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Discussing the issues
Welcome to the November issue of Community Practitioner.
I have a confession. As this issue was being finalised, I hesitated...
The picture painted in these pages is one of disparity and, in places,
despair. A United Kingdom less united by the circumstances it finds
itself in. There are positives for Wales, Scotland and Northern Ireland,
while the future for England’s community practitioners and health
visitors, and those wanting to enter the professions, is pretty bleak, as
they face cuts to bursaries and service funding. But it is the reality of
your world and the pages of your journal need to reflect this.
However, there are times in this job when you speak to people who
remind you that, despite everything, there are things to be thankful for. The Falklands War
veteran Simon Weston will provide the final address at the Unite-CPHVA conference in Telford
on 16 November and, if his interview on page 48 is anything to go by, it will be a humbling
experience and one not to be missed.
Simon isn’t the only pull to Telford this year... Conference is a prime opportunity for everyone
to come together to celebrate all that is good and positive about the professions and problemsolve over the things that aren’t. It’s not easy to afford either the time or the cost, but these two
days will give you the opportunity to discuss the issues and reinvigorate you and, hopefully,
remind you of why you entered the professions in the first place. Take a moment to cast your
eye over the conference programme on page 18 and book your place. The Community
Practitioner team will be there – tweeting, reporting and facilitating a “Writing for publication”
workshop on the second day. If you want to join us, visit cphvaconference.co.uk and please
seek us out for a chat.
Finally, I’d like to thank those members who have taken time out of their hectic days to drop
me an email about the journal – it is hugely appreciated. If you haven’t found a moment yet,
then please consider firing off a quick message today to helen@communitypractitioner.com
and telling me your thoughts. I’m always indebted to those who engage, because you really do
shape the journal’s content and direction.
I hope you enjoy the issue and I look forward to hearing from you.

Unite/CPHVA Honorary Officers
Polly Toynbee – President
Elizabeth Anionwu – Vice President
Chris Cloke – Vice President

Unite Health Sector Officers
Sarah Carpenter – National Officer
Colenzo Jarrett-Thorpe – National Officer
Obi Amadi – Lead Professional Officer
Gavin Fergie – Lead Professional Officer
Rosalind Godson – Lead Professional Officer
Dave Munday – Lead Professional Officer
Jane Beach – Lead Professional Officer
Ethel Rodrigues – Lead Professional Officer
Shaun Noble – Communications Officer
James Lazou – Research Officer
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Editor
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A look at the latest in public health

Nordic-style baby
boxes being rolled
out in Scotland

A new toolkit to combat racism in the
NHS has been created by Unite.
Unite in Health, which has 100,000
members in the health service, launched
its Race Ahead in Health toolkit in October,
with the aim of tackling workplace racism
and discrimination that holds back the
promotion prospects of black, Asian and
ethnic minority (BAEM) workers.
The union has also offered training to NHS
staff and managers to help them confront
both unconscious and conscious bias, and
race discrimination in the workplace.
It follows a Unite snapshot survey
of the experience of BAEM members,
which revealed a lack of promotion, racial

harassment, bullying, and race discrimination
in the job market.
Unite national officer for health Colenzo
Jarrett-Thorpe said the aim was to “ensure
that this issue is always on the agenda and
allows no room for complacency”.
Unite national officer for health Sarah
Carpenter said: “Academic studies have
proved that when staff feel they are being
discriminated against and bullied, they
provide worse patient care. So this initiative
to end discrimination and unfair treatment of
BAEM NHS staff will lead to improved levels
of patient care, so we can all benefit.”
● To read more about the toolkit, go to
bit.ly/race_ahead_in_health

SCIENCE PHOTO LIBRARY/ISTOCK/ALAMY

Unite toolkit launched to
combat racism in the NHS

Every baby born in Scotland is set to
receive a baby box containing essential
items from 2017, with the first pilot
being rolled out on New Year’s Day.
The plan was confirmed by first minister
Nicola Sturgeon at the close of her party’s
conference in Glasgow.
She said: “It’s a policy borrowed from
Finland where it’s contributed to the
lowest rates of child mortality in the world.”
For decades, expectant mothers in
Finland have received care packages from
the state, including items such as nappies,
bedding and clothes – newborns can even
sleep in the boxes.
They have been credited for cutting
infant mortality and supporting new
mothers too.
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Volunteers needed for
study on persistently
crying babies

Flu programme extended
Some 600,000 more children will be
offered protection from flu this year, as
the biggest ever vaccination programme
for the virus is rolled out across England.
For the first time, the flu vaccination
programme will include children in year three
– extending the coverage to a total of four
million children aged from two to seven.
Two- to four-year-olds can get the
vaccination from their GP, while children
in years one to three can get the free

Universal child
health programme
launched in Wales
Health visitors and school nurses in Wales
must now comply with a major initiative
bringing in “consistent and universal
health services” for children up to seven.

nasal spray vaccination at school, with
parental permission.
The aim is not only to protect children but
the wider community too – especially those
in at-risk groups – as children are most likely
to spread the virus.
Pregnant women, as well as anyone aged
65 and over, residents of long-stay care
homes and carers, and the NHS and social
care workforce are also being encouraged
to get immunised.

Healthy Child Wales is built around
evidence-based preventative and
early intervention measures, such as
screening and developmental checks.
It will also provide advice and
guidance to support parenting and
healthy lifestyle choices for families.
The newly launched health programme
also includes an “agreed all-Wales
universal schedule” of health visiting
and school nursing contacts for every
child, from the maternity service handover
to the first years of schooling, with
enhanced interventions for those with
greater needs.
These universal contacts cover
screening, immunisation and monitoring,
and supporting child development.
Minister for social services and
public health Rebecca Evans said:
“The Welsh Government is committed
to addressing health inequalities and
adverse childhood experiences.
Healthy Child Wales will help us to
do this.”

A research project looking into
ways to support parents of
persistently crying babies is
calling for volunteers.
The “Surviving Crying” study,
launched last year at De Montfort
University, Leicester, in collaboration
with Leicestershire Partnership NHS
Trust (LPT), is seeking to address the
lack of evidence-based NHS practices
to support parents dealing with
excessive crying, which often leads to
contradictory advice.
As part of that project, academics
are now calling on parents with
persistently crying babies aged
under six months to test out different
support strategies.
Nicy Turney, health visiting
professional lead for LPT, said:
“Research has shown that around
20 per cent of babies aged between
one and four months cry for long
periods without apparent reason,
and understandably parents worry
and wonder why this is happening
to their baby.
“It can be very distressing for
parents, and may impact on the
parent/infant relationship,” she added.
Feedback from parents’ focus
groups in the project has already
helped create a “Surviving Crying”
website, offering shared experiences
and information, and the option
of one-to-one cognitive behaviour
therapy sessions with a psychologist.
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Health visitor
heads up
awards
Named Persons
child support talks
get underway
The Scottish Government has said
that it remains committed to the
Named Person provision and the
implementation of the service.
Unite in Health, along with other
stakeholders, is now entering talks with
the deputy first minister John Swinney
and Scottish Government.
This follows the minister’s statement
on 8 September, when he said there
would be a three-month pause for a
period of engagement.
He said any changes required must
be made following open dialogue,
including discussions with those who
have concerns about the policy.
The talks are being led by the deputy
first minister and the minister for
childcare and early years.
Gavin Fergie, lead professional officer
at Unite, said: “We are entering the
phase of listening and sharing of views
with stakeholders from across the
board. Unite in Health will be there to
ensure that we communicate our views
and listen to the government.”
The scheme, which is part of the SNP
Government’s flagship Getting it Right
For Every Child framework, provides
children with access to a Named
Person, such as a health visitor or
teacher, who acts as a single point
of contact.
It aims to help parents access services
and to identify those children in need
of protection.
The supreme court ruled in July
that the scheme’s information-sharing
provisions risked breaching EU
legislation, but said it recognised the
aims were “unquestionably legitimate”.

A Unite lead professional officer has taken
over as chair of the Mary Seacole Awards
Steering Committee.
The handover to Obi Amadi (pictured right),
who is also a health visitor, took place at the
Mary Seacole Leadership and Development
Awards ceremony on 27 October.
Obi said: ‘We are going to be looking to get
more support and do more interesting work.
I’m looking forward to taking over as chair.’

