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NEW
WEANING
CPD MODULE

AGE-APPROPRIATE
WEANING FOODS
The CPD module will:
• Examine how age-appropriate weaning can contribute
to child health
• Discuss official advice on weaning, also called
complementary feeding
• Look at the steps involved in successful introduction
of complementary feeding, including which foods and
textures to introduce when

• Consider how to tackle problems arising during
weaning, such as pressures around the timing of
food introduction, avoidance of certain foods, fussy
eating, or poor cooking skills
• Address common food myths which lead to confusion
amongst families

Visit: hub.communitypractitioner.com for
further information on the module.
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Welcome to the April issue of Community Practitioner.
There’s no denying that technology has revolutionised our lives,
and many of us feel lost without having the ability to access almost
anything, at any time, right in our pockets. But the story can be
slightly different when it comes to our working lives. As a journalist
I find it invaluable to have a world of information at my fingertips
– the ability to research complex topics, or reach almost anyone
via online channels is a real coup in a deadline-driven environment
– but in healthcare it is face-to-face, frontline engagement with
clients that matters. The touch of a button versus the human touch.
When I was looking for inspiration for this month’s editorial I
turned, as I often do, to the @CommPrac Twitter feed. And here I found a good example
of why there can be no digital alternative for high-quality practice. Just last month, Public
Health England launched a new online tool after it was revealed less than half of all women
in England are still breastfeeding two months after giving birth. The Breastfeeding Friend
(BFF) ChatBot aims to provide 24-hour support to mothers in the south-west, working as a
live chat tool that responds to questions about breastfeeding posed by the user.
While the premise makes perfect sense, the reality of using the tool in practice has
so far proved slightly different. When Unite-CPHVA’s very own Dave Munday tweeted a
screen shot of the conversation he had with the BFF, which showed it cannot ‘understand’
certain questions and responds with unrelated, scripted answers about breastfeeding, a
few practitioners were quick to feed back. ‘It doesn’t exactly have the same intuition or
reflexivity of a healthcare professional,’ tweeted one user. ‘It needs to learn quick, before all
health visitors are gone!’ added another.
Of course, any initiative designed to provide support and advice to parents, particularly if the
result is increased breastfeeding rates, can only be a good thing. But the value of the human
touch in healthcare is not to be underestimated, or indeed undervalued. For this reason it’s great
to bring you news of two dates for your diary: the return of #HVweek and the debut of #SNweek.
The first School Nurse Week is now confirmed for July (see page 35 for details) and it promises to
be a great opportunity to promote the value of the profession to politicians, commissioners and
the wider public. And, judging by the success of September’s Health Visitor Week (which returns
this year from 21 to 25 August – see page 47), it’s well worth getting involved.
Finally, we’re excited to be bringing you two research articles in this issue in the repackaged
format that reflects the majority preference from our reader survey. You’ll be able to access the
full papers online at the links shown on pages 40 and 43 respectively. I hope you enjoy this issue.

Advertising queries
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Production
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© 2017 Community Practitioners’ and Health
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The views expressed do not necessarily represent those
of the editor nor of Unite-CPHVA.
Paid advertisements in the journal do not imply
endorsement of the products or services advertised.
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Editor
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NEWS ROUND-UP
A look at the latest in public health
Children face record waits for ear,
nose and throat consultations
Children in Scotland are waiting longer
than ever for ear, nose and throat (ENT)
appointments, figures reveal.
On average, under-16s waited 71 days
for their first specialist appointment for
conditions such as tonsillitis, nosebleeds
and hearing problems during 2016.
It is the longest average wait since
records began in 1999, and compares to
66 days in 2015 and 44 days in 2011.
In some health boards children are
waiting even longer, with the average
wait extending to four and a half months
in Grampian.
The statistics emerged following a
parliamentary question from Scottish
Conservative public health spokesman
Miles Briggs.

He said: ‘Each year thousands of children
are admitted with ENT problems, so it is
not a minority area of care.
‘When a child is referred for hospital
treatment, it is unacceptable that, in some
health board areas, it is almost five months
before they are seen to.’
Health secretary Shona Robison said
the Scottish Government has announced
a £10m investment to address outpatient
waits, and a further £200m towards
a network of five new elective and
diagnostic treatment centres.
A ‘modern outpatient plan’ has been
set out to reduce demand for outpatient
services by 400,000 by 2020.
● A list of ENT conditions can be found
at bit.ly/health_info_ENT

New legislation
on named person
service in Scotland
The Scottish Government is to bring
forward fresh legislation to set out how
information can be shared by and with
the named person service.
The new system, which will appoint
a named person – usually a teacher or
health visitor – to ensure the wellbeing
of every child, was due to be rolled out
across Scotland towards the end of
last year.
But it was delayed last summer when
the Supreme Court ruled that some
of the proposals around information
sharing breached rights to privacy
and a family life under the European
Convention on Human Rights.
Deputy first minister and education
secretary John Swinney has now
announced plans to bring forward a bill
to amend these aspects of the scheme
– with a view to rolling it out next year.
He told MSPs their approach ‘seeks
to bring consistency, clarity and
coherence to the practice of sharing
information about children and young
people’s wellbeing across Scotland.’
● To find out more, go to
bit.ly/Scot_gov_GIRFEC
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NHS sickness absence ‘costs
£1.1bn per year’

Young people now less
likely to smoke
All age groups in the UK are
smoking less, with the largest
decrease among 18- to 24-yearolds, according to the Office for
National Statistics.
The latest figures for 2015
suggest one in every five 18- to
24-year-olds is a smoker, compared
with one in every four just five
years earlier.
And today, about 70% of 16- to
24-year-olds have never started
smoking cigarettes in the first place

– that’s up from 46% in 1974, when
records began.
Even among the age group most
likely to smoke – 24- to 35-year-olds
– about 60% have never done so,
compared to 35% in 1974.
The new data also suggests more
are now kicking the habit, as 23%
of 16- to 24-year-olds quit smoking
in 2015, compared with 21% in 2010
and 13% in 1974.
● To view the findings, go to
bit.ly/ONS_uk_smoking

KEY STATISTICS

1 in 5
18- to 24-year-olds
was a smoker in 2015

GETTY/ISTOCK/SUPERSTOCK

70%
of 16- to 24-year-olds
have never started
smoking cigarettes

23.3%
of 16- to 24-year-olds
quit smoking in 2015

60%

of 24- to 35-yearolds have never
started smoking
cigarettes

NHS staff take a combined 16.4 million days off sick
per year, costing the health service an estimated
£1.1bn, according to new figures.
Data from NHS Digital breaks down the amount of
sickness absence taken by those who work for one
of the six major staff groups in the NHS in England.
The data has been analysed by Totaljobs as part of
a report examining mental health and wellbeing in
the workplace.
The study found that health visiting staff take on
average 16 days’ sickness absence per year, which
amounts to a cost of £1463 per person.
For school nurses, the average absence was
shown
to be 14 days per person
s
per
p year, at an individual cost
of
o £1240 and a collective cost
of
o £1.8m.
Dr Judith Johnson, clinical
psychologist and lecturer at
the University of Leeds, said:
‘Research to better understand
how we can support staff’s
wellbeing is sorely needed.’

Sleep problems in children
triple in a decade
Hospital attendances in England for children under
14 with sleep disorders have tripled in 10 years,
according to NHS data.
The figures, analysed by the BBC’s Panorama, show
that prescriptions of sleep medication melatonin
have also increased 10-fold over the same period.
Poor sleep in children has been linked to a greater
risk of obesity, lower immunity and mental health
issues, as well as poor school performance.
The documentary highlights the possible reasons,
including the use of smart devices and the rising
number of households with two working parents.
Dr Catherine Hill, consultant at Southampton
Children’s Hospital, says
children’s sleep needs to
be on the public health
agenda: ‘We’ve done it
with nutrition: we now
need to wake up to the
importance of sleep.’
● Watch the
documentary at
bit.ly/BBC_panorama
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New briefing addresses SCPHN concerns
Unite-CPHVA has issued a briefing
to support members being
redeployed or downbanded as part
of organisational changes within
the NHS.
The briefing is aimed at members
who are specialist community
public health nurses (SCPHN) and
aims to tackle common questions
about their changing roles.
These include:
● Can I be redeployed to work in

another SCPHN field or across the
0 to 19 age range?
● Can I maintain my SCPHN
registration if I am downbanded
to a Band 5?
● Can I be redeployed into a district
nursing role?
● What if I’m asked by my employer
to train more junior staff to
undertake parts of my role?
● The briefing can be found at
bit.ly/Unite_CPHVA_resources

Sex education to be compulsory in
England, government rules
ACROSS THE UK
The subject is not
compulsory in
Scotland but new
guidance that was
introduced in 2014
falls under the
responsibility
of schools and
local authorities

Sex and relationships education (SRE)
is to be made compulsory in all schools
in England.
Education secretary Justine Greening
said all children would be taught about
safe and healthy relationships from the
age of four.
Sex education will also be introduced at
an appropriate age, she said, but parents
would have the right to withdraw their
children from these classes.
SRE has previously only been
compulsory in council-run schools.
But under the new legislation
academies and free schools will also be

under obligation to offer it.
Pupils could be taught the new
curriculum, which will include what
constitutes healthy relationships, and the
dangers of sexting, online pornography
and sexual harassment, from 2019.
Ms Greening said that schools would
have flexibility over how they deliver the
subjects and faith schools could continue
to teach in accordance with their faith.
Unite-CPHVA lead professional officer
Ros Godson welcomed the decision,
adding that school nurses ‘are willing
and able to help schools deliver
appropriate lessons’.

The Department
of Education in
Northern Ireland
requires each school
to have a written
policy on how it
will address the
delivery of SRE

In Wales, SRE
is part of the
curriculum but
is not currently
compulsory
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UK’s poorest children
10 times more likely
to go into care

Teeth removals for under-fours
‘up 24% in a decade’
The number of very young children in
England needing baby teeth removed has
risen by 24% over the last 10 years, new
data has revealed.
The figures, reported by the Faculty
of Dental Surgery at the Royal College
of Surgeons, show there were 9206
extractions carried out on children aged
four and under between April 2015 and
March 2016.
Ten years ago, it was closer to 7400.
While extractions fell slightly for children
aged nine and under – from 34,788 in 201415 to 34,003 in 2015-16 – the overall picture
has been described as ‘shocking’.
Lead researcher Professor Nigel Hunt
said children’s sweet habits are having ‘a
devastating effect’ on their teeth.

Despite NHS dental treatment being free
of charge for under-18s, 42% of children did
not see a dentist in 2015-16.
And the fact that 90% of tooth decay is
preventable, Professor Hunt said, makes
the data yet more ‘distressing’.
A spokesman for the Department of
Health agreed the figures were ‘worrying’
and asserted that it was ‘taking action’.
‘We are introducing a soft drinks levy,
as well as a broader sugar reduction
programme, to encourage food and drink
companies to reduce the amount of sugar
that is in popular products in the first
place,’ he said.
● To download Public Health England’s
oral health advice infographic, go to
bit.ly/PHE_oral_health

ALAMY/ISTOCK

Children’s ‘red books’ start online roll-out
An electronic version of the ‘red book’
children’s health record is to go live in
London in April ahead of a
national roll-out.
The eRedbook is the
UK’s first digital personal
child health record.
The online version of
the familiar parent-held
record book is set to
pave the way for other
local authority areas as
they make the move

Children from the poorest areas are
almost 10 times more likely to be
taken into care or placed on a child
protection plan than those from affluent
neighbourhoods, a study has revealed.
Research by the Child Welfare
Inequality Project shows poverty is the
biggest factor behind wide inequalities
in child safeguarding interventions, with
one in 60 children taken into care in the
most deprived areas, compared to one in
660 in the wealthiest.
Data on more than 35,000 children,
who were either looked after or on a
child protection plan in March 2015, was
analysed at six UK universities.
It showed children living in pockets
of deprivation within affluent areas
were 50% more likely to be taken into
care than children in equally deprived
neighbourhoods in poorer council areas.
The authors say this is down to tighter
rationing of expensive safeguarding
interventions in demand-heavy
poorer authorities, which are facing
proportionately higher funding cuts.
Lead investigator Paul Bywaters,
professor of social work at Coventry
University, said it’s ‘not about pointing
the finger’ but ‘holding up a mirror to the
child welfare sector’.
He added: ‘Our ultimate aim is to make
reducing inequalities in child welfare a
key policy objective.’
● To view the research, go to
bit.ly/Coventry_CWIP

from paper to electronic records.
Kenny Gibson, head of public health
commissioning at NHS
England, said: ‘This will
become the blueprint – all
the technical solutions,
the build, will be sent
to every region, and
importantly every local
authority commissioner.’
● More information
is available at
bit.ly/ered_book
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RESEARCH NEWS

US

SWEDEN
SWITZERLAND

People who trust healthcare
staff ‘tend to feel better’
Patients who have confidence in their healthcare providers
are more likely to report greater satisfaction and quality of
life, according to an analysis led by Swiss academics.
Researchers from the Department of Psychology at the
University of Basel and Harvard Medical School examined
whether trust in doctors, therapists and nursing staff has any
clinical effects.
They analysed 47 studies from Europe, Asia, North America
and Australia, which deal with the link between trust and
improved health in people undergoing medical treatment.
The findings, published in the
journal PLOS ONE, show that, while
confidence in medical personnel had
no proven clinical effect on health,
it did have a positive effect on the
satisfaction, health-related behaviour,
quality of life and subjectively
perceived complaints of those treated.
To read the analysis, go to
bit.ly/PLOS_trust_healthcare

US

Being overweight in pregnancy
linked to infant risk of cerebral palsy
A study of Swedish women has
associated being overweight or
obese in pregnancy with a higher
infant risk of cerebral palsy.
Researchers from the
University of Michigan
looked at data from
close to 1.5 million
women with
children born in
Sweden between
1997 and 2011
– 3029 of whom
were diagnosed
with cerebral palsy.
Their paper, published
in JAMA, reports a ‘statistically
significant’ link between
mothers being overweight or
obese and an increasing risk of
cerebral palsy in children born
at full term.

