CPHVA, Northern
Ireland children’s commissioner Koulla
Yiasouma told delegates at #HVweek’s Belfast
event about her role and how vital health
visitors and school nurses are to the work of
her office.
She went on to discuss the priorities that
need to be addressed, one of which was the

CLDF@tweetcldf
This #HVWeek we’d like to spread the
word to even more health professionals
about the importance of early diagnosis
yellowalert.org

legacy of the troubles, which she said are still
having an impact today.
She told the audience that conflict, mental
ill-health, poor educational achievement and
poverty were related.
“The top four are all connected. Children
living in poverty are often the ones who do not
do well at school. They are not the only ones
who suffer from mental ill-health, but we know
that cases are three times higher,” she added.
“And it’s those communities most affected
by the conflict that are poorest and the
most disadvantaged.”
Helen Rutherford, of the Children’s Sleep
Charity, covered a number of issues and a
range of research in her session.
She underlined the major impact chronic
sleep deprivation can have on a child,
including on educational attainment levels and
making the child more vulnerable to bullying.
She pointed out that the whole family could
suffer, with knock-on effects including the
breakdown of parents’ relationships, the ability
to hold down jobs and the resulting threat to
family finances.
Sangeet Bhullar, executive director of WISE
KIDS, also spoke at the event, pointing out that
today’s children were growing up in a more
“public-facing world” through their use of
Twitter, Facebook, Snapchat and Instagram.
She said it was important for parents and
carers to make children and young people
aware of the risks, such as cyberbullying,

revenge porn and grooming, but believed
bans over internet use could backfire as
children needed to become familiar with social
media in order to develop their own resilience
and awareness of its pitfalls.

HellomynameisSu@sudavis
What a wonderful #HVweek led by
@angelabinkee2 & @davidamunday
UR
when’s the next one?
Enjoy the weekend & rest

Moira Dawson@moira873
#HVweek drawing to a close, it’s brilliant
seeing lots of positivity & enthusiasm for
the profession. Proud to be part of it.
@Unite_CPHVA

Best of the rest...
Other speakers at the conference
included Kevin McAdam, regional
officer from Unite, who updated
those in attendance on pay
and pensions.
Joan Hughes, of the Caring
Dads project, run by the NSPCC,
outlined how by working with
fathers who have abused their
families, the initiative supports
vulnerable children.
“Growing up with domestic abuse
is associated with higher rates of
emotional and behaviour problems,
depression and post-traumatic
stress,” she said.
Mary Hinds, director of nursing
at Public Health Agency, discussed
leadership and challenges facing
the profession.
Other topics included the impact
of violence in the early years, school
nursing and further Unite updates.
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The Unite-CPHVA Annual
Professional Conference 2016
15-16 November
Telford International Centre
Don’t miss this chance to network with colleagues at this unique
event designed to address the latest professional, clinical and
strategic changes affecting day-to-day practice

Book your place now at
www.cphvaconference.co.uk
or call 0207 214 0555
p18-19.CP C 16.indd 18
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Two-day event that includes:
• A keynote address on ‘The Future of
Community Practice’.
• Masterclasses on neonatal jaundice,
newborn toxicology screening, behaviour
management for young children with
autism spectrum disorder, perinatal
mental health, domestic violence and
safer families, practitioner wellbeing,
revalidation and immunisation.
• Concurrent sessions on practitioner
wellbeing, practice models and
commissioning, social media and
technology, parents and carers,
safeguarding, and school age health.
• Inspirational talk on overcoming
challenges by Tessa Sanderson, CBE,
Olympic Gold Medallist and Motivational
Speaker.
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Pomp and prestige
As the Queen’s Nursing Institute approaches its 130-year celebrations,
Catherine Kelsey explores why the title of Queen’s Nurse continues to represent a
respected and prestigious accolade in the healthcare profession.

N

ext year will see the Queen’s Nursing
Institute (QNI) celebrate 130 years of
being in existence; its foundations
were built on a grant of £70,000 provided by
the then-Women’s Jubilee Fund in 1887.
Building on what had already been
established by William Rathbone
and Florence Nightingale some
years earlier, the QNI secured the
profession of district nursing,
which over time has become
central to the provision of highquality community care.
The original Queen’s Nurses
(QNs) were those who trained
at the QNI from 1887 until
the 1960s. Although the
QNI no longer trains QNs, it
still recognises the unique
contribution that communitybased nurses make to nursing
care. In 2007 it revitalised the
concept of the QN and now
awards the title to those nurses who
have demonstrated a commitment
to delivering quality community-based
care, continually improving services and
providing mentorship and leadership to others.
Being awarded the title of QN is a unique
privilege and represents a shining light in the
nursing profession at a time of prolonged
change and continued uncertainty.
Becoming a QN requires commitment,
time and effort, all of which can also be
channelled into the revalidation process.
The achievement is well worth it.
New applications can be made from

‘Being awarded
the title of QN is a
unique privilege’

to the QNI and gain testimony from patients
and your manager, much of which will be
recognisable to you as part of the revalidation
process. If you need help, the QNI is more than
happy to support you with the process.
The QNI also hosts an annual
conference and is actively involved
in ongoing projects such as the
Homeless Health project, which is
currently enabling the provision
of outstanding levels of care for
homeless people. Being a QN
also provides access to a free
developmental programme,
however, the charity also offers
financial assistance, bursaries
and networking opportunities to
many other nurses who work in
the community, not just QNs.
As a QN since 2012, I am one
of around 1,000 nurses who have
received recognition for their
commitment to community nursing
practice and just one of a small
number of occupational health nurses.
All community-based nurses who have
worked within community care for three
years or more are eligible to become QNs. If
you apply, then 2017 could be the year when
you add your name to this prestigious list.
The traditional
badge is a wellknown emblem

January 2017 and further information about
the application process will be made available
soon. Make it the year when you receive
recognition for the great work that you do, as
part of a nursing community, which always
seeks to put patients first.
Completing the application form is not
that onerous. You must complete a reflective
account, state what contribution you will make

Become a QN
If you would like to consider
becoming a QN, information is on
the QNI website at: qni.org.uk or
qnis.org.uk if you live in Scotland.
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Pulling together
We hear from Sarah Carpenter, Unite in Health’s new national officer, about how the union
is standing up for your rights, and look at some important dates for your diary.
‘WE’VE HAD
ENOUGH.
‘Enough of working
hours of unpaid
overtime. Enough of
doing the best that we
can do to hold families
together. Enough of
neglecting our own families as we struggle to
meet the need.’
That is the message that has been coming
through loud and clear to Unite/CPHVA as
we hear every day from health visitors, school
nurses and community nursery nurses who
are doing what they can to deliver a service in
the face of cuts, redundancies and attacks on
terms and conditions.
Community practitioners are fighters.
You fight every day on behalf of those you
work with. So when you say you’ve had
enough, you refuse to leave it there. You ask
the next question.

‘WHAT CAN WE DO?’
Unite/CPHVA is working with groups of
members up and down the country to fight for
services. As your union and your professional
association, we can make sure we approach
any changes by looking at the impact on that
service from both perspectives.
That means that we are working with many

practitioners across the country to speak up
about the devastating effect of cuts on families
and young people. Just look at the excellent
work being done in the West Midlands for
the ‘Love Your Health Visitor’ campaign,
where street stalls, postcards, petitions and
conversations are taking place. This campaign
is explaining what health visitors do and why
the universal service is so important, all in
the context of the move to local authority
commissioning. And on top of that, we are
fighting to defend the jobs and terms and
conditions of those professionals who deliver
that service. All with the support of a union of
over a million workers, in a huge range of jobs,
who know the importance of what you do.

So Unite/CPHVA is making sure we fight
every attack on health visitors, school nurses
and community nursery nurses. If this is
happening to you, please contact your local
Unite regional office if they are not already
involved (details on unitetheunion.org). We
will not stand back and allow this to happen.
We have had enough too.
In future editions of Community Practitioner,
we’ll be giving you specific advice on what to
do to tackle restructures and reorganisations
locally, including how to ensure you are
following your NMC code.
Sarah Carpenter
National officer for health at Unite
Twitter: @sarahcarps

LATEST DATES FOR THE DIARY
DATE: 26 October
TIME: 4-8pm
LOCATION: London
WHAT TO EXPECT: A wine and cheese
reception; a chance for those from the
London and Eastern region to share
issues and discuss how we can protect
health visiting for another 120 years.
CONTACT:
elaine_baptiste@yahoo.co.uk

DATE: 28 November
TIME: 3pm
LOCATION: Unite office, Leeds
WHAT TO EXPECT: History of the CPHVA,
discussion of duty of candour and other
professional issues; attendance of lead
professional officer Obi Amadi. Current
and retired members welcome.
CONTACT:
carolyn.taylor@stft.nhs.uk

DATE: November (TBC)
TIME: Evening (TBC)
LOCATION: Leicester City
WHAT TO EXPECT: A chance for
members in the East Midlands to
network; retired health visitors will be
sharing their experiences and a look at
how the role has changed.
CONTACT:
ashaday@btinternet.com

IMAGE: SHUTTERSTOCK

In honour of the CPHVA’s 120-year anniversary, events are being held across the UK.
Why not pop along to one and say happy birthday to your association?
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Giving a little extra

SUPPORT

In the April issue of Community Practitioner we ran a plea for support from Refugees at
Home, who needed volunteers with a background in home visiting to assess potential hosts
for refugees and asylum-seekers. Here we revisit the project and hear from three readers for
whom the article prompted a desire to take action
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REFUGEE
SUPPORT

You’ve seen the headlines: the refugee
crisis won’t solve itself. You want to do
something to help but don’t have the time,
resources or inclination to go overseas and
work in Calais, Greece or Lebanon.
One option you could consider is hosting
a destitute asylum-seeker or refugee in your
home. Or you could draw on your community
practice skills and experience to ensure
hosting is a positive experience for host and
guest and as free from risk as possible.
Refugees at Home looks for home visitors –
community practitioners, social workers, GPs
or mental health professionals – essentially
those with a professional background in home
assessment, to offer their skills as volunteers.
The charity was set up, in response to the
current crisis, to try and help asylum-seekers
and refugees in the UK. Many find themselves
homeless because either their Home Officeprovided hostel accommodation is withdrawn
or they have been placed under refugee status
and find themselves in the ‘28-day trap’. This
happens when refugees are evicted from the

Home Office hostel a month after they gain
status, and, because their National Insurance
number hasn’t come through in time, find
themselves with no money, no bank account,
no job and, most critically, nowhere to sleep.
According to the Refugee Council, over 80 per
cent of all new refugees find themselves in
this position.
But there are generous people all over the
country who have a spare room or even a
sofa bed and are willing to offer hospitality to
people fleeing war and persecution. Refugees
At Home matches them and facilitates shortor longer-term hosting.

MAKING A DIFFERENCE
Of course, everyone involved is to some
extent vulnerable: the host is welcoming a
complete stranger into their home and the
guest is trusting the host not to charge rent
or exploit them in any way. For this reason
Refugees At Home offers a home visiting
system. When a possible host applies, a
home visitor is dispatched to assess and

advise them. The visitor meets the whole
family, ensures the accommodation matches
what is promised (basic is fine but privacy is
important for longer stays), that the whole
household is happy to host and that there
is no intention to exploit by charging rent or
services in lieu. Character references are
also collected.
If the visitor approves, he or she will be
notified about any placement and asked to
contact the household soon after and again
a couple of weeks later to check all is going
well. If it isn’t – and this is really rare – the
visitor may work to resolve any problems and
help all parties to move on.
By September 2016, after only six months
in full operation, Refugees At Home had
made 155 placements and hosted 4,750
person nights – that’s the number of nights
individuals have not spent on park benches,
riding night buses or curled up in train
stations. The home visitors recruited through
a tiny piece in Community Practitioner have
made a real difference. You could too.
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CAROL’S STORY

Carol Bushnaq is based in
Scarborough, North Yorkshire.
She saw the note in Community
Practitioner and knew she wanted to
be involved. Carol was once married
to a refugee and has nephews who
have made the perilous journey
from Syria – though not to the
UK. She has lived in Syria too and
says she understands the dreadful
uncertainty refugees go through
before they find any safe haven.
She is really positive about it:
“It’s the fact that people will open
their homes and lives to complete
strangers with the compassion they
show – and for nothing. It makes me
proud to be a human. I can’t believe
there are such good people.
“But the role is to keep in mind
safeguarding for both parties – it’s
the most important thing. You are
assessing the host – you pick up
things because you are in the home
and hear the way things are said.
You find common ground and see
what the ethos of the family is like.
All community nurses can do that;
it’s in the training.
“I would recommend doing it
because it’s going back to the roots
of health visiting and what we were
trained to do. I have publicized it at
every branch meeting and would
like others to come forward. It’s just
giving back.
“If we were made refugees or our
children were, we would want to be
helped. It’s heartbreaking.”

