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Academically approved CPD
and resources for health visitors

We’re delighted to announce the launch of our free, online learning channel
for paediatric and postnatal health professionals, formally known as the Mum
& Baby Academy. Current modules include:
•
•
•
•

Bath time
Child car safety
Colic
Dental decay

•
•
•
•

Helping infants sleep
Nappy rash
Neonatal sepsis
Tongue tie & breastfeeding

For more information visit us at www.healthprofessionalacademy.co.uk

3-Step CPD
Once you’ve found the relevant
module for your personal
development, simply:

LEARN

ASSESS

CERTIFY

Learn and
digest.

Take a short
online test.

Download
certiﬁcate.

www.healthprofessionalacademy.co.uk

THE LIFECYCLE FAMILY

FOR HEALTHCARE PROFESSIONALS ONLY
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WELCOME
from Emma, Aviva and Hollie
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• What do infants and young children really eat?
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• Dietary concerns

• Portion sizes
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NEWS

NEWS IN NUMBERS
The Scottish Government is to invest

£60m
in school nurses and counselling.
This will support 350 counsellors
and 250 additional school nurses
and ensure that every
secondary school has a
counselling service

6x

more children and
young people in England
have mental health
conditions than a
generation ago

£2m
extra is being provided in
Scotland to help mums
breastfeed for longer and
reduce the drop-off in
breastfeeding rates at
6 to 8 weeks after birth
by 10% by 2025

Smoking prevalence
has dropped by

complaints were received
by the Public Services
Ombudsman for Wales against
NHS bodies in 2017-18 – a
record high, and a 7% rise in
complaints on last year

in the last 7 years. It now
stands at 15% and by
2023 it may only be 10%,
says the Health profile for
England report from Public
Health England

In England and Wales,
unexplained infant deaths
rose between 2015 and
2016 from 195 to

219

This is the first increase in
the death rate for 3 years

Find links to relevant reports and surveys highlighted in the news stories at bit.ly/CP_news_in_numbers

ISTOCK

927

25%
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PUBLIC HEALTH LATEST

KEY

SMACKING BAN SPLITS PUBLIC DOWN THE MIDDLE
Video
Public opinion is divided
on proposals for a
smacking ban.
Just over half (50.3%)
of the 1738 people and
organisations that
responded to the Welsh
Government consultation
exercise thought the

plan would help protect
children’s rights, while
48.1% disagreed.
The Welsh Government
is planning to change
the law in the next year,
removing the defence of
reasonable punishment.
Supporters of the

ban said the new law would
ensure children’s rights
are safeguarded and that
they are given the same
legal protection as adults,
as well as keep them safe
from harm, according to a
summary of responses.
Opponents said that
it could criminalise
parents, interfere in family

life and deny children
‘effective discipline’.
Children’s minister Huw
Irranca-Davies said: ‘The
consultation we launched
earlier this year was
intended to help inform
our legislative proposals,
ensuring we develop the
very best legislation to help
us achieve our aim.’

SUPPORTERS OF
THE BAN SAID IT
WOULD ENSURE
CHILDREN ARE
GIVEN THE
SAME LEGAL
PROTECTION
AS ADULTS

Of the 1738 people and
organisations consulted

Report

Campaign

Poll

48.1% 50.3%
disagreed

Website

agreed

bit.ly/WAL_smacking_ban

Government
website

ISTOCK

NEW SUICIDE PREVENTION PLAN IS LAUNCHED
A new prevention plan aims to
cut Scotland’s suicide rate by 20%
before 2022.
‘Every Life Matters’ sets out 10
measures, including refreshed
mental health and suicide
prevention training for all NHS
staff, reviews of all deaths
by suicide, public awareness
campaigns, and the harnessing of
digital technology.
The plan was developed
with mental health and suicide
prevention organisations, people
affected by suicide, and academics.

Implementing the plan is the
new National Suicide Prevention
Leadership Group supported by
a £3m innovation fund.
Mental health minister Clare
Haughey, who launched the plan,
said: ‘Over the past decade,
Scotland has made real progress in
reducing deaths by suicide but we
have far more to do.
‘We want a Scotland where suicide
is preventable, and where anyone
contemplating suicide, or who has
lost a loved one, gets the support
they need.’

bit.ly/SCT_suicide_plan
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SELF-HARM HOSPITALISATIONS
IN GIRLS DOUBLE SINCE 1997
CANCER CHARITY
SAYS BOYS SHOULD
RECEIVE HPV VACCINE

Last year

girls received hospital treatment
after harming themselves,
compared with 7327 in 1997
The number of girls under 18 treated in
hospital in England after self-harming has
nearly doubled compared with 20 years ago,
according to NHS Digital figures.
Last year, 13,463 girls received hospital
treatment after harming themselves, compared
with 7327 in 1997. For boys, the figure rose from
2236 to 2332.
The number of girls treated for attempting
a substance overdose has risen more than
tenfold: 2736, up from 249 in 1997. The number
of boys treated increased from 152 to 839.

The latest figures were disclosed by James
O’Shaughnessy, a health minister, in response to
a parliamentary written question.
A spokesman from the NSPCC said: ‘These
heartbreaking figures are sadly unsurprising.
We know from contacts to Childline that many
children are being driven to self-harm as a way
of dealing with the pressures and demands of
modern-day life.’
bit.ly/ENG_teen_self-harm

THREE-QUARTERS OF INFANTS ARE OVERWEIGHT
AND OVERFED, SAYS NEW GUIDANCE
Government guidance says
that three-quarters of those
aged 18 months to four have
excessive energy intake and
are gaining too much weight.
The report, Feeding in
the first year of life by the
Scientific Advisory Committee
on Nutrition (SACN), is
the first new government
guidance on feeding babies
in more than 20 years.
It calls for more research
and monitoring of the
prevalence of infant weight
gain and overfeeding.

The SACN has also
suggested that peanuts
and hen’s eggs can be
introduced from around
six months of age because
cutting them out may
increase the risk of allergy.
Other recommendations
include introducing a
wide range of solid foods,
including those containing
iron, with different textures
and flavours.

Boys should be included
in a vaccination scheme
to protect them from the
cancer-causing human
papilloma virus (HPV), say
Cancer Focus NI and the
British Dental Association.
The government in England
and health ministers in
Wales and Scotland have
confirmed they will introduce
the vaccine for boys aged 12
and 13, and the Republic of
Ireland is to follow suit.
Girls in the UK are already
offered the vaccine against
HPV, a common sexually
transmitted infection that can
lead to a range of cancers,
including cervical and oral.
Gerry McElwee, head of
cancer prevention at Cancer
Focus NI, said: ‘With every
year that passes, 12,000
more boys in Northern
Ireland are left unprotected
against HPV-related diseases.
That is unacceptable.’
A Department of Health
statement said preparatory
work was beginning to
introduce HPV vaccines for
boys in Northern Ireland,
pending a decision by an
incoming minister.
bit.ly/NI_HPV_boys

bit.ly/ENG_
infant_feeding
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PROFESSIONAL UPDATE
‘Many of today’s
problems did not
exist when we
last gave schools
guidance’

ISTOCK

MAKE NURSING
GENDER-NEUTRAL,
REPORT RECOMMENDS

INFANT-FEEDING
WEBSITE AIMS TO HELP
HVs SUPPORT PARENTS

Nursing should be
rebranded as genderneutral to attract more men into the
profession, according to a report
commissioned by NHS Scotland.
The research concluded that
nursing is still ‘inherently seen as a
female profession’, which acts as a
‘powerful deterrent’ to many men
who might otherwise consider it as
a career.
The report calls for a national
campaign in which gender-neutral
images of nurses are introduced to
children in nurseries and primary
schools. It also recommends
‘unconscious bias training’ for
educators and NHS workers.
Less than 10% of student nurses in
Scotland are male, a figure that has
barely changed in the past decade.
The Men in nursing report
gathered views from nursing
students, college lecturers and
secondary school careers advisers
around Scotland.

A new infant-feeding
website will help health
visitors encourage breastfeeding
and bottle-feeding parents to bond
with their babies.
The iFeed Project, created
by academics at Coventry
University, aims to fill a gap left
by children’s centre closures and
overstretched services.
Researchers found that parents
wanted more information about
bottle-feeding and more content
directed at fathers and partners.
The resulting website promotes
breastfeeding and infant bonding,
without excluding those who do not
wish to or cannot breastfeed.
Project leader Dr Naomi Bartle
said: ‘There are many benefits to
breastfeeding and the site primarily
aims to encourage it.
‘But bottle-feeding is still the
norm in the UK and we have to
recognise that in the support we
offer parents.’

bit.ly/SCT_men_nursing

bit.ly/UK_ifeed_project

NEW RELATIONSHIPS
EDUC
EDUCATION FOR AN
ONLINE WORLD
All schools will teach
children about good
physical and mental health,
how to stay safe online and
offline, and the importance
of healthy relationships.
The proposals mean that
from September 2020 all pupils
will study compulsory health
education, as well as new reformed
relationships education in primary
school, and relationships and sex
education in secondary schools.
Both primary and secondary
pupils will learn about staying
safe online and using technology
responsibly and respectfully.
Lessons will address keeping
personal information private and
challenging harmful content.
Education secretary Damian
Hinds said: ‘Many of today’s
problems did not exist when we
last gave schools guidance on
how to teach relationships and
sex education 18 years ago.’
bit.ly/ENG_online_education
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X2

£200,000

NHS JOB VACANCIES
COULD BE DOUBLE
NUMBER REPORTED

MAKE CHATS ABOUT
HEALTH MORE EFFECTIVE,
NHS WORKERS TOLD

COUNCIL WILL RERUN BID
PROCESS FOR HEALTHY
CHILD PROGRAMME

The true number of
empty posts in the health
system could be nearly double the
number previously reported by the
Health and Social Care Board (HSCB).
Valerie Watts, chief executive
of the HSCB, said that there were
around 1800 job vacancies at a
meeting of the Northern Ireland
Affairs Committee. But the HSCB later
admitted that those figures were
incorrect and would be amended
– the total could be as high as 3500.
Unite lead officer for health
Kevin McAdam said the health
system needed ‘a reality check’:
‘Northern Ireland received funding
of over £300m for a restructuring
of pay scales and improvements to
poverty pay that would go a long
way to addressing recruitment and
retention difficulties.
‘The department continues to use
the absence of a locally accountable
health minister to justify the delay in
entering meaningful negotiations.’

Healthcare professionals
can have more effective
conversations with patients about
improving health and wellbeing
through new online training, says
Public Health Wales (PHW).
The ‘Making Every Contact Count’
e-learning module is aimed at
supporting health professionals in
making the most of the conversations
they have every day.
A survey commissioned by PHW
found that 95% of people had
an appointment, consultation
or conversation with a health
professional in the past year, and
over a third had made changes
following the talk.
Julie Bishop, director of health
improvement for PHW, said that
if health professionals took
opportunities to talk to patients
and clients about making healthy
changes in their lives, ‘we could make
a real impact on improving health
and wellbeing in Wales’.

Lancashire County
Council will re-evaluate its
tendering process for school-nursing
and health-visiting services after a
court blocked its decision to award
a £104m contract to Virgin Care.
Lancashire Care NHS Foundation
Trust and Blackpool Teaching
Hospitals NHS Foundation Trust,
which currently deliver the public
health service for 0 to 19-year-olds,
made a legal challenge after they
lost out to Virgin.
The council has also agreed to pay
an estimated £200,000 towards
the trusts’ legal costs.
The High Court ordered the council
to set aside the decision after raising
issues with record-keeping during the
moderation element of the process.
Now the scoring and moderation
stages will be rerun with a new panel,
which will decide who will be awarded
the contract.
The current contract with the trusts
expires in March 2019.

bit.ly/NI_job_vacancies

bit.ly/WAL_health_conversation

bit.ly/ENG_LCC_virgin
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GLOBAL RESEARCH

For more
information on
these studies, visit
the bit.ly links

USA
BROWBEATING PICKY EATERS
MAKES NO DIFFERENCE TO
BEHAVIOUR OR WEIGHT
Pressuring fussy children to eat food they dislike
does not change their behaviour or their weight,
a study has found.
Researchers at the University of Michigan
examined associations between picky eating and
pressured feeding, and measured weight-forlength across children at 21, 27 and 33 months.
Co-author Julie Lumeng said: ‘Over a year
of life in toddlerhood, weight remained stable
on the growth chart whether they were picky
eaters or not. The kids’ picky eating also was
not very changeable. It stayed the same
whether parents pressured their picky
eaters or not. There was no link
between pressuring and picky
eating and any of these
other outcomes.’
The study appeared in
Appetite journal.
 bit.ly/A_picky_eaters

UK
BABIES IN PRAMS ‘EXPOSED
TO MORE POLLUTION’
USA
VIOLENCE IN PREGNANCY PREDICTS
AGGRESSION IN TODDLERS
Children born to mothers who experience violence in pregnancy are
more likely to show aggression towards their mothers as toddlers.
Researchers at the University of Notre Dame looked at mothers’
experiences of violence during pregnancy, depression at six months,
and their children’s behaviour at 24 months.
Study co-author Laura Miller-Graff said: ‘Infancy and early
toddlerhood are key times for learning some of the core emotion
regulation skills – so if mums struggle, kids struggle.’
The research, published in the
International Journal of Behavioral
Development, found that there were
no effects on the toddlers’ aggression
toward their peers.

Young children in prams can be exposed to up to 60%
more pollution than adults because they are lower to the
ground and closer to exhaust pipes, a study suggests.
Researchers at the University of Surrey found that the
breathing height of infants in prams was between 0.55m
and 0.85m above ground level. Pollution levels are greatest
within 1m of the ground.
Professor Prashant Kumar, one of the authors of the
paper, published in Environment International, said: ‘When
you also consider how vulnerable [infants] are because of
their tissues, immune systems and brain development at this
early stage of their life, it is extremely worrying that they are
being exposed to these dangerous levels of pollution.’
 bit.ly/EI_pollution

 bit.ly/IJBD_aggression
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FINLAND
HIGH VITAMIN D LEVELS LINKED TO LOWER CHOLESTEROL
New research has found a
link between higher vitamin
D levels and cholesterol levels
in primary school children.
Children whose serum
vitamin D levels exceeded
80nmol/L had lower plasma
total and low-density
lipoprotein cholesterol
levels than children whose
vitamin D levels were below
50nmol/L, often regarded as

a threshold value for vitamin
D sufficiency.
The link was independent
of body fat, diet, physical
activity, education and day
length prior to sampling.
The study, carried out by
the University of Eastern
Finland, involved 512 children
aged six to eight years,
and the findings were
reported in the Journal

of Clinical Endocrinology
and Metabolism.
Lifestyle factors such as
healthy diet, physical activity
and spending time outdoors,
which lead to the production
of vitamin D in the skin, may
be linked to both higher
serum vitamin D levels and
lower plasma lipid levels.
 bit.ly/JCEM_cholesterol

UK
BABIES THAT EAT SOLIDS
EARLY SLEEP BETTER

AUSTRALIA
POOR BODY IMAGE RISES ALONG
WITH CHILDREN’S HORMONES
Children as young as eight are vulnerable to poor
body image as hormone levels rise with the onset
of puberty, new research has found.
The University of Melbourne study, published in
the Journal of Adolescent Health, was based on
data from more than 1100 eight- to nine-year-olds.
Body dissatisfaction was measured by asking
the children to choose from eight silhouettes of
children ranging from very thin to very obese
– first picking one that most looks like them
now, then one they would most like to look
like. Adrenal androgens (sex hormones) were
measured through saliva.
Lead author Dr Elizabeth Hughes said
the children were ‘vulnerable to poor body
image’ – girls more than boys.
She added: ‘The higher the level of hormones,
the more unhappy the children were with their
body size.’

 bit.ly/JP_solids

 bit.ly/JAH_body_image

ISTOCK

Babies introduced to solid foods early
sleep longer and wake less frequently
at night than those exclusively
breastfed for the first six months,
according to a new study.
Researchers at King’s College
London and St George’s,
University of London, carried out
a randomised clinical trial involving
1303 exclusively breastfed threemonth-olds in England and Wales.
One group followed standard
infant-feeding advice to exclusively
breastfeed for around six months;
the other group, while continuing to
breastfeed, was asked to introduce
solid foods from three months.
Parents completed questionnaires
up until their children were three.
The study, published in JAMA
Pediatrics, showed that differences
between the two groups peaked
at six months, with the early
introduction group sleeping for just
over a quarter of an hour longer
per night, and their night waking
frequency decreasing from just
over twice a night to 1.74 times.
However, existing UK health
departments’ guidelines recommend
exclusive breastfeeding for six months.