Dr Eduardo Villamor, lead
researcher on the study and a
professor of epidemiology at the
University of Michigan, said: ‘The
overall risk of cerebral palsy was
about two cases per 1000
babies born.
‘Women with the
most severe level
of obesity, who
have babies born
at full term, may
have about twice
that risk.’
The authors argue
that although the effect
may seem small compared with
other risk factors, it is relevant
due to the prevalence of obesity
among the population.
Read the research at
bit.ly/JAMA_maternal_bmi

US

Flame-retardant chemicals
‘could affect behaviour’ in
young children
Widely used flame-retardant
chemicals found in furniture,
carpets, electronics and
mattresses among other
things could be affecting the
development of young children,
US academics have suggested.
Researchers from Oregon
State University found children
who had higher exposure
rates of organophosphatebased flame retardants (OFPRs)
were more aggressive and
defiant and displayed more
hyperactivity, inattention and
bullying behaviours.
And those children with
higher exposure to brominated

diphenyl ethers (BDEs) were
seen as less assertive by
their teachers.
Past research has shown that
both BDEs and OPFRs are linked
to poorer cognitive function
in children. All children were
found to have been exposed to
some level of the chemicals.
The research team recruited
92 Oregon children aged
between three and five to wear
a silicone wristband for seven
days, which could then be
screened for chemical exposure.
Parental questionnaires and
pre-school teachers’ behaviour
assessments were also taken,

with complete data gathered
for 69 children.
Molly Kile, author of the
study, which was published
in the journal Environmental
Health, said: ‘This type of public
health science is needed to

figure out how to address the
root causes of behavioural
concerns that can affect
children’s school readiness and
overall wellbeing.’
Read the research at
bit.ly/EH_chemical_exposure
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UK

Children of depressed
mums more likely to be
injured by accident

UK

Urinary problems untreated in
childhood can continue into teens
Children who wet themselves are more
likely to suffer bladder and bowel
problems as teenagers, new research
has shown.
Research into incontinence from the
University of Bristol’s ‘Children of the
90s’ study shows that, if left untreated,
wetting both during the day and night is
associated with future problems such as
lack of bladder control, wetting, an urgent
need to urinate, night-waking to use the
toilet, and having hard stools.
Data on urinary incontinence was
provided by the parents of 8751 children
between the ages of four and nine. This
was compared with information that
two-thirds of the participants provided
about themselves at age 14.
The paper, published in the journal BMJ
Open, reports that almost two-thirds of
the children could control their bladder by
the time they were four or five. Between
the ages of four and nine, almost one in

ALAMY/GETTY/ISTOCK

AUSTRALIA

six children experienced bedwetting, one
in 20 had daytime wetting, and almost 7%
were wet both during the day and at night.
Those in the latter group were 23 times
more likely to report bedwetting at age 14.
This compares to a three-fold increase in
those who only wet the bed in childhood.
And children who wet themselves
during the day, but not at night, were
10 times more likely to have the same
condition in adolescence, compared with
children with normal bladder control. They
were also more likely to report delaying
going to the toilet and having hard stools.
Children who were older when they
achieved bladder control were also more
prone to bedwetting at age 14.
Lead researcher, Dr Carol Joinson, said:
‘A “wait and see” approach is not always
appropriate, and we would encourage
parents, teachers and GPs to seek help.’
Read the research at
bit.ly/BMJO_incontinence

Accidental injuries in young children are
more likely if their mothers are experiencing
depression or anxiety, a new study shows.
University of Nottingham researchers
analysed hospital data for more than 200,000
children born between 1998 and 2013,
from birth until their fifth birthdays. That
was compared with episodes of depression
and anxiety in each mother’s primary care
record, as well as any prescriptions for
antidepressants and anxiety medications.
They found that a quarter of mothers
experienced one or more depression or
anxiety episodes, and unintentional injuries
– child poisonings, small fractures and minor
burns – all increased at these times.
Poisonings more than doubled when
mothers suffered both depression and
anxiety. Children had a 52% higher
poisoning rate during depression, and a
63% higher poisoning rate during anxiety.
Instances of fractures and burns were also
highest during combined depression and
anxiety episodes.
To view the study, go to
bit.ly/IP_depression_injuries

Unvaccinated children being refused healthcare in Australia

One in six children not up to date with their
vaccines have been refused healthcare
treatment in Australia.
This is among the findings of the
latest Australian child health
poll, a survey of 1945
adults with a total
of 3492 children,
led by the Royal

Children’s Hospital in Melbourne. Poll
director, paediatrician Dr Anthea Rhodes,
said: ‘The best way to get unvaccinated
kids vaccinated is to build good
relationships with their
doctors, not by refusing
care. It is important
we remember that
engagement

with healthcare is the way to support these
parents to vaccinate their children and to
accept the overwhelming evidence that
vaccines save lives.’
The poll also found that nearly 75% of
parents would support a policy of refusing
access to a school, kindergarten or childcare
centre without up-to-date child vaccinations.
Read more at bit.ly/RCHM_child_health
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THE BIG STORY

The

case
for vital
contact
T

he announcement that five mandated
health visitor contacts will continue to
be a legal requirement in England has
been welcomed by Unite-CPHVA, but
fears remain that, in practice, budget cuts
might compromise them.
Following a review by Public Health England
(PHE), the legislation that requires five health visitor
checks for all families before their child is two-and-ahalf will now continue indefinitely.
The law, which was introduced in October 2015
when local authorities took over responsibility for
commissioning health visiting services, had been
due to expire at the end of March.
But while the five visits will continue to be
compulsory, the fear is that public health cuts will
make it harder for them to be carried out by health
visitors, or indeed at all. Despite a Conservative party
pledge in 2010 to increase the size of the workforce
by almost 50%, which saw the training of some 4000
additional health visitors over five years, the squeeze
on local authority spending has seen the true
number of health visitors in England fall.
Numbers dropped by 9% in the year after
commissioning transferred, according to one
analysis. The dwindling figures were also reflected
in a survey conducted last year, which revealed that
just 70% of families are getting the required visits
when their babies are six to eight weeks, 12 months
and two to two-and-a-half years. And 70% of families
do not get a visit during the antenatal period.
Yet the government has once again reaffirmed
the value of the work. Minister for public health and
innovation, Nicola Blackwood, said: ‘Health visitors
support families to give children the best possible
start in life. That’s why we have taken strong action

The government’s
decision to retain
the mandate for five
health visitor contacts
in England represents
a small victory for the
profession. But a look
across the borders shows
the country is still falling
short, as Juliette Astrup
finds out.
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to make these services mandatory. We have
given local authorities £16bn between 2016
and 2021 to spend on public health.’

KEY STATISTICS

MISSING VISITS
But Obi Amadi, Unite-CPHVA lead
professional officer for strategy, policy and
equalities, said that while the announcement
is welcome, it doesn’t include a sixth visit
at around three to four months post-birth,
which had been lobbied for by the union.
‘These five should be viewed as the bare
minimum, not the maximum, but in some
areas we know not all the visits – antenatal
visits, for example – are being made. And
some health visitors are struggling to
spend more time with families who need
it. They’re being told in some cases that
additional visits are not commissioned.
Also, although they are mandated,
not all visits will be carried out by health
visitors. ‘We feel they should be, as they have
the expertise, but it is going to become more
and more difficult to achieve that. Where
local authorities are making cuts, there aren’t
going to be enough health visitors to do it.
They may then have to delegate some of
these visits, which is something we don’t
think should happen,’ she added.
And Obi says there is a fear that the
oversight and management of delegated
duties could further overload health visitors.
‘How are you going to manage all that
safely with all your other duties?’ she asked.

ACROSS THE BORDERS
Certainly, compared with the eight visits set
out by the Healthy Child Wales Programme,
including one when the child reaches threeand-a-half, the offer in England pales.
Jane Beach, lead professional officer for
regulation and Wales at Unite-CPHVA, said
the Welsh programme was ‘very positive’
and left families there in a ‘better position’.
‘Wales is earlier in the journey, but they
have been adamant that they are not going
to follow England’s example,’ she added.
‘They are looking at a skill mix – but it has to
be appropriate. And they are setting out the
key visits, which have to be done by a health
visitor. They have developed an acuity tool
that will allow them to make evidence-based
decisions about who they need in a team.’
She said the majority of the visits will
need to be made by a health visitor since

5

the number
of mandated
health visitor
contacts in
England

50%
The increase in the health visiting
workforce pledged by the
Conservatives in 2010

70%
of families are getting the required
visits when their babies are six to
eight weeks, 12 months and two to
two-and-a-half years

£530m
of public health cuts are threatening
services offered by local authorities
to ensure all children have the
best start in life

they involve assessments, such as the family
resilience assessment instrument tool,
developed by the University of South Wales
alongside health visitors, to identify need.
While limitations remain in funding levels
from Westminster, and in attracting staff to
some positions in Wales, Jane says they are
‘going about it in the right way’.
The Scottish Government has gone
further still in its commitment to supporting
the contribution health visitors make.
The Universal health visiting pathway for
Scotland, published in October 2015, set out
a minimum 11 home visits to all families,
three of which include a formal review of the
family and child’s health by the health visitor.
A Scottish Government spokesperson
said: ‘This programme allows health visitors,
children and their parents to build a strong
relationship, in which health visitors can
appropriately support families, including
acting as a gateway to other services.’

ADDRESSING THE DEFICIT
In England, too, the importance of the
mandated visits is widely recognised, as
PHE’s chief nurse, Professor Viv Bennett,
explained: ‘These reviews are important
opportunities to support mental health,
discuss immunisations, breastfeeding and
healthy diet options for babies and provide
referral to any specialist services if necessary.’
Yet the reality is £530m in public health
cuts, which still leaves a question mark
hanging over the health visiting service in
England – despite what is set out in law.
Chairman of the Local Government
Association’s community wellbeing board,
councillor Izzi Seccombe, said: ‘Cuts to
councils’ public health grants of nearly
10% – approximately £530m over five years
– threaten to undermine the good work
councils are doing to ensure all children have
the best start in life.
‘If councils are to continue to deliver
mandatory health visits, the government
must commit to providing ongoing funding.
It must also ensure local flexibility so that
decisions about future funding can be made
in line with local needs.’ CP
To speak up in parliament on behalf
of health visiting services, attend the
lobbying event on 26 April – see page 25
and bit.ly/Unite_save_our_services
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RIGHTS AT WORK

James Lazou,
research officer at
Unite, explains why
the NHS staff survey
findings aren’t
necessarily rosy.

Good will hunting?

T

he latest annual English NHS staff
survey results were published last
month and despite ‘surprising’
improvements in many areas it
still suggests unacceptable levels
of overwork, ill-health and stress.
NHS England celebrated the findings that
over half of all staff (59%) reported they often
or always look forward to going to work,
with 74% feeling enthusiastic about their job.
A further 77% felt that time passes quickly
while they’re at work, while 80% of frontline
NHS staff said they are able to do their job to
a standard they are personally pleased with.
The vast majority (90%) said their job makes
a difference to patients, and 92% felt trusted
to do their jobs.
But dig a little deeper into the results and
there is less cause for celebration.

ISTOCK

WORKPLACE RELATIONSHIPS
Many of the findings that show the biggest
improvements are related to managers’
behaviour, such as how well they engage
with staff and whether staff are confident in
reporting incidents. These are all welcome
changes and could indicate the success of
initiatives such as the CQC’s emphasis on
whether an organisation is ‘well led’, the
NHS Workforce Race Equality Standard and
the financial incentives for organisations to

promote staff health and wellbeing.
That said, in some cases these statistics
may mask the reality of staff experiences,
for example while staff reporting of
discrimination and violence went up,
so too did actual cases of both.

ABOVE AND BEYOND
The survey also found that 59% of NHS staff
are, on average, doing unpaid overtime,
and nearly three-quarters (72%) are doing
overtime. The steady increase in both paid
and unpaid overtime since 2012 shows not
enough has been done to address workload
levels and staff shortages. Relying on
tired, overworked staff can lead to poorer
standards of care. And of course, Brexit could
make this worse unless the tens of thousands
of EU nationals working in the NHS are
granted the right to remain in the UK.
More than half of the staff survey
respondents (56%) reported attending work
in the last three months despite feeling
unwell, due to pressure from either their
manager, colleagues or themselves. While
this is a significant improvement since 2012,
when 64% attended work despite illness, it is
simply not good enough.
The survey also points out that ‘the
proportion of staff who reported feeling
unwell due to work-related stress is at its

lowest since 2012, down to 37%’. It’s hardly
good news when well over a third of staff
have felt so stressed they’ve become unwell.

WAITING FOR REWARD
Sadly we have a government that simply
won’t understand. Instead of investing in
staff and the service they have imposed the
worst financial settlement in its history and
have capped staff pay below inflation for
seven years and counting. Given that the
Pay Review Body is still hamstrung by the
government’s pay cap we know that this
pain will continue getting worse with realterm pay cuts again for staff over the next
three years.
Staff shortages, pay cuts, reorganisations,
high levels of sickness and stress are all major
reasons why it is hard to recruit and keep
staff in the NHS. We need to make the NHS a
more appealing place to work through more
investment, stability, better pay and terms,
and then people will want to work there. This
is not rocket science.
How long can the government take
advantage of NHS staff’s good will before
something snaps? CP
What are your thoughts about and
experiences of staff morale? Write in to
helen@communitypractitioner.com
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FEEDBACK

Your views
What have you been thinking
– and talking – about this month?

A NO-BRAINER

Bernadette Wood, health visitor, Suffolk

EXECUTIVE COMMITTEE
REOPENS ELECTION
The Unite-CPHVA executive
committee is seeking new
members as a result of vacancies
unfilled since last year’s election.
The committee has reopened
the election process and seeks
nominations for: Northern
Ireland (chair and vice chair);
Scotland (chair and vice chair);
East Midlands (vice chair); West
Midlands (vice chair); north west
(vice chair); and London and
eastern (vice chair).
A valid nomination will need to
fulfil the following criteria:
A Unite-CPHVA member without
subscription arrears of more
than 13 weeks
The nominee must be supported
by their branch and proposed
and seconded by two members,
without subscription arrears
over 13 weeks, from different
employers from a different
branch of the constituency than
the one the nominee seeks
to represent and a different
employer to the nominee
The nominee should indicate the
vacancy they’re interested in
The nominee must complete
all sections of the form, plus
a personal statement up to
500 words. This should
include details of
activity supporting
the association.
Download the form
at bit.ly/CPHVA_exec_
noms or see page 45.
ISTOCK

An article in The Guardian on 3 March
reported that education secretary Justine
Greening intended to scrap proposals in
the Children and Social Work Bill to allow
councils to opt out of a series of legal
obligations to vulnerable children.
These included: the duty to assess
the suitability of carers from the child’s
family; independent review before
children are moved; independent
scrutiny of foster families; a duty to visit
those leaving care at home; and for
councils to have a lead councillor and
director for children’s services.
Among others, former chief inspector
of social services Lord Laming objected
to the exemptions, since the number
of children in care is increasing while
budgets are being cut, saying it was
wrong ‘to even think about
undermining the integrity
of national
legislation’.
The legal
protections

were put in place after recommendations
made by the Victoria Climbié and
Baby P enquiries.
The Guardian headline, which I saw
on Unite-CPHVA’s Facebook page,
stated: ‘Greening drops plans to allow
councils to opt out of child protection
laws.’ My immediate response, which I
was compelled to write in a comment,
was: ‘Why would that even have been
proposed? I am shocked. All society is
responsible for keeping its children safe.’
Vulnerable children in care need every
protection possible and these should
not be subject to penny pinching. I really
hope this government, and subsequent
governments, will not see children
in care as a soft target for weaker
legislation and reduced investment. CP
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ONE-TO-ONE

Having suffered with
anxiety before and after
the birth of her son,
Sandi Thom wants
to remove the stigma
from pre- and postnatal
mental illness. The singer
tells Helen Bird about
her experiences and
teaming up with PANDAS
to spread the word.