If you wish to help Refugees
at Home or want to find
out more, email: info@
refugeesathome.org

PHILIPPA’S STORY

NICOLA’S STORY

Philippa Burden is based in Dover,
south-east Kent.
She says the April article “jumped
out” at her and she decided to
join in because it was “something I
could do”.
“I can’t host but I would love to be
able to help. It’s using our training
to go and do home assessment to be
friendly but have the antennae out.
It’s a perfect fit. I can do something
and I wanted to be able to help
appropriately,” she explains.
“My overarching concern is
safeguarding, because refugees
are very vulnerable adults. I am so
aware of trafficking and how wily
traffickers are. So it’s something I
keep to the fore when I’m doing a
visit. It’s always my concern.”
So far Philippa has done four
home visits and has two more
approaching. “I’m really interested
in what motivates people to host. I
have noticed that it is often church
members, so there seems to be quite
a lot of religious motivation, couples
whose children have moved away
and just genuine, good people.
“So far I haven’t found it
challenging, apart from some of the
distances. These are much easier
families than I would ordinarily visit.
“I would recommend community
practitioners do this because we are
a perfect fit for this role: we have
expertise, training and skills and
we’re used to knocking on complete
strangers’ doors. It’s not going to
Calais, it’s not too much time or
energy, but it works if you really
want to do something.”

Nicola Bridgwater lives just outside
the city of Bristol.
She decided to become a home
visitor for Refugees At Home when
she became aware of the extent of
the refugee crisis.
“Our church leaders encouraged
us to help and volunteer and I felt
I should be doing something and
be involved in some way. It was
definitely something I could do since
I had the skills through my work. I
did my first visit in about an hour
and when the hosts contacted me
with questions, I answered them
and they both decided to take
somebody in.
“One colleague was really worried
at my doing this. She was concerned
about insurance and responsibility
but I discussed it with my husband
and we agreed I was being a
volunteer, doing something good
and that what I do in my own time
is my business. I’m not arriving as a
health visitor with bag and badge.
My colleague made me cautious but
now I have done a couple and I am
more relaxed about it.
“We’re going to look back at this
era as being the era of the refugee
crisis and I want to be able to say I
did something to help. It may not
have been a great deal but I did
something to try and help. The
problem seems insurmountable
worldwide and we can only do
what we can. I don’t have a spare
bedroom, I work and can’t go
to Calais. But this I can do, with
extraordinarily little inconvenience
to myself.”
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DENTAL
HEALTH

A reason to

SMILE

Dental Journal. The study found that 88 per
CHILDREN ARE MEANT TO SMILE. But in
THE BEAUTY OF APPS
cent of users reported the app motivated
England, 26,000 children aged between
Almost all parents and carers own, or have
them to brush their teeth for longer and
five and nine undergo a traumatic and
access to, a mobile device capable of
92 per cent would recommend the app to
expensive general anaesthetic to
running the Brush DJ app. Health apps are
their friends and family. Four broad themes
remove decayed teeth each year.
increasingly seen as a way to improve
relating to how the app helped toothTooth decay is a completely
health, with the US Food and Drug
brushing were reported. These themes
preventable disease.
Administration stating: “The
“It makes
were motivation, education, compliance
Poor oral health can
widespread adoption and use of
brushing fun
and perceived benefits.
affect a child’s ability to eat,
mobile technologies is opening
for my children. My
speak, smile and socialise
new and innovative ways to
youngest used to battle
normally, due to pain and
improve health and healthcare
with me and now he
PROMOTING ORAL HEALTH
embarrassment.
delivery. Apps can help people
loves brush time.”
Community practitioners are in an ideal
Though the cause of tooth
manage their own health and
position to give accurate information about
decay and the daily self-care
wellness, promote healthy living and
how best to maintain health. If there is time
tasks that need to be carried out to
gain access to useful information when
during a visit, you could help parents and
prevent it are known, the challenge is ensuring
and where they need it.”
carers to download the app and show them
that professionals involved in helping children
People tend to have their mobile
how it works. Many people now check their
have the best start in life are aware of this
phones on them at most times and form
calendars on smartphones when arranging
evidence-based information and pass it on to
strong emotional attachments to them.
an appointment – this is a great time to
the parents and carers they work with.
This positive emotional attachment may
mention the app during a visit.
To help raise awareness of the tasks needed
benefit health promotion via a mobile
The Brush DJ app has already been
and to make them less boring, York-based
device being accepted more readily than
downloaded in 193 countries to more
dentist Ben Underwood has developed a free
traditional means, such as leaflets,
than 250,000 devices. Ben has been
app called Brush DJ. The main feature of the
especially among those who
appointed one of the inaugural
app is a timer, which plays two minutes of
have grown up with the
NHS ‘innovation accelerator’
“Somehow
music from the user’s device, cloud or music
technology. People often
fellows to try to get the app
two minutes
streaming service. This makes the mundane
spend more time with
adopted at a scale and pace
seems to fly by for my
task of brushing for the correct length of time
their mobile phones than
in the NHS not previously
son – a two-minute egg
more fun and therefore more likely to happen.
with their partners or at
possible – it usually takes 17
timer dragged for him. He
The app also contains the evidence-based
work, meaning health
years for an innovation to
loves to get the applause
oral health information given in the Public
interventions can
be adopted.
at the end, which is
Health England document Delivering Better
be delivered at anytime
He hopes the app will go
motivational.”
Oral Health. There are animated videos
and anywhere.
some way towards reducing
demonstrating how to brush effectively
Brush DJ is the only oral health
the estimated £1.7 billion of the
and the screen can be customised to the
app to have been accepted into the
NHS dental budget in England that is
child’s favourite colour. Reminders can be
NHS app library. Research has been carried
spent on the treatment of preventable
set to prompt twice-a-day brushing, when
out investigating user perception of the
disease and help reduce the number of
to change toothbrushes, visit the dentist and
app and a paper reporting the results
children who require extraction of teeth
other dental professionals.
has recently been published in the British
under general anaesthesia.

IMAGE: GETTY

Tooth decay is a real but wholly preventable problem. But a new, musical app aims
to ease the tooth-brushing process for children and families and bring fun to the
proceedings, as Community Practitioner discovers.
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“I needed
a timer to
help know when I’ve
brushed my two-year-old
son’s teeth long enough and
this a fun and helpful tool.
He will enjoy the music and
I’ll enjoy knowing his
teeth are properly
brushed.”
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EYE HEALTH

Retinoblastoma:
Can you see it?
With the average diagnosis time for children with eye cancer currently four times longer than
official guidelines recommend, the need to recognise signs of retinoblastoma is crucial. The
Childhood Eye Cancer Trust explains why health visitors are central to the process of identification
and referral.

DID YOU
KNOW?
The average diagnosis time
for children with eye cancer is
currently four times longer than
official guidelines recommend.
Source: CHECT
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EYE HEALTH

Retinoblastoma (Rb) is a rare form of
eye cancer which affects babies and
children mainly under the age of five (Draper
et al, 1992). It can occur either unilaterally (in
one eye) or bilaterally (in both eyes). Although
this cancer has a very high survival rate of over
95 per cent in the UK, many children live with
the consequences of a delayed diagnosis. Late
diagnosis for a child with Rb can mean loss of
one or both eyes, life with an artificial eye, a
visual impairment or, in some cases, complete
blindness. In unilateral cases, 70 per cent of
children will need their eye removed to save
their life.
Health visitors play an important role in
this referral pathway, as they are likely to see
children more often than any other healthcare
professional within the first two years of life.
The signs and symptoms of Rb (see box)
are often very subtle and confined to the
eye, and most often detected by parents
(Wallach et al, 2006). The child usually appears
well in themselves, so it is important to pay
attention to parental concern about their
child’s eyes.
There are two forms of Rb, heritable and
non-heritable. Patients with bilateral disease
or multiple tumours in one eye have heritable
Rb, which means they have an altered or
faulty Rb gene. This accounts for 45 per cent
of cases (Dommering et al, 2012). The gene
change can occur as a new event in the
patient or might have been inherited from a
parent who is affected or a carrier.
Unilateral Rb is usually non genetic, but can
be genetic in as many as 15 per cent of cases.

PRESENTATION
Children present with suspected Rb at
different ages depending on the type. A
child with the heritable form is usually
diagnosed within the first year of life, with
the average age at diagnosis being nine
months. Cases of non-heritable unilateral
retinoblastoma usually present much later
and the average age at diagnosis is 24
months (Sugano et al, 2004).

IMAGE: SHUTTERSTOCK

REFERRAL
NICE guidelines state an urgent referral must
be made for children with:
■ White pupillary reflex (leukocoria). Pay
attention to parents reporting an odd
appearance in their child’s eye
■ New squint or change in visual acuity if
cancer is suspected
■ Family history of Rb and visual problems.

SIGNS AND SYMPTOMS CAN INCLUDE:

Leukocoria (intermittent) – white pupillary reflex noticed in dim lighting or a
photo where a flash has been used. It can be difficult for parents to describe,
and they may refer to a white ‘glow’ or ‘cat’s eye’

Strabismus (squint) – Rb must be ruled out for all cases of squint in babies
and children using a red reflex test. Between 2012 and 2015, 33 per cent of
children diagnosed with Rb had a squint as a symptom (Simpson et al, 2005)

A change in the colour of the iris or part of the iris
■ Inflammation, redness or increased pressure in or around the eye without
an infection ■ Deterioration of vision in one or both eyes ■ Nystagmus
(wandering eyes) ■ Parental history of Rb ■ Parental concern over vision or
eye appearance ■ Leukocoria and squint are the most common symptoms
If any of the signs and symptoms listed above are present in a baby or young
child, a red reflex test must be carried out in order to rule out anything
serious. This may be done by a GP, optometrist or at the local hospital’s
ophthalmology department.

EPIDEMIOLOGY OF RB
■ Occurs in about 1:20,000 live births, with around 50 cases diagnosed each year
in the UK (MacCarthy et al, 2009)
■ It can be unilateral or bilateral
■ There is no gender or race predisposition
■ Rb can be heritable so adults who have it and wish to have children should be
offered genetic counselling and testing
■ Babies who may have inherited Rb must be screened from birth.
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POPPY’S STORY
When Poppy Chandler went for her one-year check
in April 2014, her health visitor noticed there was a
problem with her eye and that she had a squint. As a
result, she made a non-urgent squint referral for Poppy.
An appointment came through for four months later at
the local health centre. However, because Poppy didn’t
keep still, her eyes couldn’t be examined properly, so
she was referred to Walsall Hospital. The appointment
for this was four months later, December 2014. Once
Poppy’s eyes were examined, she was referred to
Birmingham Children’s Hospital within two weeks,
where she was diagnosed and treated for Rb.

Local referral protocols vary: in most cases
health visitors would refer the child to their GP,
although in some instances health visitors have
been able to refer children directly to their local
ophthalmology department. It is crucial that
parents are made aware of the need for their
child’s eyes to be examined as soon as possible.
If the local ophthalmology department
identifies or suspects Rb, an urgent referral is
then made to one of two NHS specialist Rb
treatment centres in the UK – Birmingham
Children’s Hospital or the Royal London
Hospital – for diagnosis and treatment.
The speed of referral is vitally important, as a
swift referral can reduce the long-term impact
of the disease and treatment of the baby or
child. If a parent continues to have concerns
about their child’s eye, the child should be
taken back to the GP or optometrist.