The awards provide an opportunity for
health visitors, midwives and nurses to
develop and enhance their careers through
designing and undertaking a project of
interest to them.
The projects must impact and benefit black
and minority ethnic (BME) communities.
There are annual development awards,
which are up to £6250 each, and annual
leadership awards of up to £12,500 each.
The awards began 22 years ago and were
named after Mary Seacole – a Jamaican/
Scottish nurse, celebrated for her bravery in
nursing soldiers during the Crimean War.
Obi is taking over as chair from Janet Fyle
MBE and professional policy advisor at the
Royal College of Midwives (RCM) (pictured left).
Among the projects which received
funding for 2015-16 were the development of
an iPad app called ‘Let’s talk FGM’.
Other winners included a new model of
antenatal and postnatal education for BME
mothers, and a project exploring nursing
students’ intercultural encounters in practice.
The awards are jointly funded by the
Department of Health and NHS Employers,
who work in partnership with Unite, UNISON,
the RCM and the RCN.
● For more information on the awards,
and how to apply in 2017, visit
rcm.org.uk/mary-seacole-awards-201617

Top health visitor recognised with award
The Unite/CPHVA honorary vice president
Elizabeth Anionwu won a lifetime
achievement award at the Nursing Times
Awards last month.
Elizabeth, who was a health visitor, nurse
and tutor, was recognised for her
contribution to nursing as a
pioneering sickle cell nurse
and academic.
Most recently, she
has been known for her
work fundraising and
campaigning for the statue
of Mary Seacole, which was
unveiled in London earlier
this year.
Elizabeth, who received the UK
Chief Nursing Officers’ Award for Lifetime
Achievement for her nearly 53-year career,
began as a school nursing assistant in

Wolverhampton, aged 16.
In 1979, she became the first sickle cell
and thalassaemia nurse counsellor, and
helped establish the first Sickle Cell and
Thalassaemia Screening and Counselling
Centre in the UK.
She moved into education
and was appointed dean of
the school of adult nursing
and professor of nursing
at the University of West
London in 1997.
She has also been a
senior lecturer in community
genetic counselling at
University College London and is
currently emeritus professor of nursing
at the University of West London.
Elizabeth was made a CBE for services to
nursing in 2001.
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Named health visitor
for all NI practices

SCIENCE PHOTO LIBRARY/ISTOCK/ALAMY/REPORT DIGITAL/RCM/CARMEN VALINO

Every practice in Northern Ireland (NI) will
have a named health visitor by March,
according to plans announced by the
health minister Michelle O’Neill.
The proposal is included in Health and
Wellbeing 2016 – Delivering Together, which
was published on 25 October. In the
28-page document, the minister sets out
a commitment to tackle the issues faced
in the NI Health and Social Care system
through “political leadership”.
The 10-year plan comes on the back of the
government-commissioned Bengoa Report,
which called for reform of a system that it said
is “at breaking point”.
The proposals have not yet been costed
– an aspect of the plans of which opposition
parties have been highly critical.

Minister O’Neill admitted that “the cost of
transformation may be significant,” but went
on to say that “standing still is not an option”.
Following the publication, Unite stressed the
restructuring process must be underpinned
by adequate budgets and must guarantee
equality of outcome for all patients.
Unite regional officer Kevin McAdam
said: “Unite the union has a positive outlook
towards this process of reform. We will engage
constructively in any processes which seek to
achieve real efficiencies, improve services and
value the contribution of all staff stakeholders.”
The report states that the future model of
primary care is to be “based on multidisciplinary
teams embedded around general practice”.
Alongside health visitors, these teams will
include a named district nurse, health visitor

and social worker for every GP practice.
The report says: “There will be capacity
and skills to proactively support individuals to
address the lifestyle choices that impact upon
their health and wellbeing.
“They will have the right tools and skills to
diagnose, treat and coordinate the majority of
care for their practice. They know the people
they serve, and understand their needs better
than anyone.”
Minister O’Neill outlined her vision to the
Assembly, in a speech that focused on hospital
reform, but went on to cover prevention and
wellness and increasing capacity in primary care.
She told members: “We have an opportunity
for a fresh start, supported by the Executive
– not just the will of one minister or one
department. There is total agreement across
the Executive that this needs to be done.
This change will be planned, managed and
incremental. This is not a Big Bang.”
The report says that, to have the best start
in life, support will be increased for children,
young people and families “from before birth
to adulthood”.
It adds: “The universal health visiting
and school nursing service will enable
and support children and young adults to
be successful healthy adults through the
promotion of health and wellbeing; this will
include the full delivery of the Healthy Child,
Healthy Future programme.
“This will support the implementation of the
Executive’s public health framework, Making
Life Better, and its ambition to give every child
the best start.”

WHY REFORM IS NEEDED? Northern Ireland’s ageing population
The population

OVER 65
is projected to rise
by almost
The population
is currently

1.8 million
It is projected to be
1.9 million by 2024

26%

When the UK’s NHS was set
up in 1948, the average life
expectancy in NI was 65 for
men and 70 for women

In 2016, the average
life expectancy of a
man in NI has

RISEN TO 78
while for a woman it is

NOW 82
years

The working
population is expected
to rise by less than

1%
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Fussy eating in children
down to genetics

How long should
children play
video games?
A Spanish study indicates that playing
video games for a limited amount of time
each week may be beneficial to children,
but too much can cause harm.
Jesus Pujol, director of the MRI Research
Unit at the Hospital del Mar in Spain, and
his colleagues investigated the relationship
between weekly video game use and
cognitive abilities and behavioural issues.
Their study of 2442 seven- to 11-year-olds
found that while playing video games for one
hour per week was associated with better motor
skills and higher school achievement scores,

environmental factors can explain why
some children refuse to try new foods, or
are very selective about what they eat. Both
traits were found to have a substantial
genetic basis.
The study, published in the Journal of Child
Psychology and Psychiatry, involved analysis
of data from the Gemini study, the largest
twin cohort in the world, looking at the early
life eating behaviours of 1921 families with
16-month-old twins.
The home environment and parental
behaviour did influence food fussiness, and to
a lesser extent food neophobia – the refusal
to try new foods. But environmental factors
were found to be less important than a child’s
genetic influences.
The news “might be quite a relief to parents”
who “often feel judged or guilty for their
children’s fussy eating,” said Andrea Smith of
the UCL Health Behaviour Research Centre,
who jointly led the research.
But the researchers stress their findings
do not mean fussy eating behaviours can’t
be addressed.
● To read more, visit
bit.ly/fussy_eating_genetics

no further benefits were observed in children
playing more than two hours each week.
The team also found that weekly time spent
gaming was linked with conduct problems,
peer conflicts, and reduced social abilities,
especially in children who played for nine or
more hours each week.
The findings are published in the journal
Annals of Neurology.
● To access the study, visit
bit.ly/video_gaming_in_children

Smoking and
drinking more likely
in children with an
absent parent
Children who experience parental
absence in early childhood are at
greater risk of smoking and drinking
before their teens, according to a
new study.
The research, published online in the
Archives of Disease in Childhood, drew
on data from the UK Millennium Cohort
Study, which has been tracking the health
of almost 19,000 children born between
2000 and 2002.
The children were surveyed at nine
months old, then at the ages of three,
five, seven and 11.
Parental absence was monitored up to
age seven, while information on smoking
and drinking was self-reported at age 11
by the children.
The study, by a team from the Research
Department of Epidemiology and Public
Health at University College London,
found that children who had experienced
the absence of a parent during their first
seven years, whether as a result of death,
separation or otherwise, were more than
twice as likely to have tried smoking and
nearly 1.5 times as likely to have drunk
alcohol by the age of 11.
“Reduced parental supervision, selfmedication, and adoption of less healthy
coping mechanisms” could play a part in
the association, the study says.
● For further details, go to bit.ly/
parental_absence_in_childhood

SHUTTERSTOCK/ISTOCK

Fussy eating habits in toddlers are mainly
the result of genetic influences rather than
poor parenting, new research says.
Led by scientists at UCL, researchers
investigated the extent to which genes and
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Pre-school children
“aware of body image”
Body image issues could begin in preschoolers, but parents are not spotting
the signs, according to a study by
American academics.
Through interviews with 30 parents of
children aged from just over two to nearly
four, University of Illinois researchers found
they were conveying messages about
body image routinely, albeit unconsciously.
And despite believing that their
children were too young to be concerned
about body image, two-fifths of the
parents described their child displaying

body-related behaviour, such as
discussing size or weight, or seeking
praise for their appearance or clothing.
“Parents may be missing opportunities
to foster body confidence and
acceptance in the early years,” said
co-author Julie Birky, a clinical counsellor
and adjunct faculty member in the
school of social work.
The study was published online by
the journal Body Image.
● To read on, visit
bit.ly/body_image_awareness