L

ife has changed immensely for Sandi
Thom in the past 10 years. While
in 2006 she was topping the UK
charts with her debut song, playing
concerts and festivals across the
world, by 2016 she was preparing to become
a mother for the first time.
But sadly the experience of pregnancy,
birth and beyond was not the joyful one
Sandi had hoped for. As crippling anxiety
crept in she suffered in silence, unaware of
what was ‘normal’ in the perinatal period
and reluctant to ‘bother’ the healthcare
professionals caring for her.
‘For me, it was irrational fears and
thoughts, paranoia, not feeling like I was
good enough, and all the while feeling
ashamed of all that,’ she tells Community
Practitioner. ‘But I wasn’t very honest and I
didn’t really share it with anybody, I just hid
it. I’m quite stubborn and I don’t like to admit

when I’m being beaten by something.
‘It’s not a weakness but you can’t help but
feel like that, so it took me a while to own up
to the fact that I was struggling,’ she adds.
Having experienced what she describes
as ‘chronic anxiety’ at previous points in her
life, Sandi put the feelings she was having
down to her predisposition. ‘I was probably
a prime candidate for someone who would
end up suffering from pre- and postnatal
depression,’ she explains. ‘For other women,
maybe they’ve never had anything like that
before, but for me it was like something
coming back that had haunted me. So I knew
then and there what it was, but that doesn’t
help – it doesn’t rationalise it; it doesn’t make
it any easier.’
Since it was her first pregnancy, Sandi
wasn’t sure how she was ‘meant’ to be
feeling, particularly in the final stages.
‘I couldn’t move – I was like a beached

whale – so I didn’t know whether I was just
bored or fed up,’ she says. ‘I just thought
that this is probably what everybody feels.
There’s maybe not enough distinction
between what’s normal and what’s not. I
think probably a lot of women go through it,
unbeknown to them that this is not normal.’
While she sings the praises of her midwife,
Sandi acknowledges that she perhaps wasn’t
as open about her emotional state as she
should’ve been. ‘She would never have
known, because I never would’ve told the
truth,’ she admits. ‘It’s not anybody’s fault,
because I’m a performer at the end of the
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ONE-TO-ONE

Parenting for the first
time is such a no-man’s
land, and [these services]
are fundamentally
important. If anything,
they should be putting
more resources into it

ALL ABOUT SANDI
Born in August 1981
Hails from Banff, Scotland
Her debut single, I Wish I Was
A Punk Rocker (With Flowers In
My Hair) topped the UK charts
in 2006 and spent 10 weeks at
number one in Australia
She now lives in Bahrain
Her new song, Tightrope, in
partnership with the PANDAS
Foundation, was released
on Mother’s Day and is now
available, with an album to follow
in October.

day – I have a great way of being able to hide
things, but I probably gave the impression
that I was tickety boo, which is silly really. But
I’m sure I’m not alone in that,’ she adds.
And a difficult birth experience didn’t help
matters: baby Logan weighed 10 pounds
and was back to back, while Sandi lost a
lot of blood and developed an infection.
But after returning home, the joy that she
expected to feel wasn’t there, and once
again she was reluctant to disclose her true
feelings to the health visitor. ‘I’m just one
of those people who doesn’t like to bother
people; I just like to say: “I’m coping well, I’m
breastfeeding,” because you just want to be
like supermum – you don’t want to admit
that you’re not coping,’ she explains.
Along with the many women who suffer
mental health problems during and after
pregnancy, Sandi felt a sense of shame,
because to outsiders, she thought, her
depression was completely unfounded.
‘That’s the thing,’ she says, ‘it’s so hard to
define because there was nothing in my life
that was “depressing”. It seems so irrational –
it doesn’t make any sense.’
Eventually, after facing up to the fact that
she was struggling to cope, Sandi visited the
doctor and was prescribed medication. ‘It
was like somebody had lifted a veil – it was
just great to get some respite,’ she says. A bit
of online research also led her to the Pre- and
Postnatal Depression Advice and Support
(PANDAS) Foundation, at which point a clear
opportunity presented itself.
Sandi had written a song, Tightrope,
about her experiences and considered
putting it out for charity. PANDAS seemed
like the perfect fit, and the song ‘must have
resonated’ with the staff, she recalls, as they
were immediately on board.

So what’s the answer for healthcare
professionals working with women, like
Sandi, who are feeling unable to disclose
symptoms of pre- and postnatal depression?
She admits it’s difficult to find a solution.
‘You have to rely on the person you’re
caring for to be honest, and that’s the
problem. I don’t know whether it’s all just
a bit too much and whether people in that
moment brush over it. I don’t know whether
there’s something that can be done about
the process,’ she says.
A sense of continuity in care is important,
Sandi adds, in terms of building relationships
and trust with clients. ‘It’s difficult to try and
be honest with somebody that you don’t
know that well,’ she explains. ‘My midwife
– who gave me three stretch and sweeps
[a labour stimulation technique], and knew
me inside out – yes, I would’ve been more
honest with her. But I never saw her [after
giving birth] – that’s the strange thing.
‘If I’d had that continuity of care then I
probably would have said: “Should I feel
like this?” If there was a way that could be
changed, I think people would be more
honest about the way they’re feeling.’
But Sandi acknowledges that services are
already thin on the ground and, in some
areas, becoming more depleted as a result of
budget cuts, which she says is ‘a real shame’.
‘It’s such a huge point in your life: you’re
thrown in at the deep end. Parenting for the
first time is such a no-man’s land, and [these
services] are fundamentally important,’ she
says. ‘If anything, they should be putting
more resources into it.
‘You’re talking about the next generation
– it’s the biggest developmental point in
their life and it’s a huge turning point in the
parents’ lives.’
Fortunately, despite Sandi’s traumatic
experiences, she remains open to the idea
of having more children and resolute about
seeking the help she might need. ‘Second
time around, I would be far more open
and proactive about it,’ she says. ‘Because I
know that I can get help.
‘So it doesn’t terrify me – I know that the
reward is greater.’ CP
For information and support around
pre- and postnatal depression, go to
pandasfoundation.org.uk
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Unite-CPHVA
Annual Professional
Conference 2017
17th - 18th October 2017
Motorpoint Arena Cardiff

This is your chance to showcase outstanding
achievements from your area! Have you or your
team done something worth sharing? Could
other practitioners learn from innovation or
research that you have taken part in?
If the answer is yes, submit your work and join
us at conference this autumn.

cphvaconference.co.uk

p18-19.CPAPRIL16.indd 18
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I thought the poster presentations
were inspirational and highlighted
some great areas of practice.”
Community Nurse, 2016 attendee

The Unite-CPHVA Conference
Call for Papers process is
now open
We want to hear from community
practitioners, academics and students from
across the UK to showcase their research,
innovation and best practice.
Successful candidates will have the
opportunity to present their work at the 2017
Unite-CPHVA Annual Professional Conference
as either a seminar or a poster.

Categories
We are looking for entries from the full
scope of practice including:
• Mental Health and Wellbeing
• Communication
• Parenting
• Commissioning and Integration
• Equalities
• Education and Research
• Leadership
• Public Health
• Safeguarding
• Practitioner Wellbeing
• Other

For submission guidelines and
entry form, please visit:
cphvaconference.co.uk/call-for-papers

p18-19.CPAPRIL16.indd 19
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MARY SEACOLE

Leading by
example

As the Mary Seacole
Awards invite entries,
previous winner
Joanne McEwan
describes the work
that led up to this
recognition and the
opportunities it has
created, while Helen
Bedford outlines the
benefits of mentorship.

H

ealth promotion tools rarely
address non-English-speaking
audiences, and health
programmes often do not reflect
the UK’s diversity to ensure
health outcomes are realistic and achievable.
Those who may be at risk of negative
health outcomes that are specific to their
community or ethnicity often fall low on the
priority list, because the issue simply is not
visible enough.
So, if we identify valuable ideas for practice
development, who will listen to us, who
will see the potential, who will fund them,
and how do we find the time to implement
Joanne McEwan
(right) receives her
MSA from chief
nursing officer
for England Jane
Cummings

them? In our increasingly pressurised roles
within community public health nursing,
this might seem like a luxury. But if we are to
be forward-thinking, realising our ideas will
bring many benefits to our clients/patients
and ourselves.
The Mary Seacole Awards (MSAs) an raise
the profile of key issues affecting black, Asian
and minority ethnic (BAME) communities,
enabling meaningful action to be taken
to address them.
My project was to produce an app to
support health professionals and clients to
discuss female genital mutilation (FGM) in a
sensitive manner. I was aware that discussing
FGM was difficult and that health visitors, as
well as other professionals, were not always
prepared for such conversations. There
was a lack of confidence and knowledge
(Gabrasadig et al, 2015). The Let’s talk FGM
app addresses this and is available to
download free of charge.

LEARNING CURVE
I was privileged to listen to and understand
the needs of FGM-affected communities and
professionals within Oxford. I established
three focus groups to understand what the
content of the app should be and attended
workshops to gather feedback on the pilot
phase of the app.
In addition to listening to participants
and actively encouraging their feedback, I
led a working group with key professionals
involved in the project across Oxford Health.
This involved engaging with digital design
experts in the business sector, as well as
digital health experts, local voluntary sector
activists, health and social care professionals,
the media and the IT department at Oxford
Health NHS Foundation Trust.
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MARY SEACOLE

Often in the NHS, there are bureaucratic
barriers that encumber creativity and project
management. But the MSAs enabled me
to produce the app from scoping to the
evaluation stage in eight months as the
‘project owner’. Integral to my success was
the support I received from my employers –
from line management to director level – in
signing off the product.
I received expert media training on how
to talk to the media, being on camera and
being interviewed in a studio. By the time
local media took interest in my project, I
felt confident talking on the radio and to
journalists. This experience was invaluable.
It also led to speaking at UX Oxford (a forum
for the ‘user experience’ of digital apps), the
MSA ceremony, and presenting at the UniteCPHVA conference last year.
I’ve also been fortunate to receive a
great deal of professional recognition for
my work since winning the MSA. I went
on to be named winner of the Oxford
Health NHS Foundation Trust staff award
for recognising excellence and innovation,
and became a ‘gold winner’ at the London
Design Awards 2016. I also presented
posters at various conferences last year,
including Public Health England’s.
Now I’m working on raising funds for
phase two of the app development, to make
it iPhone and Android compatible and widen
its use. The MSA win has developed areas of
interest in leadership and digital health, thus
improving my career pathway.

ABOUT THE MSAS
This year promises to be an energising one
for the MSAs, as it builds on the legacy of
Mary Seacole, the pioneering Jamaican-

A MENTOR’S VIEW
Joanne’s mentor, Helen Bedford, a
midwifery lecturer at the University
of York and member of the MSA
steering group, reflects on the
opportunities available via these
prestigious awards…
Being part of the MSA steering
group is a privilege, since the focus
of the awards to enhance BAME
health is of fundamental importance
to me as a midwife. My role involves
mentoring Mary Seacole scholars,
supporting successful project
delivery, professional enhancement
and leadership skills (Barr and
Dowding, 2016; Thompson, 2015).
Being involved in academic
supervision and nurturing the
careers of registered health
professionals is an enjoyable and
rewarding part of my role. Within the
MSAs we work in interprofessional
teams, with each scholar being
allocated a professional and
academic mentor. Working with
Joanne and Tom Sandford has
embodied respectful peer learning
and support. The process has been
creative and dynamic and it’s been
an honour to play a small part in her
ongoing success with the Let’s talk
FGM app. Joanne truly embodies
the entrepreneurial spirit that Mary
Seacole demonstrated (Staring-Derks
et al, 2014), and I hope she inspires
health visitors, midwives and nurses
to consider undertaking an award.

Scottish nurse and businesswoman,
recognised for her skills, compassion
and bravery during the Crimean War
(Anionwu, 2006).
Looking back, 2016 was a landmark
year, recognising Mary Seacole’s work
and celebrating its contemporary
relevance. In June, a statue honouring
Mary Seacole was unveiled in the gardens
of St Thomas’ Hospital, London, and in
October, five Mary Seacole scholars received
their awards from chief nursing officer Jane
Cummings at a celebratory event in London
(NHS Employers, 2016).
The esteemed awards offer unparalleled
opportunities for health visitors, nurses and
midwives to undertake a specific healthcare
project, educational or development activity
that addresses needs and enhances health
outcomes for BAME groups. Two awards are
offered (development and leadership), which
recognise their career-enhancing value.
The MSAs receive funding from Health
Education England (NHS Employers, 2017)
and are delivered in association with
various professional bodies and unions,
including Unite, and with the support of NHS
Employers. If you would like the opportunity
to enhance your professional development,
consider entering this year – the rewards
could prove well worth it. CP
● To enter the 2017-18 MSAs, go to
nhsemployers.org/maryseacole
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W

hen it comes to embracing
our increasingly digital
culture, some healthcare
organisations are
woefully behind the
times. Of course, the word ‘technology’
instantly prompts the terms ‘funding’ and
‘investment’, which don’t currently go hand
in hand with the NHS, and for practitioners
out in the community, your roles require far
more face-to-face engagement with clients
than face-to-screen fixation. But that’s not to
say there aren’t easy, sophisticated and free
ways of both sharing best practice ideas with
peers and enhancing the services you offer
children, young people and their families in
the community.
Angela Lewis, independent consultant in
public health nursing practice (tweeting at
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@angelabinkee2), says: ‘Developments
like Twitter and Facebook have raised
the profile of health visiting and school
nursing across the health and social
care environment, and participating
in regular online professional forums
provides an opportunity to engage
with a huge audience, including,
potentially, service users.
‘These are the new tools of
leadership and communication
in practice today.’