SOURCES OF SUPPORT
Childhood Eye Cancer Trust
(information about retinoblastoma)
chect.org.uk/hv
National Blind Children’s Society
(support for visually impaired
children)
blindchildrenuk.org
ClicSargent (supporting children
with cancer)
clicsargent.org.uk
Sibs (for siblings of disabled
children)
sibs.org.uk

ADVICE FOR HEALTH VISITORS
As health visitors, ensuring a child’s squint is checked with red reflex test by a
GP or optician could result in a much speedier referral to hospital should further
treatment be needed.
The Childhood Eye Cancer Trust would recommend that every squint is
examined with a red reflex test to rule out anything serious, including Rb.

THE HEALTH VISITOR’S ROLE
Health visitors are uniquely placed to make
a difference in the diagnosis of Rb. Child
health reviews provide an opportunity to
ask if parents have any concerns about their
child’s vision, or if they have noticed anything
unusual about the child’s eyes (especially
in photographs). In particular, where babies
and young children have squints, health
visitors must ensure parents understand
the importance of having the child’s eyes
examined by a GP or optometrist to rule out
anything serious, before a child is given a nonurgent referral to a squint clinic.
In their trusted role, health visitors often
act as advocates for families, and it may
be necessary to do so in instances where
either they are unable to clearly express their
concerns about their child’s eyes to their GP, or
the GP is being dismissive of those concerns.
There are many ways in which health visitors
can continue to support families affected by
Rb post-diagnosis. As well as coming to terms
with the fact their child has a serious illness and
has possibly lost an eye, families may also be
facing challenges such as ongoing treatment
and adapting to life with a visually impaired

child. The emotional and psychological impact
on the whole family (including siblings) cannot
be underestimated.
It is important to be able to signpost parents
to organisations offering support, or even to
appropriate counselling services (see box).
Families may also benefit from the health visitor
involving other services such as vision support,
advocacy with benefits agencies and other
services to ensure families receive support to
which they are entitled.
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LOOKING
BACK

1978
The ‘winter of discontent’
causes disruption and
the nursing profession
submits an 18 per cent
pay rise claim after several
years of high inflation –
2,000 nurses protest at
a rally. After a difficult
few months, a nine per
cent pay rise is accepted
alongside the offer of a
comparability study.

BRIDGING THE HEALTH GAP

IMAGE: GETTY IMAGES

Dissatisfaction among healthcare professionals characterised the late 70s as health inequalities
were finally brought to the government’s attention. We look back at the decade from 1976 to 1986.

1976

1979

1980

1982

1983

1986

Health inequalities
feature on the political
agenda for the first
time as public health
specialist Richard
Wilkinson publishes
an article. He says that
differences in death
rates between social
classes are the result
of differences in diet.
He calls for more
attention to be given
to school meals.
The secretary of
state commissions a
working group led by
Sir Douglas Black (then
president of the Royal
College of Physicians)
to examine the
evidence and report.

Prime minister James
Callaghan sets up the
Standing Commission
on Pay Comparability
presided over by
British academic
Hugh Clegg. The
Nurses, Midwives and
Health Visitors Act
1979 receives royal
assent. It provides for
the establishment of
a central council for
nursing, midwifery
and health visiting
(with national boards
for the four countries
of the UK). The act also
requires the council
to establish and
maintain a single
professional register.

As a result of Sir
Douglas Black’s
work, The Black
report is published
and paints a stark
picture of inequalities
between Britain’s
social classes. It notes
that the health gap
between social classes
has been widening
since the early 1960s.
But a change of
government and
political priorities
means little happens.
After pay has been
explored by the Clegg
Commission, it rises by
22 per cent.

Financial constraints
on the NHS are a
growing reality. To
address this, managers
implement efficiencies
backed by an NHS
restructure.
Believing that NHS
management
has failed, the
Conservative
government
commissions the
managing director
of Sainsbury’s, Roy
Griffiths, to produce
a report.

The Griffiths report
leads to managers,
often from the private
sector, replacing
clinical managers in
the NHS. Performance
indicators are
introduced. The
United Kingdom
Central Council for
Nursing, Midwifery
and Health Visiting
is set up to become
the profession’s new
regulatory body, and
national boards are
created for each of the
UK countries. Their
main functions are to
monitor the quality of
education and keep
training records.

The paper
Neighbourhood
nursing: a focus for care
is published, which
examines the care
given in homes by
health visitors and
district nurses. Author
Julia Cumberlege
identifies that time is
wasted by requesting
prescriptions from
the GP for items
such as ointments
and dressings. She
recommends that
community nurses are
able to prescribe from
a limited list of items.
After controversy and
debate, this happens
some years later.
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Clinical update:
Non-epileptic attack disorder
Dr Siba Prosad Paul, Consultant
Paediatrician, Torbay Hospital, Torquay
Mohammed Al-Sakban, Medical Student
Year 5, University of Bristol
Dr Indranil Dey, Consultant Paediatrician,
Torbay Hospital, Torquay

INTRODUCTION
Non-epileptic attack disorder (NEAD)
is defined as ‘a disorder characterised
by episodes of change in behaviour or
movement, not caused by a primary change
in electrical activity of the brain’ (NICE, 2012:
105). It is also known as psychogenic nonepileptic seizures (PNES) or pseudoseizures,
which are paroxysmal episodes that
resemble and are often misdiagnosed as
epileptic seizures (Benbadis, 2016). However,
it is important to understand that unlike
epileptic seizures, PNES do not result from
an abnormal electrical discharge from the
brain; they are a physical manifestation of a
psychological disturbance (Benbadis, 2016).
Seizures in children and young people can
cause significant anxiety among patients
and parents and it is therefore crucial
for healthcare professionals to have an
understanding of NEAD and be able to
differentiate it from childhood epilepsy.
For uniformity we will use the term NEAD
as suggested by the NICE (2012) guidelines
throughout the article hereafter.

A DIAGNOSTIC CHALLENGE
NEAD can look very similar to epilepsy and
can affect people in similar ways, and hence
there is potential for misdiagnosis (Epilepsy
Society, 2015). It is estimated that around
one in five (20 per cent) patients diagnosed
initially with epilepsy when subsequently
reassessed at specialist epilepsy centres
are found to have non-epileptic seizures
(Epilepsy Society, 2015). Misdiagnosis of
epilepsy is estimated at five to 30 per cent
of patients or 124,500 people in the UK,

with both medical and non-medical costs
amounting to around £270 million per year
(NICE, 2012). Furthermore a diagnosis of
epilepsy itself has important and long-lasting
impacts on patients’ lives including social,
educational and employment areas.
A misdiagnosis of NEAD as an epileptic
disorder also has the potential for it
being treated with anti-epileptic drugs
(AEDs) and its associated side effects. In
a Canadian study using data obtained
from the administrative health databases
in Manitoba, the quarterly prevalence of
AED use between 1998 and 2013 among
individuals with and without a history of

epilepsy was assessed using cross-sectional
time series analysis (Leong et al, 2016). The
prevalence of AED use among patients
with epilepsy increased by three per cent
between 1998-99 and 2012-13, while an
increase of 210 per cent in AED usage
among patients without epilepsy was
noted over the same period (Leong et al,
2016). Adding to the complexity of clinical
diagnosis is the fact that the two conditions
are not mutually exclusive and so may
exist simultaneously in some patients.
It is considered that the two conditions
can coexist in up to 15 per cent of cases
(Benbadis, 2016).
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CAUSES OF NEAD
Epilepsy is a condition characterised by
recurrent unprovoked seizures, secondary
to abnormal electrical activity in the brain
(NICE, 2012). However, NEAD is not caused by
disrupted electrical activity in the brain and so
is different from epilepsy. It is subdivided into
two main categories and can have a number
of different causes as highlighted in table 1. It
can be divided into two types: organic nonepileptic seizures and psychogenic seizures.
Organic non-epileptic seizures are much less
common than psychogenic seizures, which
can be extremely complex to diagnose and
suspicion regarding this should initiate a
referral to specialists. Further discussion on
organic non-epileptic seizures is not within
the realms of this non-specialist article and
hence is not discussed further. Psychogenic
NEAD is most commonly misdiagnosed as
epilepsy; risk factors for which are shown in
table 2.

IMAGE: SHUTTERSTOCK

HISTORY AND CLINICAL FEATURES
There are no pathognomonic seizure patterns
diagnostic of NEAD. Obtaining a detailed
but focused clinical history about the events
is therefore of paramount importance. In
practice, the term ‘seizures’ is confusing to
patients and families, so that it is probably
best to replace it with more general terms
that do not imply epilepsy, such as ‘episodes’,
‘attacks’ or ‘events’ (Benbadis, 2016).
Although the diagnosis of NEAD is not
expected to be made by a community
practitioner, they can provide a deep insight
regarding the events. A focused history
should include (LaFrance, 2013; Epilepsy
Society, 2015):
■ Neurological history (about brain and
nervous system and its development)
■ Psychological development and mental
health, including whether there is a
history of depression or other psychiatric
conditions
■ Past history of stress or head trauma
■ Enquire about a family history of depression
or other psychological conditions
■ History regarding actual episodes, such
as when they first started, aura, when
they happen (i.e. nocturnal, no specific
pattern), duration
■ Enquire whether the patient has been
diagnosed with epilepsy but episodes have
never been controlled with AEDs.
Community practitioners are likely to witness
an episode of NEAD. They will therefore be a

TABLE 1: NON-EPILEPTIC SEIZURE SUB-CATEGORIES
(adapted from Epilepsy Society, 2015; LaFrance, 2013)

Sub-category

Disorders
Syncope
Paroxysms of acute neurological insults
Paroxysmal toxic phenomena
Non-toxic organic hallucinosis

Organic
Non-epileptic myoclonus
Sleep disorders
Paroxysmal endocrine disturbances
Transient ischaemic attacks (TIAs)
Dissociative seizures
Psychogenic

Panic attacks
Factitious seizures

TABLE 2: RISK FACTORS FOR PSYCHOGENIC NEAD
(Gates, 2002; NICE, 2004; Epilepsy Society, 2015; Benbadis, 2016; Takasaki et al, 2016)

Major accidents
Severe emotional upset (such as the death of a loved one)
Psychological stress (such as a divorce or parental separation)
Difficult relationships
Physical or sexual abuse
Being bullied
Domestic violence
Female sex (approximately 70 per cent of cases)
Adolescents or young adults
Pre-existing psychiatric conditions (e.g. depression, anxiety, personality disorders
or people who self-harm).
Affected family members
Increased risk in monozygotic but not dizygotic twins
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BOX 1: DIFFERENTIATION OF EPILEPTIC SEIZURES AND NON-EPILEPTIC ATTACK DISORDER
(adapted from NICE, 2004; Takasaki et al, 2016)

Epileptic attack

NEAD

Precipitating cause

Rare

Common, emotional and stress-related

When alone or asleep

Common

May be reported

Onset

Usually short

May be short or over several minutes

Aura

Various, usually stereotyped

Fear, panic, altered mental state

Speech

Cry, grunt at onset, muttering, automatisms

Semi-voluntary, often unintelligible

Movement

Atonic, tonic; if clonic, synchronous small
amplitude jerks

Asynchronous flailing of limbs; pelvis thrusting;
opisthotonous

Injury

Tongue biting, fall; directed violence rare

May bite tongue, cheeks, lip, hands, throw self
to ground. Directed violence not uncommon

Consciousness

Complete loss in generalised tonic-clonic; may be
incomplete in complex partial epilepsy

Variable, often inconsistant with seizure type

Response to
stimulation

None in generalised tonic-clonic; may respond in
complex partial and postictally

Often reacts and this may terminate episode

Incontinence

Common

Sometimes

Duration

Few minutes

Few minutes, may be prolonged

Recovery

Depends on seizure type. Few minutes and more
prolonged confusion

May be rapid or very prolonged

vital link in the diagnostic process and should
be able to provide an independent and
objective overview of the actual eyewitness
version of the episodes, including:
■ Whether any warning signs/symptoms
were noted before the episode happened
■ When the episode happened i.e. what was
the patient doing before the event
■ What happened during the episode
■ How long the episode lasted
■ Whether the patient remembered anything
about the episode afterwards
■ How the patient felt afterwards i.e.
quiet, upset, emotionally labile, failure to
recognise acquaintances, frightened?
■ How long did it take for the patient
to recover?
■ Any tongue-biting or incontinence
(tongue-biting or incontinence do not
in themselves exclude NEAD in favour of
epileptic attacks).