Vitamin D during pregnancy
linked with ADHD in children
Children of mothers who took
vitamin D during pregnancy have
fewer symptoms of attention deficit
hyperactivity disorder (ADHD) at the
age of two-and-a-half, a Danish study
has found.
Researchers from the University of
Southern Denmark Faculty of Health
Sciences measured the vitamin D levels in
umbilical cord blood samples from 1233
babies soon after birth.
They then asked parents to complete
a behaviour checklist for symptoms
associated with ADHD when the children
were aged two to three.
Published in the Australian & New
Zealand Journal of Psychiatry, the findings
reflect a “clear trend,” said Professor Niels
Bilenberg, one of the study’s initiators,

even after researchers corrected for other
factors which could explain the link.
He added: “Those mothers who had
taken vitamin D, and had a vitamin D
level (25(OH)D) in their umbilical blood
over 25nmol/L, had children with lower
ADHD scores.”
However, the authors cannot say with
certainty that vitamin D protects against
early symptoms of ADHD, and point out
that a clinical diagnosis of the disorder is
not possible in very young children.
● For more, go to
bit.ly/vitamin_d_and_adhd

Rapid blood test
by GPs can rule out
serious infections
in children
A four-minute test could help GPs detect
serious infections – and cut unnecessary
referrals to hospital, according to an
Oxford University study.
Using a simple decision rule and a finger
prick to test blood on those children
identified as at risk of serious infections,
GPs could rule out conditions such as
meningitis, pneumonia and kidney or
bone infections, finds research published
in BMC Medicine.
The study involved a randomised trial
of 3100 unwell children across Flanders
in Belgium. Researchers showed that the
usual clinical assessment would flag 57
children for referral to hospital, out of
which only one would be found to have
a serious infection.
But including a rapid point-of-care
blood test for the inflammatory marker
C-reactive protein (CPR) could reduce the
number of referrals to 35.
Dr Jan Verbakel, an honorary clinical
lecturer in Oxford University’s Nuffield
Department of Primary Care Health
Sciences, led the research. She said that,
combined with a clinical examination,
the test could help GPs “detect serious
infections more quickly and more
objectively,” and prevent “unnecessary
hospital referrals and anxiety” for those
children who were not seriously ill.
● For more details, go to
bit.ly/gp_blood_test
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Tackling
the childhood

obesity crisis
With the number of children classed as
obese or overweight on the increase,
Juliette Astrup takes a look at the issues.

Three in five of England’s most deprived boys will be
overweight or obese by 2020, according to new figures
highlighting the widening gap between rich and poor.
The findings, released by the Obesity Health Alliance
on World Obesity Day, show that 60 per cent of the

most deprived boys aged five to 11 are predicted to be
overweight or obese by 2020, compared to 16 per cent of
boys in the most affluent group.
They also reflect the growing obesity gender gap, with
girls from the poorest families projected to have similar
obese and overweight prevalence rates to their more
affluent counterparts – at an average of one in five girls
by 2020.
Robin Ireland, chief executive at Health Equalities Group
and member of the Obesity Health Alliance, said: “From a
young age, children are developing a taste for high sugar,
salt and fatty foods, that is difficult to break once established
and, as a nation, we all have a responsibility to help shape
children’s diets.
“Sugary drink consumption levels tend to be highest
among the most disadvantaged children who are hit
hardest by obesity and tooth decay,” he said.
Referring to the new tax due to be paid by producers
and importers of soft drinks that contain added sugar from
April 2018, he added: “The health gains from the soft drinks
industry levy will be biggest for our most deprived children.”
Sugar currently makes up 13 per cent of children’s daily
calorie intake, while the official recommendation is no more
than five per cent, according to Public Health England (PHE).
Data from the National Child Measurement Programme
(NCMP) for 2014-15 show that in England over a fifth of
reception age children and a third of children in Year 6 were
overweight or obese.
Obesity prevalence for children living in
the most deprived areas was double
that of those living in the least
deprived areas for both age groups.
In Scotland, the picture was similar,
with 21.8 per cent of children in their
first year of primary school overweight
or obese. In Wales, it was 26.2 per cent of
reception children, according
to the 2014-15 figures from
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Ros’ concerns lie in the role school nurses play in speaking
the Public Health Wales Child Measurement Programme. The
to parents about their children.
2014-15 Health Survey Northern Ireland found that overall more
“School nurses are having to ring up parents they have never
than one in four – 28 per cent – of children aged two to 15
met, about children they have never met, and tell them over
were classed as either overweight or obese.
the phone – your child is fat. It is ridiculous,” she said.
Globally, some 268 million children aged five to 17 years
She urged school nurses to consider home visits, if time
may be overweight by 2025, including 91 million obese,
allows, to have a conversation with parents about a child’s
according to projections in a new study published in the
weight and “find out where they are starting from,”
journal Pediatric Obesity. It also estimates
as well as making sure schools have good food
that up to 81 million children will be
policies in place.
suffering weight-related diseases.
“Naming and shaming of children” has to be
Professor Russell Viner, officer for
avoided. “No parent wakes up one morning and
health promotion for the Royal College of
decides to engorge their child. Obesity happens
Paediatrics and Child Health, said: “Obesity
as a consequence of their life – it is not deliberate,”
blights a childhood and damages adult life,
ENGLAND
she added.
raising the risk of serious complications,
Eustace de Sousa, national lead for children,
such as type two diabetes and breathing
young people and families at PHE, said: “It is deeply
problems – conditions we are seeing
concerning that twice as many children leave primary
much earlier in childhood. These and other
conditions associated with obesity cost the
of reception age children (age 4-5) school obese than when they started and the gap
between the most and least deprived is widening.”
health system around £6bn a year – this is
are obese, 13% are overweight;
He said PHE provides local councils and schools
simply not sustainable.
19% of 10- to 11-year-olds are
with “in-depth guidance on how to carry out the
“We need to make healthier food the
obese, 14% are overweight
NCMP, and how to sensitively communicate results to
easier, cheaper choice by introducing
(NCMP, 2014)
parents in confidence”.
advertising restrictions before the 9pm
“It is difficult for parents to find out that their
watershed, and testing the impact taxation
SCOTLAND
child is an unhealthy weight,” she added. “However,
has on foods high in salt, sugar and fat.
providing feedback to parents is important because
“To complement this, we need to
three-quarters of parents of overweight and
extend the National Child Measurement
obese children do not recognise their child to be
Programme to early childhood and be
overweight, and the majority of parents say they find
educating children from a young age on
of children aged 2-6 are at risk
NCMP feedback to be helpful.”
what constitutes as a nutritious meal so
of obesity, 14% are at risk of being
He added: “We’d encourage primary school
positive lifestyle choices are instilled early,”
overweight. Obesity risk between
teachers and school nurses to download the new
Professor Viner added.
ages 7 and 11 jumps to 18%
Change4Life Our Healthy Year resources, which help
Ros Godson, lead professional officer at
(Scottish Health Survey, 2014)
children follow a healthy, balanced diet and be more
Unite, said that rising levels of childhood
active within the daily school routine.”
obesity and its link with deprivation had
WALES
The new resources are aimed at helping school
been shown year after year in the data
nurses deliver the NCMP and support the health and
from the NCMP.
wellbeing of children and their families, and include
“Why doesn’t the government act on the
a presentation for them to use with parents after
evidence?” she asked. “If they were serious
measuring day.
about dealing with it, they would give
of children aged 4-5 are
Wendy Nicholson, PHE’s lead nurse for children,
the local authorities in those areas money
obese, 15% are overweight
young people and families, said school nurses “have
to deal with the problem – but they are
(Child Measurement Programme for Wales, 2014-15)
a crucial role to play in supporting children, with the
cutting money from the local authorities in
help of their families and teachers, to develop healthy
these areas.”
NORTHERN IRELAND
habits and maintain a healthy weight”. CP
She called the NCMP, “a screening
programme for obesity which doesn’t offer
● For more about the NCMP, visit noo.org.uk/
a solution,” adding: “It is totally unethical.”
NCMP; to read about the study in Pediatric
The government in August this year
Obesity, go to bit.ly/estimates_of_obesity_study;
released Childhood Obesity: A Plan for Action,
to access Childhood Obesity: A Plan for Action,
of children aged 2-15 are
which aims to cut the amount of sugar in
visit bit.ly/childhood_obesity_a_plan_for_
obese, 21% are overweight
food and drinks and to encourage primary
action; and to download the PHE’s resources,
(Health Survey Northern Ireland, 2014-15)
school children to eat more healthily.
go to campaignresources.phe.gov.uk/schools

9%

13%

IMAGE SOURCE

12%
7%
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Back in time
During #HVweek a number of trusts across the UK celebrated the profession, as well
as the CPHVA’s 120th year, with unique events. We look at the health visiting team in
Swadlincote, Derbyshire, and their nostalgic festivities.