CREATE A PRESENCE
Understandably, being active on social
media is perhaps low on the list of many
healthcare professionals’ agendas, given
the immense pressure services are under.
But in return for the small effort required to
create and maintain an online presence, the
professional rewards could be big.
‘Social media is a powerful tool for
healthcare organisations, allowing them to
raise awareness, share information, engage
with existing audiences and reach out
to new ones,’ says Dawn Bratcher, senior
marketing manager at Skills for Health. ‘It
plays an ever-growing role in our daily lives,
including the way we access and share
information about our health. That 30% of
adults told us they would share information
about their health on social media and that
more than 40% said information found via
social media affects how they deal with
their health can’t be ignored: healthcare
organisations need to be part of these
conversations,’ she adds.
Supported by Public Health Wales, Skills
for Health developed a free social media
toolkit ‘to help healthcare organisations
embrace a more digital culture’. Dawn says
the most important thing when using social
media is to ‘have a strategy’.
‘Are you trying to raise awareness, gather
feedback or build relationships?’ she asks.
‘You can then explore which platforms these
audiences are using.’
Anne Cooper, deputy clinical director and
chief nurse for NHS Digital, agrees that the
platform needs to fit the purpose.
‘You engage on social media in a different
sort of way to when you’re
practising with people,’
she says. ‘You can look
for new ideas,

SOCIAL MEDIA TOP TIPS
Include links, pictures and videos in
your tweets/posts. This will help to
keep them exciting and engaging
Know your audience. This is crucial
for your social media success, as
people have different routines and
log on at different times of the day
Try to keep your tweets shorter
than 100 characters. A report by
Buddy Media revealed that tweets
shorter than 100 characters get a
17% higher engagement rate
Keep your Facebook posts shorter
than 80 characters. Posts with
80 characters or fewer have
been shown to receive higher
engagement than others
Engage other users in conversation
using mentions. The @mentions
feature is intended to make
communication between users
easy and seamless
Participate in top trending
conversations. This will greatly
increase your social media
popularity if done well. Next time
you see a global or local trend that
could be relevant to your work, get
involved with the conversation
Use fabnhsstuff.net – a great site to
showcase innovative practice and
subscribe to updates
Participate in @Unite_CPHVA and
@CommPrac Twitter chats (soon to
be returning – watch this space!) to
share experiences.

you can share your own ideas, promote
good practice, if you’re a researcher it’s
rich in terms of academic publications and
sharing… it’s horses for courses.’
Anne is a keen Twitter user (@Anniecoops)
and says Pinterest, far from merely a
photo-sharing platform, makes for a useful
repository, whereby you can ‘pin’ articles and
infographics for future reference.

REACHING OUT TO CLIENTS
But an added bonus of being active in an
online capacity is the ability to hear the
client’s voice. Angela endorses innovations
such as ChatHealth, which offers ‘safe and
secure messaging between school nursing
teams and their clients’, while Anne points
to Facebook as ‘a great medium for working
with clients because you can protect groups’.
‘For example, if you’re a health visitor and
you have a group on Facebook, you might
post on there about the launch of the Public
Health England app about sugar in food and
encourage people to use it,’ she adds.

Some of these tips were summarised
from NHS Employers. For the full list,
go to bit.ly/NHS_employers_tips
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Of course, confidentiality is of utmost
importance in online spaces, and
Anne advises against giving advice to
clients on a one-to-one basis via social
media platforms. ‘I would take the
conversation offline [in that instance],’
she recommends.
Dawn agrees that using social media
can help practitioners to engage with
services users, but says it’s important
for trusts to ‘support and drive this kind
of activity’.
‘Employees are, in essence,
ambassadors for their employer, so
any social media activity should be joined
up and consistent,’ she explains.
‘Organisations need to encourage their
staff to embrace a digital culture and
really engage with the opportunities and
goals of their social media strategy. One
way to do this is to draft a policy setting
out how they would like staff to engage
with social media and be prepared
to provide them with support to get
started,’ she adds.

REFLECTING ON PRACTICE
Of course, online activity must also
stay within the guidance of the NMC
code. The regulator advocates the use
of social networking sites, which, ‘used
responsibly and appropriately’, it
says, can help practitioners access
resources that support continuing
professional development.
Anne’s online presence even
extends to her own blog

USEFUL APPS
A number of apps are now available to
enhance the support you provide to
clients. Here is just a selection…
Breast Start – giving parents
evidence-based information
from NHS professionals
about all aspects of breastfeeding
Change4Life Be Food Smart
– tells you what’s in your
food when you scan the
barcode and helps families make
healthier choices
Respect Yourself – helping
young people make sense of
their emotions and their
mental health
NHS Smokefree – smoking
cessation help with daily
support and motivation

FOLLOW YOU, FOLLOW ME
Consider following these Twitter
accounts and hashtags to get
you started…
@Unite_CPHVA
@CommPrac
@PHE_uk
@publichealthni
@JWCNO
@NHS_HS
@nmcnews
#NHS
#healthcare
#wenurses
#loveyourhealthvisitor
#loveyourschoolnurse

(anniecoops.com),
which may seem like
a tall order alongside a
heavy workload. But she
tells us how a particular
post, entitled Practising what
I preach – role modelling and
social media became of benefit
to her professionally.
In it she wrote: ‘As part of my
nursing revalidation I need to collect
feedback about my practice.
‘It would be really brilliant if you
could leave a comment for me below
that I can use to further reflect for my
professional portfolio.’
Dozens of comments followed,
including a particularly interesting post
from a doctor, which got Anne thinking.
He asked: ‘How do you think social media
conversations a) between professionals
and b) between patients and c) between
both should evolve?’
In response, Anne went on to write
a research article on this very topic,
which was subsequently published. She
attributes a great deal of her professional
development to social media, adding:
‘It’s made a massive difference to my
career. For ambitious nurses who want
to progress, it’s a fantastic place to share
what you know.
‘It’s about reaching out to connect with
other people – like-minded professionals
– and being visible. And if you’re doing
good work, social media’s a brilliant way
of sharing it.’ CP
For further advice and guidance, you
can find the Skills for Health social
media toolkit at bit.ly/Skills_for_
health_toolkit; the NMC guidelines
for social media practice at bit.ly/
NMC_social_guidance; and the NHS
Employers social media publications
at bit.ly/NHS_employers_pubs
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LOBBY EVENT

SAVE OUR

services
After the success of the #ourNHS
protest in London, Unite-CPHVA invites
you to join the lobby of parliament on
26 April to save your service.

W

SHUTTERSTOCK

hen hundreds of thousands
of healthcare professionals,
service users and NHS
supporters hit the streets
of London on 4 March
calling to ‘save our NHS’, it became one of the
largest NHS rallies in history.
An estimated 250,000 people joined the
march, with many travelling to the capital
on trains and coaches from all corners of
England and beyond. The demonstration
began in Tavistock Square and concluded
at Parliament Square, where Labour leader
Jeremy Corbyn and shadow chancellor John
McDonnell addressed the masses.
‘This is what solidarity looks like,’ singer
Billy Bragg invited the crowd to chant.
And now community and public health
nurses are being given a unique opportunity
to show solidarity once again, with an
exclusive invitation to join Unite-CPHVA’s
lobby of parliament on Wednesday 26 April.
This is your chance to tell MPs directly,
in the House of Commons, about the
invaluable services you provide to children,
young people and their families.
Now is the time to speak up to protect
your profession. Here’s what you need to
know ahead of the event…
Members are advised to arrive at the House
of Commons at 12pm or earlier (though
expect security to be busy and heightened,
due to Prime Minister’s Questions)
A dedicated room in the Commons will be
the base for discussions from 12pm

A meeting will take place at
1-2pm, which will include Jon
Ashworth and other members
of the shadow health team
Unite-CPHVA will issue lobby
packs in advance, and for those
people without an MP to lobby,
will run mini briefing sessions with
accompanying documents
Everyone who attends the event will leave
with a campaign pack containing all of the
relevant documents
The day will end at 4pm with a short final
meeting about next steps, followed by a
group photo
Free Unite transport from the regions in
England will be available – check bit.ly/
Unite_save_our_services for details
While the event is England-focused,
UK-wide members who are passionate
about lobbying for the future of public
health nursing are encouraged to join.
There’s no limit on numbers, so if
you can attend, show the government
the strength of the profession in the
face of adversity and make your
voice heard. CP
Further information is
available at bit.ly/Unite_
save_our_services
To sign the ‘Love Your
Health Visitor’ petition, go
to bit.ly/LYHV_petition
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As we mark World
Meningitis Day on
24 April, Meningitis
Research Foundation
(MRF) is raising
awareness of the
disease. The charity
sets out the types and
symptoms practitioners
should be aware
of and highlights
the importance
of immunisation.

SHUTTERSTOCK

Act
without
delay
H
ealthcare professionals working
with babies and children in
community settings are ideally
placed to inform parents about
the symptoms of meningitis, as
well as the vaccines that are available as part
of the immunisation schedule.
Meningitis – the inflammation of the
lining around the brain and spinal cord –
can be either bacterial or viral. The former
is life threatening: bacterial meningitis and
septicaemia (the blood poisoning form of the
disease) can kill in hours and early diagnosis
and treatment give the best chance of
survival. While viral meningitis can be very
unpleasant, it is almost never life threatening
and most people make a full recovery.
Bacterial and viral meningitis can often
present with similar symptoms including:
headache, dislike of bright lights, neck

stiffness, fever and nausea or vomiting.
Patients may also develop a rash or have
muscle pain.
Since it’s not possible to reliably
distinguish bacterial from viral meningitis
on the basis of signs and symptoms, any
child with suspected meningitis should be
taken to hospital for further investigation
and possible treatment.
Young infants are a particularly vulnerable
group: any baby under one month of age
with a fever should be taken to hospital for

investigation, as should babies under three
months with fever who appear unwell.
Community practitioners play an
important role in educating parents about
the signs and symptoms of serious illnesses,
including meningitis and septicaemia, and
discussing with them the best course of
action when they are worried about an
unwell child.
The first symptoms parents notice are
usually fever, vomiting, headache and
feeling unwell, which are common to many
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SPOT THE SYMPTOMS

MENINGITIS
SYMPTOMS

SEPTICAEMIA
SYMPTOMS

Fever/vomiting
Severe headache
Stiff neck
Dislike of bright lights
Very sleepy/vacant/difficult to wake
Confused/delirious
Rash
Seizures

Fever/vomiting
Limb/ joint/muscle pain
Cold hands and feet/shivering
Pale or mottled skin
Breathing fast/breathless
Rash
Very sleepy/vacant/difficult to wake
Confused/delirious

self-limiting viral illnesses. The earliest
symptoms in children that are more specific
to bacterial meningitis and septicaemia and
less common in milder illnesses are often
pale skin, cold hands and feet, and limb
pain, often appearing by around eight hours
from the onset of illness. The more serious,
classic symptoms such as rash, neck stiffness,
dislike of bright lights and confusion tend to
appear later.
Particular symptoms in babies are more
non-specific: including poor feeding,
grunting, slow to respond and lethargic,
vacant staring, abnormal tone – either floppy
or stiff, and irritable. Parents may notice
that the baby is particularly irritable when
handled and has an abnormal cry: highpitched or moaning. A bulging fontanelle is
a late sign.

ADVISING PARENTS
MENINGITIS BABY WATCH
Is the baby getting worse fast? Babies can get ill very quickly, so check often
(Not every baby gets all of these symptoms and they can appear in any order)
Tense or bulging
fontanelle
High temperature
(but could be
normal or low if
under three months)
Very sleepy/staring
expression/too
sleepy to wake up

GUIDANCE COURTESY OF MENINGITIS RESEARCH FOUNDATION

Breathing
fast/difficulty
breathing

Extreme
shivering

‘Pin prick’
rash/marks or
purple bruises
anywhere on
the body

Vomiting/
refusing
to feed
Unusual
grunting
sounds
Irritable when
picked up, with a
high-pitched or
moaning cry
A stiff body
with jerky
movements,
or floppy
and lifeless

Pain/irritability
from muscle
aches or severe
limb/joint pain

Sometimes
diarrhoea
Cold hands and feet

If a child becomes ill and their parents are
worried it could be meningitis, healthcare
professionals could offer them the
following advice:
You know your child best – check on them
often, trust your instincts
If you think your child has meningitis or
septicaemia, get medical help immediately
Say that you are worried it could be
meningitis or septicaemia
If you have been sent home by a doctor
but your child’s symptoms progress, go
back and get urgent medical help
Any baby under one month of age with a
fever should be treated as an emergency
Don’t wait for a rash to appear because
this is often a late-stage symptom and in
some cases, it never appears. But if your
child is already ill and they get a new rash
or spots, use the tumbler test: press a clear
glass tumbler firmly against the rash. If you
can see the marks clearly through the glass,
seek urgent medical help.
For unwell children taken to health
services, the NICE guideline specifies that
temperature, heart rate, respiratory rate
and capillary refill time should be routinely
recorded in all feverish children aged under
five. Raised heart and respiratory rates are
classified as amber warning signs in the NICE
traffic light system. These children should
be assessed face-to-face and the need for
paediatric care should be considered.
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BACTERIAL FORMS

VIRAL FORMS
Most people affected by viral meningitis
recover without medical treatment. In fact,
there are no effective treatments for most
viruses that cause meningitis.
Acyclovir is sometimes used to treat
viral meningitis if it is caused by the
herpes simplex viruses (HSV) infection, but
otherwise treatment is normally limited
to easing the symptoms, for example with
painkillers for headache or anti-emetics to
stop vomiting.
Viral meningitis normally resolves within
five days to a fortnight, but for some the
recovery period is more prolonged, and
HSV meningitis in particular can recur,
which can have a considerable impact on
quality of life.