DIAGNOSING NEAD
NEAD typically gives rise to episodes of two
broad types:
■ Attacks involving motor phenomena
■ Attacks of lying motionless.
With innovation in technology and the
widespread use of smartphone cameras,
caregivers and parents can often provide
accompanying video footage of the patient
that may be of great use in addition to the
history. It is worthwhile to request such
footage from caregivers and encourage the
recording of seizures in future for review of
the diagnosis.
Box 1 highlights the differences between
epileptic seizures and NEAD. The criteria
outlined by the Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition
(DSM-5) are used to diagnose NEAD or
PNES (Benbadis, 2016). NEAD falls under the
symptom subtype of ‘with attacks or seizures’.

One or more symptoms of altered voluntary
motor or sensory function may be present:
■ Clinical findings provide evidence of
incompatibility between the symptom
and recognised neurological or
medical conditions.
■ The symptom or deficit is not better
explained by another medical or
mental disorder.
■ The symptom or deficit clinically causes
significant distress or impairment in social,
occupational, or other important areas of
functioning or warrants medical evaluation.

INVESTIGATIONS
The diagnosis remains largely clinical, based
on history and the availability of other
corroborative evidence. There is no ‘single’
diagnostic test to confirm NEAD. However,
specialists may consider few tests to rule out
other causes of seizures, including epilepsy.
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These include (Takasaki et al, 2016):
■ Detailed physical examinations and
blood tests (e.g. blood glucose, full
blood count, electrolytes).
■ Neuroimaging, such as computerised
tomography scan or magnetic resonance
imaging, as this may show a physical cause
that suggests an epileptic seizure.
■ An EEG (electroencephalogram), which
records the electrical activity of the brain,
may show disrupted brain activity related
to epilepsy but will show normal tracing in
cases of NEAD.
■ Video telemetry involves having an EEG
and video recording of the patient at the
same time. This can help to differentiate
between an epileptic seizure (if, during a
seizure, brain wave activity changes) or
NEAD (when during a seizure, brain wave
activity does not change). A definitive
diagnosis rests on capturing the events on
video EEG (Takasaki et al, 2016).
Long-term EEG monitoring may be required
in some difficult cases as it will increase
the accuracy of diagnosis but is only
productive in patients who experience
seizures at least once a week (Smith, 2005).
Usually this type of investigation is performed
under specialist supervision and is reserved
for patients with existing epilepsy in whom
uncertainty exists around the diagnosis or
the type of seizures experienced.

Non-psychological therapies largely focus on
correcting the physical causes e.g. optimising
pain relief or achieving good epilepsy control
with AEDs where NEAD is considered to
co-exist with epilepsy. In patients where
seizures are secondary to excess anxiety or
emotional distress antidepressant or anxiolytic
medication can be prescribed to help with
symptoms and reduce recurrence of NEAD.
The early involvement of psychologists
who are skilled in managing patients with
NEAD is needed. Psychological therapies
include cognitive-behavioural therapy (CBT),
psychotherapy and counselling (Benbadis,
2016). A Cochrane review concluded that
there is a lack of reliable evidence to support
the use of any treatment, including CBT, in the
treatment of non-epileptic seizures. Further
randomised controlled trials of CBT and other
interventions are needed to establish its
usefulness in wider clinical practice (Martlew
et al, 2014). When dealing with children with
NEAD, there has to be greater consideration
of the wider context in which they present
to health services. This includes the family
dynamics, parental functioning, school
environment and developmental issues,
such as their relationship with peers. A US
study concluded that in almost 50 per cent of
children with NEAD, school problems had been
reported, and that 13 to 31 per cent of children
had a history of sexual abuse (Gates, 2002).

MANAGEMENT OF NEAD

PROGNOSIS

The first step in the management of NEAD is
the acceptance of the diagnosis by the patient
and the caregivers at the completion of all the
investigations and diagnostic consultations.
It should be made by a clinician or a multiprofessional team who are appropriately
trained as the implications are life-changing.
It is of utmost importance to explain what
symptoms mean to caregivers/parents and
patient/children where possible to reach an
appropriate diagnosis and prevent or stop
prescription of unnecessary AEDs.
Management of NEAD is more successful
and accepting to the families if it is provided
by a multidisciplinary team. Once patients
understand more about their seizure-like
episodes, they start to become less frequent
(Epilepsy Society, 2016). Management of
NEAD is largely dependent on managing
any underlying causes and so treatments
broadly include:
■ Non-psychological therapies
■ Psychological therapies.

Studies have shown that about 50 to 70 per
cent of patients become seizure-free after
the diagnosis of NEAD is made (Benbadis,
2016). There is conflicting evidence regarding
response to treatment and long-term
outcomes. A review of outcome studies found
that after a mean follow-up period of three
years about two-thirds of patients continued
to have dissociative seizures and more than
half remained dependent on social security
(Reuber and Elger, 2003). The duration
of illness is probably the most important
prognostic factor; the longer the patient has
been wrongly treated for epilepsy, the worse
the prognosis. Outcomes are generally better
in children and adolescents than in adults,
probably because the duration of illness is
shorter and the psychopathology or stressors
are different in paediatric patients than in
adults. Serious mood disorders and ongoing
sexual or physical abuse are more common
in children and should be considered and
investigated in every case (Benbadis, 2016).

ROLE OF COMMUNITY
PRACTITIONERS
Management of NEAD needs specialist skills
and expertise. Community practitioners
can, however, play a vital role in early
recognition and referral and later supporting
the management of the condition in the
community. A few useful practice points are
highlighted below, which we hope community
practitioners will find helpful in their practice.
These have been derived from the available
literature and our experience in managing such
children (NICE, 2012; NICE, 2014; Davidson et al,
2016; Benbadis, 2016; Takasaki et al, 2016):
■ Provide advice regarding first-aid measures
in the instance that an episode occurs
again. The patient should be laid down in a
safe place (preferably on the floor), clothes
loosened around the neck and placed in
the recovery position.
■ Advise parents/carers to record the event as
it may serve as a valuable link for a specialist
to make the diagnosis of NEAD.
■ Lifestyle modifications and health and
safety advice similar to those for patients
with epilepsy pertaining to hygiene
(avoiding baths and using showers;
keeping toilet door unlocked), leisure
activities (wearing a helmet while cycling
and avoiding busy roads; swimming with
one-to-one monitoring; not climbing
trees), contraceptives, drugs and alcohol
and the need to maintain a healthy lifestyle
are crucial.
■ Monitor adherence to psychological
therapy, such as CBT and other medications
such as antidepressants and check with
parents/carers about when they give the
medicines, what they do if a dose is missed
(i.e. whether they give it again as soon
as they realise that a dose got missed)
and how they ensure there is a regular
supply of medicines (i.e. whether there is
a repeat prescription facility) with the aim
of improving the quality of life, reducing
hospital admissions and improving
attendance at school.
■ Provide parents and children with
information leaflets from reliable
sources, such as Epilepsy Action and the
Epilepsy Society. Direct families to the
Non Epileptic Attack Disorder website
(nonepilepticattackdisorder.org.uk) where
patients can share their experiences, find
information regarding support groups
and take part in research for improving
lives with this condition.
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■ Support a smooth transition of care from
paediatric to adult services. This derives
from the authors’ experience in supporting
families and notes written by colleagues
in the community team, where specific
difficulties such as finances, transportation,
education, family dynamics, mental
health needs, regular supply of medicines
have become evident. The medical team
planning the transition will benefit from
this information in order to plan the most
suitable pathway for the young person.
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CPD QUESTIONS
Seizures in non-epileptic attack disorder (NEAD) are
caused by a primary change in electrical activity of the
brain as is also seen in epilepsy.
a) True
b) False

What proportions of patients diagnosed initially with
epilepsy are estimated to have non-epileptic seizures?
a) One in 10
b) One in five
c) Two in five
d) One in three

NEAD and epilepsy can coexist
in some patients.
a) True
b) False

NEAD can be subdivided into two main categories:
organic non-epileptic seizures and ……… seizures.
a) Absence
b) Tonic-clonic
c) Psychogenic
d) Partial

A focused clinical history
of NEAD should include:
a) Psychological development and mental health
b) Past history of stress or head trauma
c) Neurological history
d) All of the above

Antidepressants are always
helpful in patients with NEAD.
a) True
b) False

Which of the following may
be a useful test for NEAD?
a) An electroencephalogram (EEG)
b) An MRI scan
c) An electrocardiogram (ECG)
d) Video telemetry

Which of these are appropriate actions when a school
nurse witnesses a student suspected with NEAD?
a) Never call an ambulance as it is not epilepsy
b) Do not bother to write an eye-witness account, it is never
considered useful as NEAD is diagnosed by specialists
c) Do not provide first aid measures as NEAD occurs only due to
panic attacks and injuries do not occur
d) None of the above

The most important prognostic
factor of NEAD is:
a) Age of the patient
b) Socio-economic status
c) Duration of illness before a diagnosis is made
d) Involvement of caregivers/parents

practice points for community practitioners
10 Useful
includes:

1

3

5

7

9

2

4

6

8

a) Advice-giving on first-aid measures for managing seizure-like
episodes
b) Advice-giving on video recording seizure-like events
c) Giving of appropriate information leaflets
d) All of the above
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Functional gastrointestinal disorders
(FGIDs) are an under-recognised and
poorly managed group of digestive
symptoms and feeding problems1
WHAT IS INFANT REGURGITATION?2
Regurgitation is the
passage of stomach
content up the oesophagus
and into the mouth

Mouth

Weak action of
lower oesophageal
sphincter

PRESENT IN
>50% OF
INFANTS1
A normal
physiological process
that occurs in a
developing infant gut

5HƮX[LVWKHSDVVDJH
of stomach content
into the oesophagus
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a STAR: AN EVIDENCE-BASED APPROACH TO THE
MANAGEMENT OF INFANT REGURGITATION

INFANT REGURGITATION
PLACES A SIGNIFICANT
BURDEN ON FAMILIES,
THE NHS AND THE
ECONOMY ALIKE:

for
The distressing levels of crying and disrupted
feeding can cause serious anxiety for parents1

Stomach
Duodenum

Stomach
contents
leak back
up into the
oesophagus

Pyloric sphincter

without the presence
of other symptoms*3

'HVSLWHHYLGHQFHWRVXSSRUWƬUVWOLQH
nutritional management in bottle fed babies,
use of infant alginate therapies remains high4,6

NHS England spent

INFANT REGURGITATION IS
FREQUENTLY CONFUSED WITH
GASTRO-OESOPHAGEAL
REFLUX DISEASE (GORD) WHICH
IS LESS PREVALENT, MORE
SERIOUS AND MAY REQUIRE
SPECALIST REFERRAL.4,5

£5.2m

IN INFANTS WITH VOMITING OR REGURGITATION,
LOOK OUT FOR ‘RED FLAGS’ SYMPTOMS WHICH MAY
SUGGEST DISORDERS OTHER THAN GOR, FOR EXAMPLE:4
O PROJECTILE VOMITING
O BILE OR BLOOD STAINED VOMIT
O FEEDING DIFFICULTIES OR FALTERING GROWTH
O APPEARING UNWELL

FOR BREASTFED BABIES
NATIONAL GUIDELINES
RECOMMEND:4

in 2015 on infant alginate
SUHVFULSWLRQVDQGWKLVƬJXUHLV
increasing by 10% year on year 6,7,8

A trained professional carries out
a breastfeeding assessment
With persistent regurgitation, consider
trialling alginate therapy for 1-2 weeks

FOR FORMULA FED INFANTS

a STAR APPROACH
TO TREATING
INFANT
REGURGITATION

Assess feeding history and
reduce feed volume if excessive
for infant’s weight4

To assist
healthcare
professionals with
correct evidence-based
management of frequent
UHƮX[DQGUHJXUJLWDWLRQ
in formula-fed infants
the acronym a STAR
can help to convey the
NICE-recommended,
stepped-care
approach4

Trial a thickened formula (for example,
containing rice starch, cornstarch,
locust bean gum or carob bean gum)4

Trial smaller, more frequent feeds
(while maintaining an appropriate
total volume of daily feed)4

If the stepped-care approach is
unsuccessful, stop the thickened formula
and trial alginates for 1-2 weeks4

If alginates are successful
continue use but stopping it at
intervals to assess recovery4

$VGHƬQHGE\WKH5RPH,9GLDJQRVWLFFULWHULDIRUIXQFWLRQDOJDVWURLQWHVWLQDOGLVRUGHUV
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Abstract
Clinical academic careers for nurses, midwives
and allied health professionals are gaining
recognition internationally and nationally,
yet public health nurses appear underrepresented. The purpose of this paper is to
share our learning through a clinical-academic
partnership. We critique our experiences and
in the context of public health nursing, share
some of the challenges we experienced. We
aim to build on a capability framework for
early career research development, applying
it specifically to public health nursing.
In so doing, we hope to provide insight
and motivation for public health nurses
seeking to engage with research through
clinical academic career opportunities. Our
experience shows that the framework can
be useful in identifying strengths, but also
capabilities that need to be developed. We
recognise that uncertainties about public
health nursing roles may limit individual
wherewithal for continuing professional
development. Nonetheless, we recommend
public health nurses consider clinical academic
careers to advance research in practice.