A

“back in time” clinic at Swadlincote
Health Centre, South Derbyshire,
prompted a light-hearted look at the
early days of health visiting during #HVweek
in September.
Although times – and uniforms – have
changed in the 120 years since the CPHVA
was formed, the role of the health visitor has
remained essentially the same – looking after
the health and wellbeing of young families.
The Swadlincote team of 10 health visitors
now cares for more than 4000 local families,
with children from newborn to five years old,
and also provides antenatal support to women
in the months before their babies are born.
Janine McKnight, Swadlincote-based health
visitor and member of the CPHVA’s National
Health Visiting Organising Professional
Committee, explained: “We dressed up in
period costume to reflect the 12 decades of
health visiting and invited families to come
and join us. It was a chance to celebrate the
role and recognise how far we’ve come as a
profession since the 1890s.

“Everything we do now is research-based
and there have also been many milestones in
public health, women’s health and women’s
rights, which have had a great impact on the
lives of young families,” she added.

CHANGING TIMES
These days, it is usual for health visitors to
spend around 80 per cent of their time seeing
children and families in their homes, whereas
before the late 1960s, babies were brought

into clinics for health checks. Some of the
other ways in which advice has changed over
the years include:
● Weaning – the current evidence
recommends no earlier than six months
of age
● “Don’t pick them up, it spoils them” – a
theory now considered out of date with
evidence-based research on bonding
● “Babies should be in a routine” – also
considered to be out of date with later
evidence supporting care on demand
● Car seats are now essential by law to
protect babies and children travelling in
cars, though this is a relatively recent
safety measure. CP
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A Better Night’s
Sleep for Baby
ADVERTORIAL

Infants and young children spend a majority of their time asleep, suggesting that sleep is
essential for the developing brain and body, yet sleep problems are common, especially
in the ﬁrst three years.1-2 Having a consistent, calming before-bed routine can help
infants settle down, fall asleep and sleep through the night better.

JOHNSON’S® BEDTIME ROUTINE
Clinically proven to help baby fall asleep faster and stay asleep longer3
Establishing a routine is one of the most important things a parent can do to help
baby sleep better. 3-4 To help parents, the JOHNSON’S® brand has developed a
clinically proven 3-step bedtime routine, a website and sleep app – tools designed
to make establishing a routine a little easier and which can be used together with the
JOHNSONSR Bedtime product range.
Fell asleep 37% faster

In a three-week study of 405 mothers and their infants or
toddlers aged 7 – 36 months, a consistent nightly routine,
including a warm bath, massage, and quiet activities (such as
lullabies and cuddling), was found to be beneﬁcial in improving
multiple aspects of sleep, especially time taken to fall asleep and
number of night wakings. After 1 week of using the JOHNSON’S®
bedtime routine, infants (on average) slept up to one hour longer
and spent 32% less time awake.
When baby sleeps better, mums feel more conﬁdent and less stressed
too.3,5 After using JOHNSON’S® bedtime routine, mums also experienced
less tension, less fatigue and felt more conﬁdent in their ability to manage
their child’s sleep3,5.

Helping parents establish a bedtime routine
The makers of JOHNSON’S® have studied more
than 45,000 babies and observed more than
300,000 sleep sessions. The JOHNSON’S® brand
has worked with leading paediatric sleep experts
to develop and assess the impact of a bedtime
routine (without other behavioral changes) on
infants’ and toddlers’ sleep.

20
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Control

37%

Week 1 (Baseline)

Intervention

Week 2

Number of night wakings decreased by 38%
1.6

Number of night wakings

The JOHNSON’S® brand has worked with leading paediatric sleep
experts to develop the JOHNSON’S® bedtime routine – a simple 3-step
before bed routine clinically proven to help baby fall asleep faster and
stay asleep longer. 3

Sleep latency in minutes

A simple, easy to use routine, proven effective3,5

Control

38%

1.4

Intervention

1.2
1
0.8
0.6
0.4
0.2
0

Week 1 (Baseline)

Week 2

Three week study of 405 mothers and their infants or toddlers
aged 7-36 months. During week 1 (baseline) mums followed
their usual pre-bedtime routine. During weeks 2 and 3 the
intervention group implemented a consistent nightly routine,
including a warm bath, massage and quiet time, whilst the
control group continued with their previous routines.

JOHNSON’S® BEDTIME™ baby sleep app is now available in countries around the world and features Tonight
We Sleep™ lullabies, as well as a proprietary customised sleep proﬁle tool to help improve baby’s sleep.
http://www.johnsonsbaby.co.uk/healthcare-professionals

1. Mindell JA, et al. “Cross-cultural differences in infant and toddler sleep.” Sleep medicine, 2010;11: 274-280. 2. Thiedke C. “Sleep disorders and sleep problems in childhood.” Am Fam Physician 2001;
63(2):277-284. 3. Mindell JA, et al. “A nightly bedtime routine: impact on sleep in young children and maternal mood.” Sleep, 2009;32(5):599-606. 4. Mindell JA, et al. “Behavioral Treatment of Bedtime
Problems and Night Wakings in Infants and Young Children.” Sleep 2006;29(10):1263-1276. 5. Mindell JA, et al. “Efﬁcacy Of An Internet-Based Intervention For Infant And Toddler Sleep Disturbances.”
Sleep. 2011;34(4):451-458.

©Johnson & Johnson Ltd 2016
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RIGHTS AT
WORK

Whenever you have
a concern at work, it
will usually make you
feel upset and angry,
whether that issue
is a complaint or a
concern about you, or
a complaint and concern that you have about
something else.
You need to talk to someone about this
and for Unite/CPHVA members that first port
of call is the local accredited representative
(LAR), sometimes referred to as a union rep
or steward. There will usually be at least one
person who represents the union’s members in
your organisation and, as they have the same
employer as you, they will know a lot about the
local picture. They will be happy to speak to you
on the phone, or in person or respond to an
email. To find out who your LAR is, contact your
nearest Unite office (see figure for details).
Once you have contacted your LAR, they
will be able to advise you about your options
and help you decide what the next steps are
to resolve your concerns. It might be that they
need to get some more information about your
issues, and they would then contact the Unite
regional officer who covers your employer.
The regional officer is someone who is
employed by the union to assist reps and
members, both individually and collectively, and
will have many other employers
to cover. This means that
the rep may not be
able to get hold of
them immediately
about your issue,

but it also means that they have a wide range of
experience and knowledge about lots of issues
that members face. If you don’t have an LAR in
your workplace, then it might be that you are
put in contact with the regional officer directly
to help you.
Sometimes regional officers need to call
on some of the other experts in the union for
assistance with issues. Unite has specialists
in pensions, health and safety, equalities
and professional issues, as well as national
officers who have a wider remit for members
in health.
Within Unite/CPHVA, there is an additional
layer of support for our members who work
across health, and that is the professional team
(see right). These people are experts in their
areas whose job in Unite is to develop and
support the professional lives of members. This
can often include advising on the professional
dimension of a work-related issue. This could
be about workloads, scope of practice, NMCrelated areas – the list is endless.
When any members need assistance for
work-based issues from the team, it is always
best to ask the relevant LAR to speak to the
regional officer about getting in touch, this
means that everyone is working together to
resolve the issues.
All the lead professional officers, and
the national officers for health (myself and
Colenzo Jarrett-Thorpe) will be at conference
in Telford on 15 and 16 November, so come
and find us, and tell us about your issues. CP
Sarah Carpenter
National officer for health at Unite
Twitter: @sarahcarps