VACCINES

KEY STATISTICS

3200
the annual number of cases
of bacterial meningitis and
septicaemia in the UK over the past
20 years, estimated by MRF

7%

of UK cases
occur in
Scotland

7%
of UK cases
occur in
Northern
Ireland

80%

of UK cases occur in
England and Wales

Babies, toddlers and young adults are
most at risk; however, these diseases
can strike anyone, of any age

There are vaccines available to prevent
some of the major causes of bacterial
meningitis and septicaemia. These have
had a major impact in the UK and around
the world.
The advice that health visitors and other
public health nurses give to parents of
babies and toddlers about immunisation
is vital. The best way to prevent death and
disability from bacterial meningitis and
septicaemia is vaccination, so all parents
should be encouraged to take up the offer
of the vaccines included in the childhood
immunisation schedule.
And the efforts that school nurses
put into promoting and carrying out
immunisations for students is crucial for
ensuring a high uptake of vaccines.
Measles and mumps can be causes of viral
meningitis, and measles can lead to even
more severe encephalitis. It’s vital to ensure
that parents understand the importance
of the measles, mumps and rubella (MMR)
vaccine, and it may help if they know MMR
will give their children some protection
against viral meningitis.
You may sometimes be faced with
misplaced anxiety and suspicion about
vaccines, and may need to reassure parents
about safety and effectiveness. MRF
provides a range of resources on its website
to give you the facts you need. CP
For more information about meningitis
and septicaemia and resources for
community practitioners, go to
meningitis.org or call the free helpline
on 0808 800 3344; to view and download
Your guide, visit bit.ly/MRF_your_guide

SCIENCE PHOTO LIBRARY

Most cases of bacterial meningitis in the
UK are caused by meningococcal bacteria.
There are several strains or ‘serogroups’
of meningococcal bacteria, including A,
B, C, W, X and Y. Serogroups A and X are
extremely rare in the UK.
Pneumococcal and haemophilus
influenzae b (Hib) are also major forms
of bacterial meningitis. Bacterial forms
that mostly, though not exclusively, affect
newborn babies are: group B streptococcal
(GBS); E. coli; and listeria.
Bacterial meningitis and septicaemia
kill around one in 10, and leave a third of
survivors with life-altering after-effects
as severe as deafness and brain damage
or the loss of limbs. After-effects may
be temporary or permanent, physical
or emotional.
Families affected by meningitis and
septicaemia may have specific needs
from their community health team.
MRF has published Your guide, a useful
document to help families who have
children affected by the disease. The guide
provides information about what to expect
when a child is recovering from bacterial
meningitis or septicaemia and links to
more detailed information for those who
have been left with specific problems
following their illness.
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Mary Seacole Awards
2017-18

For nurses, midwives and health visitors
Applications are invited from individual
nurses, midwives and health visitors
in England to participate in the
prestigious Mary Seacole Awards
for 2017-18.
These awards, funded by Health
Education England, provide the
RSSRUWXQLW\WRXQGHUWDNHDVSHFL¿F
KHDOWKFDUHSURMHFWWKDWEHQH¿WVDQG
improves the health outcomes of
people from black and minority
ethnic communities and contributes
to your personal development.

To apply and for more
information:
Email siobhan.smyth@rcn.org.uk
or visit www.nhsemployers.org/
maryseacole

Closing date 5 May 2017
Publication code 004 808
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Years of underfunding,
fragmentation and
reorganisation have
brought many NHS
services to their knees.
Caroline Roberts
unpicks the reasons for
the NHS’ plight – and
its prospects.

here’s no doubt the NHS is in a critical
condition. Given current budgets, the service
in England needs to make annual savings of
£30bn by 2020. The government promises to
provide funding of £8bn a year, but this still
leaves a massive shortfall of £22bn. And the
NHS in other UK countries is also suffering from cash shortages.
Money for the service has been diminishing in recent years.
Since the launch of the NHS in 1948, the amount of cash spent
on it has grown by an average of 3.7% a year; now the annual
increase is only around 0.9% and is far too little to keep pace with
growing demands on the service. And spending on healthcare is
dwindling as a percentage of GDP, with the UK now ranking 13th
compared with the original 15 EU members on this measure.
The problems facing the NHS are compounded by the crisis
in social care, which has an annual £2.8bn shortfall. According
to research by The King’s Fund, there were 400,000 fewer older
people receiving publicly funded care in 2014-15 than there were

in 2009-10, despite the fact that a growing number are living
with complex care needs. In the past months, there has been
significant media focus on the fact that there are many elderly
patients blocking beds as they cannot be discharged because
of lack of care provision in the community. And now some trusts
are experiencing bed occupation percentages in the high 90s –
well above the recommended safe limit of 85%.
Public health is another area that has been hit hard. Cuts of
£200m were announced in spring 2015 – a reduction of 6.2%.
And further annual cuts mean that the public health budget
will fall by an estimated £800m in real terms by 2020-21. Since
November 2015, its funding has no longer been ringfenced,
and local authorities have cut frontline services, with children’s
services, health visitors and school nurses often faring badly.

WHERE’S THE MONEY GOING?
So what has gone wrong for one of our most treasured national
institutions? Certainly, moves by successive governments have
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undermined the system over the past
three decades. In 1990, the Conservatives
introduced an internal market into the NHS,
with health authorities managing their
own budgets, creating a dual system that
separated the running of hospitals from the
commissioning of services. Subsequently,
Labour made it easier for private hospitals
to provide NHS services.
The marketised system is accompanied
by a huge amount of bureaucracy. It’s very
hard to put a precise figure on how much its
administration cost, but it’s estimated to be
around £4.5bn a year. In 2010, a Commons
Select Committee concluded: ‘Whatever
the benefits of the purchaser/provider split,
it has led to an increase in transaction costs,
notably management and administration
costs. Research commissioned by the DH,
but not published by it, estimated these to
be as high as 14% of total NHS costs.’
Furthermore, healthcare is subject
to high levels of financial risk owing to
unpredictable factors, such as emergency
admissions and infectious outbreaks. This
makes balancing the books challenging.
In recent years, a rising population and
changes in the demographic, with ageing
baby boomers and more people living into
advanced old age, has put additional strain
on the system. Chronic illnesses account for
over 70% of NHS spending, and more than
half of over-70s have two or more of these.

FALSE ECONOMY?
As set out by NHS England’s Five year
forward view in 2014, sustainability and
transformation plans (STPs) aim to provide

FAST FACTS

While the economy has grown
more than four times since 1956,
NHS spending has increased

11-fold
3%
7.4%
taking its share of GDP from

to

If NHS spending as a share of
GDP continued to grow at the
rate it has since the 1950s, by
2191 it would represent

100%
Source: Nuffield Trust

of GDP

more cohesive services generally. The draft
STP for Dorset, for example, includes plans
for a county-wide children’s community
nursing service involving a single team of
health visitors, nurses and midwives.
But far from saving money, delivering
STPs successfully is likely to be costly. Says
Sarah Carpenter, Unite’s national officer
for health: ‘It requires more investment to
create that joined-up thinking. We welcome
any move that’s led by practitioners saying
what works, but that needs to be backed
up by government with the appropriate
amount of money or it will fail.’
An analysis by the British Medical
Association found that STPs would need
capital funding of £9.5bn – and it’s currently
unclear how much will be made available.
The chancellor has promised a multiyear capital programme to support the
implementation of approved STPs would
be announced in the Autumn Budget. In
the meantime, he has allocated £325m of
extra capital to progress selected plans.
But with so many trusts already facing
huge financial deficits, it seems unlikely
that STPs will be able to balance the books
without making considerable cuts, and
Unite believes ‘slash, trash and privatise’
is more appropriate for the acronym.
Additionally, STPs’ focus on solving the
acute care crisis means less attention will
be paid to the 0 to 19 agenda, adds Sarah,
thus storing up problems for the NHS in
years to come.
The STP model could also represent
another step in the government’s
privatisation agenda. The union is also
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concerned that integration of health and
social care is another opportunity for private
providers to make inroads into the NHS, as
they are already heavily involved in social
care provision.

WEIGHING UP SOLUTIONS
So what are the options for raising the cash
that services badly need? One thing under
discussion is a ‘hypothecated tax’, or a tax
stream specifically to be spent on the NHS.
This would probably be collected through
national insurance and would probably
require changes to that system, such as
introducing contributions from those over
retirement age, who are currently exempt.
But there are problems associated with
this kind of tax, says Adam Roberts, head of
economics at the Health Foundation. One
is that it reduces the government’s options
when it comes to how the total amount
raised through taxes is spent. ‘You might get
to the point where the healthcare system
is working very well and an additional
pound spent on healthcare would not be
as beneficial to the country as an additional
pound spent on, say, housing or welfare.
‘Another issue is what you do in times of
crisis. Following an economic crisis, such as
the one in 2008, there will be an increase in
unemployment, and you’ll see a correlating
decrease in taxation at a time when you
might want to protect the health budget.
It means you’d have to top it up from
somewhere else, which then undermines
the concept of a hypothecated tax.’
The 2016 British Social Attitudes Survey
found that 42% of people would be willing

CROSS-NATION COMPARISONS
The grass isn’t necessarily greener
on the other side of the borders.
In Scotland, Wales and Northern
Ireland, the NHS is facing similar
financial difficulties and, as yet,
no one has been able to come up
with an answer. But, with a Labour
government in Wales, and a centreleft government in Scotland, these
countries don’t face the ideological
struggles experienced in England.
The Welsh Assembly seems
to recognise that health needs
investment and there are many
positive messages from the
country, says Gavin.
But in Northern Ireland, the NHS
seems to be a casualty of whose
vision for the country holds sway.
With the low population and
consequent low tax revenues, plus
a lack of government funding, the
service is under severe pressure.
‘The recent trend has been to
transform services from a costcutting perspective,
and that doesn’t
match what’s
good for the
population. We
want services
preserved and
progressed so
everyone

has fair access,’
says Gavin.
Last year, the
Bengoa report
by a governmentappointed panel
recommended a 10-year
plan involving a system
that appears very similar to
the English STPs, but it has been
met with much scepticism. There’s
also uncertainty around funding.
The Scottish Government has the
power to increase taxation and
can levy an extra three pence in
the pound over English levels,
but it’s unclear how well a tax
hike dedicated to the NHS would
go down.
In March, the government
announced an extra £71m for GP
services, while there has been a
£40m boost for health visiting.
‘But,’ says Gavin, ‘we are going into
another protracted discussion over
independence, and the issue of the
health service will be peripheral
while we decide. That is something
that has to be challenged as the
needs of the population
must be addressed,
whether we are
independent or
part of the UK.’
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to pay more tax for a better NHS, and a
quarter of these would favour some form
of hypothecation. However, what people
say and what they are prepared to do
when it comes to the crunch can be very
different things, and increasing taxation is
always a risky move for any government.
Another suggestion is to introduce a
charge for visiting the GP. However, this
could deter people from consulting a
doctor and lead to late diagnoses, which
are ultimately costly. ‘Late diagnosis is bad
for the individual, bad for the quality of
care and bad for the budget of the health
services, so it’s a lose-lose situation,’ says
Adam. The plan also raises concerns about
equality, he adds.
‘A £5 charge isn’t a lot to some people,
but if you’re relying on food banks, you
may not pay that if it means your child
won’t eat. It’s a very real scenario for a lot
of people, so you need to put exemptions
in place, which would diminish the
amount of money raised. For an equal
society, raising that money through
taxation may be a better approach.’
It’s been argued that such a charge
would help alleviate the strain on the
system by cutting down GP visits for trivial
conditions. However, a more pressing
issue is that of unnecessary visits to A&E,
something that might be exacerbated if a
GP consultation charge is introduced.
A further possible funding stream
could be created through changes to
prescription charges. Currently, 95% of
these are covered by the NHS. Drastically
reducing the cost of prescriptions to £2,
for example, while also massively reducing
the number of exemptions could,
according to estimates, raise around £2bn.
Looking beyond the UK, there are such
things as accountable care organisations
(ACOs) operating in countries including

NHS BY NUMBERS:
DOES IT ADD UP?

£22bn
The annual ‘funding gap’ the NHS
would face by 2020-21. The original
figure was £30bn. But the 2015
Spending Review awarded NHS
England ‘an extra £8bn’.

Germany, Singapore and the US. Under
ACOs, a single provider is responsible for
all healthcare in its area, and is paid for
outcomes rather than activity. The budget
given to the provider is adjusted for the
health of the population, and is retained
so long as it meets its targets. NHS
England’s chief executive Simon Stevens
is said to be aiming for half of the NHS to
be using a version of this model by 2020.
Food for thought indeed.

DEEPER THAN FUNDING

£8bn
The ‘extra’ funding for the NHS
in England. But, where the
government used to count NHS
spending as the entire DH budget
for England, it now only covers
spending under the control of
NHS England. While this arm is
protected, the rest of DH spending
will be cut by £3bn.

£2.45bn
The overspend for 2015-16 across
NHS hospitals, mental health trusts
and community services in England.
NHS Improvement indicated a true
underlying deficit closer to £3.7bn.

£820
The amount hospitals were paid for
each treatment they provided in
2015-16. In 2010-11, the equivalent
figure was £1000.
Source: Behind the numbers: NHS finances, Nuffield
Trust, 2016. See bit.ly/NT_NHS_finances

For Unite, the preferred solution is an NHS
fully funded from current income streams,
and a system that is a public, rather than a
commercial, entity. ‘Once that principle is
established, we can talk about the detail
of how we want to fund it,’ says lead
professional officer Gavin Fergie. ‘We need
an honest and open, apolitical debate
about the future of health and social care
in the UK. The NHS is held dear by the vast
majority of the UK population and we all
have an interest in making it work, but it’s
almost 70 years old and we need a service
that’s fit for the 21st century.’
Whatever the way forward, it’s vital
that Unite members fully engage in the
process, Gavin adds. ‘Members have
a vested interest as users but also as
employees who have a level of insight and
experience that is unique. It’s important
that they use that to participate.
‘This is the time to sign up, participate,
lobby, write letters, visit your elected
representative and be part of the debate,
because, if not, your voice won’t be heard.
‘And you might have an opinion that
changes everything.’ CP
You could begin by joining the lobby
of parliament on 26 April – see page 25
or bit.ly/Unite_save_our_services
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#SNWEEK

School nurses shall

WHAT’S THE PLAN?
As part of School Nurse Week, we
will try to address the question that
commissioners, politicians and, possibly,
members of the public are asking: ‘Why
should
shou we pay for your service?’
Each
Ea day of the week will take on a
particular
focus: mental health and
parti
emotional
wellbeing; sexual health and
emo
relationships;
oral health and obesity;
relat
safeguarding;
and transition between
safe
schools
and to adult services, with
sch
one or two regions coordinating their
efforts
o on each topic.
What
do you think about these
W
topics?
Perhaps you think there are
top
better
ones that we have missed out.
be
We’d
W love to hear your opinions so we
can
ca make the week as effective as it

can be in promoting our profession.
Your regional leads will be in touch, so
make sure that we have your up-to-date
details on the membership system and
stay tuned to the Unite-CPHVA Facebook
page and Twitter feed (@Unite_CPHVA)
for more information.

SPREADING THE WORD
We’ll also be inviting you to contribute
to Community Practitioner and talk to the
health press about your role, so contact
your Unite rep and your communications
team about this. Employers are usually
keen for you to promote your good work,
and local papers and radio stations love to
hear stories about children and health.
We’re also planning a number of social
media posts and videos charting ‘a day
in the life’, or even ‘a life in the day’ of a
school nurse, reflecting the topics of
the week.
And it would be great to create a range
of memes contributed by children and
young people to add to our cause, which
could be along the lines of: ‘School nurses
are great because…’
So, put the date in your diaries and start
making plans for meeting and interacting
with at least five strategic people you are
going to influence during the week, and
watch this space! CP
If you have any questions about
or suggestions for #SNweek, email
rosalind.godson@unitetheunion.org

ALAMY

I

t’s hugely exciting to announce that
the first School Nurse Week is now
confirmed for 10-14 July. Our aim is to
leave the UK population in no doubt
about the invaluable contribution
school nurses make to public health,
so it’s important that for this week
especially, all activities are broadcast far
and wide. And to make this happen, we’ll
need your help.
Each of you has influential people
in your neighbourhood: local mayors,
councillors, MPs, MSPs, AMs, head
teachers, school governors, charities,
faith groups, parent groups, sports
clubs, the Women’s Institute and others,
who often have no idea about what our
profession does. If each member of the
school nurse team could influence one
person per day for a week, then that’s
tens, even hundreds of thousands of
new people who could potentially help
our cause..