13
COMMUNITY PRACTITIONER | OCTOBER 2018

NEWS Research_Community Practitioner October 2018_Community Practitioner Magazine 13

26/09/2018 14:18

NEWS

ast summer, North
Yorkshire County
Council (NYCC)
launched a public
consultation to ﬁnd out
what residents and partner organisations
thought the future of public health
provision in the area should look like.
At its core were three simple questions:
● What do you see as the priorities
for public health in North Yorkshire
between now and 2025?
● What role can you or your organisation
play to improve public health in
North Yorkshire?
● What are the barriers and opportunities
to this work?

L

BIG STORY

Five years after local
authorities in England
took on responsibility
for commissioning
public health services,
journalist Juliette Astrup
asks how councils are
reaching out to their
communities to shape
the local health agenda.

POWER
PEOPLE?

ISTOCK

TO
THE

The survey was launched by Dr Lincoln
Sargeant, director of public health at
the council, as part of the development
of his annual report, with the aim of
feeding the responses into a ‘collective
approach and vision for public health in
North Yorkshire’.
He explains: ‘It is ﬁve years since North
Yorkshire County Council took over public
health responsibilities from the NHS.
This makes it a good time to look at the
progress we have made so far across the
county and look at where we want to be
in 2025’ (NYCC, 2018).
In all, 52 responses to the online survey
were received, revealing that priority areas

14
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for children were obesity, school readiness
and mental health; for adults, mental health,
general wellbeing and access to services and
healthy lifestyles ranked highest; and for older
people, healthy ageing, social isolation and
loneliness were the biggest concerns to emerge.

CONSULTING ON PUBLIC HEALTH

includes GPs and other non-elected members
– is responsible for their sign-off.
Taking a population perspective is at the
heart of public health, and a natural part of the
role of local government, as the Department
of Health guidance (2011) points out. It follows
that many local authorities are applying a
consultative approach to public health (see
England in consultation, right).

Though few in number, the responses are an
important part of a much broader process,
explains Kathryn Ingold, a public health
BALANCING ACT
consultant at NYCC. It involves consultation
But as local authority budgets shrink under
with county and borough council executives,
intense pressure, and public health services
councillors, the North Yorkshire health and
are cut, how well placed are the general
wellbeing board, leaders from NHS trusts and
public to decide where the precious public
clinical commissioning groups (CCGs), as well
health pounds are spent? How are their voices
as feedback from NHS England, Public Health
tempered by other legitimate concerns?
England and the voluntary, community and
A Local Government Association
faith sectors in North Yorkshire.
spokesperson says: ‘Bringing the analytical
‘We need to understand public concerns,’
rigour of public health professionals to bear
says Kathryn. ‘We have considered priorities
on the information and insight councils have
identiﬁed by the public,
about their local populations
alongside data measuring
is essential.
‘CONSULTATION
the health of our population
‘Conducting residents’
ALSO GETS
and interviews with
surveys provides an
professional stakeholders.’
opportunity for councils
PEOPLE TALKING,
She adds: ‘It has inﬂuenced
to understand what
UNDERSTANDING
the public health agenda
communities think and offers
AND ENGAGING
locally. We commission
valuable insight. Councils will
lifestyle services, have a
IN PUBLIC HEALTH, use evidence from residents’
“healthy weight, healthy
surveys and various data
WHICH CAN ONLY
lives” strategy which is
sources to capture the needs
BE A GOOD THING’ in their communities.
delivering a multipronged
approach to reducing
‘While residents’ surveys
obesity, have a healthy
are an important tool,
ageing programme, and are
councils must also ensure
delivering work to improve
they fulﬁl their statutory
school readiness – the consultation provides
responsibilities, and that under-represented
evidence that we need to continue to deliver
groups and potentially controversial areas of
against these agendas.
public health are not ignored.’
‘And the consultation exercise has
HONEST AND UPFRONT?
inﬂuenced the recommendations which
will focus on reducing health inequalities,
Ruth du Plessis, chair of the Doctors in Unite
improving public mental health and
public health specialists committee, is a former
embedding public health action.’
nurse and health visitor and now a public
While some public health services are
health specialist who has worked with local
mandated, such as the National Child
authorities in Greater Manchester, Cheshire
Measurement Programme, or the ﬁve universal
and Merseyside. She says consulting with local
health-visiting checks, many others are down
communities on public health priorities is
to local decision-makers.
‘absolutely the right thing to do – as long as it’s
In North Yorkshire, local authorities carry
done well’.
out joint strategic needs assessments, drilling
‘Getting a sense of what the public’s priorities
down into the health data at ward or even
are and what people value can really help
street level, and consult widely before deﬁning
policy-makers make the argument for keeping
their key public health priorities. The local
a budget protected when it’s under threat
authority’s health and wellbeing board – which – there’s a real positive around that,’ she says.

ENGLAND IN
CONSULTATION

Northumberland: the
council and CCG launched
a survey in August to ask
residents if the draft health
and wellbeing strategy set
out by the Health and
Wellbeing Board ‘focuses
on the right key health, care
and wellbeing issues for the
people of Northumberland’
(Northumberland County
Council, 2018).

Somerset: the county
council carried out a
consultation to inform
its joint ‘Improving Lives’
strategy, which will steer
the decisions of members
of the Somerset Health
and Wellbeing Board
over the next decade
(Lawrence, 2018).

Leicester: the city council
used research agency Ipsos
MORI to conduct its health
and wellbeing survey to
help plan health services
and develop future public
health priorities in the area
(Leicester City Council, 2018).

West Sussex: the county
council holds a two-yearly
‘What Matters to You?’
survey with questions about
what it should prioritise
across its services, including
public health (West Sussex
County Council, 2018).
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‘Consultation also gets people talking, understanding
and engaging in public health, which can only be a
good thing,’ she adds.
‘But you have got to be honest about what you’re
consulting on – about what services are mandated,
what the public can actually inﬂuence and what they
can’t. Otherwise you run the risk of generating an
expectation that can’t be met, resulting in people
feeling they weren’t listened to.
‘There needs to be openness and honesty when there
are diﬃcult decisions and about the impact that it is
going to have. If it’s about making cuts, then be upfront
– people want honesty. For example, when cuts are
wrongly badged as a “new service” or a “reconstituted
service” rather than a reduced service, then they can
feel misled or let down.’

Commissioning of public health services moving into
local authority hands in England has undoubtedly come
at a time of intense pressure on budgets and widespread
cuts to services, but it also brings beneﬁts, says Ruth.
It offers opportunities for council departments to
work collaboratively and take a more holistic approach
to public health issues, for example, or focus more
sharply on primary prevention than under the NHS,
which leans towards secondary prevention. ‘Local
councils represent local people, so you could also argue
there will be a higher level of engagement,’ she adds.
‘But at the same time, you’re seeing homelessness
on the rise, social mobility in decline, life expectancy
ﬂatlining, inequality going up all the time – all the
indicators showing things are going the wrong way.
‘There has been a lot of anxiety that public health is
not protected under local authorities and, although the
budget is ring-fenced, that the director of public health
sits a couple of tiers down in the executive and doesn’t
have the same level of control over the budget that they
did in the NHS.’
So how much say can people actually have? Is public
consultation really meaningful?
‘It’s not about new money – it’s about having system
leadership in place so something can be prioritised,’
adds Ruth. ‘It can be meaningful in that way.
‘It also creates the space for innovation and creative
thinking. As local people understand local issues and
engagement encourages looking at things from a
different perspective and generating different ways of
doing things.
‘It’s an opportunity to think radically – but we need to
make sure we’re in tune with where people are at.’
<

For references, visit
bit.ly/CP_news_big_story

PUBLIC HEALTH COMMISSIONING
IN THE REST OF THE UK
Health is a devolved matter in Scotland, Wales and
Northern Ireland.
SCOTLAND Scotland’s
NHS is run by 14 health
boards responsible for the
protection and improvement
of their population’s health
as well as the delivery of
frontline healthcare services.
Public health in Scotland is
undergoing reform currently, in
line with the recommendations
of the 2015 Review of public
health in Scotland. Specific
commitments including
agreeing national public health
priorities, establishing a new
national public health body
and developing local joint
public health partnerships.
WALES The Welsh NHS is
run by seven health boards
– a similar model to Scotland
– responsible for protecting
and improving the health of
their population: everything
from planning, providing
hospital care and community
nursing to contracting GPs
and arranging specialist
treatment. In many cases,
health services will be planned
and provided by the same
health board, but in other

instances, provision will be by
independent NHS contractors,
other health boards, the
Welsh Health Specialised
Services Committee, or nonNHS organisations.
NORTHERN IRELAND The
Health and Social Care
Board (HSCB) is responsible
for commissioning services,
resource management,
performance management
and service improvement. It
works to identify and meet
the needs of the Northern
Ireland population through
its five local commissioning
groups that cover the same
geographical areas as the
health and social care trusts.
In addition, the Public
Health Agency (PHA) has the
key functions of improving
health and wellbeing and
health protection. It also
provides professional input
to the commissioning
process. The PHA is jointly
responsible with the HSCB for
the development of a fully
integrated commissioning plan
for health and social care.

ISTOCK

NEW OPPORTUNITIES
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THE BIG
QUESTI ? N

THIS MONTH WE ASK

Do you see a positive
future for specialist
community public
health nurses (SCPHNs)?

KATHRYN WALDEGRAVE
RN, SCPHN (HV), lecturer in adult nursing at the
University of Leeds, and Queen’s Nurse

LISA WEBSTER
Senior school nurse, specialist practitioner, at Wirral
Community NHS Foundation Trust, and Queen’s Nurse

es! As a nursing lecturer
and Queen’s Nurse, there is
nothing better than hearing
undergraduate student nurses
returning from placement talking
about how they have been inspired
by the variety of roles available to
them in the community – many are
now asking about opportunities to
undertake the SCPHN course as a
future career path.
As SCPHN practitioners, our
valuable and varied skill-set enables
us to demonstrate our adaptability
in meeting the ever-changing complex health needs of the
wider population – students seeing this in practice are given
the conﬁdence that this is where they really can ‘make
a difference’.
Our undergraduate students are learning how the older
population are more likely
to be able to remain in
‘AS SCPHNs, OUR
their own homes because
VALUABLE AND
of the care we provide
in the community. They
VARIED SKILL-SET
may have seen how early
ENABLES US TO
intervention works in
DEMONSTRATE OUR
practice for families who
are struggling with the
ADAPTABILITY IN
challenges of having
MEETING THE EVERa new baby, and are
CHANGING COMPLEX
realising that promoting
health in schools has
HEALTH NEEDS OF THE
long-term beneﬁts.
WIDER POPULATION’
Students tell me they
see us as leaders and role
models. As innovative
practitioners, we inspire them; in using our skills and
knowledge to improve health for all, we motivate them.
Harnessing this enthusiasm and promoting the role of the
SCPHNs really will make a very bright and positive future for
the role.

am trying to remain
hopeful for the future
of SCPHNs as I feel very
positive about their capabilities
given the opportunity. SCPHNs view
public health in a totally holistic
way, and they understand how
communities and agencies can work
together to improve health and
wellbeing and reduce inequalities.
Given the opportunity, SCPHNs
can make a real difference to
individuals, communities and the
health of the wider population. As
an SCPHN (school nursing) myself, I have seen how taking a
more public health perspective can make a difference and
enable nurses to think outside the box.
SCPHNs are also ideally placed for 0 to 19 services,
enabling a smooth transition from health visitors to school
nurses. This could be enhanced further if SCPHNs were dually
trained in health visiting and school nursing, which some
areas are looking into. This would be very positive for
continuity of care and make the 0 to 19 service truly seamless.
However, I am worried that some NHS trusts are not
funding students this year (or last) for the school nurse or
health visitor degree, which is short-sighted regarding the
future, and will prevent staff development and staff retention.
Trusts need to invest in their staff and encourage staff
development in order for the NHS as a whole to keep
moving forward. SCPHNs are an essential part of this
process, and I feel investment in school nursing is vital.
With more of us, we could do so much more!

I

Y

CONFERENCE ALERT: The chief nursing officers
from Wales and Northern Ireland, along with
representatives from England and Scotland, will
be discussing further the future of SCPHNs at the UniteCPHVA annual professional conference in Bournemouth
on 18 October 2018.
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FEEDBACK

YOUR THOUGHTS
THIS MONTH
Knife crime, soap operas
and selfies: your views on
what we’ve been
n up to.

DA
DAVID
MUNDAY via Twitter
@davidamunday
First stop for @Ant8Johnson8’s
#adaywithdave, @CommPrac. We’re
meeting with deputy editor Aviva to
talk about how members can
influence/interact/contribute to their
journal. Interested in info yourself?
Take a look at her presentation
#CPHVAnw18 bit.ly/getting_heard_AA

CLARE MCINTYRE
@ClareMcPlus4
CLARE MCINTYRE via Twitter
@ClareMcPlus4

Thanks to @helziebelle
for seeking my views
on soap operas
in communicating
#publichealth
messages @CommPrac

@CommPrac Great piece on knife
crime and how a better coordinated
public health approach in which
causes would be identified, outbreaks
investigated + treated and
preventive action taken to stop
the issue before it starts

SU LOWE via Twitter
@saffie
Reading great
article in
@CommPrac jo
journal

DAVID MUNDAY via Twitter
Twitter
@davidamunday

ANNUAL CONFERENCE:
THERE’S STILL TIME

Interesting article in this month’s
@unite_CPHVA @CommPrac ‘Big story:
distorted reality’. Read for yourself:
communitypractitioner.co.uk/
news/2018/09/big-story-distorted-reality

The Unite-CPHVA conference runs
from 17 to 18 October. Buy tickets
at bit.ly/get_to_conference

To give any feedback on the journall ((or even tto show
us h
how your team enjoys reading it), email
h
aviva@communitypractitioner.co.uk, tweet us @CommPrac, or reach us on facebook.com/CommPrac
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RIGHTS
AT WORK

NHS PAY –
ONE STEP AT A TIME
The basic pay journey of NHS staff has had a reset.
Sarah Carpenter, Unite’s head of health, asks how
the new framework for pay progression affects you.

ollowing the
implementation of
the NHS pay deal in
England, and with
Wales recently voting to accept the
deal, unions are continuing to work
with employers in several areas.
These include the removal
of Band 1, sorting out pay for
apprentices (including degree
STAFF WILL STAY
apprenticeships), a national
FOR LONGER ON
framework for the buying and
EACH PAY STEP, BUT
selling of annual leave, a new part
WILL MAKE A BIGGER of Agenda for Change to cover child
bereavement leave and enhanced
FINANCIAL JUMP
statutory parental leave, and –
WHEN THEY STEP UP perhaps the largest part of ongoing
work – a new national framework
for pay progression.
The new pay progression system
is expected to be introduced in April 2019, and will replace
the system that is so familiar – that of automatic annual
progression to the top of the band. The time taken to get to the
top will be shorter (or the same) for all bands, and there will be
just two to three ‘pay steps’ in each band. That means that staff
will stay for longer on each pay step, but will make a bigger
ﬁnancial jump when they step up.
The progression will be based on annual appraisals, and
it is expected that all staff will pass them – unlike many
performance-related pay systems where it is expected that a
number of staff will not.
This highlights the importance of engaging in the appraisal
process, ﬂagging up any issues of concern and making sure
statutory and mandatory training is undertaken. To do that,

Unite will be looking for people keen to take up the role
of a representative who specialises in appraisals and pay
progression, so that members can be advised and supported
through the new process, and who can pick up any appeals
against poor decisions that members may need to make.