The six members of the
professional team

OBI AMADI

JANE BEACH

Lead professional
ofﬁcer
(strategy, policy
and equalities)

Lead professional
ofﬁcer
(regulation and
Wales)

GAVIN FERGIE

ETHEL
RODRIGUES

Lead professional
ofﬁcer
(commercial
development and
Scotland)

Lead professional
ofﬁcer
(education and
Northern Ireland)

DAVE MUNDAY

ROS GODSON

Lead professional
ofﬁcer
(mental health)

Lead professional
ofﬁcer
(public health)

Where to
turn for help
In the last issue of Community Practitioner, we started to consider some of the issues
that staff are facing at work, and how they are responding. In future issues, we will be
considering those in more detail. But this month Sarah Carpenter, Unite in Health’s national
officer, is focusing on how and where members can get help with work issues.
16 Community Practitioner November 2016
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Scotland
Regional secretary
Pat Rafferty
John Smith House
145/165 West Regent Street
Glasgow G2 4RZ
0141 404 5424

North West
Ireland
Regional secretary
Jimmy Kelly
Belfast regional office
26-34 Antrim Road, Belfast BT15 2AA
*02890 020418
(*04890 when calling from the ROI)

Acting regional secretary
Mick Whitley
Jack Jones House
2 Churchill Way
Liverpool L3 8EF
0151 203 1907

North East,
Yorkshire and
Humberside
Regional secretary
Karen Reay
55 Call Lane
Leeds LS1 7BW
0113 236 4830

West
Midlands

Dublin office
55-56 Middle Abbey Street
Dublin 1
01 873 4577

East
Midlands

Regional secretary
Gerard Coyne

Regional secretary
AnnMarie Kilcline

Transport House
9-17 Victoria Street
West Bromwich B70 8HK
0121 553 6051

Unit 2, Pride Point Drive
Pride Park
Derby DE24 8BX
01332 548400

Wales
Regional secretary
Andy Richards

London
and Eastern

1 Cathedral Road
Cardiff CF11 9SD
02920 394521

Regional secretary
Peter Kavanagh
33-37 Moreland Street
London EC1V 8BB
020 8800 4281

South
West
Regional secretary
Peter Hughes

South East
Regional secretary
Jennie Formby

Tony Benn House
Victoria Street
Bristol BS1 6AY
0117 923 0555

South East Regional Centre
Chalvey Road East
Slough SL1 2LS
01753 313820

LATEST DATES FOR THE DIARY
Unite-CPHVA Annual Professional Conference 2016
DATE: 15-16 November
TIME: 9am – 5pm
LOCATION: Telford
WHAT TO EXPECT: The 2016 conference features a brand
new programme of inspirational and incisive talks on topics
including the future direction of primary health care in the
UK, mental health and wellbeing and the implications of
technology on your role. Over the two days, you will gain

practical advice and guidance from professional experts,
and will have the chance to share best practice with your
peers and colleagues.
The conference celebrates the hard work and dedication
of your profession and will leave members revived and full of
enthusiasm and passion to make a difference in their roles.
INFORMATION: See overleaf for more information on the
programme. To book your place, visit cphvaconference.co.uk
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CONFERENCE
2016

Unite-CPHVA Annual
Professional Conference:
Programme 2016
It’s that time of year again… As the CPHVA annual conference arrives, we take a look at what the
programme has in store*.
13.15 Masterclasses
Choose from one of the following topics:

Day 1 – 15 November
08.45 Registration and networking

Allyson Pollock, Professor of Public Health Research and Policy,
Queen Mary, University of London

Clinical update on neonatal jaundice and newborn
toxicology screening
Building confidence in tackling crucial and
difficult conversations
Your role in advocating safe and appropriate access to
medicines: including abuse of prescribed medicines and
self-medicating
Dr Derrett Watts, Lead for Substance Misuse
Dr Rahul Chandavarkar, Specialist Trainee (ST5),
North Staffordshire Combined Healthcare NHS Trust

10.30 Exhibition and networking

Perinatal mental health

09.30 Chair’s remarks
Carolyn Taylor, Chair, CPHVA Executive
09.40 Welcome from Unite the Union
Gail Cartmail, Assistant General Secretary, Unite
10.00 Quantifying the implications of early intervention on
long-term development

Jill Foster, Health Visitor Brunei, SSAFA

Maximising evidence for service delivery – influencing the
future together
Jane Appleton, Professor in Primary and Community Care, Faculty
of Health and Life Sciences, Oxford Brookes University

11.00 The opportunities and risks from commissioning of
services by local authorities

Adolescent sexual health
Sue Knight, Nurse Lead – Clinical Governance, Brook

Speakers include:
Becky Pollard, Director of Public Health, Bristol
Professor Rod Thomson, Director of Public Health, Shropshire
11.35 Keynote address: ‘All our health’

Standing up and speaking out: campaigning for community
nursing services
Sarah Carpenter, National Officer for Health, Unite the Union
Colenzo Jarrett-Thorpe, National Officer for Health, Unite the Union

Professor Viv Bennett, Director, Nursing at Public Health England
and Department of Health

Behaviour management for young children with autism
Laura Kerbey, Founder, Positive Autism Support and Training

10.40 – 10.50 Inspire session: From Calgary to Kathmandu: a
personal reflection on 40 years of health visiting

14.10 Concurrent sessions from this year’s CPHVA Call for Papers

12.15 Lunch, exhibition and networking
12.30 – 13.00 A place for scar and stretch marks
management: building aftercare into patient consultations
Aldyth Walker, Senior Midwifery Lecturer,
University of Greenwich, Inpatients Services Matron KCH

Exhibition
seminar

Natalia Wieclaw, Bio-Oil’s Assistant Training and Congress
Manager, MPGCE
Supported by Bio-Oil
12.40 – 13.10 The development of healthy
eating practices for long-term health
Charlotte Stirling-Reed, Owner of Nutrition Consultancy
SR Nutrition and specialist in infant and toddler nutrition
Supported by SMA Nestle Nutrition

Parenting
Human rights
Practitioner wellbeing
Prescribing
Safeguarding
School age health
Workforce development
Infant nutrition, including milk allergy and childhood obesity
Angharad Banner, Children’s Dietitian
15.20 Exhibition and networking

Exhibition
seminar

15.25 – 15.45 Coping with colic
Dawn Kelly, Health Visitor, Member of Colief Expert Panel
Supported by Colief

Exhibition
seminar

18 Community Practitioner November 2016
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CONFERENCE
2016

PROFESSIONAL APPETITE WHETTED?
You still have time to register at
cphvaconference.co.uk
or by calling 020 7214 0555

12.15 Masterclasses
Choose from one of the following topics:
Domestic violence and safer families
Linda Davies, Training Consultant and Member of the NICE GDG
for Domestic Violence
Practitioner wellbeing: mindfulness to manage stress
and workload
Jean Watson, Independent Consultant and Mindfulness Trainer

*Programme correct at the time of going to press

15.30 – 15.40 Championing perinatal peer support for parents
in areas of high deprivation

Managing challenging behaviour in children
Sarah Darton, Family Links

Vanita Bhavnani, Senior Research and Evaluation Officer, NCT
15.50 Recognising the impact of austerity on health needs
Dr Kayleigh Garthwaite, Post-doctoral Research Associate in the
Department of Geography, Durham University

Sleep issues in infants and children (CNN)
Vicki Dawson, Founder and CEO, The Children’s Sleep Charity
Immunisation update 2016
David Green, Public Health England

16.20 CPHVA President’s address

Best practice in tackling bladder and bowel concerns
Brenda Cheer, Continence Specialist Nurse, ERIC

Polly Toynbee, Honorary President, CPHVA and Columnist,
The Guardian

Revalidation workshop
Sara Kovach-Clark, Revalidation Transition Lead, NMC

16.40 Nick Robbin Lecture

Standing up and speaking out: Using the NMC Code of
Conduct to raise concerns about services and reorganisations
Sarah Carpenter, National Officer for Health, Unite the Union

Polly Neate, CEO, Women’s Aid
17.10 ‘120 years – not out!’
A short theatre production by Woman and Theatre

13.05 Lunch, exhibition and networking

17.40 Close

13.20 – 13.30 Inspire session: A carer’s journey
Surrinder Bains, Solihull Approach Trainer/Health Visitor, Sirona