The resounding
success of #HVweek
set the scene, and now
our attention turns
to school nursing as
#SNweek makes its
debut in July. UniteCPHVA lead professional
officer Ros Godson
explains why we all
need to get involved.

April 2017 Community Practitioner 35

3

N

3•HB.indd 3

30/03/2017 12:22

EARLY INTERVENTION

When it comes to mental health,
prevention is key. Janice Toyne
and Clare Dhanushan describe
how a video-based intervention
is successfully enhancing
communication between
parents and their babies.

Another
point of
view

I

nfant mental health is one of the most
exciting and rapidly developing areas of
healthcare research. There’s a growing
body of evidence indicating that support
for parents during their baby’s first year
can significantly increase the proportion of
infants securing a bond with their parents.
The UK government is committed to
improving mental health and wellbeing (DH,
2011), and early interventions such as video
interaction guidance (VIG) could prevent the
later development of mental health issues.
The Peterborough health visiting
team within Cambridgeshire and
Peterborough NHS Foundation Trust
deliver a VIG programme for infants from
birth to one year and their parents, as
part of a universal plus package. It is well
documented that early interventions like
this could have a far-reaching impact on
outcomes for a child and their family.
The NICE guidelines on children’s
attachment (2016) and the 1001 critical days

I can see
how my own
mood impacts on
my baby
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EARLY INTERVENTION

A VIG cycle involves two sessions – a
filming session of an interaction (an activity
such as feeding or playing for about five
minutes) and then a shared review (of
about an hour) the following week. The
VIG guider then microanalyses and edits
two or three short clips of film focusing
on the positive interactions, using the
principles of attunement. The ‘evidence’
of the video encourages reflection and
this deepens discussion about the feelings
WHAT IS VIG?
and emotions observed. This can develop
VIG is a strengths-based intervention that
a parent’s capacity to mentalise (interpret
promotes attunement and empathy by
behaviours in terms of underlying feeling
using video clips of authentic situations to
states) about their baby, supporting optimal
enhance communication between a parent
outcomes. It also challenges their belief
and baby. The technique allows parents to
system and creates new meanings and
see for themselves what works well in their
ideas for change.
interactions with their baby and,
Three to four cycles usually
crucially, how it can be enhanced.
produce
significant change,
Development psychologist
I like the
but
the
number
of sessions
Colwyn Trevarthen provided
positive focus,
can be flexible. At the end,
the theoretical inspiration
which makes me
the parent is given a DVD of
for the development of VIG
more confident
special moments with their
and developed the principles
baby. More than 30 families
of attunement that are
in Peterborough have been
likened to the building blocks of
supported through VIG to date.
communication. Using these principles
is at the heart of VIG and is embedded into
every contact between both parents and
MAKE A DIFFERENCE
their babies, as well as with the VIG guider.
Never has there been a greater need to
The VIG principles of attunement include:
deliver a VIG programme within health
being attentive; encouraging initiatives;
visiting. Early intervention in the first year
receiving initiatives; attuned interactions;
of life has positive outcomes for babies and
guiding; and deepening discussion.
their parents. As 1001 critical days states,
Six health visitors in Peterborough
early intervention can seem challenging
(caseload 15,216; 42.36 whole-time
in the current economic situation, but
equivalents) have completed the initial
without a focus on prevention, the costs of
two-day VIG training and dedicate one day
managing these issues will continue to rise.
per week to this. Three stages of supervised
The potential is there to make a real
practice follow initial training, which involves difference to families now, as well as to
maintaining a comprehensive log of cases
future generations.
and having regular supervision before
The challenge is to continue to promote
becoming accredited. Referrals for the VIG
interventions like VIG, prove their value and
team are either from the perinatal mental
influence policy to ensure infant mental
health nurse or a health visitor who has
health is a public health priority. CP
identified an early attachment difficulty.
manifesto (Leadsom et
al, 2013) highlight the
potential use of VIG in
health visiting. Health
visitors have a universal
contact with all families
and are already familiar with the power of
positive reinforcement, so are well placed to
deliver this service.

REFERENCES

THE VIG PROCESS
The process starts with an introduction
session to gain consent and help the parent
negotiate their goals. A parent often focuses
at the start of the process on what they
want to work towards, and at the end of the
process they tend to explore more how they
can make changes and how that would feel.

Leadsom A, Field F, Burstow P, Lucas C. (2013) The
1001 critical days: the importance of the conception to
age two period. See: wavetrust.org/sites/default/files/
reports/1001%20Critical%20Days%20-%20The%20
Importance%20of%20the%20Conception%20to%20
Age%20Two%20Period%20Refreshed_0.pdf (accessed 17
March 2017).
NICE. (2012) Social and emotional wellbeing: early years. See:
nice.org.uk/guidance/ph40 (accessed 17 March 2017).
NICE. (2016) Children’s attachment. See: nice.org.uk/
guidance/qs133 (accessed 17 March 2017).

SCENARIOS
These scenarios describe just some
of the situations where VIG has been
effectively used in Peterborough:
A mother believed her son didn’t
like her because she felt he didn’t
want to look at or play with her. The
videos were focused on play, and
after just one session her beliefs
system changed as she identified
many positive interactions and
examples of attunement. English
was not her first language, but she
said the VIG was ‘like magic’ and
completely changed her relationship
with her son.

1

2

The mother of a six-monthold with Down’s syndrome
was concerned about how they
communicated. The videos focused
on her physical interactions with
him and one in particular captured
a special moment of her singing
Twinkle twinkle, little star, in which
he touched the top of the star shape
she made with her hand without any
prompting. An emotional moment
followed when the mother realised
just how attuned they were.

3

A mother with a history of poor
mental health believed her son
had a developmental delay and
feared he would die of SIDS. The VIG
focused on interactions in which
she could see his development was
age-appropriate and that he was a
healthy and happy baby. She started
to believe there was no evidence to
support her previous beliefs and her
confidence grew.

4

A mother had been admitted to
a mental health unit shortly after
delivery with postpartum psychosis,
while the father cared for their
daughter. When she returned home
she felt guilty for going away and
inadequate. The sessions focused on
her recognising the richness of their
relationship and their attunement,
which grew as they went on.

GETTY

Knowing
that I can do
this without even
thinking
about it
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Positive
parenting

South Asians
make up

of the UK
population

Parenting programmes can be an
effective means of influencing, but
some communities are more difficult
to reach. Neelam Awan and Ruth
Butterworth explain their findings.
participants explained that watching
Parenting courses have been shown to be an effective way of
videos helped them learn by watching and
improving children’s behaviour and family wellbeing as a whole,
discussing them afterwards
particularly when delivered in a group format (Furlong et al,
2012; Barlow et al, 2011; Webster-Stratton, 1998). Increasingly,
the government is promoting them (Department for Education,
2012), but black, Asian and minority ethnic (BAME) groups tend to
underutilise formal services in the UK and research has shown that
the content of parenting programmes and the format of delivery may
not be accepted by certain communities (Moran et al, 2004).
Barriers to participation include communication difficulties,
differences in values and parenting practices, and fear of being
stigmatised through choice of parenting methods (Short and
Johnston, 1994). Western society promotes independence and
autonomy in child-rearing, but there can be concern among BAME
that these values undermine parental authority (Joseph Rowntree
Foundation, 1997).
To better understand the extent to which a parenting intervention
to four years and encourages language development, social and
might work with these communities, a study into the views and
emotional development, establishing routines, handling separations
experiences of a programme from the South Asian community in
and reunions and using positive discipline. A number of metaBirmingham was undertaken.
analyses have identified the Incredible Years programme as a ‘model’
The South Asian community is the largest BAME group in the
UK, estimated to constitute approximately 4% of the total population. parenting intervention that has proven effectiveness in improving
child behaviour and parent-child interactions (Hutchings et al, 2007;
Research has shown that parenting values differ considerably in
Larsson et al, 2008; Webster-Stratton, 1998).
these communities compared to Western communities (Paiva, 2008;
Schweder et al, 1998) so the researchers were keen to discover
how participants responded to a parent programme called
POSITIVE RELATIONSHIPS
Incredible Years.
Each of the course’s two-hour sessions is delivered by trained
Founded in the 1980s, Incredible Years was developed by Carolyn
facilitators and based on social learning principles presented in a
Webster-Stratton at the University of Washington’s parenting clinic.
series of structured topics. The topics include: promoting positive
The programme comprises a set of comprehensive training courses
relationships through playing with children; increasing language
for teachers and parents of children up to the age of 12, all of which
skills and emotional regulation through coaching; and increasing
aim to improve parent-child relationships, promote family wellbeing
social skills through presenting spontaneous incentives. They also
and reduce conduct disorder and violent behaviour.
covered increasing trust and security by setting limits, learning
The toddler course is aimed at parents of children aged one
to handle separations and creating routines, and decreasing

I LIKE HEARING
OTHER PARENTS’ STORIES
– YOU FEEL THEY ARE
GOING THROUGH THE
SAME THING
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BEFORE HE WAS SO SHY,
BUT SINCE THIS COURSE
I APPROACH HIM IN A
DIFFERENT WAY

behave in a certain way. One participant said: ‘At the beginning
I was, like, I need to learn what to do when my children have a
tantrum, but then it helped me understand more about
my children.’
Another came to realise how a toddler was expressing his
needs: ‘Before he was so shy, but since this course, I am talking
to him a lot because he has a shy personality, so I approach [him]
in a different way. I used to ignore him and think, he’ll come. He’s
attached to those Winnies [toys] over there and he just hugs them
and now I know that he needed me that time.’

IMPROVING CONNECTIONS

6 7
out
of

participants
felt the course
led to improved
relationships

participants emphasised
the importance of other
parents participating in the
group discussions

behaviour problems by teaching positive discipline techniques.
All sessions include demonstrations, videos, group work and
discussions. Parents were encouraged to implement each topic
between sessions and provide feedback to the group.
Participants were recruited from a children’s centre in
Birmingham. Of the seven participants, six were mothers and one
was a grandfather, who was the primary carer to two toddlers. All
were of South Asian descent: five were Pakistani, one was Bengali
and one was Indian. Within eight weeks of completing the course,
all participants took part in an interview with a researcher and
analysis revealed four main themes. These were: development as
a parent; the importance of discussion for learning; the power of
praise; and whether the intervention worked.
All participants said that the course had increased their
understanding of being a parent and of children in general. There
was a shift from a desire to learn about managing perceived
negative behaviour to learning more about why a child might

The course led to an improved relationship with the children for
six out of the seven participants. They realised the importance of
connecting with the children and how that helps development
as well as behaviour. One said: ‘He used to be moody but since
I’ve started talking to him more, he’s started opening up to me
a lot more.’
Another participant discovered how much parental attention
can help: ‘If I’m in the kitchen, before, I’d do what I needed to do
and leave the kids in the living room to play and I’d be doing what
I needed to do quickly, but they’d always end up fighting and I
never realised why until Incredible Years. Obviously they weren’t
getting any attention at all.’
The second theme to emerge was that discussion is vital
for learning. All participants described discussing topics and
ideas with the group as very useful, especially for learning and
understanding new strategies. Five participants explained that
watching videos facilitated their learning by watching and
discussing them afterwards and six emphasised the importance
of other parents participating in the group discussions.
One participant said it was helpful to hear what others had tried
in a certain situation because it was a source of new ideas. Others
enjoyed feeling less isolated in parenting struggles: ‘I like hearing
the other parents’ stories – makes you feel they are going through
the same thing.’
All participants said they would recommend the course to
others. They highlighted different reasons for why they would
encourage other people to take part. Some focused on learning
more about children and thought the course should be opened
to grandparents, and not just primary carers, given they have an
increasing role in childcare in modern society.
Six participants stated at least one way in which the course
influenced their parenting style. This included talking to children
more and sticking to boundaries rather than giving in to a
child’s persuasion or arguments. Some reported that the course
had made them calmer to know that their child was behaving
like a child rather than being naughty. Others discovered the
power of ignoring behaviour they did not like, rather than
reacting to it.
Similarly, parents said they learned to reinforce positive
behaviours through play and praise. Five parents specifically
mentioned that they now praise their children far more and have
found this a useful technique.
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KEY
POINTS

UNDERSTANDING

There is a dearth of research documenting the
acceptability of parenting interventions in South Asian
communities in the UK
The Incredible Years toddler parenting programme is a
group intervention, which is designed to support families
who may be at risk of less favourable outcomes
A qualitative investigation revealed that parents from
the South Asian community found the intervention very
positive and developed a more reflective and empathetic
parenting style
The Incredible Years toddler parenting programme is an
effective intervention for parents from the South Asian
community, but further research needs to be conducted
to establish the long-term effects of the intervention.