F

GETTING INVOLVED
If you – or anyone you know – is interested in getting more
involved in this way, please let your regional oﬃcer know. We
will be providing training for these roles, and the members who
undertake them will become experts in pay progression, and a
vital part of the Unite reps family.
For the next three years, existing staff will progress through
the bands as outlined in their pay journey – for information
on this, go to the nhspay.org joint unions website, or the NHS
Employers pay journey tool at nhsemployers.org/paytool – and
the new pay progression system will be for new staff.
Unite has continued to voice the concerns of our members
that none of the deals repair the damage done to pay by the
years of austerity, and the public sector pay cap inﬂicted on
the NHS since 2010, ﬁrst by the coalition and then by the
Conservative Government.

WHAT ABOUT SCOTLAND
AND NORTHERN IRELAND?

SAM KERR

Union members in the NHS in Scotland also voted to
accept their pay deal, which had differences to the
England agreement – see nhspayinscotland.org
In Northern Ireland, while discussions are happening
about pay, and how the deal may work, there is no
government in place to make a decision to move forward.
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I F YO U H A
V
YET BOO EN’T
KED A
TICKET
A C T FA S T
SECURE AND
YO
P L AC E N U R
OW.

IT’S NOT TOO LATE TO JOIN US IN BOURNEMOUTH!

In less than two weeks’ time, join hundreds of professionals at the eagerly awaited
two-day Unite-CPHVA Annual Professional Conference.

2018 PROGRAMME
WEDNESDAY 17 OCTOBER: DAY 1
08.30 - 09.20

Registration

09.20 - 09.30

Chairs remarks
Speaker: Janet Taylor, CPHVA Executive Committee Chair

09.30 - 09.40

Welcome from Unite
Speaker: Sarah Carpenter, Head of Health, Unite the Union

09.40 - 10.05

2018: Celebrating women’s suffrage, Windrush & the NHS
Speaker: Professor Dame Elizabeth Anonwu, DBE CBE FRCN FQNI PhD, Emeritus Professor of Nursing, University of West London
and Honarary Vice-President, Unite-CPHVA

10.05 - 10.30

Developing your resilience as a practitioner: What Egyptian cotton sheets can do for you and other top tips
from the science of resilience
Speaker: Caroline Hudson, Senior Lecturer, School of Health Sciences, University of Brighton

10.30 - 11.10

Refreshment break

11.10 - 11.35

Unicef - Baby Friendly Initiative
Speaker: Sue Ashmore, Programme Director, Unicef

11.35 - 12.00

Sustainability and inequalities
Speaker: Ian Gough, Centre for Analysis of Social Exclusion, Visiting Professor, London School Economics

12.00 - 12.30

IT’s everyone business
Speaker: Will Smart, Chief Information Officer, NHS England

12.30 - 13.30

Lunch

12.45 - 13.15

Lunchtime masterclasses

13.30 - 14.20

Masterclasses (Choose from five concurrent masterclasses - see website for more details)

14.30 - 15.30

Concurrent sessions (Choose from four concurrent sessions - see website for more details)

15.30 - 16.10

Refreshment break

16.10 - 16.45

The next 10 years - what will public health look like?
Speaker: Jonathan Ashworth MP, Shadow Secretary of State for Health and Labour MP for Leicester South

16.45 - 17.20

Paternal Mental Health
Speakers: Mark Williams, Founder, Fathers Reaching Out and Dr Andrew Mayers, Principal Academic, University of Bournemouth

17.20

Conference close

19.00

Conference Party - A ticket only event. Tickets can be booked via cphvaconference.co.uk/conference-party

p20-21.CPOCT2018.indd 20

Gain essential CPD hours and
learning opportunities
essential for your NMC
revalidation
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#CPHVA18
THURSDAY 18 OCTOBER: DAY 2
08.30 - 09.15

Breakfast masterclass

09.20 - 09.25

Welcome

09.25 - 09.40

One step forward, two steps back
Speaker: Obi Amadi, Lead Professional Officer, London & Eastern and Strategy, Policy & Equalities, Unite the Union

09.40-10.50

The four-country experience – chief nursing officers from England, Wales, Scotland and Northern Ireland will discuss the latest
challenges and solutions from their country
Speakers: Julia Egan, Professional Advisor for Public Health, Early Years and Children’s Services, Chief Nurses Office in Scottish
Government, Professor Jean White CBE, Chief Nursing Officer (Wales) / Nurse Director NHS Wales, Welsh Government,
Charlotte McArdle, Chief Nursing officer (CNO) for Northern Ireland and Visiting Professor at Ulster University Faculty of Health Science
and Wendy Nicholson, National Lead Nurse: Children, Young People and Families, Public Health England

10.50 - 11.20

Refreshment break

11.20 - 12.10

Masterclasses (Choose from five concurrent masterclasses – see website for more details)

12.20 - 13.20

Concurrent sessions (Choose from five concurrent sessions – see website for more details)

13.20 - 14.20

Lunch

13.30 - 14.00

Lunchtime masterclasses

14.20 - 14.45

Community Practitioner - Nick Robin memorial lecture: Advancing the rights and well-being of asylum seekers and refugees
Speaker: Philomene Uwamaliya, Senior Lecturer, School of Nursing and Allied Health, Liverpool John Moores University

14.45 - 15.00

Conference Awards

15.00 - 15.25

Health literacy
Speaker: Professor Joanne Protheroe, Professor of General Practice, Keele University and Chair of the Health Literacy UK Group

15.25 - 15.50

Closing plenary session
Speakers: to be announced

15.50

Conference close

BE EMPOWERED
BY OUR

SPEAKERS
Caroline
Hudson

Professor
Dame Elizabeth
Anionwu LDBE
CBE FRCN FQNI PhD,
Emeritus Professor of
Nursing, Universtiy
of West London and
Honarary Vice-President,
Unite-CPHVA

BOOK
NOW
p20-21.CPOCT2018.indd 21

Senior Lecturer,
School of Health
Sciences, University
of Brighton

Dr Andrew Mayers
Principal Academic,
University of Bournemouth

Professor
Joanne Protheroe
Professor of General
Practice, Keele University

Will Smart
Chief Information
Officer, NHS England

Mark Williams
Founder,
Fathers Reaching Out

cphvaconference.co.uk
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roup sounds like one
of those childhood
conditions that
belongs in Victorian
times, but it is still
a common complaint in the 21st
century. For example, the respiratory
viral infection was one of the most
searched-for health topics on Google
in 2017: the question being ‘Why
is croup worse at night?’ (Howard,
2017); and the Cardiff and Vale
University Health Board (CVUHB) in
Wales said it had seen a spike in cases
of the condition last year.
The clinical name for croup is
laryngotracheobronchitis, which
reveals that it is an inﬂammation
of the larynx, trachea and bronchi.
It’s also a viral condition, usually
caused by the parainﬂuenza and
inﬂuenza viruses, and mostly affects
children between the ages of six
months and three years, peaking
among two-year-olds (NICE, 2017).
On rare occasions, babies as young
as three months old, teenagers and
even adults can also catch croup
(NICE, 2017).
It’s diﬃcult to know just how
many young children in the UK get
croup every year because the ﬁgures
aren’t collected. Any cases that get
as far as a GP surgery or hospital
are added to the general category

C

CLINICAL

This viral infection
is common and
usually harmless,
writes journalist
John Windell, but
a toddler’s barking
cough and rasping
breathing can still
alarm parents.
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of respiratory illnesses, but most cases of croup are dealt
with in the home and are not recorded at all. Muddying
the waters further, the annual incidence of croup varies
depending on the seasonal prevalence of viral infections
in children. This is what CVUHB reported in October 2017
– not an actual rise in reported ﬁgures but an observed
spike in cases during the autumn, a seasonal peak for
the condition.
‘The viruses that cause croup are more common when
temperatures drop,’ explains Gavin Dabrera, consultant
in public health medicine at Public Health England. One
study has suggested that the incidence of croup is about
60 per 1000 children aged one to two years (Moore and
Little, 2007).

CAUSES OF CROUP
The bottom line about croup is that, for the vast majority
of children who catch it, it is a routine condition. As
Professor Helen Stokes-Lampard, chair of the Royal
College of General Practitioners, says: ‘It’s fairly common
and usually nothing to worry about.’
That said, the tell-tale signs of croup might, at least
initially, appear alarming to parents of young children.
‘Children will often experience symptoms similar to the
common cold, like a runny nose and raised temperature,
before the infection takes hold,’ says Professor StokesLampard. ‘The main things to look out for are a hoarse
voice and a distinctive barking cough, which has been
described as sounding similar to a seal.’
This barking cough is often accompanied by noisy and
laboured breathing, and both are the result of constricted
upper airways. The virus that causes croup inﬂames
the windpipe and voice box, and this swelling means
they become narrowed. Young children’s windpipes are
already soft and narrow, so any inﬂammation will create
problems. As they get older, and their airways mature and

widen, croup becomes less of a concern.
While the cough may be fairly mild at the start of the
infection, it will quickly get worse within a day or two.
Though it might sound bad, especially during those ﬁrst
two or three days, it tends to clear up completely after
around a week or so. During this phase, it’s important
to keep an eye out for symptoms that might indicate
something more serious is happening to the child. These
include more troubled breathing, a pale or blue face after
a coughing ﬁt, a persistent high temperature, irritability
and even delirium. If this is the case, it’s time to get help.
‘Anyone who is concerned about their child’s symptoms
or notices diﬃculties in their breathing should seek
advice from a healthcare professional,’ says Professor
Stokes-Lampard.
Secondary bacterial infections that can lead to
pneumonia, for example, are rare. Indeed, any
complications with croup are generally few and far
between, with one study showing that 1.5% to 6% of
cases lead to a hospital visit (Knutson and Aring, 2004).
And just one in 4500 children with croup need to be
intubated to help them breathe (Worrall, 2008).
Still, vigilance is advised. ‘It is also important to
make sure that other, more serious conditions are
not accidentally mistaken for croup,’ says Professor
Stokes-Lampard, ‘and to check that children don’t
have symptoms that could be whooping cough
or bronchiolitis.’

THE TREATMENT
Because croup is usually a mild and self-limiting
condition, most children who contract it don’t require
much in the way of treatment.
‘Croup normally disappears on its own within 48 hours,
but it can be very contagious in the ﬁrst stages, and
parents are advised to keep their child hydrated and

The tell-tale symptoms
To begin with, a runny
nose and raised
temperature, like
a cold
Then a harsh,
barking cough
Breathing
often becomes
slightly laboured
A rasping or whistling
noise when breathing
(known as stridor)
A mild fever

Treating the condition
at home
Sit children upright
so that it is easier for
them to breathe
Keep well hydrated
with cool drinks
Comfort and reassure
them to keep crying to
a minimum
Over-the-counter
liquid paracetamol
or ibuprofen can
ease discomfort

Cool air may
help to soothe
inflamed airways
When to get help
Breathing becomes
harsher, faster and
more difficult
The child gets more
restless and agitated
Starts to look
unusually pale
The fever persists
Difficulty swallowing

Harding, 2018; NICE, 2017

GETTY

HOW DO YOU TREAT CROUP?
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REMEDIES TO AVOID
other
Clinicians advise against certain o
‘treatments’ when dealing with croup.
One of the most important is that
because croup is caused by viruses,
antibiotics will not work. They only
become useful if a child develops
a secondary bacterial in
infection.

Another step that’s frowned upon is making
children inhale humid, steamy air, simply
because there is no evidence that it works
(Moore and Little, 2007). Likewise, cough
medicines are ineffective against croup and
may even cause drowsiness, making steady
breathing yet more diﬃcult for the child.
‘Although they might work for a chesty
cough, exposing children to steam or giving
them cough mixture doesn’t actually help to
relieve symptoms of croup,’ says Professor
Stokes-Lampard.
The advice to community practitioners is
to be aware of the symptoms of croup and
to look out for the warning signs that the
condition may be getting worse or could in
fact be something more serious.
‘Health visitors and school nurses can
also help by explaining that croup is caused
by respiratory viruses,’ says Gavin Dabrera,
‘and to emphasise the importance of good
hygiene practices, such as hand washing, to
reduce the chance of spreading infections
to others.’
Finally, as thousands of Google users
asked, why is croup worse at night? Nobody
knows for certain, but a plausible explanation
is that levels of the body’s natural steroids
drop during the small hours, meaning that
the inﬂammation in the airways gets worse.
Clinicians also say that lying down puts
more pressure on the upper chest and so
exacerbates the problem – hence their advice
to keep children sat upright, as it makes it
easier for them to breathe.

FAST FACTS
ON CROUP

6 months
to 3 years

Croup mostly affects
children in this age range

60
per 1000
is the incidence of croup
among children aged one
and two years
Typically, the symptoms of
croup last for

48 hours

NICE, 2017; Moore and Little, 2007

sitting in an upright position while waiting
for the infection to pass,’ says Professor
Stokes-Lampard.
Parents may also need to comfort and
reassure a small child with croup who is
crying persistently, as that crying will only
make the symptoms worse. It increases the
need for oxygen that is already in shorter
supply, tires the muscles around the airways,
and can create more mucus, all of which
simply add to the problem. It is sometimes
said that cool air can help to soothe inﬂamed
airways, and that a quick walk around outside
or even sitting in front of an open fridge for a
few minutes can provide relief.
If needed, the recommended medication is
simple over-the-counter liquid paracetamol,
given according to the dosage guidelines on
the bottle. This won’t cause any problems
with a child’s breathing but will help to
relieve the discomfort and reduce any fever.
A suitable ibuprofen liquid will also help
to ease the inﬂammation. In the unlikely
event that the child needs to see a GP or go
to hospital with croup, they will probably be
treated with a steroid.

For references, see
bit.ly/CP_P_features

RESOURCES

NICE updated its Clinical
Knowledge Summary
in 2017, which includes
differential diagnoses.
It can be found at
bit.ly/NICE_croup
An overview of croup
treatments is at
bit.ly/croup_treatments

GETTY / ISTOCK

NHS Choices has
information on when
to seek help at
nhs.uk/conditions/croup
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A FOCUS ON:
Continuing our series on how religion
and culture can impact on practice,
Professor Eleanor Nesbitt looks at Hinduism.

he beginnings of
Hinduism go back
thousands of years
and there is no
single ‘founder’
or sacred book. Hindus are free to
believe and practise as they choose
(Queensland, 2011). Many are
inﬂuenced by a spiritual teacher
(guru) or follow the teachings of
a spiritual movement such as
ISKCON (Hare Krishna) or the
Swaminarayan religion.
Although Hindu tradition is
constantly changing, adapting
and innovative, there are strong
continuities (Desai, 2012). Most
Hindus believe that God is actually
one, although worshipped in the
form of many gods and goddesses.
Another key concept is dharma,
often translated as ‘religion’. It
includes an individual’s duty and

ISTOCK
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appropriate behaviour at different
stages of life. Karma, the cosmic law
that everyone reaps what he or she
has sown, is also generally accepted.
Hindus generally regard their present
life as just one of many incarnations
on the way to ultimate release
(moksha) and union with God.
Hindus in general have a high
regard for their religious tradition
for being ancient, inclusive, ﬂexible,
hospitable and respectful of other
communities. Indeed, their practice
may include Buddhist, Christian or
Sikh inﬂuences, depending on their
family’s background.
The world’s billion Hindus (most
of them living in India) are diverse,
with their mother tongue, foods
eaten, and festivals varying from one
region to another.
Britain’s Hindus too are diverse
(Warrier, 2006), although the
majority are Gujarati, Punjabi
or Tamil. About half of the UK’s
approximately 817,000 Hindus live
in London (UK Government, 2011).
Most British Hindus, their parents
or grandparents, migrated to the
UK directly from India. However, in
the 1960s and 1970s, Hindus arrived
from Kenya, Uganda and Tanzania.
Some Hindu families have come
from other formerly British colonies.
Others settled in the late 20th and
early 21st century, from Sri Lanka
and Nepal.
Hindus tend to identify with their
family’s area of origin and mother
tongue, such as Bengali, Gujarati,
Maharashtrian or Tamil, regardless
of the extent to which they speak
the language concerned. Britishborn Hindus generally have a weaker
connection with their family’s
country of origin and may also have
a weaker sense of belonging to a
distinct caste (hereditary lineage).
However, most absorb the emphasis
on family welfare rather than on
individual autonomy.
It is good practice to check
carefully with each Hindu client,
or their relatives, whether there are
special preferences or requirements
to take into account.