Day 2 – 16 November
08.30 – 9.00 Morning briefing with Community Practitioner
08.45 Registration and networking

13.40 – 13.50 Inspire session: Nurition justice: policy, parents and
child fatness

Carolyn Taylor, CPHVA Executive
09.30 Keynote address

Sharon Noonan-Gunning, Paediatrician Dietitian/PhD Candidate,
City University Centre for Food Policy

Jon Ashworth MP, Shadow Secretary of State for Health
10.00 Empowerment and leadership in practice

14.05 Concurrent sessions from this year’s CPHVA Call for Papers

Angela Lewis, Independent Consultant in Public Health Nursing
Jennifer Harmer, Health Visitor, CLCHT Merton
10.30 Exhibition and networking

Dr Carrie Ruxton, Independent Dietitian
Supported by Petits Filous

Exhibition
seminar

Supported by Danone Nutricia Early Life Nutrition

09.20 Welcome to conference

10.35 – 10.55 Overcoming vitamin D deficiencies
in children

13.20 Managing frequent regurgitation in infants:
the aSTAR approach
Sarah Jarvis, GP and author of Children’s Health for Dummies

Exhibition
seminar

10.40 – 10.50 Inspire session: Volunteering overseas: is it for you?
Kirsty Armstrong, Senior Lecturer/Practitioner in Primary Care, St
George’s Hospital, University of London and Kingston University
11.00 Key skills in public health nursing 2016
Claire Cotter, Programme Manager (PHSKF/Skills Passport),
Organisational and Workforce Development, PHE
11.25 The psychology of radicalisation among clients

Perinatal mental health and wellbeing
Infant nutrition
Practice models and commissioning
Children and young person’s sexual health
Social media and technology
Parents and carers
Workforce culture
Education and learning
15.15 Exhibition and networking
15.45 Conference Awards: Presentation for the winners of the
Unite-CPHVA poster competition and LAR awards
15.55 Overcoming challenges in a cycle of change
Simon Weston, Falklands War veteran, author, public
speaker and charity supporter

11.45 Recognising and reporting child exploitation in a
changing population

16.40 Closing remarks

Helen Hipkiss, Safeguarding Lead, NHS England

16.45 End of conference
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RUNNING ON
Health visiting and school nursing services are being reduced as local authorities are having their
budgets cut. Phil Harris explores the situation and what is being done to counteract this.

W

e are trying to hold strong, but we
are fearful for our future.”
Amy* is one of an increasing
band of health visitors and school nurses
across the country who find themselves
victims of cuts to staff and services.
In her area, a 25 per cent reduction in
health visiting hours is planned, and at the
moment it is unclear how or what services
will be provided.
“We do not know how we can possibly
maintain a safe and effective service for our
families,” she says. “We have areas of significant
health need in our part of the UK. Massive
cuts to other services, all implemented by
our commissioning body, have reduced the
essential support for our community.
Amy says the health visiting workforce
in her area is passionate, committed and
provides an excellent service to families. They
have had fantastic working relationships with
partner agencies, including GPs, to provide
a first-rate, comprehensive primary and
secondary preventative service for families.
(*not her real name)
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“But we are concerned that in the future,
while we may search for and identify
health needs, referring, signposting and
empowering families to engage with
agencies and activities, to promote and
support change will be extremely difficult
due to a lack of services.”
Amy is by no means alone. The story
is being repeated across many parts of
the country.
In October, Cumbria County Council
announced plans to make cuts to save
£700,000, including axing health visitors,
scrapping the school nursing service
completely and closing the Family Nurse
Partnership scheme.
In Yorkshire, Barnsley Council put its public
health services for 0-19s out to tender, with
just £4.8m on offer for activity that cost
£5.87m – effectively trying to cut more than
£1m. Perhaps unsurprisingly, no one bid,
including the local NHS trust, which felt the

work couldn’t be done at the price available.
Meanwhile Birmingham is slicing 10 per
cent off its school nursing budget. Reading
intends to cut £800,000 from its public health
spending, and Blackpool is looking to remove
£300,000 from its school nursing service with
the loss of 11 roles.
These are just a handful of examples, and
the national picture is starting to emerge
more strongly as local authorities make their
plans for the coming financial year and go
public on proposals.
Like many others in the same position,
Amy has given many years of dedicated and
selfless service for children and families, but
she now finds herself unable to speak out for
fear of repercussions.
Following a backlash of negative local
press and social media coverage, staff have
been ordered not to talk to anyone about the
‘reorganisation’, and could face dismissal on
the grounds of misconduct if they do.
But Amy says people need to know what is
happening. “Colleagues who recently trained
under the Health Visitor Implementation

71%
Estimated cut
in government
spending
on early
intervention
from 2010
to 2020
(Action for Children et al, 2016)

Plan feel deceived and let down, having left
successful careers in nursing and midwifery
for a future in community public health, only
to have the service so drastically cut.
“Health visitors are fearful that they cannot
afford to survive on less hours or a lower
pay grade, and that after the pay protection
period, it will be unlikely for them to have the
opportunity to return to substantive grade
or hours.
“Therefore they are resigning from the
service in droves, many to pursue job
opportunities in the private sector, sadly not
as specialist community public health nurses.
The alternative redeployment posts on offer
would not enable health visitors to maintain
and revalidate their registration. Sadly, we
are likely to lose immense expertise and skill,”
Amy says.

AN INVIDIOUS POSITION
Local authorities have been put in an
invidious position as their funding from
central government dries up.
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The commissioning and budgets for public
health services were transferred to their control
in October 2015, but in the Chancellor’s Autumn
Statement, local authority funding for public
health was cut by an average of 3.9 per cent per
year until 2020, which equates to a 9.6 per cent
cash reduction in that period. And this comes
hard on the heels of colossal cuts for other local
authority work.
Councils say they are having to prioritise
what they do, and many are plundering their
public health funds, which are theoretically
ringfenced, although this is not tightly defined
or closely monitored.
A 2015 study by the British Medical Association
(BMA), using a freedom of information request,
revealed that around half of local authorities had
used the ringfenced funds for other purposes.
The BMA told the Public Accounts Committee it
suspected that, in many cases, the grant money
had been diverted to cover cuts elsewhere.
Councils are cutting staff, reducing hours,
closing services such as children’s centres, and
using cheaper, less qualified workers.
In Worcester, councillors have been open
about the challenge they face and why the

ACROSS THE UK
Although the situation is bleak in many
parts of England, there is a contrasting
situation in Scotland, where the
government has seen the value in early
intervention and is moving towards 11
mandated visits. A £40m investment
over four years is aimed at educating
and recruiting 500 more health visitors
to cope with the extra workload,
although there are growing concerns
this ambitious target will not be met.
The CPHVA has launched a petition
calling on health boards to commit to
ensuring the Scottish Government’s
promises are delivered. To sign, go to
bit.ly/we_deserve_better_survey
The situation is also better in
Wales because its services are not
commissioned by local authorities,
although the usual health service
pressures are strong and many areas
are having to make savings.

£77m

Cut in local authority public
health grant in 2016-17
(Government, 2016)

need to save on public health nursing costs.
Conservative councillor Marc Bayliss, the cabinet
member for children and families, says they
have little choice as the council is under “huge”
financial pressure.
“The context to this is that we need to save
something like £25m next year. I’m really sorry
to say, we need to make hard choices, there
really are no easy options left.
“There is no low-hanging fruit left. I’ve been
really honest and upfront about it – I wish we
were living in a world where money doesn’t
matter and you can spend what you like, but
we don’t,” Mr Bayliss adds.

WHOSE RESPONSIBILITY?
Shifting responsibility onto local government has
removed the involvement of the Department of
Health (DH) in the issue of staff numbers.
According to the DH, local commissioning
enables local authorities to make judgements
on local needs.
“We are committed to protecting the public’s
health. Over the next five years, we will invest
more than £16bn in local government public
health services, in addition to what the NHS
continues to spend on vaccinations, screening
and the world’s first national diabetes prevention
programme,” says a DH spokesperson.
“We know local councils are carrying out
some excellent work in challenging
circumstances and they are best placed to assess
local needs,” he adds.
Public Health England’s role is to provide
advice and support on how the public health
grant should be spent, but does not force
councils to do anything. Its chief nurse, Viv
Bennett, says: “We know local authorities
are working hard to do the best they can for
children, young people and families while finding
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efficiencies in their public health grant.
“Public Health England is working closely
with local authorities to provide professional
guidance and leadership for the health
visiting profession, as well as evidence of
what works, to help them meet their public
health responsibilities under the conditions
of the grant.”
Meanwhile, the NMC says the problem is
not part of its remit.