The course encouraged parental
development by facilitating
the understanding of child
development and supporting
the use of more empathetic
parenting styles. This perceived
improvement in the relationships
between the parents and their
children indicates the presence
of an enhanced reflective
functioning (Grienenberger et al,
2005; Fonargy and Target, 1997;
Fonagy et al, 1991). The parents
also reported beginning to implement the strategies that were
taught in the programme, therefore showing practical, as well as
reflective, change.
The results are consistent with the findings from other qualitative
studies of parenting interventions, such as the Solihull Approach
parenting group, Understanding Your Child’s Behaviour (Douglas,
2006), which has an emerging evidence base; three cohort studies
have found that it is associated with improved child behaviour
and parental wellbeing, both immediately after the intervention and
at three-month follow-up (Smith, 2013; Cabral, 2013; Bateson
et al, 2008).
The study specifically aimed to gain an insight into how parents
from the South Asian community experienced the Incredible Years
toddler programme and the findings suggest that this community
are accepting of an intervention that is underpinned by parenting
strategies that are more commonly promoted in Western society. This
has been seen through the acceptance and use of praising children,
which research has shown to be a strategy that, traditionally, is less
accepted by parents from the South Asian community (Paiva, 2008).
Similar changes have been observed in Irish communities, who also
traditionally avoid praise, with research showing that 88% of Irish
parents who attended the Incredible Years toddler course indicated
that positive attention through play and praise was the most
fundamental change for them (Furlong and McGilloway, 2011).
One of the limitations of the study was a lack of follow-up with
participants to ascertain the long-term effects of attending the
parenting intervention. There is evidence to show that some
parents experience deterioration at a longer term follow-up and
others continue to experience improvements in their parent-child
relationships (Vella et al, 2015; Furlong and McGilloway, 2014). There
were also a number of parents who only attended the first part of the
course and, due to parsimonious reasons, were not followed up to
find out their reasons.
Nevertheless, the findings are encouraging and suggest that the

Incredible Years toddler course
is an effective intervention for
South Asian families. CP
NEELAM AWAN
Postgraduate researcher,
University of Birmingham
RUTH BUTTERWORTH
Clinical psychologist,
University of Birmingham
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Domestic abuse
on your doorstep?
Domestic abuse can present a tough situation for health
visitors. They need to know about it in timely manner and
decide how to respond. Michelle Moseley evaluates an
initiative in Wales that sets out to offer support.
Domestic abuse and its links to safeguarding children is well
documented (Erikson and Nasman, 2012; Welsh Assembly
Government, 2011; Holt and Whelan). Children are placed at
significant risk of harm during domestic abuse incidents, and it
potentially can have a significant impact on the child’s physical
and emotional wellbeing later in life (Bellis et al, 2015). This
harm potentially crosses all categories of child abuse, and,
therefore, addressing domestic abuse has become a national
issue (NICE, 2014).
The Home Office (2013: 3) defines domestic abuse as: ‘Any
incident or pattern of incidents of controlling, coercive or
threatening behaviour, violence or abuse between those aged
16 or over who are or have been intimate partners or family
members, regardless of gender or sexuality. This can encompass
but is not limited to the following types of abuse: psychological,
physical, sexual, financial, and emotional.’
In Wales, a project in 2010 identified that domestic abuse
victims felt there were problems within the system in terms
of information-sharing and lack of support. So the police
developed the Domestic Abuse Conference Call (DACC)
initiative. It provides opportunities for all relevant agencies
to share information at a local level when a domestic abuse
incident occurs. It takes the form of a daily conference call and,
afterwards, the relevant professionals cascade any pertinent
information to frontline practitioners. The police were well
equipped to provide and coordinate the information-sharing

process, as all domestic incidents are logged centrally and
tracked via the force command and control system.
DACC targets low- to medium-risk victims of domestic
abuse by involving the lead members of relevant agencies in
disseminating information to frontline practitioners. Health
visitors were identified as a group of professionals who would be
well placed to help those who had experienced a recent episode
of domestic abuse, so they were included in this. The aim is to
inform frontline professionals of an incident at an early stage in
the domestic abuse cycle. This enables an informed assessment
to take place, and for them to direct the victim to local domestic
abuse support services.

PILOT
In 2010, 8075 domestic abuse incidents were reported to the
local police – about 22 per day. Police officers attended 2600 of
the 8075 incidents (Hart and Fortey, 2011). Anecdotal evidence
identified that, out of these incidents, only four or five incidents
were communicated to the lead nurse for safeguarding children
(LNSC) by the police, via telephone or email. These figures
indicated that health visitors were not being made aware of
all incidents.
A pilot was launched. It involved police, social services,
education, health, housing and probation services having
access to a SharePoint account, which gives them up-to-date
information about any domestic abuse before the call. The

April 2017 Community Practitioner 41

41-43 PP_Domestic Abuse•CT_v2.indd 41

29/03/2017 17:40

RESEARCH

8075
22%

domestic abuse
incidents were
reported to local
police in 2010...
audit showed that minimal action was taken during the three-month
period – 14% to 21% – and it varied from undertaking home visits or
making contact in clinics.

that’s around

a day

WRITTEN GUIDANCE

When the results of the audit were shared with health visitors, public
health nursing managers and the safeguarding team, it became
and
apparent that verbal instructions were inadequate. Health visitors
requested that written guidance was provided to inform practice.
So this was developed.
The DACC guidance included: the purpose of guidance; recordkeeping guidance in relation to DACC; and the purpose of DACC
of the 8075 incidents were attended
recording. It also covered monitoring of health visitor records, as well
by police officers
as providing a list of useful contacts in addition to local and national
domestic abuse information, policy and guidance. The guidance
(Local Health Board, 2011b) was launched with presentations to
LNSC is a member of the DACC, and informs health visitors about the
the health visiting service to facilitate a full understanding of what
information shared, Monday to Friday. It means that health visitors
was required in terms of inputting the information, as well as any
know about domestic incidents relating to their clients within at
subsequent action. Attendance was compulsory for all health visitors.
least 24 to 48 hours of it occurring. Health visitors are expected
Health visitors were reminded why it was important to record
to record the information from the DACC in their documentation,
information in the chronology section of their documentation.
and, if appropriate, liaise with the victim, perhaps signposting to
Chronologies are particularly useful when working with and
appropriate services.
maintaining health records, because health information regarding
However, an audit of health visiting records between January
children is sometimes recorded in many areas. A chronology
and March 2011 revealed that this was not happening consistently.
allows health visitors to record significant event information in one
It showed that only 47% of health visitors were recording the
document (Powell, 2016). It provides a snapshot of significant events,
information, and, even then, it was not always noted in the
which can guide a response if required, and is utilised by
correct section of the records. Health visitors had been
other agencies. Often, multi-agency chronologies
verbally instructed to record information within the
are used to identify child protection concerns.
chronology section, expanding on the detail
Examples of relevant information that might
within the family record.
BOX 1: RECOMMENDED
be included were provided (see Box 1).
The failure to record has the potential to
SIGNIFICANT EVENTS FOR
Health visitors were expected to use
place the family and the health visiting
INCLUSION INTO A CHRONOLOGY
their professional judgement
team at increased risk. As well
in determining whether or not
as being a missed opportunity
Missed appointments
to contact the victim, but some
to support or guide the victim,
Injuries to the child
felt they needed more of an
poor record-keeping has been
A&E attendances
understanding, so an explanation
a misdemeanour identified in
Domestic abuse incidents (indicate low, medium or high)
was provided in relation to the
previous serious case reviews/
Attendance at child protection meetings
incidents being low to medium
child practice reviews (Welsh
Child protection and child in need referrals
risk. In addition, the safeguarding
Government, 2013). It contravenes
Referrals to any early intervention and support services/
lead was available to offer
local health board and NMC
parenting support services
support and advice. Domestic
guidelines (NMC, 2015).
Unable to access visits.
abuse training was also updated,
The audit also looked at the
and health visitors became
impact of health visitor action on
Routine core programme information should be
more informed.
their workload. Any action would
maintained with the general health visiting record,
A second audit between
depend on the specific incident,
otherwise the chronology is just a timeline of the
September and November 2011
and a decision to act was left
whole record.
revealed a significant increase in
to the individual health visitor’s
the recording of DACC incidents,
professional judgement. The
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RESEARCH

ONLY

FOUR
FIVE
OR

incidents were
communicated to
a lead nurse by the
police via telephone
or email

with October reaching 100%, but further improvement was needed
to ensure information was always recorded in the chronology
section. In October and November, actions in response to the
DACC increased – there was a rise in home visiting, as well as a
slight increase in clinic contact and liaison with agencies such as
social services.

Obtaining DACC information at an early stage has the potential for
the development of a coordinated approach to domestic abuse. An
inter-agency approach in which communication and information
is shared would seem to be the way forward in reducing risk to
domestic abuse victims, allowing the victim and their families
to change their life chances. It is particularly important that this
happens at an early stage. A multi-agency perspective is essential
in the promotion of partnership working. But, most important of
all, improved information-sharing has the potential to improve
outcomes for the individuals and families suffering domestic abuse,
offering them the support and guidance to break free. CP

KEY
POINTS

BETTER INFORMED
Health visitors felt that the increase in action within the second
audit occurred as a result of training in domestic abuse and
increased awareness of local domestic abuse agencies. Discussion
also took place around caseload capacity and how a DACC action
can influence their day-to-day caseload.
Health visitors felt more informed about domestic abuse within
their caseloads, and professional relationships are building among
partner agencies. These partner agencies include the police,
housing, social services and domestic abuse services, where joint
visiting has been particularly proactive in the development of
safety plans and signposting for support.
One of the main practice issues identified by health visitors was
an increase in workload, either recording the incident or making
contact or both. Whatever their response to the DACC, the health
visiting team’s workload is affected. One said: ‘It worries me; it’s one
more thing to think about on top of everything else.’
But health visitors
were also positive about
DACC and how it can help
them. One said: ‘It’s good
to have the information
quickly. I have visited a
home previously where
of health visitors recorded
a domestic had occurred
information from the DACC
just days before and I knew between January and March 2011
about it before going in.’
Another added: ‘We can
make a more informed risk
assessment if we have this
information.’
Health visitors are
well placed to support
of health visitors recorded
victims of domestic abuse.
DACC incidents in October 2011

47%

100%

Earlier intervention for victims of domestic abuse
Improved partnership working and information-sharing
Multi-agency decision-making for victims of
domestic abuse
Effective use of chronologies within records.

MICHELLE MOSELEY
Programme manager, SCPHN, School of Healthcare Sciences,
Cardiff University
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To view the full version of this research article, go to bit.ly/CP_research_Moseley
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Get to know us better when it

comes to safety

Here at JOHNSON’S®, we’re mums and dads too, and like you, we want what’s best and safest for our
little ones. That’s why, for over 125 years, we’ve utilised the latest science to create safe, mild and
HıHFWLYHEDE\SURGXFWV
We have a 5-step safety assurance process which ensures our products are safe:
e are choos
Every supplier must meet our rigorous quality and safety standards
ver ingredient is assessed for safet
(YHU\LQJUHGLHQWLVULJRURXVO\UHYLHZHGE\VFLHQWLĲFH[SHUWVWRHQVXUHLWPHHWVRUH[FHHGVWKH
requirements for safe use
e go above and be ond ith o r ingredients and prod cts
Depending on the product, we work with dermatologists, ophthalmologists, paediatricians, midwives,
and other specialists to help ensure clinical safety
e caref ll assess ho real c stomers se o r prod cts
Hundreds of families test our products before they are ever placed on a shelf
hen it comes to safet , e never rest
We speak to thousands of parents, scientists, and regulators to remain vigilant and ensure every
product meets our safety standards throughout its lifetime
Because we care about every little baby.
For more information about our Safety and Care Commitment, please visit: www.safetyandcarecommitment.com
We welcome any feedback, please email us at jbhcpcontact@its.jnj.com

© Johnson & Johnson Ltd 2016
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NOMINATION FORM

CPHVA executive
committee elections:

1

DETAILS OF THE NOMINEE

Nomination form
Name

Existing CPHVA committee member

YES/NO

Position
Job title

Membership number

Employer

Branch

Workplace address
Contact numbers (Work)

Personal

Email address (Work)

Personal

3

NOMINATION PROPOSED BY

2

CONSTITUENCY

Signature

Please indicate which constituency you wish to be nominated for:

Northern Ireland chair

Scotland chair

London and Eastern vice chair

Scotland vice chair

East Midlands vice chair

North West vice chair

West Midlands vice chair

South East vice chair

Name of proposer
Job title
Employer
Email address
Phone number
Unite membership number
Signature
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5

NOMINATED CANDIDATE STATEMENT

4

NOMINATION SECONDED BY

NOMINATION FORM

Name of seconder

Name of seconder

Job title

Job title

Employer

Employer

Email address

Email address

Phone number

Phone number

Unite membership number

Unite membership number

Signature

Signature

(No more than 500 words, please use extra pages if necessary)

Please return your nomination form by 23:59 on Friday 12 May 2017 to Irene Fynch, Unite in Health, Unite House, 128 Theobalds Rd, London WC1X 8TN,
by fax to 020 7611 2555 or by email to cphva@unitetheunion.org
Nominated candidates and their proposers or seconders in arrears with their union subscriptions by more than 12 weeks will be invalid under Rule 6
of the Unite rulebook. We particularly encourage nominations from black, Asian and minority ethnic members and those with disabilities, who are
currently under-represented on our leadership committees.
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WORLD ME NINGITIS DAY

CHILD SAFETY WE EK

24 April
A day to raise awareness around
the disease and available
vaccines (turn to page 26 for
more information). The theme
for 2017 is ’24 hours – trust
your instincts’.
W: bit.ly/WMD_ 2017

‘SAVE OUR SERVICES’
LOBBY OF PAR LIAME NT
26 April
Join Unite-CPHVA in this unique
opportunity to present the
case for public health nursing
services directly to MPs in the
House of Commons. See page
25 for details.
Location: London
W: bit.ly/Unite_save_our_
services

CHIEF NURSING OFFICE R
FOR WALES CONFER ENCE
10 May
Annual showcase conference,
enabling nurses and midwives
to share good practice, new
ideas and celebrate successes.
Topics include leadership,
quality, workforce development
and patient/public involvement.
Location: Cardiff
W: bit.ly/CNO_Wales_2017

5-11 June
The Child Accident Prevention
Trust is asking professionals
to share their experience and
knowledge – not just about
the horrors of accidents, but
practical steps to prevent them.
See page 48 to find out more.
W: bit.ly/CAPT_CSW2017

L NURSE WE EK
OL
OO
HO
SCH
10-14 July
wing the success of
Follo
F
ear,,
#HVweek in September last year
this
Unite-CPHVA brings you
week-long event celebrating thee
work of school nurses across the
UK. Turn to page 35 for details
ay
on how to get involved and stay
ityy
unit
mun
tune
tu d for updates in Com
racttitioner and online.
Prac
#SNweek

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

HEALTH VISITOR WE EK
21-25 August
Building on the resounding
success of last year’s UK-wide
event, #HVweek returns with
various events taking place in
your respective regions and
countries. A one-day national
conference in London is also set
to be included. Further details to
follow in Community Practitioner
and online.
#HVweek

UNITE- CPHVA ANNUAL
PROFESSIONAL
CON FER ENCE 2017
17-18 October
Join your colleagues and peers
in community practice to
network, share best practice and
discuss ideas at this annual twoday event. Paper submissions
are now being invited.
Location: Cardiff
W: bit.ly/CPHVA _conference

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

Safety
M ﬁrst
y job at the Child Accident
Prevention Trust (CAPT)
puts me in a very privileged
position, whereby families
sometimes share with me
their personal stories of childhood accidents.
A few weeks ago, I spoke to the friend
of a woman whose toddler died after
getting tangled up in blind cords at her
grandparents’ house. The little girl had
wandered into their conservatory to play
and that’s where they found her.
That same day, one of my colleagues
spoke to a mum whose baby daughter was
left permanently brain damaged after a
near-miss drowning accident in the bath. She
had gone out to get a towel and her little girl
slipped out of her bath seat and under the
water. She now needs 24-hour care.
It reminds me how important our charity’s
work is – sharing information on what
matters and what works in child safety, and
encouraging practitioners who work with
families to do the same.
It’s why our theme for Child Safety Week,
our annual awareness campaign held this
year from 5 to 11 June, is all about the power
of sharing – whether that’s personal stories
of tragedies or what works in keeping
children safe, and whether face to face, in
groups or through social media. There’ll be
an action pack to help you run local activities
and events, safety posts on Facebook to
share through your networks and much
more for you to get involved in.