Daily prayer
Many Hindus have a small shrine at
home for their daily worship. In the
shrine are pictures of their parents,
if deceased, and deities. There is no
weekly day for congregational worship
but public temples (mandir) are packed
with devotees on festival days and
Hindus often visit a temple for darshan
– to pay their respects to God and to
feel blessed.
On their foreheads some women
(though not widows) have a bindi
– a red spot. If a man has a mark (red
powder, ash or sandalwood paste)
on his forehead, it usually signifies he
has recently taken part in a religious
ceremony. India is the spiritual
homeland (with many pilgrimage sites)
for most Hindus and they visit, too, for
the clothes, jewellery and other
requirements of Hindu marriages.

Dietary practice
This varies, although most Hindus avoid
beef (the cow is seen as a holy animal).
Many are vegetarian and this often
means excluding anything containing
egg, animal fats and gelatine. Reasons
for vegetarianism include a traditional
emphasis on non-violence
e as well as Hindu
teaching that vegetarianism
sm is purer
and conducive to spirituality.
ity. Many
non-vegetarian Hindus observe
bserve
certain days (from weekly to
annually) when they eitherr fast or
ian food.
abstain from non-vegetarian
Traditionally, many Hinduss use
only their right hand to put
ut
food in their mouths.
Hindu families’ traditional
al
diets involve staple
carbohydrates – usually
rice and/or chapatis.
Time-honoured systems
of medicine that many
Hindus may draw
on (Ayurveda and
Unani being the most
prominent) encourage
people to understand
illness as resulting from
an imbalance. So, a

How this affects you
Note indications that a client is
Hindu or has taken part in a Hindu
religious ceremony. For example,
having a shrine at home, if someone
has a red thread around their wrist
(indicating recent participation
in a special rite) or if a man has a
forehead mark. Always respect a
client’s modesty such as a preference
for a practitioner of the same sex.
Enquire whether you should remove
your footwear on entering a Hindu
home. Be aware that a patient’s
senior relatives and in-laws may
be involved in decision-making
around health and care issues
(Jootun, 2002).
person with a ‘cold’ condition would avoid
‘cold’ foods such as oranges and a person
in a ‘hot’ condition (such as pregnancy or a
fever) might avoid ‘hot’ foods such as nuts.

How this affects you
It is safest to assume that a Hindu client
won’t eat beef a
and that non-vegetarians
will tend to eat chicken rather than red
meat. Whether
Whethe or not a Hindu eats
eggs, fish or meat,
m
their main sources
of protein are
a likely to be milk and
dairy produce
produ and a wide range of
pulses. Dietary
Die
guidance needs to
take into account clients’ staple
foo and also the fact
foods
that
some vegetarian
t
d
diets
are low in iron.
O
Older
relatives may be
o
offering
clients advice
b
based
on the ‘hot’/‘cold’
classification
c
of food.
C
Clients appreciate
having
ha
water to wash
their
the hands before eating
and also for oral hygiene
afterwards.
e
If someone is
unable
una
to use their right
hand,
han sensitivity is required
in helping
he
them to adjust.
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Family relationships and childbirth

HINDU FESTIVAL CALENDAR
October 2018 - September 2019
9-18 October: Navaratri
Gujaratis dance around a goddess
shrine for nine nights (starting 28 days
before Divali).
15-19 October: Durga Puja (for Bengalis)
Worship of goddess Durga.
18 October: Dassehra or Vijayadashami
Many Hindus celebrate Lord Rama’s
defeat of the demon king, Ravana.
Others celebrate the goddess Durga’s
defeat of a buffalo demon.
7 November: Divali/Deepavali
A festival of light, celebrating Lord
Rama’s return with his abducted wife
Sita to his kingdom of Ayodhya.
13 January: Lohri
Celebrated with a bonfire, usually
after a son’s birth.
15-18 January: Pongal
A winter harvest festival celebrated
with a special rice dish.
4 March: Mahashivratri (Shivratri)
Celebration of god Shiva.

Hindus have a tradition of strong family
relationships, reinforced by frequent
participation in the events surrounding
marriages and deaths (Jackson and Nesbitt,
1993). Hindus are brought up expecting to
marry and have children – especially sons.
Parents regard it as a duty to see their
children suitably married. Homosexuality is
taboo and LGBT individuals may accept a
heterosexual marriage.
Childbirth-related practices vary. During
pregnancy, some women observe rituals
such as simantonnayana (similar to a baby
shower) in the seventh month. Following
childbirth a woman may be expected to
rest and not leave the house for 40 days
to ensure rest and recuperation. Noting the
exact time of birth is important, especially
if an astrologer is to draw up the child’s
chart (Many Hindus assume that the
planets influence human life. For instance,
astrologers may also be consulted about
illness). There is no objection to family
planning from a religious point of view,
y be social pressures.
but there may

Festivals
There are many
Hindu festivals,
but even the most
observant only
celebrate a few
few. The da
dates depend on the
phases of the moon. For example, Divali
is always on the ‘dark night’ of a lunar
month in late autumn, when fireworks seem
brighter. Hindus also celebrate life-cycle
rituals: these can include a child’s first solid
food, the first shaving of a male infant’s
head, and the granting of a sacred thread.

Older people expect to be cared for by
their sons and daughters-in-law and are illprepared for the isolation they experience
if they are living alone or their children are
out at work.

How this affects you
It may be necessary to gently suggest the
need for a carer for older people whose
children aren’t able to look after them
(the preferred carer may be from the
same background, Gujarati or Punjabi for
instance, as it’s felt they may understand
their needs and language better). Realise
that a woman may carry on getting
pregnant until a son is born and that her
mood may be low following the birth of a
girl. It’s best to involve a woman’s husband
in any discussion of family planning.
Practitioners should also be aware of the
sensitivity surrounding homosexuality.

How this affects you
Hindus appreciate indications that
non-Hindus are aware of festivals.
Appointments may still be possible on
festival days as Hindus are used to carrying
on with work and appointments without
having days off. Marriages, however, may
override other priorities and they involve
families in huge amounts of preparation.

For full references, see
bit.ly/CP_P_features

Eleanor Nesbitt is professor emeritus in religions and education at the University
of Warwick, specialising in the religious socialisation of young people.

21 March: Holi

14 August: Raksha Bandhan
The importance of the brother-sister
relationship, and the regard for
cousins as siblings, is celebrated.

RESOURCES


Hindu children in Britain by Robert Jackson
and Eleanor Nesbitt (1993)



Faith guides for higher education: a guide to Hinduism
by Maya Warrier (2006) – bit.ly/HE_Hinduism



Hindu birth customs by Dr AR Gatrad et al (2004)
– bit.ly/BMJ_birth_customs



Hinduism – bit.ly/NHS_Hinduism_guide



Caring for the Hindu patient – bit.ly/caring_Hindu

2 September: Ganesh Chaturthi
Celebration of Ganesh, the elephantheaded god, who is believed to bless
undertakings with good fortune.

ISTOCK

A springtime festival of colour, taking
place on a full moon day.
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Sue Randall and
Tonia Crawford
describe a
programme in
Sydney, Australia,
that helps to
recruit and retain
community health
nursing students.

HOLDING ON TO

PRIMARY
HEALTHCARE
NURSES

any countries,
including Britain
and Australia,
face an increasing
incidence of
chronic conditions
(WHO, 2017). In line with other
governments, including the UK’s,
successive Australian governments
have placed increasing emphasis on
primary healthcare (PHC) approaches
that prioritise illness prevention and
health promotion, typically based
in community settings (Australian
Institute of Health and Welfare, 2014;
Department of Health, 2012).
Despite this emphasis, there has

M
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THE CHALLENGE IS TO DEVELOP
CURRICULA THAT ARE ENGAGING
AND TRANSFORMATIVE

been a tendency for undergraduate
nursing programmes in both Australia
and the UK to focus on the education
needs of the acute care sector, with
patchy preparation for nurses working
in PHC, illness prevention and health
promotion (Ali et al, 2012; Keleher et
al, 2010). This consequently impacts
on the recruitment of registered
nurses into the community setting.
The retention of nurses in PHC is
also a pressing issue in both countries.
In the UK, more nurses and midwives
are leaving the register than joining
it (NMC, 2017), and in Australia, high
exit rates and low numbers of entrants
mean the largest shortfall of nurses in
2030 will be in the PHC sector (Health
Workforce Australia, 2014).

ISTOCK

PREPARING FOR PRACTICE
Given the increasing focus on PHC,
Day et al (2014) argue that it is
important for university programmes
to adequately prepare nursing
students for practice in community
settings, and to have a sound
understanding of PHC principles.
However, as Woods (2010) points out,
there are many challenges in aligning
PHC principles to practice, ensuring
students are able to synthesise and
apply these principles to community
nursing practice when they have a
tendency to focus on and prioritise
psychomotor skills relevant to the
acute care setting.
Addressing these issues and
preparing undergraduate nurses for
a career in PHC may, in turn, help
with retaining staff in PHC settings.
This article describes an assessment
process in an undergraduate nursing
programme in Australia that aims
to engage and prepare students for
practice in community settings,
giving learning experiences that
are authentic and relevant to
community health.

BACKGROUND
PHC is based on a social model
of health and is underpinned
by principles of social justice,
empowerment, community
participation and equity, focusing
on addressing underlying causes
of health problems experienced
by individuals and communities,
thereby reducing health inequality
(Keleher, 2001).
Community nurses play an
important part in providing access
to healthcare services through
home visits and clinics, and
include roles such as community
health assessment and screening,
healthcare delivery to individuals,
referral and case management, and
provision of education and support
to individuals and groups (Woods,
2010). Preparation for these diverse
roles in ways that engage the
students is challenging because they
are often better understood through
immersion in the community setting.
In order to prepare students for
PHC approaches, undergraduate
community nursing units
incorporate PHC principles with
chronic conditions as a focus for
promoting the health of individuals,
families, communities and
populations. Public health is also
incorporated, along with knowledge
of the meaning of health in various
communities, holistic assessment
and case management skills, ethical
grounding for social justice, as well
as clinical experience in a variety of
community settings (Callen et al,
2013; Woods, 2010).
Part of the challenge of teaching
community nursing and the
principles of PHC is due to student
inclination to focus on gaining
‘mastery of psychomotor skills,
disease symptoms, and individual
level interventions’ (Callen et al,
2013). The challenge for academics,
therefore, is to develop curricula that
are engaging and transformative to
enable students’ understanding of
the complexity of caring for clients
in the community as opposed to the
acuity of caring for clients in the

acute setting (Woods, 2010). Through
gaining a greater understanding
of nursing in PHC settings, the
recruitment and retention of future
nurses may be enhanced.
Nursing curricula in other
universities in the UK, US and
Australia have used various teaching
and learning strategies and authentic
assessment tasks to achieve this
aim: for example, service learning
activities that beneﬁt stakeholders,
such as development posters and
educational material to meet a
perceived educational need (Olinzock
et al, 2009); virtual communities
capable of reﬂecting real problems
and health services (Day et al, 2014);
the adaptation of the public health
intervention model to facilitate
student nurses’ understanding of the
principles of PHC (Woods, 2010); and
case studies that form the basis for
learning about community proﬁles
(Granger 2014; Callen et al, 2013).

SYDNEY PROGRAMME
This article describes an assessment
that is designed to engage students
and transform their learning by being
relevant to many community nursing
roles. Developing a community
proﬁle forms the basis of an
assessment for a community health
nursing unit on a bachelor of nursing
programme in Sydney.
Community health nursing
comprises two main areas: providing
care to people in their own homes,
and public health. Both are
included in this unit to emphasise
the importance and breadth of
community nurse roles (van
Loon, 2011).
A community proﬁle is an exercise
in social analysis in which speciﬁc
characteristics of a geographically
deﬁned community of people are
researched and analysed. Community
information gathering, and awareness
of community strengths, needs and
problems, are necessary dimensions
of community nursing that go
towards prioritising, resolving or
modifying health problems (Chan et
al, 2008).

29
COMMUNITY
COMMUNITYPRACTITIONER
PRACTITIONER | | OCTOBER
MONTH 2018
2018

PRACTICE Member_Community Practitioner October 2018_Community Practitioner Magazine 29

25/09/2018 17:18

PRACTICE

DISCUSSION

As community
nurses work in diverse
geographical locations,
having a thorough
knowledge of the
area in which
the nurse works offers
opportunities to target
interventions and
vulnerable groups (James
et al, 2007). Undertaking
a community proﬁle
is therefore a means of
gaining this information.
Students choose a local
government area (LGA) and
are guided through accessing
census data from the
Australian Bureau of Statistics
(2016), which includes
population characteristics and demographics,
for example age groups by sex, country of
birth, language spoken at home, indicators
of socioeconomic status, household type and
marital status.
Students are also challenged to ﬁnd
pertinent information relating to a
chosen public health problem, sourcing
information from sources such as government
websites, organisations related to the health
problem (for example, the Cancer Council),
and local health facilities. The public health
problem – for example, chronic airways
limitation (CAL) or type 2 diabetes – is chosen
from a prescribed list, and links are made
between the prevalence and risk factors of
the health problem and the characteristics of
the LGA.
For example, students may consider the
prevalence of CAL in the area in relation to
the amount of industry or levels of traﬃc
pollution, or linking the risk factors for
diabetes, such as age, gender, country of birth
and socioeconomic status, to the demographic
data of the chosen LGA.
The Socioeconomic Indexes for Areas
(SEIFA) tool is useful for this part of the
assessment because it enables the students to
reﬂect on social determinants and how the
environment in which people live, work and
play has the potential to affect their health
and quality of life. The roles of the community
health nurse in relation to phases of primary,
secondary and tertiary prevention and health
promotion to manage the chosen public
health problem are then discussed.

One aim of this
form of assessment
is to enable deep and
transformative learning
about community
nursing, which may
lead to a career in a PHC
setting. In the UK, the
PHC workforce is typically
older, with a third of
practice nurses over 55
years of age (Nuﬃeld Trust,
2018). Similar ﬁgures are
seen in Australia, with 28%
of PHC nurses in the 55 to 64
age bracket.
Upcoming retirements
in both countries are likely
to affect the skill mix and
experience of nurses in this setting. Training
the next generation of nurses in PHC is
therefore crucial.
This assessment reﬂects the practice of
community nurses, enabling students to use
local physical contexts in PHC to understand
the link between social determinants and the
prevalence of chronic conditions. Douglas
et al (2009) describe this as important
knowledge and skills, which help to form a
strong understanding of some critical factors
that underpin PHC nursing.

CONCLUSION
This programme in Australia shows a way
forward for UK community practitioners
too. Nurse educators are ideally placed to
contribute to the recruitment and retention
of the PHC workforce. By including an
assessment that reﬂects real-world roles,
community health students are engaged in
meaningful learning that is relevant to public
health and community nursing practice.
This may subsequently enable them to fully
consider a career in PHC nursing.