ASSESSING THE IMPACT
It is hard to determine the overall effect of cuts
on staffing numbers across the country, as the
picture is still forming and headcount changes
are not yet reflected in the official figures.
Obi Amadi, Unite/CPHVA lead professional
officer, says it is clear that the cuts are
reversing the progress on numbers made
since 2011 through the Health Visitor
Implementation Plan, but councils are
wary of backlash and many are being
evasive on details.
“When we challenge them, local
authorities are not giving straight answers.
They say they are still considering options.
But plainly the consequences of the cuts are

that populations will be without health input
from the appropriate professionals.
“We’ve heard that in some areas they are
skill-mixing or not even completing the
five reviews. Only health visitors have the
depth and range of knowledge to provide
the universal service and carry out a holistic
assessment of the family, and without this
there will be consequences in terms of
obesity, dental care, accident prevention,
postnatal depression, safeguarding,
developmental difficulties, domestic violence,
dealing with complex social needs – the list
goes on and on.
“Other staff may spot these issues but lack
the training or expertise to deal with them.
Our role is all about prevention and early
intervention. It’s not just about the numbers
– it’s about the capability.”
She adds that the cuts are being dressed
up as modernisation, and claims of
reorganisation, restructuring, realignment
are just “weasel words” to cover up the cuts,
as modernisation has already happened
through the Health Visitor Implementation
Plan, and consultations are usually a sham.
“Plus, of course, there is the hidden story of

the impact on remaining staff, who have to
deal with reduced hours, increased caseloads,
burnout and high levels of stress,” says Obi.

TAKING UP THE FIGHT
As a basic requirement, local authorities need
to commission the five universal health visitor
reviews at 28 weeks of pregnancy, 10 to 14
days, six to eight weeks, one year and 2.5
years. This mandation lasts until March next
year and the Department of Health asked
Public Health England to lead the review of
what will replace it.
The wave of cuts means this has become a
pivotal debate. Feedback to the consultation
from professionals, led by Unite/CPHVA, has
stated the overwhelming evidence base
for early intervention services, and argued
it is imperative that the five core visits need
to be maintained as an absolute minimum
requirement – and possibly extended.
Concerns about cuts and service provision
have been raised by organisations such as
The Lullaby Trust, which during Baby Loss
Awareness Week highlighted the role of
health visitors in reducing baby deaths.
Speaking to Community Practitioner,
shadow minister for public health Sharon
Hodgson MP, says: “Instead of supporting

9.6%
Cash reduction
in public health
spending from
2015-16 to
2020-21
(Department of Health, 2016)
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the work of health visitors, the Tories are
implementing a strategy which places the
responsibility for the commissioning of
health visiting on local authorities, but has
imposed deep and damaging cuts to public
health budgets.
“This strategy will not only fail if it is allowed
to continue, but will also impact the health
of our local communities. All governments
must make the health of our communities a
priority, and health visitors are an important
part of achieving a healthy society.
“The government must recognise the
important work of health visitors and their
significance as members of the health

profession, and rethink their strategy when
it comes to public health,” she says.
Unite/CPHVA is calling on all staff and
supporters to sign up and get involved to
promote the merits of the profession. It
has launched the ‘Love Your Health Visitor’
campaign and is also working nationally and
locally with school nurses.
It is lobbying the government and MPs
to take action and arming local reps with
the tools to challenge councils, helping to
fight restructures and reconfigurations, and
defending jobs and terms and conditions.
It is also working to highlight the huge
benefits that health visitors bring, including

the recent #HVweek, which saw the work of
health visitors being shared and celebrated
across the UK with events in each of the
four countries.
Su Lowe, vice chair of the Health Visitor
Committee for Unite, has some sympathy
for councils. “Some are bending over
backwards to keep services and are doing
all they can,” she says.
“It is hard to fight all these cuts in
isolation. We need to go back to the
source, which is government cuts. We
think the government and Public Health
England should take responsibility.”
Su has launched an online petition (see
below) to publicise what is happening and
protect the profession. “Health visitors and
school nurses deliver a holistic service. But
it appears we are too expensive. Councils
seem to think they can get someone else
to do it. But we’ve been going for more than
150 years for a reason.
“It’s the ‘what if?’ scenario. If children are
not seen, then they are at risk. If we’re not
there to help them, who will be?” CP
● For further information about
#HVweek, go to the Unite website at
unitetheunion.org/CPHVA/HVweek

WHAT YOU CAN DO
If you are faced with cuts locally, or want to help your colleagues elsewhere who are, you can take action:

Speak to your
Unite/CPHVA rep

Join the ‘Love Your Health
Visitor’ petition at bit.ly/
love_your_health_visitor
and the school nurses
petition at bit.ly/save_
our_school_nurses

Contact your MP and
health ministers. See
parliament.uk for details

Get the message out – tell
your local community,
health and wellbeing
board and the media

Encourage others
to join the union

Keep up to date via
Community Practitioner
and social media channels:
facebook.com/CPHVA and
@Unite_CPHVA

Get active in your
workplace – make
your voice heard,
and get others to
speak up on your
behalf. Provide
evidence on why
services are needed
and the benefits
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Getting to the bottom of nappy rash
Most babies get nappy rash at some time and around a third of nappy wearing infants are likely
to have nappy rash at any one time1.
THE METANIUM RANGE – HERE TO HELP
Metanium Everyday Easy Spray Barrier Lotion is the latest addition to the
Metanium family. In a handy, easy-to-use spray, Metanium Everyday Easy
Spray forms a barrier to protect delicate skin from irritants like urine and
faeces that can cause nappy rash. Two sprays should be enough to protect
the skin to form a thin protective layer. Pat around the area to maximise
coverage. No need to rub in. Easy Spray has a unique, water-free formulation
to create an effective barrier against irritants. Both urine and faeces contain
water, so any water-based formulation is unlikely to offer sufficient protection
from nappy rash.
Metanium Everyday Barrier Ointment has both a protective and
moisturising formula to provide daily protection from nappy rash and is gentle
enough to use every day and at each nappy change. If nappy rash does strike,
then Metanium Nappy Rash Ointment is licensed speciﬁcally to treat nappy
rash. Metanium Nappy Rash Ointment is a medicine and is listed on the
Nurse Prescribers’ Formulary for Community Practitioners.
It’s usually a mild condition which can easily be treated, but
understandably may be a worry to parents. The key feature of nappy rash is
a pink or red rash around the nappy area.
There are a number of ‘trigger’ times when infants are particularly prone
to nappy rash. A survey identiﬁed seven ‘trigger’ times when parents
believed their child was more prone to nappy rash1.

Most cases of nappy rash only cause mild symptoms and the community
practitioner has a valuable role to play in advising parents about skincare
routines, as well as prescribing or recommending an appropriate barrier
ointment.

NAPPY RASH TRIGGER TIMES
• Teething
• Diarrhoea
• A cold
• First sleeping through the night
• Weaning onto solid foods
• Antibiotic use
• A change in diet like switching to a different type of milk
Being aware of these ‘trigger’ times means that parents can take steps to
help prevent nappy rash occurring.
SKINCARE ADVICE
Good skincare advice has a key role in both treating and preventing nappy
rash. Recommending these simple steps will help1:
• Lay your baby on a towel and leave your baby’s nappy off when you can
• Change wet or soiled nappies as soon as possible
• Clean the nappy area using plain water or alcohol / fragrance free wipes
• Gently pat rather than rub your baby’s bottom dry
• Use a suitable barrier ointment at each nappy change
Most mild cases of nappy rash can be easily treated with a combination of
good skin care and the use of an appropriate barrier ointment.

FREE SAMPLE OF METANIUM EVERYDAY
AND A HANDY MEMO PACK!

Request a free sample of Metanium Everyday
Barrier Ointment and receive a Memo Pack*
containing a note pad, pen and
post-it notes!

FREE
HANDY
MEMO
PACK!

Email your contact details to:

metanium@thorntonross.com
*while stocks last.