Key words
Capability framework, clinical academic
careers, collaboration, continuing professional
development, public health nursing

INTRODUCTION
Internationally, the range and scope of
clinical academic careers are gathering
momentum (Latter et al, 2009). Clinical
academic careers offer a range of research
options for the role development of nurses,
midwives and allied health professions
(Health Education England (HEE), 2015;
MacArthur, 2015). In nursing within the UK,
publication of the Finch Report (2009) gave
impetus to the clinical academic career
agenda, highlighting the urgent need for
evidence-based care in community settings.
Although there has been progress in recent
years, there is a long way to go in some
areas, particularly in achieving parity among
health professional groups (Finch, 2009; UK
Clinical Research Collaboration, (UKCRC)
2007; HEE, 2014/2015a). In the UK, the
National Institute of Health Research (NIHR)
guides the multi-professional ethos of the

3.4%

of the medical profession
are clinical professors compared
with 0.02% for nursing

clinical academic career (HEE, 2014; 2015a).
But clinical career trajectories tell us that
nursing remains poorly represented overall.
For example, 3.4 per cent of the medical
profession are clinical professors compared
with 0.02 per cent for nursing (Macleod Clark,
2014). In this, Macleod Clark (2014) suggests
that nurses are ‘missing a trick’ by failing to
spearhead clinical academic careers as a
professional movement for change.
Within our own discipline of specialist
community public health nursing, there
is even less visibility within the clinical
academic career structure. Hillier et al
(2007), Spencer (2006) and Butterworth
(2009) discussed specifically the need for
community public health nurses to fulfil
these roles. Similarly, national guidance has
highlighted the need for health visitors to
be included within the UK clinical academic
careers pathway capability framework
for nurses, midwives and allied health
professionals (Westwood and Richardson,
2014; HEE, 2015b).
In the West Midlands (UK) where we are
based, the ‘Clinical Academic Internship
Programme’ (CAIP) evolved from HEE’s
Clinical Academic Career Frameworks (HEE,
2014; HEE, 2015b) with additional guidance
on advancing nursing careers (Willis,
2015). (For details of the programme see
birminghamhealthpartners.co.uk/caip). New
partnership links between the University
of Birmingham and University Hospitals
Birmingham (UHB) were forged (Birmingham
Health Partners) and resulted in joint
clinical-academic appointments to support
multi-professional groups of learners. The
initiative is now well established with its third
cohort. This paper presents our reflections
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at the University of Birmingham (with public
health nursing backgrounds). We critique
our experiences of working together and
in the context of public health nursing,
share some of the benefits gained and the
challenges we encountered. We hope to
provide insight and motivation for other
public health nurses similarly seeking to
engage with and develop clinical academic
career opportunities.

In 2014-15, one of the authors was enrolled
on the CAIP programme along with 19 other
professionals, comprising midwives, research
nurses, health scientists, podiatrists and a
dietician. Two public health nurses were
represented in the cohort. On completion
of the programme, one of the public
health nurses sought to sustain the clinical
academic career introduced as part of the
CAIP experience. She sought an opportunity
to extend her research networks by
voluntarily working with an academic team

In seeking a structure for this paper, the
authors chose to organise the discussion
around the capability framework as
presented by Westwood and Richardson
(2014). They chose this because it
sets out the different capabilities and
responsibilities associated with research
career development, from both a research
and clinical perspective. This drawing
together of clinical and research practice has

of engagement with the CAIP programme
from a public health nursing perspective
and the development of a clinical-academic
partnership. The aim is to bring the issue
of clinical academic careers to the fore in
the context of public health nursing and to
motivate public health nurses to develop
their roles in this way.

METHOD

Table 1: A capability framework for early career research development
(adapted from Westwood and Richardson, 2014)

Clinical capabilities

Research capabilities

Evidence of achievement

1. Consolidates
and develops
confidence in
clinical practice
in a specified
practice area

1 Identifies
and develops
local research and
clinical networks

1. Research proposal
development on
young people’s
use of sexualised
images (sexting)

2. Uses own practice
experience to
identify clinical
research issues
as the basis for
own research
work and to
inform research
agenda in own
practice setting
3. Takes a lead
in a specific
area of research
activity (e.g. data
collection, knowledge
translation) within
the practice setting

2. Successful
application for
research funding
3. Applies good clinical
practice training
(NIHR) to successful
ethics application
(IRAS)

appeal given the authors’ extensive clinical
grounding in public health nursing practice,
coupled with emerging research careers.
They also like the framework because it
shows a trajectory from early career through
to senior career, which captures opportunity
for growth and development. Using a
portfolio approach, we use the capability
framework to organise the discussion and
to ‘map’ our experiences to it (see table 1).
The capabilities shown in the table are
taken from the early career domain of the
framework, commensurate with novice
researcher status.

CLINICAL CAPABILITIES: ISSUES
FOR PUBLIC HEALTH NURSING
Westwood and Richardson (2014) suggest
that a good starting point for research work
is to use one’s own practice experience to
identify clinical research issues. This can be
somewhat problematic in terms of what
is meant by ‘clinical’. MacArthur (2015)
and Finch (2009) suggest clinical priorities
include management of symptoms, selfcare for long-term conditions, nutrition
and infection prevention. However, they
do not reflect readily the wider scope of
public health nursing for short- and longterm population health benefit as reflected,
for example, in the UK Department of
Health (2009) Healthy Child Programme,
the Marmot Review (2010) and the Public
Health Outcomes Framework (Department
of Health, 2015). We feel the profession
needs to better articulate the clinical skills
represented in practice and reclaim these
for clinical academic careers. This supports
what Latter et al (2009) describe as a need
to identify a clinical focus for research
careers. Towards this, it is very necessary
to explore and possibly re-vision the
notion of ‘clinically informed’ research
and practice in public health nursing. For
example, we wanted to generate research
questions that were grounded in public
health nursing practice. With reference to
the capability framework (see table 1), the
intention was to develop public health
nursing confidence in clinical practice in a
specified area by investigating an underresearched issue. This will be explored in
the following section. The point we
emphasise here is the practice grounding
of our research partnership.
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RESEARCH CAPABILITIES:
DEVELOPING NEW SKILLS
Cross-boundary educational role
development is important and involves
partnership working between higher
education and health service providers
(usually within the NHS). As indicated
in table 1, a key research capability is to
identify and develop local research and
clinical networks. For the authors, a shared
clinical background (public health nursing)
was very useful to establishing our mutual
interests. We relied upon clinically-informed
senior research leadership to identify and
achieve mutually beneficial goals. We each
undertook good clinical practice training as
offered by the National Institute for Health
Research (NIHR) in the UK (see crn.nihr.
ac.uk/learning-development/good-clinicalpractice for more information). This was to
ensure the governance standards relevant
to the study were met, but it also provided
an important form of research development
and training which enabled the early career
researcher to lead an ethical application
submission through the ‘integrated research
application service’ (IRAS). In tandem with
this the researcher began to establish her
clinical links with the local NHS trust research
and development (R&D) department.
The authors met monthly and identified
shared interests pertaining to public health
nursing. Considering pre-existing research
networks, they finally chose the sensitive,
contemporary topic area ‘sexting’, since it
applies to health impacts on young people.
The opportunity to apply for small-scale
funding of a research proposal allied to
public health nursing was identified. The
proposal supported the former CAIP student
as a developing early career researcher
in public health nursing, and advanced
the team research portfolio. Taking a lead
in a specific area of research activity is
highlighted as a required capability of an
early research career (see table 1) and this
drove the process of the public health nurse
researcher using her CAIP learning to identify
a pertinent public health-focused issue that
dovetailed with her clinical role.
The decision to explore the health impact
of young people’s sharing of sexualised
images through social media took time. This

allowed us to draw upon and build on the
work of others, such as Diliberto and Mattey
(2009), Ringrose et al (2012), Crown (2014)
and Döring (2014). From this, we identified
a public health nursing rationale for the
research, centred upon the identification
of a public health need and the absence of
practitioner perspectives at the public health
nursing interface with children and young
people. The authors called their research
project ‘the SEXTING study’ (see box 1 for
an outline of the study). For all three authors
the study enabled a deeper engagement
with clinical practice through reflective
integration of theory, practice and research.

EVIDENCE OF ACHIEVEMENT
As shown in table 1, research proposal
development and successful application
for research funding were key indicators of
success. Additionally, the team has been
invited to speak as part of a symposium at
a conference this year alongside other key
representatives from the West Midlands CAIP.
This will give the team an opportunity to
share their experiences to date while fulfilling
Westward and Richardson’s (2014) mid-career
research capability competency around
raising the profile of the NHS and university
and disseminating new knowledge. Table
2 illustrates another part of Westwood and
Richardson’s (2014) framework, showing
some of the capabilities relevant to midcareer progression. In our analysis and
mapping to the framework, the public health
nursing level of capability crossed into the

mid-career band in the areas indicated in the
table. If public health nurses – particularly
those who are engaging with a clinical
academic career – use the capability
framework to appraise their own capabilities
and responsibilities, it may help for them
to look across the three different bands –
early-mid-senior – and appraise where their
competences lie across these. Our own
experience shows that capabilities do not
develop at a steady rate and the framework
can be useful in identifying strengths, but
also capabilities that need to be developed.

CONCLUSIONS
The authors recommend that public health
nurses consider how clinical academic
career pathways may reflect and advance
the diverse ways they work. Using this paper
as a starting point, public health nurses
may want to familiarise themselves with
national and local guidance on developing
clinical academic careers. We recognise that
reorganisation of community and public
health nursing services for children and
young people is a real challenge; so too are
uncertainties about public health nursing
roles that may limit individual wherewithal
for continuing professional development.
Nonetheless, we recommend public health
nurses consider clinical academic careers
to advance research in practice. This will
enable them to provide evidence-informed
rationale(s) for commissioning their clinical
services for healthcare communities within
local authorities and the NHS.