For full references, see
bit.ly/CP_P_features

ISTOCK

Sue Randall is a senior lecturer in PHC
nursing, and Tonia Crawford is a lecturer
in community/PHC nursing at the
University of Sydney’s Susan Wakil
School of Nursing.
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DISABILITY

HEAR
TO HELP
In a new series on how you can help clients
living with disability – from sensory impairments
to mobility issues, journalist Anna Scott
looks at hearing loss in children.

he number of children with hearing impairments
living in the UK is growing.
Children and teenagers with hearing loss number
45,631 in England and 2642 in Wales – an 11%
increase between 2016 and 2017 in both countries
(CRIDE, 2018a; 2018b). In Northern Ireland, 1553 children were
reported to have hearing impairments in 2017, an increase of 4%
(CRIDE, 2018c).
The latest ﬁgures available for Scotland suggest the opposite
– a 4% decrease in the number of children living with a hearing
impairment to 2942 (CRIDE, 2018d).
But the overall picture in the UK shows that one in six people
– that’s 10 million – has hearing loss or is deaf (Action on Hearing
Loss, 2018), and one to two babies in every 1000 is born with
permanent hearing loss in one or both ears (NHS, 2018a).
In supporting those people and their families, it’s vital that
community practitioners understand the speciﬁc needs of their
clients facing hearing loss.

‘People with sensory impairments need to receive the best
care possible without any barriers,’ says Vaitheki Maheswaran,
audiologist at Action on Hearing Loss. ‘They should be treated
equally and have the same access to quality services as others.’

T

DEVELOPING HEARING LOSS
Reasons for hearing loss in different age groups are many and varied
(see Causes of hearing loss, overleaf). ‘In adults, hearing loss and
deafness are the result of sound signals not reaching the brain due to
a problem in the hearing system,’ Vaitheki says.
‘Children can be born deaf or become deaf in childhood. It is not
always possible to identify the reason, but parents may be offered
further tests to try to establish the cause,’ she adds.
All children born in the UK are offered a newborn screening test at
birth. ‘When that was introduced, there was a lot of confusion that
it could eliminate the idea of future hearing loss,’ says Jim Harrigan,
head of paediatric audiology at NHS Greater Glasgow and Clyde.
‘Children can still develop a hearing loss later on. All that we
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SUPPORTING CHILDREN WITH
SENSORY IMPAIRMENTS
Community practitioners should
also understand the kinds of issues
children with hearing impairments
and their families face every day.
‘In the early days, acceptance can
be diﬃcult for some families,’ says
Vicki Kirwin, development manager
(audiology) at the National Deaf
Children’s Society.
‘Strangers might comment on the
baby’s hearing aids, or family friends
and extended family may offer wellmeaning but unwanted advice or
go hunting for information on cures
for deafness.’

CAUSES OF
HEARING LOSS
IN CHILDREN
Before birth:
Genetics –
family history
of hearing loss
Infections during
pregnancy, such
as measles and
cytomegolavirus
Ototoxic
medication used
during pregnancy
Disorder of the brain
or nervous system
Genetic syndromes
such as Usher,
Down’s and
Waardenburg
During childhood:
Birth complications,
which could include
a serious infection
present at birth; the
baby requiring a
blood transfusion;
or the use of drugs
for respiratory
life-sustaining
measures on a
premature infant.
Glue ear
Untreated middleear infections
Infections, such
as meningitis,
mumps, measles or
whooping cough
Perforation of
the eardrum
Excessive noise
Serious injury to
the head
Ototoxic medication

Families need to get used to technology as well
– checking hearing aids work well, changing batteries,
learning about improving acoustic environments to make
listening as easy as possible, and supervising children so
they can’t put hearing aids in their mouths and choke.
Logistics can be an issue. ‘If only one parent was able
to attend the child’s hospital appointment, it becomes
their responsibility to pass on information to other family
members, at a time when they may feel they don’t fully
understand the implications themselves,’ Vicki says.
‘If the baby is profoundly deaf and parents want to start
learning sign language, they can ﬁnd it impossible for both
to attend classes. They have to deal with lots of additional
professionals in their lives and learn to support their child
to develop spoken language.’
The whole family is affected – siblings may resent the
extra time and attention a deaf child receives.

DAILY LIFE FOR HEARING-IMPAIRED CHILDREN
Children with hearing loss may experience a strain on
relationships because they miss parts of conversations.
‘Older children may become very frustrated at losing the
ability to communicate easily,’ Vicki says.
‘They may have psychological diﬃculties related to
accepting their deafness – not wanting to be different to
their friends, or having to wear hearing aids for the ﬁrst
time. And it can be isolating for the child to only have one
or two members of their family who sign with them.’
Children’s ability to learn speech can be affected, and
they may have diﬃculties at school hearing the teacher
and their peers in noisy classrooms, leading to reduced
concentration levels.
‘It may be harder for people with hearing loss to hear
what is being said if they are tired, everyone is talking

IDENTIFYING HEARING LOSS
Babies may have hearing loss if they:
Aren’t startled by loud noises
Seem to hear some sounds but not others
Notice you when you see them but not when you
call their name
Don’t turn towards voices by the time they are
four months old
Haven’t started to say any recognisable words by
the age of 15 months.
Children may have hearing loss if they:
Are slow to talk or not clear when they speak
Don’t reply when you call them
Talk very loudly
Ask you to repeat yourself or respond
inappropriately to questions
Turn the TV volume up very high.

Action on Hearing Loss, 2018; NHS, 2018a

can tell [during the test] is whether
at that point in time the hearing
was within normal range or not.’
Some causes of hearing loss, such
as cytomegalovirus, are picked up
on the Guthrie card following the
newborn heel prick test, he adds.
For any hearing loss in a child,
says Jim, ‘the red ﬂags would be
things like poor speech development,
chronic and repeated ear infections,
children who are nasal or congested,
some speech impediments and
deteriorating behaviour.’
But looking for these signs isn’t
without its complexities. ‘A twoyear-old with speech that is not
developing well can be very different
from a 10-year-old with a reasonable
vocabulary,’ he says.
‘If the parent has a concern then
they should be referred – the parent
knows their own child best. Each
local audiology department will
have its own referral criteria for
community practitioners to consult.’
NHS Greater Glasgow and Clyde has
a standard form that health visitors
and school nurses use for referrals. The
audiology department also routinely
ﬂags up to health visitors any family
of a newborn baby diagnosed with a
signiﬁcant hearing loss.
‘It’s about awareness that the
family has received some bad news,
and it’s important for health visitors
and those in regular contact to keep
an eye on the parents.’
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RESOURCES
NDCS resources for
professionals who work
with deaf children,
including health visitors
can be found at
bit.ly/NDCS_resources
For ‘My life, my health’,
best communication
practice with deaf
teenagers, visit
bit.ly/NDCS_teenagers
‘My baby has a
hearing loss’ – find
support for parents at
bit.ly/NDCS_babies
Quality standards in
paediatric audiology at
bit.ly/audiology_
standards

CHILDREN WITH HEARING LOSS
MAY EXPERIENCE A STRAIN ON
RELATIONSHIPS BECAUSE THEY
MISS PARTS OF CONVERSATIONS

at once, they have tinnitus or there is noise in the background,’
Vaitheki says.
Similar issues apply to adults at work, at home and in social
settings, and can lead to isolation and depression. Hearing loss
is associated with many other co-morbid conditions, including
cardiovascular disease, diabetes and dementia, Vaitheki adds.

hearing loss, they should be aware that even if someone is wearing
hearing aids, they may still have some diﬃculties hearing.’
She adds that community practitioners should ensure they carry
out the following:
 Have the person’s attention before starting to speak
 Use their name to attract their attention – people usually hear
their name better than they hear other words
 Do not approach people from behind, or tap them on the back to
attract their attention – approach from the side or the front
 Find a place to talk that has good lighting, away from noise
and distractions
 Turn your face towards the individual so they can easily see
lip movements
 Speak clearly, not too slowly, and use normal lip movements,
facial expressions and gestures
 Check what they’re saying is being understood
 Rephrase what they have said if it not understood rather than
repeat it
 Keep your voice down: it’s uncomfortable for a hearing aid user if
you shout, and it looks aggressive
 Use plain language and get to the point.

SIGNPOSTING TO SUPPORT
‘Deaf children, with the right support, can do everything their
hearing siblings and peers can. There is lots of support available
from local services as well as the National Deaf Children’s Society,’
Vicki says.
Both adults and children with hearing loss are entitled to free
hearing aids on the NHS, Vaitheki explains. ‘Additionally, a range of
assistive listening devices are available. At work, people could have
their communication support and equipment, such as a telephone
ampliﬁer, textphone or hearing loop.’
‘Local sensory teams offer home visits to assess how the sensory
loss affects the individual’s day-to-day life. They may be able to
provide appropriate equipment such as a vibrating pad which is
linked to a smoke alarm, a baby alarm or wrist receiver that has
been specially adapted to alert deaf parents of their baby crying,’
Vaitheki adds.

Community practitioners have a crucial role to play in helping
children communicate and allowing parents to understand the local
services available. Vicki says: ‘Being able to refer children to the right
place at the right time can have a signiﬁcant impact on that child’s
emotional, social and educational development.’

WHAT CPs SHOULD CONSIDER
‘Each patient’s needs should be identiﬁed and met appropriately,’
Vaitheki says. ‘When communicating with an individual with
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THE FUTURE
OF PRACTICE
How might
current and
future technology
developments
impact on the
way you carry
out your work
now and in the
future? And how
could this affect
your clients?
Journalist Peter
Crush reports.
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healthcare is now catching up with other sectors – with
technology at its heart. ‘Community practice is deﬁnitely
facing its “Amazon-isation” moment,’ argues community
pharmacist Sandra Gidley, also chair of the English
Pharmacy Board at the Royal Pharmaceutical Society. She
says: ‘The ability to be more eﬃcient is certainly attractive,
as is better contact with the community with more useful
and up-to-date information.’
The other positive news is that CPs are generally
supportive of technology. The latest report from the
QNI surveyed more than 500 nurses working in the
community. It found that 74% of community nurses ﬁnd
IT systems a more reliable way of working than paperbased systems.
However, close to a third (29%) still work largely
with paper systems. The report also found that when
technology was used, inconsistency arose among
employers. And here lies the ﬁrst issue of the digital age
in healthcare: technology needs to be implemented
better to make it truly work for both CPs and their clients.
Sue Boran, director of nursing programmes at the QNI,
says: ‘One of the key ﬁndings of our report was general
lack of interoperability in the NHS as a whole. Around
a third of people we talked to saw lack of systems being
able to talk to each other as a major problem. We found
that there were 67 different IT systems in community
healthcare, and a real sense from some that CPs want to
be carers ﬁrst, not IT experts.’
She adds: ‘We found less than 80% of community nurses
actually have access to information from GPs. Only 57%
had access to digital hospital discharge letters, and only
11% had access to social care records, despite nurses in the
community often overlapping.
‘For the future of practice to be technology-enabled,
technology has to enhance, not frustrate. Frustrations
will continue to occur if technology is not introduced in a
measured and joined-up way, and with proper leadership
and support.’

he continuing digital
revolution is changing how we
live our lives: from the way we
shop to how we manage our
ﬁnances, communicate, and
much more besides. There are
major bonuses to this as well
as pitfalls. To deal with both,
it is necessary to take steps
in making the best use of technology. Healthcare is no
different, although it presents some unique issues. As the
summary to a recent report on nursing in the digital age
puts it: ‘For various and complex reasons, health services
in the UK have found it challenging to keep up with the
pace of change’ (The Queen’s Nursing Institute (QNI), 2018).
So where do we stand in community practice? What
are the challenges of the digital change, and how could
technology impact on your role?
When North Manchester Community Service ﬁrst
piloted giving mobile devices to its 120 district nurses in
2017, few could have predicted just how transformative it
would be. A year later, the results found a 70% increase
in patient contact among all community staff, and a 50%
rise in district-nurse-led patient contact (Merriﬁeld,
2018). With each nurse armed with a tablet enabling them
to see test results and access and update records in real
time, clients receive a better service, and each practitioner
saves an estimated hour daily. What about other positive
example of practice?

TURNING THE CORNER
The North Manchester pilot is only one of the latest
in a growing number of technology-driven schemes.
In 2012, the use of Breast Start, an app that aims to
provide friendly, accessible information and support to
breastfeeding mothers in low-uptake area Wirral, resulted
in 13% of them still breastfeeding at six months. This
is considerably higher than the UK-wide 1% and was a
project designed and driven by health visitors, and based
on local need. For a small investment of £1500 per year,
the app showed how technology could help to improve
outcomes (Department of Health, 2015).
Earlier this year, Walsall Healthcare NHS Trust went live
with Totalmobile – allowing referrals, dynamic scheduling
and visiting information to be inputted via tablets for
community nurses.
There is a palpable sense that the future of community

THE HUMAN TOUCH?
As use of technology increases, what uncertainties exist
around how it’s set to impact CP practice? Potential
changes to home-visit dynamics is one.
‘You can’t reassure people who are dying remotely,’ says
Sue – when debating whether community practice will
foreseeably go down the route of virtual GP services, using
Skype or similar. ‘You also can’t as easily tell if people are
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their cars and do any updates out of
sight because tapping on a screen
interferes with dialogue, and they
would rather not mix the two.

anxious, or show signs that there
may be other problems,’ she adds.
‘Those in charge of community
practice have to remember that
nurses aren’t an emergency service;
they’re there to talk rather than
provide immediate diagnosis. New
technology is great, but while it’s
tempting to look at cost savings,
we must always remember who
community work is for – and it
should always be for patient ease
over CP ease.’
It’s already the case that studies
are examining whether care could
begin to be dehumanised by
technology from the end-users’
experience. In a Copenhagen study
(Vilstrup et al, 2017), the use of
tablets by home-care nurses was
not only welcomed by those they
visited, but positively ‘expected’
because it represented a symbol of
professionalism, giving an aura of
being in control. In contrast, a study
in Switzerland found that when
new technology was left at people’s
homes, which would activate visits
when certain parameters were
reached, ‘did not bring real gains
to patient care’ (Cohen et al, 2017).
In fact, 7% of alerts generated were
technical errors, while 55% were
judged to have been irrelevant for
further investigation.
Sue says that while the promise
of tablet-based technology is great,
she often hears that CPs still sit in

Beyond home visits, technology
presents arguably even greater
challenges to practice, notably in
advising, signposting and supporting.
The ubiquity of the internet, social
media and apps for personal health
research combine to create that most
modern of technology problems:
‘fake news’ and misinformation.
While the impact of fake news is

ON THE GROUND

A RANGE OF VIEWS ON THE
USE OF TECH IN PRACTICE
NICOLA SIMS,
community midwife
at East Kent Hospitals
University NHS
Foundation Trust has
found pros and cons:

but I still know of
colleagues who
have had difficulty
connecting. Hopefully
it will improve.’

‘We’ve had a
change of system to
modernise midwifery,
with the ultimate aim
of recording all health
visitor, doctor or
hospital visits.
‘The plan is to
do away with the
big book of notes
pregnant women are
supposed to carry
everywhere they
go but often forget.
We were initially
given tablets, but
they weren’t up to
the job because of
connectivity issues.
‘More recently, we’ve
been given laptops
and smartphones, so
that in theory, we can
create wi-fi hotspots,

RANDEEP KAUR,
clinical lead for health
visiting, Sandwell and
West Birmingham
Hospitals NHS Trust,
has had a largely
positive experience:
‘We’ve been quite
fortunate with our
commissioners. We’re
paper-light, so the
only record we keep
is a reference card
that we take out with
us to do a new birth
visit. Our records are
electronic, so staff
input directly onto
SystmOne records.
We do text reminder
appointments as well
and we’re just going
to start doing them
via email.

‘It’s time-saving,
and just helps
everything really
[without replacing
the human touch].
The only issue we can
have is connectivity;
for example, when
laptops are taken
to an area where
connectivity is
poor it can take
slightly longer. But
that’s normal, isn’t
it? We tend to use
recognised apps
and those that have
been developed by
the trust.
‘The only thing we
have replaced is when
we do the new birth
visit; we show leaflets
electronically where
possible. We’re not
electronic with the ‘red
book’ yet, but we use
technology to show
parents information
on tablets.’