Katrina Phillips,
chief executive at
the Child Accident
Prevention Trust,
highlights the power
of sharing when it
comes to keeping
children safe.

RAISING AWARENESS
Our team has been on the road recently,
running regional events to launch a new
guide produced by Public Health England
(PHE) and CAPT on accident prevention for
all staff working with parents of under-fives.
The guide focuses on the five leading
preventable causes of death and serious
long-term harm to young children: choking;
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suffocation and strangulation;
falls; poisoning; burns and scalds;
and drowning – as well as fire and
road safety.
It provides key facts: for example,
that 60 under-fives die each year as
a result of accidents in the home,
that there are 40,000 emergency
hospital admissions and 450,000
A&E attendances. The emergency
hospital admission rate for children
from the most deprived areas is
45% higher than the least deprived.
It gives the policy context:
preventing accidents is part of
PHE’s priority to give children and
young people the best start in life,
and is also a high-impact area for
early years and health visiting professionals.
Above all, the guide is a practical resource
for frontline staff, setting out safety advice
and messages. It emphasises how to
integrate child accident prevention into
your routine contacts with parents, as part
of delivering the Healthy Child Programme,
equipping them with a better understanding
of child development and helping them to
anticipate risks.
I’ve been struck by the tragedies that
we could avert if we could encourage
community practitioners to share these
safety messages with families. Among other
things, the guide emphasises the importance
of ensuring window blinds are safe, either
tying up blind cords out of reach or fitting
blinds without cords so they are safe by
design. And it highlights that bath seats are
not safety devices, warns that babies can’t lift
their faces in water and stresses the need for
constant adult supervision of babies in the
bath, because drowning is quick and silent.

KEY STATISTICS

£36m

the annual cost of emergency
hospital admissions to the NHS

60
under-fives die each year as a result
of accidents in the home

£1.19m
the cost of lifelong social care for a
child with traumatic brain injury

SHUTTERSTOCK

WORKING TOGETHER
In 2014, we collaborated with PHE on a guide
for local leaders, commissioners and service
managers. That guide makes three main
recommendations, which are to:
Focus on tackling the five leading
preventable causes of death and serious
long-term harm to the under-fives
Offer support and training to the early
years workforce to strengthen its central role
in helping to reduce accidental injuries
Provide leadership via focused planning
and commissioning, and mobilise existing

450,000
the number of A&E attendances
each year owing to child accidents

services, including collaboration
between the public, private and
voluntary sectors.
It makes a strong economic
case for child accident prevention.
Costs to the NHS are high, at
£36m a year for emergency
hospital admissions alone. There
are also significant costs to local
authorities – a lifetime of social
care for just one child who suffers
a severe traumatic brain injury at
age three costs £1.19m.
But councils and their partners
can achieve change for children
at low or no cost, by mobilising
existing services through more
effective commissioning and
integrating child accident prevention into
the work that is already delivered to families.
Training is seen as an important
foundation for effective child accident
prevention, sharing knowledge and skills
about what matters and what works in
keeping children safe.
In the fifth high-impact area, PHE
highlights multi-agency training on child
accident prevention as a key element in
professional/partnership mobilisation,
enabling the early years workforce to provide
consistent, evidence-based information on
accident prevention to parents and carers.
So I’d encourage you to think about the
opportunities you have as a community
practitioner to help keep children safe from
serious accidental injury. This might be in
your professional practice with families or in
your role as the leader of a mixed skills team,
a practice teacher or service manager.
Please think too about your networks and
partner organisations; for example, children’s
centres, early years education or family
support charities. There are opportunities to
reach parents with safety messages at stay
and play sessions or during outreach work
in the home. The fire and rescue service can
also provide a resource to support work on
home safety.
Whatever we do, we can all make a
difference for child safety. CP
Sign up to Child Safety Week 2017 at
bit.ly/CAPT_CSW2017 (see page 47).
Download the practitioners’ guidance
at bit.ly/PHE_accident_prevention
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Health Visitor
Children and Family Community Services, Guernsey

Team Manager

,ĞĂůƚŚsŝƐŝƟŶŐĂŶĚ^ĐŚŽŽůEƵƌƐŝŶŐ
ID 42741 Salary: Band 8a up to £55,873 pa

Are you a Registered Specialist Community Public Health Nurse who has
experience of leading a health visitor/school nurse team? Would you like a
leadership role with a forward thinking employer who will encourage and
support you to develop your skills?
A vacancy has arisen for a Team Manager who will have day-to-day
ŵĂŶĂŐĞŵĞŶƚŽĨŽƵƌ,ĞĂůƚŚsŝƐŝƟŶŐ͕^ĐŚŽŽůEƵƌƐŝŶŐĂŶĚŚŝůĚƌĞŶ͛ƐŽŵŵƵŶŝƚǇ
Nursing team. We are looking for someone who has an awareness of the
ĚĞǀĞůŽƉŝŶŐŶĞĞĚƐŽĨƚŚĞ,ĞĂůƚŚsŝƐŝƟŶŐĂŶĚ^ĐŚŽŽůEƵƌƐŝŶŐƐĞƌǀŝĐĞĂŶĚĐĂŶ
ŚĞůƉŵŽƟǀĂƚĞ͕ĚĞǀĞůŽƉĂŶĚƐƵƉƉŽƌƚŽƵƌƚĞĂŵ͘
dŚĞŝĚĞĂůĐĂŶĚŝĚĂƚĞǁŝůůŚĂǀĞĮŶĂŶĐŝĂůŵĂŶĂŐĞŵĞŶƚƐŬŝůůƐĂƐǁĞůůĂƐƚŚĞ
ability to undertake research to inform the developments and policy changes
required within the service. Good leadership skills are paramount as is the
ĚĞƐŝƌĞĂŶĚƉĂƐƐŝŽŶĨŽƌĞĂƌůǇŝŶƚĞƌǀĞŶƟŽŶ͘ZĞĐĞŶƚĞǆƉĞƌŝĞŶĐĞǁŝƚŚŝŶƚŚŝƐĂƌĞĂ
ŽĨŶƵƌƐŝŶŐǁŝůůďĞĞƐƐĞŶƟĂůĂŶĚǇŽƵǁŝůůŶĞĞĚĂǁŽƌŬŝŶŐŬŶŽǁůĞĚŐĞŽĨĐŚŝůĚ
ƉƌŽƚĞĐƟŽŶŝƐƐƵĞƐĂŶĚƉƌŽĐĞĚƵƌĞƐĂƐǁĞůůĂƐĞǆƉĞƌŝĞŶĐĞŽĨĚĞǀĞůŽƉŝŶŐƐƚĂīďǇ
ŵĂŬŝŶŐĞīĞĐƟǀĞƵƐĞŽĨĐůŝŶŝĐĂůƐƵƉĞƌǀŝƐŝŽŶĂŶĚŵĞŶƚŽƌŝŶŐ͘
&ŽƌŵŽƌĞŝŶĨŽƌŵĂƟŽŶƉůĞĂƐĞĐŽŶƚĂĐƚĞďďŝĞWŝƩŵĂŶ͕ƚĞů͗ϬϭϰϴϭϳϬϳϯϴϱŽƌ
ĞŵĂŝůĞďďŝĞ͘WŝƩŵĂŶΛŐŽǀ͘ŐŐ͘tĞƐƚƌŽŶŐůǇĂĚǀŝƐĞƚŚĂƚĂƉƉůŝĐĂŶƚƐƐƉĞĂŬƚŽ
ĞďďŝĞWŝƩŵĂŶďĞĨŽƌĞĂƉƉůǇŝŶŐĨŽƌƚŚŝƐƉŽƐƚ͘ƉƉůŝĐĂƟŽŶƐƐŚŽƵůĚďĞŵĂĚĞ
Ăƚǁǁǁ͘ŐŽǀ͘ŐŐͬĐĂƌĞĞƌƐ͘KƵƌƌĞĐƌƵŝƚŵĞŶƚƚĞĂŵĐĂŶďĞĐŽŶƚĂĐƚĞĚďǇĞŵĂŝů͗
ŚĞĂůƚŚũŽďƐΛŐŽǀ͘ŐŐŽƌƚĞů͗Ϭϭϰϴϭϳϰϳϯϵϰ͘ůŽƐŝŶŐĂƚĞ͗ϯϬƉƌŝůϮϬϭϳ
dĞƌŵƐĂŶĚĐŽŶĚŝƟŽŶƐĂƉƉůǇƚŽĂůůďŽŶƵƐĞƐ͕ƌĞůŽĐĂƟŽŶƉĂĐŬĂŐĞ͕
ĂĐĐŽŵŵŽĚĂƟŽŶ͕ƚƌĂǀĞůĂŶĚŚŽƵƐŝŶŐůŝĐĞŶĐĞƐ͘

ǁǁǁ͘ĨĂĐĞďŽŽŬ͘ĐŽŵͬ,ĞĂůƚŚĐĂƌĞ:ŽďƐ'ƵĞƌŶƐĞǇ
Λ,^:ŽďƐ'ƵĞƌŶƐĞǇ

Permanent Contract, 37.5 hours per week,
£42,985 - £47,844 per annum

Public Health Specialist Qualiﬁcation (Health Visitors)
Current Driving Licence Essential
Family Nursing & Home Care is the principal provider of Community
Nursing & Home Care on the Island of Jersey.
Health Visitors are part of Child and Family Services who provide
comprehensive and integrated community nursing services for families
with children who are aged 0-19 years.
We deliver an early sustained home visiting program (MECSH) within
our Health Visiting service, which provides an exciting opportunity for
creative and innovative practitioners in this ﬁeld.
As a member of our Child and Family Services team you will be ﬂexible,
enthusiastic, have an ability to manage change and be motivated to
work as part of a team.
Car owner/driver or suitable alternative transport to enable you to
undertake the job is essential.
We offer yearly appraisal, clinical supervision, in house training
opportunities for professional development, 37 days paid leave (inclusive
of Bank Holidays).
If you are ready for an exciting new challenge and would like to live and work in a
beautiful island please contact Michelle Cumming, Child and Family Services Team
Leader Tel. 01534 443625 for an informal discussion. For an application pack, please
contact HR Department, Family Nursing & Home Care, Le Bas Centre, St Saviour’s Road,
St Helier, Jersey JE2 4RP, Tel. 01534 443604/443626, or e-mail t.mcleod@fnhc.org.je
Closing Date for Applications: 28 April 2017

COMMUNITY

PRACTITIONER

Read by more
health visitors
than any other
magazine

School of Law

MA/PgDip Medical Ethics & Law
MA/PgDip Medical Ethics & Palliative Care
MA/PgDip Child Care Law & Practice
MA/PgDip Safeguarding Adults: Law, Policy
& Practice
Designed for social, legal, health care and other professionals,
our innovative programmes provide the opportunity to deepen
NQRZOHGJHVXSSRUWFULWLFDOUHÀHFWLRQDQGWRGHYHORSUHVHDUFK
and analytical skills.

From a 16,500 circulation the magazine reaches:

Our Postgraduate students enjoy
• Flexible study options including, full-time, part-time, modular
and intercalated study
• Teaching for each module in three day, intensive sessions
• Dedicated postgraduate facilities
• A diverse postgraduate community

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

Funding opportunities are available.
Please visit: keele.ac.uk/pgtscholarships

+44 (0)1782 733229

keele.ac.uk/law

C

.indd

0

law.postgrad@keele.ac.uk

·
·

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

CONTACT
If you want to reach this valuable audience, please contact:
joe.moore@redactive.co.uk or call 020 7880 6215
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CONTACT: Alex Edwards dl 020 7324 2735 e alex.edwards@redactive.co.uk

WWW.BABYMASSAGETEACHERTRAINING.COM
For Flying Start Children’s Centre Staff
and Family Health Professionals

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

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

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

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

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

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

Available ‘In House’
throughout the UK
Two Day Teacher Training in Developmental
Baby Massage with Peter Walker
UK and International Accredited Teaching Certificates Federation of Prenatal
Education and Independent Professional Therapists International

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

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

COMMUNITY

PRACTITIONER
Community Practitioner’s
er’s
new CPD Development
nt
ou to
Hub is available for you
complete and gain your
our
CPD hours.
The hub helps you
manage your learning
g
on an ongoing basis. Its
function is to help you record, review and
reflect on what you learn.
Check out
http://hub.communitypractitioner.com
to access the latest modules on subjects such
as vitamin D, and begin your journey learning
with the CPHVA and Community Practitioner.

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

correct baby massage oils and
usage.
3. Primary Preparation for Infant
Balance and Good Posture
4. High quality resource. Copy of
Developmental Baby Massage book
with DVD and course notes for
teachers and parents/carers
Developmental Baby Massage Courses
Available ‘In House’ throughout the UK.
Next open courses for 2017 at
THE ACTIVE BIRTH CENTRE, 25 BICKERTON
ROAD, LONDON N19 5JT
22nd and 23rd April 2017
30th September and 1st October 2017
Also see
www.babymassageteachertraining.com
www.thebabieswebsite.com
Email: walker@thebabieswebsite.com
Tel: 01752 939767
Post course support given. Free bi-monthly
quality newsletter
Clinic For Mothers with Babies with
Developmental Delay using Skype/FaceTime
Email walker@thebabieswebsite.com

Millpond Children’s Sleep Workshop – Training NHS professionals since 2007
100% of delegates would recommend to a colleague
TUESDAY 25th APRIL 2017 CENTRAL LONDON
Our popular one-day interactive workshop, designed for professionals
working with families with babies through to school age children.
• Explore sleep cycles/needs
• Understand child sleep problems
• Interpret sleep information
questionnaires and diary
• Plan a range of sleep techniques
• Lunch & book included

NEW
PRIC
E
£11
0

T : 020 8444 0040
E: training@millpondsleepclinic.com
W: www.millpondsleepclinic.com
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Naturally Beautiful Babies

new

Nourish and protect
sensitive baby skin
Specially formulated for babies, with natural oatmeal, the new AVEENO® Baby range helps nourish
and protect skin from the ﬁrst use, to keep it looking and feeling healthy as it develops.
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