Table 2: Mid-career research capabilities
(adapted from Westwood and Richardson, 2014)

■ Plans, develops and conducts innovative and high-quality clinical research

collaborating within and across NHS and HEI organisations.
■ Seeks to collaborate with established researchers on relevant projects and
contributes to grant applications and then in time write own grant applications
as chief investigator.
■ Raises own, NHS and university profile through dissemination of new knowledge
by presentation and publication in peer-reviewed journals.
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KEY POINTS

■ Public health nurses appear
under-represented in clinical
academic careers
■ A capability framework for early
career research development
is useful to collect evidence
of achievement
■ There is a need to better define
the clinical role of public health
nursing for health protection
and improvement
■ Uncertainties about the public
health nursing role may limit
continuing professional
development
■ Engaging with clinical academic
careers improves evidenceinformed practice.
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Abstract
Smile4life is Scotland’s national oral health
improvement programme for people
experiencing homelessness. Following an oral
health and psychosocial needs assessment
of 853 homeless people across Scotland,
the Smile4life Intervention was developed
and rolled out across all NHS boards. Dental
health and health and social care practitioners
were invited to attend a training event at the
launch of the Smile4life: Guide for Trainers – a
training guide for practitioners working with
homeless people. This paper presents results

from HoPSCOTCH, a pilot study that took
place in four NHS boards to examine the
benefits of training for practitioners
regarding their awareness of homelessness
and the oral health needs of homeless
people. Dental health (baseline: 10;
follow-up: 8) and health and social care
practitioners (baseline: 13; follow-up: 12)
completed questionnaires about their
knowledge, attitudes and behaviours. The
results showed that there were increases
in practitioner knowledge, confidence and
motivation to help service users access
dental care, to provide oral health education
and to use motivational interviewing. The
authors recommend that future training
for practitioners who work with homeless
people should include communication
skills and advice on how to deliver tailored
interventions, with the aim of strengthening
practitioners’ confidence and motivation to
deliver the Smile4life intervention.
Key words
Oral health, homelessness, oral health
intervention

INTRODUCTION
The Scottish Government, as part of its wider
inequalities agenda, has addressed the
exceptional healthcare needs of homeless
populations (Scottish Government, 2008;
2010). Its homelessness health policy has
been regarded as progressive since the 2001
guidance issued to NHS boards to deliver
appropriate services for homeless people
(Scottish Executive, 2001). This policy was
further strengthened in 2005 by the Health
and Homelessness Standards (Scottish
Executive, 2005a), which outlined the role of
NHS boards in the planning and provision
of health services for homeless people; and
the Dental Action Plan (Scottish Executive,
2005b), which stated it would be desirable
for NHS boards to develop and implement
oral healthcare promotion for priority groups,
including homeless people. In response to
this policy strand, Smile4life, an oral health
promotion programme for homeless people
in Scotland, was established in 2007.
When Smile4life was initially proposed,
its aim was to ‘facilitate the development,
implementation and evaluation of evidencebased oral health preventive programmes

Table 1: Demographic profile of the dental health practitioners who participated at baseline
GENDER (%)

AGE (%)

OCCUPATION (%)

NHS
board

Number of participants
at baseline

Male

Female

18-27

28-35

36-45

46-55

Not
disclosed

Dental
health
support
worker

Oral
health
educator

Other

1

2 (20)

0 (0)

2 (20)

1 (10)

0 (0)

0 (0)

1 (10)

0 (0)

2 (20)

0 (0)

0 (0)

2

6 (60)

0 (0)

6 (60)

0 (0)

3 (30)

2 (20)

0 (0)

1 (10)

0 (0)

4 (40)

2 (20)

3

2 (20)

0 (0)

2 (20)

0 (0)

1 (10)

1 (10)

0 (0)

0 (0)

0 (0)

1 (10)

1 (10)

4

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)
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Table 2: Demographic profile of the health and social care practitioners who
participated at baseline
1

2

3

4

Number of participants at baseline

7 (54)

1 (8)

1 (8)

4 (30)

Male

1 (8)

0 (0)

0 (0)

1 (8)

Female

6 (46)

1 (8)

1 (8)

3 (23)

18-27

2 (15)

0 (0)

0 (0)

0 (0)

28-35

1 (8)

0 (0)

0 (0)

2 (15)

36-45

3 (23)

0 (0)

0 (0)

1 (8)

46-55

1 (8)

0 (0)

0 (0)

1 (8)

55>

0 (0)

1 (8)

0 (0)

0 (0)

Health and homelessness nurse

0 (0)

0 (0)

0 (0)

2 (15)

Health visitor

0 (0)

0 (0)

0 (0)

1 (8)

Project development worker

0 (0)

0 (0)

0 (0)

1 (8)

Deputy service manager

1 (8)

0 (0)

0 (0)

0 (0)

Community psychiatric nurse

0 (0)

0 (0)

1 (8)

0 (0)

Housing support officer

3 (23)

0 (0)

0 (0)

0 (0)

Drug and alcohol worker

1 (8)

0 (0)

0 (0)

0 (0)

Support worker

1 (8)

0 (0)

0 (0)

0 (0)

Not disclosed

1 (8)

1 (8)

0 (0)

0 (0)

AGE (%)

GENDER
(%)

NHS board

OCCUPATION (%)

for homeless (roofless and houseless)
people throughout Scotland’ (Coles et al,
2011: 23). An oral health and psychosocial
needs assessment was conducted with 853
homeless participants in 2008-09. When
compared with Scottish and UK general
populations, these homeless participants
had poorer oral and psychosocial health
and higher levels of depression and dental
anxiety. Dental anxiety can be understood as
a fear of the dentist or dental treatment and
has been associated with dental avoidance
and subsequent poor oral health (Beaton
et al, 2014). Similarly, smoking and alcohol
consumption were higher than national
averages, as were the number of people
prescribed psychotropic medication and
methadone (Coles et al, 2011). The need for a
holistic approach for oral health promotion
was apparent. The Smile4life report (Coles et
al, 2011) recommended a tailored approach to
improve the oral health and overall wellbeing
of people affected by homelessness in
Scotland. It recommended that dental
care and oral health promotion should be
personalised to the individual’s felt and
expressed needs.
Smile4life: Guide for Trainers was created as
a client-centred intervention grounded in the
results and recommendations of the needs
assessment (Freeman et al, 2012). The guide
was developed with NHS Health Scotland,
tailored to the needs of the client group
and designed to be used by NHS staff and
health and social care practitioners (HSCPs).
The Guide for Trainers was launched in June
2012, at a ‘train the trainers’ day. The purpose
of this training was to equip participants
with the knowledge, awareness and skills to
deliver oral health and homelessness training
to colleagues within the NHS or third sector.
The event was a full day of presentations
and group workshops delivered by dental
public health professionals and academic
experts in clinical communication. It included
information on the background to the
Smile4life programme, the Common Risk
Factor Approach (Sheiham and Watt, 2000)
and training in advanced communication
skills, using the ‘fourth wall’ technique
(Jacobsen et al, 2006). The communication
elements included motivational interviewing
and tailoring health interventions.
A qualitative evaluation of Smile4life
implementation took place shortly after the
launch of the intervention. This evaluation

found that NHS boards varied in the
time taken to implement Smile4life and
highlighted the wide range of barriers and
facilitators experienced by practitioners
that affected implementation (Beaton and
Freeman, 2016). However, the question
remained as to the effect of the training event
upon the work-related benefits (knowledge,
attitudes and working behaviours) of the
participating NHS staff and the health
and social care practitioners. Therefore,
HoPSCOTCH was developed (Homeless
people in Scotland: a process evaluation of a
community-based oral health intervention).
This was to be a process evaluation of the
Smile4life intervention, with the aim of
examining the work-related benefits of
providing additional training to NHS staff
and health and social care practitioners.

METHOD
Sample and recruitment
A convenience sample of dental health and
health and social care practitioners was

recruited from each of the four participating
NHS board areas. It was essential that
practitioners worked with homeless
patients/service users. Prospective dental
health participants were identified due to
their attendance at the training day, and
contacted by email asking if they were
willing to take part. They then recruited local
health and social care practitioners. This
snowball sampling technique was adopted
due to the small number of practitioners
delivering oral health advice to people
experiencing homelessness.
Data collection
All practitioners completed a baseline
questionnaire before implementing
Smile4life and a follow-up questionnaire
six months after to assess any change in
work-related benefits. The questionnaires
were developed by the research team for
the purposes of this pilot study and asked
about: demographic information; training
(university/college attended – did training
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include anything about homelessness or
motivational interviewing?); homelessnessrelated and oral health-related knowledge;
homelessness and oral health-related
attitudes and learning; and work-related
attitudes and behaviour. The knowledge
section presented a series of statements
and asked participants to respond
true/false/don’t know.
Dental health practitioners (DHPs)
were asked about their knowledge of
homelessness and HSCPs were asked
about their knowledge of oral health.
The attitude section had a five-point
Likert scale ranging from strongly
disagree (1) to strongly agree (5). The
behaviour section asked about current
service provision and behaviour and asked
participants to respond on a seven-point
Likert scale.
Questionnaires were posted out to the
designated contact person in each board,
who was responsible for distributing
questionnaires within their area and for
posting completed questionnaires back to
the research team, who then collated and
entered the data.
Data processing and analysis
All questionnaire data were entered into
a computer using the statistical package
SPSS v21. The data were then subjected to
frequency distributions.

RESULTS
DEMOGRAPHIC PROFILE
DHPs
A total of 10 DHPs completed the
baseline questionnaire – table 1 shows
the demographic profile of this group
of participants.
Of the 10 DHPs that completed the
baseline questionnaire, eight completed
the follow-up: two were from board 1,
four from board 2, and two from board
3. There were no completed follow-up
questionnaires from DHPs from board 4.
HSCPs
A total of 13 HSCPs completed the
baseline questionnaires. Table 2
includes the demographic information
for these participants.
Of the 13 HSCPs that completed
the baseline, only 12 completed the
follow-up questionnaire.

Table 3: Percentages of practitioners who believed each knowledge statement
was true
Baseline (n=10)

Follow-up (n=8)

Number (%)

Number (%)

Homeless people sleep rough

1 (10)

1 (12.5)

Most homeless people use hard drugs

3 (30)

0 (0)

Most homeless people are single men

6 (60)

5 (65.5)

In homeless individuals, the greatest proportion
of obvious decay experience is explained by
filled teeth

0 (0)

0 (0)

The most common reason for becoming homeless
is alcohol

1 (10)

0 (0)

The most common reason for becoming homeless
is drug misuse

1 (10)

1 (12.5)

Dentists can refuse to accept patients who are
homeless for treatment on the basis that they may
cause upset to other patients

0 (0)

0 (0)

Homeless people are a fixed population

0 (0)

0 (0)

Homeless people are usually homeless for long
periods of time

1 (10)

1 (12.5)

Baseline (n=13)

Follow-up (n=12)

Number (%)

Number (%)

If people brush their teeth, it really doesn’t matter
how much sugar they eat

0 (0)

2 (17)

You should rinse your mouth with water when you
finish brushing your teeth

2 (15)

1 (8)

The concentration of fluoride in toothpaste
is important

10 (77)

11 (92)

Adults should visit the dentist for a check-up every
six months

13 (100)

11 (92)

It is inevitable that people will lose most or all of
their natural teeth

0 (0)

3 (25)

To prevent tooth decay, sugary snacks and drinks
are best limited to mornings

3 (23)

5 (42)

People with dentures should still visit the dentist
regularly for a check-up

13 (100)

11 (92)

NHS dentists can refuse to accept patients who are
homeless

2 (15)

1 (8)

Knowledge statement: dental health practitioners

Knowledge statement: dental health practitioners

HOMELESSNESS-RELATED AND ORAL
HEALTH-RELATED KNOWLEDGE
Table 3 shows the responses to the
knowledge section of the questionnaire – as
the DHPs were asked about homelessness,
and the HSCPs were asked about oral health,
their responses will now be discussed in turn.