‘ON THE GROUND’ ADDITIONAL MATERIAL BY HELEN BIRD

OF COMMUNITY
NURSES FIND IT SYSTEMS
MORE RELIABLE THAN
WORKING WITH PAPERBASED SYSTEMS

QNI, 2018

A QUESTION OF ADVICE

well documented when it comes to
politics and international affairs,
it’s less so for health information
say the social change charity Shift
and charitable foundation Wellcome
(Shift, 2018). They say the spread
of health misinformation on social
media could be having an impact
on the decisions people make
about how to keep themselves and
their families healthy. So in the
summer they began investigating
the potential impact (see updates at
bit.ly/study_fake_news).
What we do know already is that
more people than ever before are
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choosing to go online to research
their health. Data from Oxford
Internet Surveys ﬁnds the proportion
of people doing so rose from 37%
to 69% between 2005 and 2013
(Dutton and Blank, 2013). And
2015’s UK digital health report found
that 21.8% of people self-diagnosed
their symptoms online because they
couldn’t get a doctor’s appointment
(Push Doctor, 2015).
This can present a challenge to
all health practitioners, from GPs to
CPs. For instance, anti-vaccination
sites were at the top of searches
when parents used Facebook to ﬁnd
information about the MMR vaccine
or other vaccinations (Hymas, 2018)
– a ﬁnding Professor Helen StokesLampard, chair of the RCGP, said was
‘deeply concerning’. She said the
sites disseminated ‘false and frankly
dangerous ideas’.
Both Sue and Sandra say they
have both tried to convince people
not to take on trust what they have
read online. Sandra says: ‘This only
enhances the need for more personal
skills in the future – to listen to what
they have to say, but then tell them
that what they think they have is
probably not the case.’ She adds: ‘That
said, where I do think tablets and
more digital technology could help is
when CPs use them to show people
more trusted sources of information.’
Sandra’s conclusions were similar
to those reached by Michelle Moseley
in a Community Practitioner article
looking at the use of ‘Dr Google’ by
clients in the February 2018 issue.
Michelle, programme manager for
SCPHN (health visiting) at Cardiff
University, and Wales chair on
the CPHVA executive, revealed
she’d been challenged by clients
on weaning practices and on
vaccinations, particularly MMR. She
said: ‘Health visitors have to be well
equipped, and respond with advice
and knowledge that is evidencebased.’ It was also concluded overall

that what’s important is to ensure
clients are looking at reputable sites,
and that CPs empower clients as
much as possible and as early on
as possible.

GETTING INVOLVED
What’s also apparent is that CPs
will need to adapt – and according
to Sarah Hayes, deputy chief nurse
at Whittington Health NHS Trust,
the best way to do it is ensure
practitioners themselves are part of
the implementation process on any
new technology.
For the last ﬁve years, the trust
has gradually been enhancing what
staff can do with mobile devices, not
only giving them the ability to edit
medical records details on-site, but
also introducing better workforce
scheduling. This latter element
includes matching nurses to patients
dynamically, suggesting that different
people should visit as people’s health
and advice needs change.
Sarah says: ‘It’s involved a massive
amount of culture change to ensure
the right person visits and no visits
are missed. But I can’t emphasise
enough how the success of the
technology [estimated to be savings
of £310,540 for 2016-17 (National
Quality Board, 2018)] – has been
people leading it from the ground
up.’ She adds: ‘People often talk
about how you need to do massive

Frustrations will
continue to occur
if technology is
not introduced
in a measured and
joined-up way
and with proper
leadership
and support

amounts of training, but the reality
is that the technology is so intuitive,
this is not the barrier. It’s more
how people change as technology
is brought in – and that’s why they
need to be involved.’
Currently, the Whittington scheme
is focused on district nurses, but
Sarah says that plans are already
afoot to roll it out to health visiting,
and nothing – including Skype-style
consultations if that’s what people
need – is off the table.

AI AND BEYOND
An important point to bear in
mind when assessing the impact
of technology is the likelihood that
if the NHS doesn’t introduce it,
other private sector ﬁrms will lead
the charge.
At private ﬁrm Push Doctor, which
offers virtual GP appointments, chief
medical oﬃcer Dr Dan Bunstone says
he’s already eyeing up new areas
such as schools and care homes for its
services to extend into, which would
involve CPs joining forces.
Dan says he’s most excited by
where the next level of technology
will take things – notably artiﬁcial
intelligence (AI): ‘While technology
like ours isn’t a panacea, there is a
real advantage for the community
sector from other technology addons that can be left on-site – like
Bluetooth inhalers.’ He says that such
technology could send out alerts if
something was amiss.
Robert Smallwood, author of
the recently published Information
governance for healthcare professionals,
adds to this chorus of anticipation.
He says: ‘It just feels like we’re at a
tipping point. Typically, healthcare
is behind in IT from a working
practices point of view, but we’ll
soon be at the stage where AI
could help with checking for some
community healthcare professionals.
For instance, say a GP has mistakenly
ﬂipped a blood pressure reading. AI
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new technology
is great but
we must always
remember who
community work
is for and make
client ease
the priority

THERE WERE

QNI, 2018

could compare this to a patient’s
history and ﬂag this up to a CP as
wrong. Alternatively, AI could
even analyse reported symptoms,
compare it with millions of records,
and suggest a prognosis or other
signposting that’s needed.’
The implications could be
huge, but the impact on CPs’
work could also be huge – and
not always in a way that would be
welcomed. ‘Technology can still
get things wrong, and this being
so, there will be a new requirement
for real humans to potentially
question what AI might tell them,’
concedes Robert. ‘This means
giving community professionals
permissions to use their experience
to override what their technology
might tell them – and this is a big
responsibility, which will require
lots of safeguarding.’
Sarah adds: ‘There are still issues
around data security and sharing
data, too.’ Of course, there’s also
the unknown factor about how
automation may or may not affect
CP jobs (see Will you be replaced by
robots?, right).What’s clear though,
is that once progress starts it’s very
diﬃcult to hold back.
Back to the question of the current
status of technology in community
practice, and a recent report by The
King’s Fund, Reimagining community

DIFFERENT IT
SYSTEMS FOUND
TO BE IN USE IN
COMMUNITY
HEALTHCARE

Will you
be replaced
by robots?

services: making the most of our assets
(Charles et al, 2018) notes that
current technology usage is conﬁned
to innovative projects rather than
being more widespread. However, it
still concluded that there was great
potential out there – to convert what
it calls ‘pockets of innovation’ into
best practice.
Certainly, the recent QNI report
identiﬁed various barriers to the best
use of tech in community nursing:
they ranged from connectivity issues
– with reluctance from CPs when
it didn’t work – to the fact that ‘IT
has not been tailored to community
nursing’ and had lacked consultation.
Recommendations (beyond more
funding) were for service users to
have consistent standards in the
absence of consistent systems and
to involve the workforce more in
systems used.
With NHS budgets consistently
under scrutiny, a new future for
practice – one that embraces and
uses cutting-edge technology –
may not come as quickly enough
for some as it does others. But
change is afoot.
The challenge for all CPs is to adapt
to the ongoing digital change, take
ownership of new roles, and position
themselves squarely as people who
will lead, rather than follow, this
rapidly approaching future.

For references, see bit.ly/CP_features

PwC (2018) has predicted that up to
30% of British jobs could be impacted
by automation as quickly as 2030,
although different industries and roles
will be affected differently.
A new tool from LeisureJobs.com,
with the help of intel from Oxford
University, has predicted that nurses
have just a 5.8% chance of being
replaced completely, thanks to
their high assisting and caring-forothers score as well as soft skills
such as persuasion and ‘social
perceptiveness’.

THE VIEW FROM UNITE
Such is the predicted scale of
automation that the world’s greatest
minds were recently debating it at
the most recent Davos summit. Ideas
discussed included taxing those
machines that cause a real person’s
job to disappear, and the creation
of a Universal Basic Income, which
people accept in return for being
replaced by a machine. But the idea
– to ‘avoid popular backlash’ against
the mass unemployment experts
believe will be caused by automation
– has been derided by Unite.
Sharon Graham, Unite executive
officer, says: ‘Work must remain
a central pillar of society and
automation doesn’t have to mean
job losses.’ She adds: ‘Why not have
shorter working weeks and better
retirements? The next generation of
technology is going to generate a lot
of wealth so we need to make sure
it delivers for society, not just make
bigger profits.’
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Adoption is only the start
of a new journey that can
be both rewarding and
challenging. How can you
help support adoptive
families? Journalist
Rima Evans reports.
verwhelmingly, parents who adopt say
it’s a decision they are glad they took.
A survey from last year, which gave
us a brief glimpse into the experience
of modern-day adoption, revealed
that 88% of adoptive parents felt positive about their
choice (BBC/Adoption UK Survey, 2017).
The survey of around 3000 adopters also showed
more than a quarter found the experience ‘fulﬁlling and
stable’ and 44% ‘challenging but stable’.
So adoption seems to be a transforming and positive
experience. It’s an opportunity to offer a stable, loving
home – and currently 1115 children in England are
waiting to be offered one (Adoption Match, 2018).
However, the survey also brought to our attention
a more diﬃcult truth – a ﬁfth of adopters admitted
it posed serious challenges that affected the wider
family, with some families’ lives being disrupted as
a result (Adoption Match, 2018).

O
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SPECIAL NEEDS
The charity Adoption UK highlights that the vast majority
of the 5000-plus children adopted in the UK every year
are now adopted from care, and as such many have
experienced trauma within their birth families that
will have a long-term impact and make them highly
vulnerable (Adoption UK, 2017a).
This is having a profound effect on the realities
of adoption both from the child’s and the parent’s
perspective. For example, at least 50% of adopted children
have a diagnosable mental health problem, as a result
of trauma, neglect or abuse experienced in early life,
according to Adoption UK (2017b).
A guide for schools published last year outlines that
adopted children can suffer a range of issues, including
attachment problems, behavioural problems such as
aggression, developmental gaps, and feelings of loss
and instability (PAC-UK, 2017). This can lead to learning
delays, diﬃculties with social interaction, speech and
language, managing change and more.
Ellie Johnson, health adviser at CoramBAAF, a
membership organisation for professionals, adopters
and foster carers, says: ‘Statistically, children who have
experienced adversity, neglect, trauma and abuse are
more likely to have child developmental issues. In terms
of emotional health and wellbeing and behaviour, there
may be increased long-term risks and needs.’
But it’s also important to consider their experiences in
the womb, Ellie, a former health visitor, advises.
‘We know there are much higher incidences of
fetal alcohol spectrum disorders in children who have

experienced neglect and trauma
and therefore in the population of
children that have been adopted.’
All this serves to highlight the
wide range of health needs adopted
children may have and the degree of
support required from professionals
including health visitors and other
community practitioners.

KNOW-HOW REQUIRED
But a key barrier is a lack of
understanding, awareness and
training for health visitors around
the experiences of adopted children
and the stresses adoptive parents
face. In some areas, this is severely
compromising the support families
are being given.
Sabrina Purse, a community
nursery nurse at Dorset HealthCare
University NHS Foundation Trust,
adopted her son ﬁve years ago.
She admits she felt let down by
her health-visiting service, mainly
because of a lack of understanding
of the issues she faced. ‘The
support required is crucial in the
early days of placement when
the child goes to live with their

new parent/s permanently. These
children are suffering the effects of
early adverse childhood experiences,
something the adoptive parent/s is/
are constantly aware of. Parents
need someone there who can help
them understand and meet their
health needs.’
Sabrina is presenting her research
paper on the subject at this year’s
Unite-CPHVA annual professional
conference. The study involves 150
adopters from the South West and
shines a light on gaps in the healthvisiting service – and suggestions
for improvement.
For example, Sabrina explains
that most of the families in her study
said they had expected much more
than they had received from health
visitors: ‘With adoption, there’s
a massive amount of disruption
very early on both for the child and
parents. My study showed that the
support parents receive in the ﬁrst
three to six months is crucial to the
success of a placement. So health
visitors have a key role to play. Yet
there are gaps in the service.’
A major obstacle, Sabrina adds,
is that a child is automatically
placed on the Universal Plus or
Universal Partnership Plus pathway
while in care but then switched
over to the Universal pathway once
adopted, even though they remain
the same vulnerable child. ‘This
isn’t meeting families’ needs,’
says Sabrina. ‘They may need more
intensive contact so they can raise
concerns. Families can of course
ask for help, but not everyone
will reach out. If they
haven’t already formed a
relationship with their
health visitor they may
feel reticent about
approaching someone
new or unfamiliar.’
The stresses of the
adoptive process itself can
put up a barrier for asking
for help. ‘Adoptive parents
have to undergo checks and
approvals and feel a massive sense
of responsibility for their vulnerable
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child. It’s very hard to then admit to
someone they may not be coping,’
Sabrina explains.
In practical terms then, how
can health visitors provide greater
support for both children and
adoptive parents? As with any new
parent, being the bridge to accessing
or signposting to other services is a
core requirement.
Sabrina says her study highlighted
that, in fact, families were positive
about this service from health visitors
of referring on to other services
such as speech and language, or
audiology.This link to services is
crucial not just for health visitors but
for school nurses, too (see Adjusting to
education, right).

ASK, OBSERVE, ADVISE
AND MONITOR
First, health visitors need to engage
with adoptive parents, encouraging
them to open up and express their
concerns, Sabrina advises. Health
visitors should be professionally
curious, ask the right questions,
observe, and call up regularly,
she adds. ‘It will encourage
families to use health visitors’
expertise in relevant areas such as
attachment disorders.’
Sabrina’s research points to
other ways to better support
families, including awareness
of, and openness to, therapeutic
parenting. This is unlike traditional
parenting techniques and aims to
meet the needs of children that have
come from neglectful or abusive

backgrounds (Adoption UK, 2017c).
‘It’s a parenting style that deals with behaviour
differently and is centred around being supportive or
looking for the reason behind that behaviour rather
than a focus on punishment or reward,’ explains
Sabrina. ‘It may be a style unfamiliar to community
practitioners, but they should aim to ﬁnd out more.’
Another issue that can be overlooked or
misunderstood is post-adoption depression (PAD)
(Adoption UK, 2013). Symptoms are similar to
postnatal depression (PND) but there can be unique
characteristics: parents can feel a sense of guilt, or
that they have ‘stolen’ another woman’s child.
The strain of the adoption process can have an
effect, says Sabrina, who herself was diagnosed
with PAD. ‘It has a big stigma attached to it. Many
families struggle with it: my research showed 67%
of adopters suffered from PAD at some point. Health
visitors should be looking for signs of PAD in the
same way they would signs of PND so they can offer
appropriate help. The risk is highest in the ﬁrst month
of the child being placed with a parent full-time.’
Essentially, it is training and awareness that is at
the heart of improved service provision, Sabrina says.
In response, she is now working on putting in
place training locally and speaking at child health
promotion days over the next couple of months.
‘I’d also like to draw up a pathway so all health
visitors know exactly how to approach an adoptive
family and which ensures there is a consistent
service across the country,’ she adds. ‘Adoptive
families need greater support.’

CONFERENCE ALERT: Sabrina
Purse will be presenting her paper
Understanding adoptive families
and the role of the health visitor at the UniteCPHVA annual professional conference on
18 October 2018.

RESOURCES


CoramBAAF has books and resources for HVs and SNs at corambaaf.org.uk



PAC-UK’s education service offers e-learning courses to help schools
and professionals meet the needs of children with difficult starts in life
at pac-uk.org/education



Read Meeting the needs of adopted and permanently placed children:
a guide for school staff by PAC-UK and the Department for Education at
bit.ly/for_school_staff



Find support, information, training and more with the leading charity for
all those parenting or supporting children who cannot live with their birth
parents at adoptionuk.org

ADJUSTING TO
EDUCATION
School can be a distressing
experience for adopted
children, making it hard
for them to cope or settle,
says Helen McConnell,
education practice
manager at PAC-UK, an
independent adoption
support agency. It’s an
unfamiliar environment,
which can make them feel
unsafe, she adds. Almost
70% of parents feel their
child’s progress in learning
is affected by problems with
their emotional wellbeing in
school (Adoption UK, 2017d).
Training schools and all
of their staff about the
enduring needs of adopted
children and how they can
best be supported can
ensure children have a
more positive education
experience and don’t get
left behind, Helen says.
That training should
absolutely include school
nurses, she adds.
‘They will have a part to
play. Anyone that comes
into regular contact with
the child should know about
the plans and strategies
put in place for them. It will
help them address their
needs better.’
School nurses are
increasingly knowledgeable
about the effects of early
life experiences and issues
such as attachment, adds
Ellie Johnson of CoramBAAF.
For adopted children
that reach out for help in
secondary schools, school
nurses are well placed to
play a significant role in
meeting their needs.

For full references, see
bit.ly/CP_features
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SUPPLEMENTARY
BENEFITS?

As a rise in the use
of supplements
among children
– especially teens
– is observed in
the US, journalist
Helen Bird looks at
whether it’s a trend
we’re likely to see
in the UK and how
you can help to
address it.

H

ow much do children
and young people
understand about the
virtues of a balanced
diet? Far less than they

need to, it seems.
A study by US researchers found
that, since 2003, the use of alternative
medicines such as herbal products and
so-called nutraceuticals (such as energy
drinks) has doubled among children,
driven by a rise in 13- to 18-year-olds
taking omega-3 fatty acids and melatonin.
In addition, they found that supplement
use among adolescents varied by gender
– with vitamin B products and folic acid

popular among teenage girls, and boys
favouring omega-3 and bodybuilding
supplements (Qato et al, 2018).
According to public health advice
(NHS Choices, 2011), the only groups that
should use supplements are those at risk of
deﬁciencies: pregnant and breastfeeding
women; women trying to conceive and in
the ﬁrst 12 weeks of pregnancy; people aged
65 and over; people with darker skin and
those who are not exposed to much sun;
children aged six months to ﬁve years; and
people with a medical condition whose GP
has recommended speciﬁc supplements.
‘If you fall outside of these groups
and buy vitamin pills, then the chances
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HIGHLIGHTING A DEFICIENCY?
Unless children are deﬁcient in nutrients for a
particular reason, such as a medical condition
or they have a speciﬁc dietary requirement,
they should not need additional supplements.
Professor Mary Fewtrell, nutrition lead at the
Royal College of Paediatric and Child Health,
explains: ‘Generally, otherwise healthy young
people should ideally get nutrients from their
diet – and in many cases, the nutrients are
absorbed better from “real food”.’
However, evidence suggests that many
young people are not getting the nutrients they
need through food intake. The latest National
diet and nutrition survey showed that 96% of
children aged 11 to 18 years in Northern Ireland
did not meet the ﬁve-a-day recommendation
for fruit and vegetables. And for the UK as
a whole, low intake of some vitamins and
minerals was seen in the 11 to 18 age group in
particular (Public Health England, 2018).
There is also the rising number of children
being brought up with a vegan diet to
consider, for whom supplementation of
vitamin B12 is considered essential, among
other nutrients, (see Raising vegan children
with care? in the May 2018 issue of Community
Practitioner). However, groups that are not
deﬁcient in the vitamin will receive little to
no value from taking it, Alana suggests. ‘B
vitamins are water-soluble, meaning anything
that is not used in the body will be excreted in
urine, [so] where it’s not required, it mostly

results in you having an expensive pee,’
she adds.
Nonetheless, the trends in supplement use
observed by the US study do not appear to
tally with dietary deﬁciencies. Indeed, the
researchers note that vitamin B products and
folic acid, which were popular with teenage
girls, are marketed as ‘having beneﬁts against
depression’ while omega-3 fatty acids,
promoted for their ‘cognitive beneﬁts’, were
most widely taken by teenage boys, alongside
bodybuilding supplements, which suggests
there are wider inﬂuences at play.

WHAT ARE
TEENS LACKING?

Fe

26

Iron

55.845

PARENTAL POWER
Looking at the likelihood of a rise in supplement
use among UK children and teens as opposed
to their US counterparts, it might be easy to
dismiss melatonin because of the difference in
availability (it’s prescribed in the UK).
Just last year, experts warned that too many
children were being given the hormone for
sleep problems – and suggested that parents
were often pushing for the prescriptions. Dr
Neil Stanley told The Guardian that, unless
a child has a diagnosed condition ‘such as
autism’, which is proven to be helped by
melatonin, ‘there is no medical rationale for
a child to be given it’. But for non-autistic
children, he added, ‘it is a fashionable
treatment for parents wanting “perfect”
children’ (Marsh, 2017).
In addition, claims of boosted intelligence
can lure parents to omega-3 supplements,
according to the NHS Choices report (2011),
which states: ‘A substantial proportion of
ﬁsh oils are sold with the promise of aiding
or improving mental ability, making them
attractive to parents hoping to boost their
child’s performance at school.’

Iron requirements increase
during adolescence to
help with growth and
muscle development.
After menstruation begins,
girls need more iron than
boys to replace menstrual
losses. The reference
nutrient intake for girls (11
to 18 years old) is 14.8mg
of iron each day, while for
boys of the same age the
figure is 11.3mg of iron daily.
Girls who have particularly
heavy menstrual losses may
require larger amounts.

Ca

20

Calcium
40.078

EXTERNAL FACTORS
The role of social media in adjusting the
attitudes of children and young people
is undeniable. Although research into
its inﬂuence on health behaviours is in
its infancy, one review of public health
campaigns using social media to target eating
behaviours and physical inactivity showed
nine out of 10 were successful in improving
those aspects (Maher et al, 2014).
Anna Howard-Price, a school nurse for
more than 20 years who now provides
training and education around child health,
agrees the marketing of supplements can be
powerful. ‘We see advertising saying if you

The rapid increase in bone
mass in young people
means that they require
more calcium during their
teenage years and if this
is not provided, future
bone health may be
compromised. At ages 11
to 18 years, the reference
nutrient intake for boys is
1000mg per day and for
girls the figure is 800mg
per day.

British Nutrition Foundation, 2016

are that you will be spending your money
on surplus amounts of vitamins you’ve
already gained through your diet,’ the report
continues (NHS Choices, 2011).
So what is behind the upward trend – the
inﬂuence of parents, external pressures
or both? Although there is little data on
supplement use among UK children, the
prospect that it might be on the rise closer
to home should be considered, says Alana
MacDonald, specialist child and adolescent
mental health service dietitian and member of
the British Dietetic Association.
‘It’s possible that rates are increasing among
young people [in the UK] due to an increasing
awareness of nutrition and a focus on vitamins
and minerals,’ explains Alana. ‘It is possible this
has been spurred by healthy eating movements,
which are very popular on social media. Young
people may have a misconception that they
need to take certain nutrients in a supplement
form for their health.’
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REFERENCE NUTRIENT INTAKES FOR VITAMINS AND MINERALS, 1 TO 18 YEARS
(British Nutrition Foundation, 2016). For full table, see bit.ly/BNF_RNI

Age

Vitamin
B12 (μg/d)

Folate
(μg/d)

Vitamin C
(mg/d)

Vitamin A
(μg/d)

Vitamin D
(μg/d)

Calcium
(mg/d)

Sodium
(mg/d)

Iron
(mg/d)

Zinc
(mg/d)

1-3 years

0.5

70

30

400

10

350

500

6.9

5.0

4-6 years

0.8

100

30

400

10

450

700

6.1

6.5

7-10 years

1.0

150

30

500

10

550

1200

8.7

7.0

1.2

200

35

600

10

1000

1600

11.3

9.0

15-18 years 1.5

200

40

700

10

1000

1600

11.3

9.5

1.2

200

35

600

10

800

1600

14.8*

9.0

15-18 years 1.5

200

40

600

10

800

1600

14.8*

7.0

Males
11-14 years

Females
11-14 years

*Insufficient for women with high menstrual losses where supplements are the most practical way of meeting iron requirements

want to feel good, take this medication…’
she says. ‘Only the other day I saw: “Are you
tired of being tired? Take folic acid,” and I
thought: you don’t really need it if you’re
not deﬁcient in it. But that’s the way they’re
being sold to teenagers, and they are very
body-image conscious.’
And worryingly, a 2017 US study found
that health food store employees in America
frequently recommended creatine and
testosterone boosters to 15-year-old school
athletes (Herriman et al, 2017).
‘Bodybuilding supplements are not
something that I would recommend or
condone in any way,’ says Alana. ‘A healthy,
balanced diet, with an appropriate proportion
of macronutrients and micronutrients,
is suﬃcient to support healthy growth,
development and athletic ability.’

GETTY

IDENTIFY AND EDUCATE
Renaissance physician Paracelsus noted: ‘All
substances are poisons. There is none which
is not a poison – the right dose differentiates
a poison from a remedy.’ And indeed the
principle includes dietary supplements,
however natural they are purported to be.
For example, too much vitamin D over
a long period (for one- to 10-year-olds,
no more than 50μg a day should be taken)
can cause calcium to build up in the body,
weaken the bones and damage the kidneys

and heart (NHS, 2017). And vitamin A can
consuming (EFSA, 2013), some schools have
be ‘very harmful to the body if taken in high
imposed a total ban.
doses over long timeframes’, says Alana. It
Alana says: ‘My advice would be to
doesn’t help when ‘the nutritional labels are
support the use of general multivitamin and
very confusing because different units are
mineral supplements, but any speciﬁc or
used to inform dosage,’ she adds.
targeted supplementation should be advised
Supplements with active ingredients
by a dietitian to ensure the correct dosage.’
beside vitamins and minerals that are on
Professor Fewtrell suggests healthcare
an approved ingredients list may have
professionals draw upon the information
unwanted ‘biological effects on the body’,
provided by the NHS Choices (2011) report,
some ‘even dangerous’ (NHS Choices,
adding that practitioners also ‘need to
2011). An example is ginkgo biloba. It’s also
recognise situations where speciﬁc nutrients
important to remember that supplements
may be required, such as vitamin D’.
are regulated in different ways depending
But surely an equally important message
on the type of product (NHS Choices, 2011),
to pass on to impressionable teenagers
and internet purchases may not all meet UK
is to ask questions. ‘It’s about educating
standards (BDA, 2016).
children and young people to respect their
However, Anna points out that unless a
own bodies and not to look at things at face
child presents with symptoms consistent
value,’ says Anna. ‘Be inquisitive – don’t just
with the side effects of a particular
do it because somebody says, not even if it’s
supplement, school nurses are unlikely
in a magazine. Make your own mind up.’
to pick up on excessive or problematic
use. Therefore, the solution appears to
For references, see
lie in educating children, parents and
bit.ly/CP_features
professionals more widely about the beneﬁts
of a balanced diet versus the
risks of taking supplements
that haven’t been medically
recommended. Indeed, with
bit.ly/supplements_FAQ
nutraceuticals such as energy
bit.ly/BDA_supplements
drinks, which rising numbers
bit.ly/PHE_diet_recommendations
of children are reported to be

MORE INFORMATION
ABOUT SUPPLEMENTS
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ABRIDGED VERSION

HELPING PARENTS
HANDLE CHILD
BEHAVIOURAL PROBLEMS
Margiad Williams and Judy Hutchings questioned
HVs who delivered a skills programme for parents
to effectively address behavioural problems.
RESEARCH
SUMMARY
 This

study reported health
visitor feedback following
training in and implementation
of the Enhancing Parenting
Skills (EPaS) programme.
 Thirty-seven health visitors in
north Wales and Shropshire
undertook EPaS training, of
which 29 managed to identify
two eligible families.
 Families were eligible if they
had a child aged between 30
and 60 months who scored
above the clinical cut-off on
the Eyberg Child Behaviour
Inventory (Eyberg, 1980).
 Health visitors completed three
days of training. Each day
corresponded to the one of
three phases: assessment, case
analysis and intervention.
 A baseline questionnaire
assessed the health visitors’
techniques and their
confidence in their ability.
 A second questionnaire, after
changes to delivery of the EPaS
programme, covered their
views on how helpful the course
was, their confidence in their
knowledge and ability to apply
the EPaS approach.

Childhood behavioural problems, such
as sleeping and eating disturbances,
non-compliance and regulatory issues,
are increasing in the UK (British Medical
Association, 2013). Children’s early
environments affect the development
of these problems. Furthermore, once
established, they predict long-term or
lifelong diﬃculties (Shonkoff et al, 2012).
Several risk factors have been identiﬁed,
including socioeconomic disadvantage;
however, poor parenting is the key risk
factor for these problems (Farrington
and Welsh, 2007). Early intervention,
speciﬁcally parenting support, has repeatedly
demonstrated effective ways of addressing
these diﬃculties (National Collaborating
Centre for Mental Health (NCCMH), 2013).
Health visitors have always provided advice
for parents (Doi et al, 2017; Hogg et al, 2013)
and are ideally placed to deliver interventions
for children with behavioural problems
(Myors et al, 2014; Cowley et al, 2013). Parents
report positively on health-visiting services
and especially value their knowledgeable
advice on parenting, child behaviour and
development (Brook and Salmon, 2017).
It is of concern, therefore, that many
parents report reducing service levels over
recent years with fewer visits from health
visitors, less time to support families, and
high rates of staff turnover (Brook and
Salmon, 2017; Glasper, 2017; Whittaker
et al, 2015). This appears to be due to
increasing caseloads, more complex cases
and public health funding cuts (Appleton and

Sidebotham, 2018; Glasper, 2017).
Health visitors report growing caseloads
of children with behavioural diﬃculties,
which take up much of their time. Wilson
et al (2008a) found that 34% of health
visitors had 10 or more child psychological,
emotional and behavioural cases in their
current caseloads, and 20% spent more than
four hours a week with families of children
with behavioural problems.
Working with children aged three to ﬁve
years is more time-consuming and complex
than with infants (Myors et al, 2014). Many
report feeling ill-equipped in assessing the
parent-child relationship and want more
training (Kristensen et al, 2017; McAtamney,
2011; Wilson et al, 2008b).

THE EPaS PROGRAMME
In 2002, Lane and Hutchings examined the
effectiveness of training for health visitors
in a behaviour management programme
for parents of children with challenging
behaviour. The Enhancing Parenting
Skills (EPaS) programme has three core
components: assessment tools and skills,
case analysis strategies, and intervention
strategies incorporating core parenting skills
(see The three phases of EPaS training overleaf).
Following the training, health visitors
reported increased knowledge of behavioural
terminology and use of speciﬁc behavioural
techniques, and the content and usefulness
of EPaS training was rated positively for their
work with families (Lane and Hutchings,
2002). However, EPaS was an intensive course
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THE THREE PHASES OF THE EPaS TRAINING
ONE
Assessment – introduces
a standard assessment
procedure that includes
a range of tools
including questionnaires,
interview schedules,
and observation skills.
These were used to
collect information
about the family, their
current circumstances,
specific child problem
behaviours, child’s skills
and strengths, and
parents’ goals.

TWO
Case analysis –
teaches how to produce
a case analysis based
on the information
collected in the
assessment sessions. A
case analysis is an aid
to understanding the
problem, its history and
current function, the
assets available in the
situation that will support
change, and potential
short- and longer-term
goals for parents.