DHPs
When asked how knowledgeable they
thought they were about homeless people,
50 per cent of follow-up DHPs stated that they
felt knowledgeable, compared to the 10 per
cent at baseline. Compared to baseline, there
was an improvement in knowledge of the

42 Community Practitioner October 2016

p40-47 PP2.indd 42

06/10/2016 15:30

PROFESSIONAL
AND RESEARCH

Table 4: Percentages of practitioners who agreed with each attitude statement
Dental health practitioners

Health and social care practitioners

Attitude statement

Baseline (n=10)
Number (%)

Follow-up (n=8)
Number (%)

Baseline (n=13)
Number (%)

Follow-up (n=12)
Number (%)

People who are homeless can be expected to reach the same standard
of oral hygiene as other people

6 (60)

6 (75)

5 (38)

6 (50)

People who are homeless are able to make decisions about their own
oral health care

6 (60)

6 (75)

9 (69)

8 (67)

It is impossible to keep the teeth dry when working on people who
are homeless

1 (10)

0 (0)

0 (0)

1 (8)

Patients who are homeless are too disruptive in the dentist’s chair to
allow proper treatment

0 (0)

0 (0)

1 (8)

0 (0)

Oral hygiene instruction for people who are homeless has little or
no effect

0 (0)

0 (0)

3 (23)

0 (0)

Aesthetic dental treatment is as important for people who are
homeless as it is for other people

9 (90)

6 (75)

10 (77)

10 (83)

People who are homeless are able to successfully adjust to life when
they move out of homelessness

4 (40)

2 (25)

3 (23)

5 (42)

Dentists should reserve the right not to treat people who
are homeless

0 (0)

1 (12.5)

0 (0)

0 (0)

Patients who are homeless pose no special health risks to
other patients

4 (40)

4 (50)

9 (69)

9 (75)

Patients who are homeless pose no special health risks to
dental personnel

5 (50)

4 (50)

8 (62)

8 (67)

Dentists should be paid a lot more for treating people who are
homeless than for treating other people

0 (0)

0 (0)

0 (0)

0 (0)

People who are homeless can be trusted to keep their
dental appointments

3 (30)

3 (37.5)

5 (38)

3 (25)

Treating people who are homeless is highly rewarding

8 (80)

6 (75)

8 (62)

5 (42)

Patients who are homeless upset other patients in the waiting room

0 (0)

0 (0)

1 (8)

0 (0)

Dentists should refuse to treat people who are homeless unless they
are accompanied by a responsible person

1 (10)

0 (0)

1 (8)

1 (8)

Each dental case should be assessed individually irrespective of
whether the patient is homeless

10 (100)

7 (87.5)

11 (85)

11 (92)

Laws should be enforced to prevent dentists from discriminating
against people who are homeless

7 (70)

5 (62.5)

11 (85)

10 (83)

There is no point in discussing a treatment plan with people who are
homeless, as they will not understand it

1 (10)

1 (12.5)

1 (8)

0 (0)

Treating patients who are homeless causes too much stress for the
dental team

0 (0)

0 (0)

3 (23)

1 (8)

It is better for all concerned if people who are homeless attend
specialist clinics rather than general dental practices

0 (0)

0 (0)

1 (8)

0 (0)

People who are homeless should receive the same quality of care
as others

10 (100)

8 (100)

12 (92)

11 (92)

demography of homeless people, the causes
of decayed teeth, and the length of time
people are homeless for.
There was a small improvement in
knowledge from baseline to follow-up
concerning the most common reasons for
homelessness and drug use among the

homeless population. There was also a slight
improvement in knowledge about whether
dentists could refuse to treat homeless
patients: while no practitioner stated this was
true at baseline, 20 per cent answered “don’t
know”. At follow-up, all practitioners answered
this question correctly, stating it was “false”.

HSCPs
There was an increase in the proportions of
HSCPs who stated they felt knowledgeable
about oral health and those who understood
the importance of the concentration of
fluoride toothpaste. There was a reduction
in those who stated that NHS dentists could
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refuse to accept homeless patients. There was
an increase in the percentage of HSCPs who
believed it was inevitable that people will lose
most or all of their natural teeth, from 0 at
baseline, to 25 per cent at follow-up.

HOMELESSNESS-RELATED AND
ORAL HEALTH-RELATED ATTITUDES
Table 4 presents the responses to the
attitudes section of the questionnaire. Both
groups of participants were given the same
statements and asked whether they agreed
or disagreed.
DHPs
There was an increase in the proportion of
DHPs who agreed that homeless people
could be expected to reach the same
standard of oral hygiene as other people and
be able to make decisions about their own
oral health care. There was also an increase
in the number of DHPs who believed that
aesthetic dental treatment was as important
for homeless patients as it was for others.
All DHPs disagreed that dentists should
be paid more for treating homeless patients
and that dentists should refuse to treat
people who are homeless unless they are
accompanied by a responsible person.
The majority of DHPs agreed that every
dental case should be individually assessed,
irrespective of whether the patient is
homeless and that homeless patients should
receive the same quality of care as others.
At follow-up, more DHPs disagreed that:
it was impossible to keep service users’
teeth dry during treatment; that homeless
people were too disruptive to permit dental
treatment to be conducted; that oral hygiene
instruction had little or no effect on homeless
service users; and that it was better for all
concerned if homeless people attended
specialist clinics rather than general dental
practices. There was a decrease from 40 per
cent to 25 per cent of DHPs who agreed
that patients who are homeless are able to
successfully adjust to life when they move out
of homelessness.
HSCPs
There was an increase in the number of HSCPs
who agreed that homeless people can be
expected to reach the same standard of oral
hygiene as other people, and make decisions
about their own oral health. A decrease was
noted in the number of HSCPs who believed

that patients were too disruptive in the
dentist’s chair to allow proper treatment.
Large increases were observed in the
percentages of HSCPs disagreeing that oral
hygiene instruction for homeless people had
little or no effect and agreeing that homeless
people were able to successfully adjust to life
outside of homelessness. There was a slight
increase in the percentage of HSCPs who
felt that dentists should be paid more for
treating homeless patients, and a reduction
in the percentage of HSCPs who agreed that
homeless patients could be trusted to keep
their dental appointments and that treating
homeless people was highly rewarding.
Compared to baseline, fewer practitioners at
follow-up felt that treating homeless patients
caused the dental team too much stress.
Similarly, fewer HSCPs felt that specialist clinics
were more appropriate for homeless patients
than general dental practices.

WORK-RELATED ATTITUDES
AND BEHAVIOUR
Table 5 shows the responses from both
groups of participants to a series of
behaviour-related statements.
DHPs
Between baseline and follow-up there was no
change in the likelihood of DHPs providing
oral health education to homeless people but
there was an increase in how confident DHPs
felt about providing oral health education.
While there was a reduction in the percentage
of DHPs who felt that their NHS board
strongly believed in them delivering oral
health education to homeless people, there
was no change in the percentage of DHPs
(100 per cent) who stated that they were able
to comply with their NHS board’s policies and
there was a reduction in those who stated
that they found it stressful to deliver oral
health education to homeless people.
All DHPs at follow-up stated that they
were confident in assisting service users to
access dental care; that their NHS board was
strongly committed to helping homeless
people access dental care; that they were
able to comply with their NHS board’s policies
and wished to comply with the NHS board’s
work streams. There was a small reduction
in the number of DHPs who felt they would
help homeless people access dental care but
100 per cent of DHPs felt confident doing
this at baseline and follow-up and there was

a decrease in the percentage of DHPs who
stated they found it stressful to help homeless
people access dental care.
There was a reduction in the percentage
of DHPs who stated that they would use
motivational interviewing with homeless
people and those who felt that it was
important to use motivational interviewing.
Despite this reduction, the proportion
of DHPs who stated they felt confident
about using motivational interviewing with
homeless people increased between baseline
and follow-up. A similar reduction was also
apparent with regard to the number of DHPs
who felt their NHS board’s commitment
to the use of motivational interviewing
was strong and those that stated that they
wanted to do what their NHS board believed
they should do. There was no change in the
percentage of DHPs who felt it was stressful to
use motivational interviewing with homeless
service users.
HSCPs
Between baseline and follow-up, an increase
was noted in the number of HSCPs who
stated that they were likely to provide oral
health education to homeless service users.
Similarly, there was an increase in confidence
at providing oral health education and in the
number of HSCPs who felt it was important to
them personally to do this. The same increase
was noted in the percentage of HSCPs who
felt their employer strongly believed they
should be providing oral health education to
homeless clients, and in the percentage who
stated they wanted to do what their employer
believed they should do. Between baseline
and follow-up, an increase was noted in the
number of HSCPs who did not find it stressful
to provide oral health education.
With regard to helping homeless service
users access dental care, there was an increase
between baseline and follow-up in the
number of HSCPs who stated they were not
likely to do this. There was a small reduction
in HSCPs’ confidence and in the percentage of
HSCPs who stated it was personally important
to them to help homeless service users access
dental care. A similar reduction was observed
in the percentage of HSCPs who reported that
it was stressful to help homeless service users
access dental care. Increases were noted in
the percentage of HSCPs who felt that their
employer strongly believed they should
be helping homeless service users access
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Table 5: Percentage of practitioners who agreed with each behaviour statement
Dental health practitioners

Baseline (n=10)
Number (%)

Behaviour statement

Health and social care practitioners

Follow-up (n=8)
Number (%)

Baseline (n=13)
Number (%)

Follow-up (n=12)
Number (%)

Providing oral health education to homeless people
I am likely to do this

6 (60)

5 (62.5)

6 (46)

8 (67)

I feel confident about doing this

7 (70)

7 (87.5)

7 (54)

9 (75)

Doing this is personally important to me

6 (60)

7 (87.5)

9 (69)

11 (92)

My NHS board is strongly committed to doing this

10 (100)

8 (100)

N/A

N/A

My NHS board/employer strongly believes I should do this

10 (100)

7 (87.5)

9 (69)

11 (92)

My dental clinical director strongly believes I should do this

9 (90)

6 (75)

N/A

N/A

I want to do what my NHS board/employer believes I should do

9 (90)

8 (100)

9 (69)

11 (92)

I want to do what my dental clinical director believes I should do

9 (90)

7 (87.5)

N/A

N/A

I am able to comply with my NHS board’s policies regarding this

10 (100)

8 (100)

N/A

N/A

I find it stressful to do this

3 (30)

1 (12.5)

2 (15)

3 (25)

Helping homeless people access dental care
I am likely to do this

8 (80)

6 (75)

11 (85)

9 (75)

I feel confident about doing this

10 (100)

8 (100)

11 (85)

10 (83)

Doing this is personally important to me

8 (80)

7 (87.5)

11 (85)

10 (83)

My NHS board is strongly committed to doing this

10 (100)

8 (100)

N/A

N/A

My NHS board/employer strongly believes I should do this

10 (100)

7 (87.5)

10 (77)

10 (83)

My dental clinical director strongly believes I should do this

9 (90)

6 (75)

N/A

N/A

I want to do what my NHS board/employer believes I should do

10 (100)

8 (100)

10 (77)

11 (92)

I want to do what my dental clinical director believes I should do

9 (90)

7 (87.5)

N/A

N/A

I am able to comply with my NHS board’s policies regarding this

10 (100)

8 (100)

N/A

N/A

I find it stressful to do this

1 (10)

0 (0)

4 (31)

3 (25)

Using motivational interviewing with homeless people
I am likely to do this

5 (50)

2 (25)

11 (85)

11 (92)

I feel confident about doing this

5 (50)

5 (62.5)

9 (69)

11 (92)

Doing this is personally important to me

7 (70)

5 (62.5)

13 (100)

11 (92)

My NHS board is strongly committed to doing this

7 (70)

5 (62.5)

N/A

N/A

My NHS board/employer strongly believes I should do this

6 (60)

5 (62.5)

10 (77)

10 (83)

My dental clinical director strongly believes I should do this

6 (60)

4 (50)

N/A

N/A

I want to do what my NHS board/employer believes I should do

8 (80)

5 (62.5

10 (77)

10 (83)

I want to do what my dental clinical director believes I should do

9 (90)

6 (75)

N/A

N/A

I am able to comply with my NHS board’s policies regarding this

9 (90)

7 (87.5)

N/A

N/A

I find it stressful to do this

5 (50)

4 (50)

4 (31)

1 (8)

dental care, and in those that stated they
wanted to do what their employer believed
they should do.
There was an increase in the percentage
of HSCPs who reported that they were
likely to use motivational interviewing
with homeless service users and for those
who stated they felt confident doing this.
Interestingly, there was a reduction in

the percentage of HSCPs who stated it
was personally important to them to use
motivational interviewing with homeless
service users.
However, there was an increase in the
percentage of HSCPs who stated that
their employer strongly believed in using
motivational interviewing with homeless
service users, and that they wanted to do

what their employer wanted them to do.
There was also an increase in the percentage
of HSCPs who felt that it was
not stressful to use motivational
interviewing with homeless people.

DISCUSSION
While there was reasonable knowledge at
baseline, there was an increase in DHPs’
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Five simple steps:
#CPHVAtt Twitter Tuesdays
Every Tuesday from 7-8pm, Community Practitioner (@CommPrac) and Unite/CPHVA
(@Unite_CPHVA) join forces on Twitter to host a live chat on issues affecting
young people and healthcare professionals.
Below are five simple steps to help get you started with Twitter Tuesdays:

1. Sign up for Twitter!
Simply go to www.twitter.com and follow the instructions to sign up for an account. You only
need to supply the minimum required information if you’re worried about online security. You
can use Twitter through the web or via an app.