THREE
Intervention – introduces
effective strategies
that parents could use
to achieve their shortand longer-term goals,
including core parenting
skills such as praise
and rewards for good
behaviours, ignoring
unwanted behaviours,
setting limits and ‘time
out’. Parents are asked
to keep records to clarify
whether the intervention
strategies are effective.

with health visitors attending 12 weekly half-day sessions. It
reinforce alternative behaviours (75.7%) and discussing speciﬁc
became clear that it was no longer feasible because of increasing
factors in the home environment (83.8%).
demands on health visitors (Cowley et al, 2015).
Prior to training, over half (59.5%) felt conﬁdent that
In 2012, EPaS was revised for wide-scale dissemination. The
behavioural approaches were helpful to families, with 37.8%
training was restructured and delivered in two full days with a
giving a neutral response. Two in ﬁve (40.5%) felt conﬁdent
greatly expanded manual and trialled across Wales with early
that they had suﬃcient knowledge, and the same number felt
intervention staff from a variety of backgrounds.
conﬁdent in implementing behavioural programmes.
After feedback from attendees that two days was insuﬃcient
Eighteen (62.1%) health visitors completed both the baseline
to cover the whole programme, and that
and follow-up questionnaire after they had
some staff lacked essential knowledge in child
delivered the programme to one of their
TWO-THIRDS
development, in 2014 the training was extended
identiﬁed families. There was a signiﬁcant
to three days, and the material and resources
change in conﬁdence: 100% reported that
SAID THEY WERE
expanded to include videotaped recordings
CONFIDENT THEY behavioural approaches were useful to families.
of parent-child interactions. In addition, the
There were mean increases in knowledge and
HAD SUFFICIENT
programme returned to its initial focus on
conﬁdence, but these did not reach statistical
health visitors because their knowledge of
signiﬁcance; of the 18, two-thirds said they were
KNOWLEDGE
child development enabled them to deliver the
conﬁdent they had suﬃcient knowledge to use
TO USE THE
programme effectively.
the techniques following the training, and the
TECHNIQUES
The aim of this study is to report participant
same number reported they were conﬁdent in
feedback regarding the usefulness of the
implementing behavioural programmes.
training and various course components of the
HEALTH VISITOR FEEDBACK
revised EPaS training with 37 health visitors in
north Wales and Shropshire, 29 (78.4%) of whom managed to
After completing the course, health visitors were asked for
identify two eligible families. A separate paper reports on the
feedback on the teaching of behavioural techniques.
beneﬁts to families in terms of signiﬁcant reductions in child
Feedback was very positive, with 90.5% rating the teaching
behaviour problems (Williams, 2017).
of all behavioural techniques as ‘very helpful’ or ‘a little helpful’.
The general course feedback was positive, and all respondents
CONFIDENCE IN TECHNIQUES
reported that they would continue to use the course methods.
Health visitors were asked about their current use of behavioural
The majority (88.9%) were satisﬁed with the written material.
techniques, such as recording what is happening during an
For the course overall, 72.2% were satisﬁed and two-thirds
observation and providing written agreements for speciﬁc goals.
(66.7%) would recommend it to a colleague.
They reported varying rates of the different techniques in their
Eleven (61.1%) of the 18 health visitors wrote additional
work with families. Most often used were teaching parents to
comments at the end of the questionnaire. Six (54.5%) were
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positive comments about the course.
One health visitor gave negative
feedback and was dissatisﬁed with
the course. She said that ‘99% of
the time we saw [the trainer], we
discussed cases in detail but hardly
ever looking at how to actually
manage behaviour ’. The course was
run in a group setting and, even
though every effort was given to
discuss individual cases, it was not
always possible to discuss all the
cases in a session. This suggests that
additional support from clinical
psychologists working within the
health service would be helpful when
implementing the EPaS programme
with a family.
Clinical supervision is an important
part of effective programme
implementation and is recommended
by the RCN (2014). For the current
study, clinical supervision from local
clinical psychologists was planned
but, due to scheduling diﬃculties,
this did not happen. Future research
should explore the feasibility of adding
clinical supervision.
The need for additional support was
highlighted by three health visitors.
Two suggested that their ability to
implement the programme effectively
depended on the characteristics of
their families, and another suggested
that the course may be more suited to
experienced health visitors.

CONCLUSION
The main limitations of this study
are the small sample size and lack of
follow-up evidence for actual use of
behavioural skills. It would have also
been more informative to conduct
qualitative interviews with the
health visitors.
Health visitors were not using many
of the known evidence-based effective
behavioural techniques at baseline
and felt ill-equipped to use them,
suggesting a potential gap in training.
The EPaS programme is a potentially
useful course for health visitors that

BEHAVIOURAL
TECHNIQUES
FOR HVs
DEALING WITH
CHILDREN WITH
BEHAVIOURAL
PROBLEMS
 Record

what
is happening
during observation
 Design record sheets
and ask to keep records
 Provide written summary
homework tasks
 Provide written
agreements for
specific goals
 Provide star charts
and record sheets
 Use observation/
records to determine
what works best
as reinforcement
and punishment
 Discuss specific factors
in home environment.

teaches core behavioural techniques
shown to be essential in working with
parents to reduce child behavioural
problems (Public Health England,
2015; NCCMH, 2013). Providing
health visitors with a structured
evidence-based programme, tailored to
individual family needs, could decrease
the time spent on these cases, but more
work needs to be conducted to explore
its feasibility and effectiveness within
the health-visiting service.

Margiad Williams is research
officer at the Centre for Evidence
Based Early Intervention, Bangor
University; Judy Hutchings is
professor of clinical psychology
at Bangor University and director
of the Centre for Evidence Based
Early Intervention.

HVs AND CHILD
BEHAVIOUR PROBLEMS

34%
10

of health visitors had

or more child psychological,
emotional and behavioural cases
in their current caseloads
(Wilson et al, 2008a)

20%
4 hours
spent more than

a week with families
of children with
behavioural problems
(Wilson et al, 2008a)

37

health visitors in north Wales
and Shropshire undertook the
EPaS training,

18

of whom completed both
the baseline and follow-up
questionnaire, after delivering
an EPaS programme with
a family

100%

of health visitors who provided
data post-training reported that
behavioural approaches were
useful to families

To view references and the full version of this paper, entitled Health visitor feedback on structured behavioural
training for working with families with children with behaviour problems , go to bit.ly/CP_research_williams
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ecoming an asylum-seeker
and refugee involves loss
of home, separation, social
supports, and familiar
traditions. Asylum-seekers
and refugees differ from other immigrants due
to forced migration. Adults and children may
both be negatively affected, but children can
be much more vulnerable than adults (Renton
et al, 2016; Uwamaliya, 2015).
According to Home Oﬃce statistics (2018),
27,044 people applied for asylum by the end
of June 2018 and 14,308 people were granted
asylum, protection and resettlement. A
total of 6068 (42%) of those granted asylum
were children under 18 years: a 2% increase
compared with the previous year. The number
of unaccompanied children seeking asylum
was 2206 in 2017, coming mostly from Sudan,
Eritrea, Iran, Pakistan, Afghanistan and
Bangladesh (Refugee Council, 2018), where
access to healthcare is restricted or disrupted
because of conﬂict. As a result, these countries
have high risks related to infectious diseases
and nutritional and metabolic concerns (Public
Health England (PHE), 2017).
In addition, a growing body of literature
recognises the effects of war, torture, conﬂicts,
genocide and other types of violence on the
health of children and their families (Uwamaliya
2017; 2015; Kaplan et al, 2016; United Nations
High Commission of Refugees, 2014). Refugee
children have unique health challenges relating
to mental health, attachment problems,
disrupted education and trauma. Furthermore,
the literature acknowledges that traumatic
experiences early in life signiﬁcantly affect a

B

Philomène
Uwamaliya
defines the role
of health visitors,
school nurses
and community
practitioners
in advancing
the rights and
wellbeing of child
asylum-seekers
and refugees.

child’s development, especially unaccompanied
children seeking asylum.
Kaplan et al (2016) point out that the child’s
development is even more complicated if the
child has been exposed to multiple relocations,
inconsistent healthcare and vicarious
traumatisation from a family member.
Its impact on children and their guardians
depends on many factors, which include
individual strengths, family composition,
asylum application, healthcare and social
supports, and community factors such as
access to education and other social networks.

CHILDREN’S RIGHTS
The UK Government has attempted to put in
place the Healthy Child Programme (PHE, 2016)
that has measures compatible with the United
Nations Convention on the Rights of the Child
(UNCRC). While article 24 of the UNCRC states
that all children have the right to the highest
standard of health and healthcare services,
including interventions to reduce infant and
child mortality and health inequalities, the
recent NHS charging policy (Department of
Health, 2015) undermines the rights of the child
and may widen health inequalities. Renton et
al (2016) argue that the government should
introduce a blanket exemption from charges
for primary and secondary healthcare for all
children and pregnant women.

THE ROLE OF CPs
The rationale of the initial health assessment
for asylum-seekers and refugees is to identify
concerns and provide urgent care or immediate
interventions. Providing a trained interpreter is

RIGHTS FOR
REFUGEES
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INITIAL HEALTH ASSESSMENT AND CONCERNS
COMPONENTS

HEALTH CONCERNS

HISTORY

Migration history, serious or chronic childhood illness and treatments,
immunisation status, serious physical trauma, assessment of child
development milestones

CURRENT SIGNS AND SYMPTOMS

Infectious and parasitic diseases, HIV 1 and 2, tuberculosis, hepatitis B and
C, syphilis, malaria, schistosomiasis, strongyloides, gastrointestinal parasites,
vitamin A, B and D deficiency (such as anaemia, stomatitis, rickets), thyroid
disease from iodine deficiency, mental health problems (such as nightmares,
separation fears)

ADDITIONAL PHYSICAL
EXAMINATION

Height and weight, skin integrity, gastrointestinal, speech, behaviour, dental
health, hearing and visual impairment, cardiovascular, neurodevelopment,
mobility, appetite change, enuresis, becoming a teen (such as sexual health,
alcohol, cigarette and drug consumption), herbal medicine, any other problem

Adapted from Uwamaliya, 2017; Department of Health, 2004; Victorian Foundation, 2001; Massachusetts Department of Public Health, 2000

crucial, and health visitors, school nurses and community
practitioners should possess the specialist knowledge on
health concerns that affect asylum-seekers and refugees,
as well as the skills required for assessment and working
with interpreters (Davidson et al, 2004).
The assessment of developmental and learning needs
should be an integral part of initial health assessment.
Asylum-seekers and refugee children also have unique
developmental and learning needs; community
practitioners should therefore be prepared to provide
comprehensive initial assessments and management
of developmental, behavioural and mental health
concerns to these children. However, they may have
little experience or training in asylum-seeker and
refugee health (Uwamaliya, 2017; 2015).
One report, based on a scoping study undertaken by
the National Children’s Bureau, revealed that there is
limited oﬃcial guidance to inform the work of local
authorities in shaping their Healthy Child Programme
so that it meets the needs of asylum-seekers and
refugee children (Renton et al, 2016). A summary of the
components of the initial assessment is laid out above
(see Initial health assessment and concerns).
The key question is, what is the point of health visitors,
school nurses and community practitioners undertaking
an initial comprehensive health assessment if they will
not be able to address the identiﬁed needs?

authorities’ primary care consultations, thus ensuring
that child health programmes pay attention to the
needs of asylum-seekers and refugee children.

Philomène Uwamaliya is senior lecturer at the
School of Nursing and Allied Health, Liverpool
John Moores University.

CONFERENCE ALERT: Philomène will
be delivering the Nick Robin Memorial
Lecture, entitled Advancing the rights
and wellbeing of asylum-seekers and refugees, at
the Unite-CPHVA annual professional conference
on 18 October 2018.

TIME TO REFLECT
How can you promote a rights-based
approach to support asylum-seekers
and refugee children and their families?
Share any insights and join in the
conversation on Twitter @CommPrac
using the hashtag #RefugeeRights

RESOURCES

CONCLUSION
The effect of war, torture, conﬂicts, genocide and other
types of violence pose immense health challenges
to refugee children and their families. Community
practitioners are well placed to promote the rights
and wellbeing of asylum-seekers and refugees, act as
advocates and empower asylum-seekers and refugee
children and families to participate in the local


Access

Public Health England’s Migrant health guide
at bit.ly/PHE_migrant_health

Liverpool John Moores University has resources for
professionals who support asylum-seekers and refugees
at bit.ly/LJMU_resources

Doctors of the World helps excluded people to access
healthcare at home and abroad: doctorsoftheworld.org.uk
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PROMOTE YOUR COURSES IN PRINT AND ONLINE
AMONG THE MEMBERS OF THE CPHVA

COURSES

CONTACT: JOANNA HOLMES
T: +44 (0)20 7880 6231
E: JOANNA.HOLMES@REDACTIVE.CO.UK

TOUCH-LEARN INTERNATIONAL BABY MASSAGE
TEACHER TRAINING COURSE

LEARN BABY MASSAGE WITH THE INTERNATIONAL
ASSOCIATION OF INFANT MASSAGE (IAIM)

A comprehensive baby massage teacher course for health
professionals and parenting practitioners with longestablished company Touch-Learn. This highly acclaimed
ﬁve-day programme is accredited by the Royal College of
Midwives, the University of Wolverhampton and Independent
Professional Therapists International. The curriculum includes
simple massage techniques, underpinned by research and
practical knowledge to enable practitioners to feel conﬁdent
in supporting parents sensitively, safely and professionally in
a variety of settings. Experienced trainers with professional/
HE teaching qualiﬁcations. Touch-Learn teachers are
provided with free handouts to support classes.

Train to become a certiﬁed infant massage instructor with the
IAIM, the largest and longest-standing worldwide association
dedicated solely to baby massage. Our curriculum is taught
in more than 60 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. By training with
our highly respected organisation, you will join a worldwide
network of instructors offering a supportive environment to
teach lifelong parenting and relaxation skills.

Location: Scheduled and in-house courses across the UK.
Call for dates.
T: 01889 566222 M: 07814 624681
E: anita@touchlearn.co.uk
W: touchlearn.co.uk

T: 020 8989 9597
E: info@iaim.org.uk
org.uk
W: iaim.org.uk
k
Facebook: IAIM
IM UK Chapter

LEARN FROM THE PAST:
YOUR ROLE, YOUR VOICE,
YOUR FUTURE…

17-18 OCTOBER
BOURNEMOUTH
INTERNATIONAL CENTRE
The Unite-CPHVA conference is an opportunity to
access your professional community on a national
scale, designed specifically to support community
practitioners to keep ahead of the ever-changing
political and professional landscape.
REGISTER NOW AT
CPHVACONFERENCE.CO.UK
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RECRUITMENT

Central London Community Health Trust (CLCH) has exciting opportunities available for
passionate and committed Health Visitors in Brent. We are looking for candidates with
excellent clinical and communication skills to join our 0-19 skill mix teams contributing to
delivery of ‘The Healthy Child programme’.
Our professionals provide high quality healthcare in people’s homes or at convenient local
clinics and children centres, helping children and families to stay well, manage their own
health with the right support and avoid unnecessary visits or long stays in hospital.
In our latest CQC inspection CLCH was awarded a ‘GOOD’ rating, we’re listed amongst
the Top 120 NHS organisations to work for by HSJ and in 2014 UNICEF awarded us
the prestigious Baby Friendly Award in recognition of our “truly inspiring” support for
breastfeeding mothers.
CLCH welcome applications from newly qualiﬁed and experienced Health Visitors. Training
will be provided on the Maternal Early Childhood Sustained Home-visiting (MECSH)
programme.
Car drivers desirable.
If you would like to join our team and make a tangible difference to children, young people
and families lives we would like to hear from you.
**Working hours will be 9am-5pm. Flexible working can only be considered after your 6
month probation period has been reached**
Some of the beneﬁts of working with CLCH include: a robust preceptorship programme
for the ﬁrst 12 months, outstanding safeguarding support from our safeguarding team, and
comprehensive suite of training for health visiting, to support revalidation, professional
development opportunities and clinical supervision, staff awards and annual educators/
mentors conference to celebrate the outstanding contributions made by our staff.

Apply Online - http://jobs.clch.nhs.uk/job/v1310400
For further details / informal visits contact:
Petra El Habashy - petra.elhabashy@nhs.net mobile: 077 8551 3526
Eileen Banis - eileen.bannis@nhs.net mobile: 07771528554

CONTACT: KRISTIINA KRUUSMA | TEL: 020 7880 7621 | EMAIL: COMPRACRECRUITMENT@REDACTIVE.CO.UK

CLCH FP.indd 51

21/09/2018 14:29

We’re expecting
Our new standard for gentle
Due February 2019
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