2. Follow people
You can see what people are saying on Twitter by ‘following’ them. Try searching for and
following @Unite_CPHVA and @CommPrac as a starting point. People can also ‘follow’ you, which
means they get to see what you post.

3. Write a tweet
Messages on Twitter are called ‘tweets’. When you post a tweet, it is potentially visible to
everyone, and will show up on the home page of anyone who follows you. Tweets have to be 140
characters or less, so use them wisely.

4. Use hashtags
Hashtags are words that start with the ‘hash’ (#) symbol. They are used on Twitter to link
similar content together. For example, the Twitter Tuesday hashtag is #CPHVAtt. Anyone who
searches or clicks on this hashtag will see all the tweets related to the chat. You can use
popular hashtags or even make up your own.

5. Join our chat
Log into Twitter from 7-8pm on a Tuesday and make sure you’re following @Unite_CPHVA to find out
the theme for this week’s discussion. Any tweets you send during this time that include #CPHVAtt
will form part of the chat. Click or search #CPHVAtt to view all the tweets in the chat.

And finally…
Don’t forget that everything on Twitter is public, so be mindful of this when
sending tweets. The Nursing and Midwifery Council (NMC) and Unite/CPHVA both
provide guidance on the responsible use of social media. Other than that, get
stuck in and don’t be shy – everyone is helpful and friendly! Twitter Tuesday
chats are fun, informative and can even count as self-directed continuing
professional development (CPD).

Twitter Tuesday topics
18th October is NHS change day, hosted by Jane Beach
25th October is CPHVA Conference hosted by Gavin Fergie
1st November is HV Mandated contacts hosted by Obi Amadi
8th November is antibiotic awareness hosted by Ros Godson
15th November we’ll all be tweeting from CPHVA conference

new twitter ad.indd 1
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and HSCPs’ self-rated knowledge about
homelessness and oral health respectively,
which was supported by an increase in
correct responses to a series of true or
false statements. This indicates that all
practitioners improved their knowledge
and understanding of oral health and
homelessness – perhaps due to their
involvement with the training programme
or because they now had more experience
working with this group.
As with practitioners’ knowledge, there
was evidence that practitioners at follow-up
had a better understanding of oral health
and homelessness issues than at baseline.
This demonstrates a deeper awareness of the
needs and rights of homeless people and
their oral health.
Taking part in the HoPSCOTCH evaluation
did not alter the likelihood of DHPs providing
oral health education and helping homeless
people access dental care. However, for
HSCPs, the findings indicated they had begun
to include oral health in their interactions with
service users. With regard to motivational
interviewing, there was an increase in
the likelihood for these HSCPs. It may be
suggested that this was to be expected, as
HSCPs who closely interact with homeless
service users were more frequently best
placed to carry out motivational interviewing.
In some instances, particularly regarding
the attitude-related statements, different
responses were observed between DHPs and
HSCPs. For example, at follow-up there was a
reduction in the number of DHPs who agreed
that homeless people could successfully
adjust to life outside of homelessness, but
an increase in the number of HSCPs who
agreed. Similarly, while there was no change
in the number of DHPs who believed that
homeless people could be trusted to keep
dental appointments, there was a reduction in
the number of HSCPs who believed this. It is
likely that these divergent responses are due
to increased exposure to and experiences of
oral health and homelessness. DHPs at followup were more experienced with homeless
patients, and HSCPs were more experienced
in oral health-related matters, which has
perhaps informed their changed responses.
This evaluation was limited by the use of
self-report measures for all the variables
included in the questionnaire. This could
have resulted in self-report biases, where
respondents alter their answers to make

KEY POINTS
■ Smile4life is an oral health intervention for people experiencing homelessness in
Scotland. This paper describes the findings of a pilot study that was carried out in
four Scottish NHS boards to evaluate the benefits of Smile4life training
for practitioners
■ Baseline and follow-up questionnaires were completed by dental health and
health and social care practitioners to identify their knowledge, attitudes and
behaviours concerning oral health and homelessness
■ Results showed an increase in knowledge, and changes in attitudes and
behaviours concerning oral health and homelessness. For example, there was an
increase in the confidence and motivation to help homeless service users access
dental care
■ The main recommendations highlight the importance of increased partnership
working between all practitioners to address the oral health needs of people
experiencing homelessness.

them seem more desirable or acceptable.
Furthermore, NHS boards were asked to
devise their own numbering system for
participants completing questionnaires. In
practice, this was unsuccessful and caused
confusion in data entry. Additionally, the
actual experiences of participants must be
taken into consideration. These participants
were perhaps working with this patient group
more intensely than they had previously –
these new experiences will have influenced
the change in the knowledge, attitude and
behaviour of the participants.

CONCLUSION AND
RECOMMENDATIONS
The implementation of Smile4life in the four
participating NHS boards has been faced
with many challenges. However, numerous
improvements were observed with regard
to improved knowledge and attitudes
about oral health and homelessness among
practitioners. It is important to understand
the Smile4life intervention as a process
that is complex with short- and long-term
results, demanding a wider process of
evaluation. HoPSCOTCH is an early-stage
pilot study: there is a need to learn from
the results of this evaluation to improve the
future implementation of Smile4life and the
continued engagement with practitioners.
Indeed, the most significant recommendation
that can be made from this evaluation is for
increased partnership working between all
relevant organisations, ensuring that

NHS, third sector and local authority staff
are working towards the same goal and
reflecting the need for health and social
care integration.
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THE LAST
WORD

BLACK
HISTORY
MONTH

A RADICAL

BLACK

HEALTH VISITOR
As we mark Black History Month,
Elizabeth Anionwu, honorary vice
president of Unite/CPHVA, describes the
journey she embarked upon to discover
her roots and notes how health visiting
opened her eyes to health inequalities
among black and minority ethnic families.

I

t was never planned that way, but launching my memoirs during
Black History Month is timely in light of my Irish and Nigerian
heritage. A few years after World War II the arrival of a brown-skinned
baby to the unmarried 20-year-old daughter of my devout Catholic
grandparents caused shock, horror and immense stigma. My mother
was in her second year of studying classics at Cambridge University
when she met a fellow student and became pregnant. It wasn’t until
after my birth that it became clear that my father was not white. All the
hopes and dreams of the entire family were to be shattered. I was to be
in the care of nuns in a convent until the age of nine and then continue
to experience a turbulent childhood, including physical abuse at the
hands of my stepfather.
It wasn’t until I became a health visitor that I found my father
unexpectedly. There were two main triggers for embarking on this
search. Prior to undertaking the health visitor course I had lived in France
for nine months, where I met an African midwife who made me realise
my lack of knowledge concerning black history. The second factor was
the impact of my first trip to the USA in September 1971, immediately
after qualifying as a health visitor. I was to learn about the history of
the civil rights movement and the ongoing African-American struggle
for equality.
On my return to London I became active in community politics,
while recognising a personal void due to not knowing my Nigerian
family. At work, health inequalities affecting black and minority ethnic
families became much clearer. The one example I decided to focus
on was sickle cell disease. This was because several families in my
caseload had affected children and were absolutely distraught due to
the lack of information and specialist support services. Listening to their
experiences made me angry, while I was ashamed to know next to
nothing about the condition. Why had I not learned about it during my
nursing or health visiting course?

Another campaign that I would also become involved with was the
Mary Seacole memorial statue appeal: yet another subject that wasn’t
covered in my courses. As vice chairperson I was part of a small team
of volunteers who managed to raise the necessary funds over a 12-year
period for the statue of this Jamaican/Scottish Crimean War nurse. It
was eventually unveiled in June of this year in the gardens of London’s
St Thomas’ Hospital and is thought to be the first statue in the UK to a
named black woman. Now that’s what I call black history!

Mixed Blessings from a Cambridge Union by
Elizabeth N Anionwu is available now.
Visit: elizabethanionwu.co.uk
Twitter: @EAnionwu
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PRACTITIONER
www.communitypractitioner.com | www.unitetheunion.org/cphva

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

COMMUNITY

PRACTITIONER
Read by more health visitors
than any other magazine
From a 21,000 circulation the magazine
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.
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alex.edwards@redactive.co.uk or call 020 7324 2735
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WWW.BABYMASSAGETEACHERTRAINING.COM
For Flying Start Children’s Centre Staff
and Family Health Professionals
Two Day Teacher Training in Developmental
Baby Massage with Peter Walker

Touch-Learn International’s
Baby Massage Teacher Training

UK and International Accredited Teaching Certificates
Federation of Prenatal Education and
Independent Professional Therapists International

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

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

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

• Consideration of babies with
additional needs and
developmental delay.
• Includes contra-indications, safety,
correct baby massage oils and
usage.
3. Primary Preparation for Infant

Balance and Good Posture
4. High quality resource. Copy of
Developmental Baby Massage book
with DVD and course notes for
teachers and parents/carers
Developmental Baby Massage Teacher
Training Available ‘In-House’
throughout the UK also.
Two Day Developmental Baby
Massage The Learning Centre Llanelli/
Carmarthenshire
12th and 13th October 2016
The Active Birth Centre North London
5th and 6th November 2016
One day course up-date with New
Certificate Active Birth Centre London
6th November 2016 (qualified teachers only)

Included within the course:
S trategies to empower parents

O

O

O

O
O
O

O
O

O

A
 ll mechanisms identified in current
research to support parent-infant
relationships
U
 nderpinning theory based on
current research
P
 ractical teaching in the field
R
 elevant anatomy and physiology
Q
 uality supporting materials and
text books
S ummative assessment
F ree, informative biannual
newsletter
T utorial and on-going support

Other courses from Touch-Learn
in 2016
O M
 assage for Babies with Special
Needs
O Baby Yoga Teacher
O Baby Signing Teacher
OBaby Wearing Advisor

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

Email: walker@thebabieswebsite.com
Tel: 01822 481331
Post course support given Free bi-monthly
quality News Letter
Also available Skype clinic for Developmental
Delay Email walker@thebabieswebsite.com

Millpond Children’s Sleep Workshop – Training NHS professionals since 2007
100% of delegates would recommend to a colleague
NEW LONDON DATE: Monday 5th Dec 2016
Our popular one-day interactive workshop, designed for professionals
working with families with babies through to school age children.
• Explore sleep cycles and sleep needs
• Understand child sleep problems
• Interpret sleep information
questionnaires and diary
• Plan a range of sleep techniques
• Evaluate intervention

£175 EARLY BIRD PRICE £160 before end Oct ‘16

T : 020 8444 0040
E: training@millpondsleepclinic.com
W: www.millpondsleepclinic.com
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Venues across the UK, plus in-house
option. A five-day, comprehensive
baby massage teacher course for
health professionals and parenting
practitioners provided by Touch-Learn
International, the exemplary training
company. This highly acclaimed
programme is accredited by The Royal
College of Midwives and the University
of Wolverhampton.
This quality training programme
includes simple massage techniques,
coupled with an in-depth knowledge
to practise safely, ethically and
professionally so practitioners feel
confident to teach parents in a variety
of settings. Trainers are all experienced
practitioners with professional/HE
teaching qualifications.

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

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

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

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

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

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

Birmingham | 8th November 2016
“I found the talks motivational and [it] rekindled some lost enthusiasm
for my role as a practice nurse.”
Lorna Cartwright, Practice Nurse, Birmingham attendee 2015

National Exhibition Centre
Your essential Birmingham event includes vital clinical and public health updates helping you
to advise patients on a range of mental health issues.

Why should you attend Nursing in Practice Birmingham?

Revalidation updates

Gain CPD hours

Improve outcomes

Build clinical knowledge

Gain practical advice on how
revalidation will affect
your practice.

Build your professional
development portfolio and meet
new requirements set by the NMC.

Apply expert guidance in your role
to achieve the highest standard of
care for your patients.

Attend key sessions to stay
at the cutting-edge of the
latest treatments.

Secure your free place today at nursinginpractice-events.co.uk/birmingham
or call 020 7214 0555 or email events@cogora.com

Programme supported by

@NurseinPractice #nursinginpractice
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