References 1. Morris H, Getting to the bottom of nappy rash, Community Practitioner, November 2012,
Volume 85, Number 11
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REVALIDATION

REVALIDATION:

Your reflections
Eight months after its introduction, revalidation has already been completed by tens of
thousands of nurses and midwives. But what’s the verdict following much apprehension
and uncertainty prior to its launch? And what should those yet to go through the process
expect from it? Three readers share their experiences.

ALISON MATTHEWS
HEALTH VISITOR AND COMMUNITY
PRACTICE TEACHER, OXFORD
HEALTH NHS FOUNDATION TRUST
Revalidated in September

I felt it was easier than I expected.
When all the information first came out,
I think we were all a bit daunted, but
actually it was very straightforward. I
don’t think we understood the process
initially or how quick and easy it was going
to be. I think the key thing was to keep
everything up to date. I’m a community
practice teacher and Oxford Brookes, the
university I work with, had encouraged
us to set up electronic portfolios. That
provided a basis for revalidation evidence
and I already had some reflections on my
portfolio that I was able to transfer easily.
Like most, I have regular one-to-ones
with my line manager and so it just
became part of that. And it was quite a nice
experience as well, because it gives you a
chance to get some feedback and to really

●

think about what you’re doing.
It’s a constructive and positive
experience and looking back at
the reflections and the feedback
is very motivating.
Although I’d got some
reflections already on my
portfolio, I did have to think a
little bit more – everybody reflects in th
their
i
head, but it was a case of writing them
down. I wanted to present a varied range of
reflections, so not all to do with clients, but
some to do with CPD that I’d done, some
with students, so that bit took a little more
effort maybe than the rest.
Initially I thought: “That’s a lot of
work and when on earth am I
going to have the time to do
it?”, but actually if you keep
on top of it, it encourages
you to write reflections
as you go along. None of
us are particularly good at
asking for feedback, but it
makes you do it.

I think
thii k jjustt jjotting
th
t tii it
it
down there and then, even if it’s not in a
completely formal way is a good idea. You
can come back to it and expand on it later.
When you’ve completed the verification
element, sending it in was very easy – it’s
all so clear on the NMC site.
I would advise people to
organise the time to spend
with the confirmer and to
make sure you don’t feel
pressured at the end,
because as the date gets
closer, there might be
a bit of pressure if you
haven’t organised that
aspect of it.

“Being
organised
really helps.”
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REVALIDATION

DR VAL THURTLE

STEPHANIE SOLHEIM

PROGRAMME
DIRECTOR
FOR THE
HEALTH
VISITING,
SCHOOL
NURSING
AND DISTRICT
NURSING
PROGRAMME
AT CITY,
UNIVERSITY
OF LONDON
Revalidated in
September

HEALTH
VISITOR AT
SOUTHERN
HEALTH NHS
FOUNDATION
TRUST
Revalidated in
September

● I went to some

focus groups
when the NMC
was contemplating setting up revalidation. They’d selected
people who worked in the prison system, people not working
in NHS set-ups, and there were a lot of practice nurses too.
I presume they chose me because I’m in education. But it
worked very well. So finding out about the system is key,
particularly if you’re in a non-health-focused organisation.
Because the process was only launched in April, it felt a
little last minute, but in terms of keeping clear records of what
training and education I’d done, I had considerably more than
the amount needed.
It’s important to keep very careful records of what you have
done in terms of training and education, and to build on your
reflections too – I wish I hadn’t left them quite as late.
It was a case of prioritising it with other things as well: it
wasn’t so much the volume of work, but the fact that we all
invariably have lots of things happening at the same time. As
an educator, I don’t think writing something was a big problem,
but there was a vague concern that the person you have your
reflective discussion with, particularly being within education,
may not think it was of a high enough standard.
I had lots of emails and tweets from the NMC
reminding me to revalidate and the process
was quick and easy. It was certainly more
structured than it was previously.
I think the key is keeping clear
records of the education you’ve had,
not leaving your reflections to the last
minute, and planning, particularly for
anyone that’s not working in clear-cut
NHS organisations.

● Doing it all in
one go for the
first revalidation
was hard work
– you’re going
through your
training and
feedback for the
last three years. I
guess in some ways I could have started it
a bit sooner rather than a few months before, but you didn’t
know about what it involved prior to that.
I was quite apprehensive that it was going to take up a lot
of my time, but it wasn’t too bad – I did an hour here and
there. And I had a meeting with my supervisor a few months
beforehand, so I’d already done some of my reflections, and
she gave me feedback on that, so that I could improve them
and then know how to write the rest of them.
But they weren’t hard to do – I didn’t have to write essaystyle accounts, it was writing about how you’re feeling and I
used Driscoll’s reflection tool too to make it easier.
You know when your deadline is, so you do need to plan
and set some time aside to do it. It’s much
better doing an hour of revalidation here
and there, than doing it all at once.
Discussing it with your colleagues
really helps too.
And then once you’ve completed
your revalidation, it’s important to
keep it up to date. I’ve already had
feedback from service users since
submitting it, which is really great. CP

“I did an
hour here
and there.”

“Find out
what the
system is.”
● Further information: A revalidation workshop held by the
NMC’s revalidation transition lead, Sara Kovach-Clark, will take place
on day two of the Unite-CPHVA annual conference (16 November).
More information can also be found at revalidation.nmc.org.uk
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BURSARY
CUTS

We haven’t given up the

FIGHT
Three months after the
government confirmed plans to
axe bursaries for student nurses
and midwives, Caroline Roberts
assesses the implications on the
sector and public health.

I

t’s a year since the government
announced plans to abolish free tuition
and training bursaries for nursing,
midwifery and allied health profession
undergraduate courses and, despite
widespread opposition, it is showing no
signs of reconsidering.
From September 2017, anyone embarking
on one of these courses in England will
need to take out a student loan to pay
their tuition fees and living expenses. And
it’s estimated that under the loan scheme,
students are likely to graduate with around
£50,000 of debt.
The government argues that the limited
number of bursaries available under the
current funding system is creating a cap
on training places and leading to the
severe shortage of home-grown nurses
in the NHS. It claims that the new system
will result in 10,000 extra training places
during the life of this parliament, and
enable many more people to enter the
profession in the longer term. The reforms
also mean students will have access to
25 per cent more financial support during
their courses.

WHAT IS UNITE’S RESPONSE?
In response to fears that the new
arrangements will put off potential students,
the government points to the fact that the
introduction of the student loan system and
rising fees have had little effect on application
numbers across other subjects. But, says
Unite lead professional officer Obi Amadi,
the comparison makes no sense given that
nursing students spend half of their time on
placement and so find it almost impossible to
earn extra money through summer or part-

Students are likely to
graduate with debt of

£50,000

time work like most other students. Under the
new system they will, in effect, be paying to
work for the NHS. “Students on placement are
supposed to be supernumerary, but there’s
nothing supernumerary about emptying a
bedpan or turning a patient. They’re part of
the workforce and we shouldn’t forget that.”

IN FAVOUR OF THE REFORMS?
The Council of Deans of Health, the voice
of university faculties of nursing, midwifery
and allied health professions, is in favour
of the reforms, provided that they are
carefully implemented. It points out that loan
repayments depend on income and under
the current rules recently qualified nurses
can expect to repay just £5.25 a month. As
the loan is written off after 30 years, many
graduates will never repay the full amount.

ONE UNIVERSITY’S REACTION
And the new system is not without
precedent. The University of Bolton, in
partnership with Lancashire Teaching
Hospitals Trust, launched its own loanfunded nursing degree in early 2015, prior to
the government announcement about the
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withdraw
withdrawal
wal of bursar
bursaries. The course, which
providess 50 places a year, was created in
responsee to shortages
shortage within the trust and
its first students
in their third year.
sttudents are now
n
is very similar
“The sstudent demographic
dem
to other programme
programmes and I think people
are overe
overestimating
the impact [of the
estimating th
introduction
introducction of loans],”
loans says Jane Howarth,
Bolton University’s
academic
group leader
U
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for health.
aren’t given the
healtth. “Many people
peo
chance to
t become a qualified nurse in the
current ssituation, and they know there’s a
job at the
the end of the course and what the
salary w
will
think the total abolition
ill be. Do I th
of bursaries
bursaries is a good idea? I’m not sure.
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MATURE STUDENTS
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d
is also a
concern for
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nursin students is 28 and
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RICHARD GLEED

SECOND-DEGREE
SECON
ND-DEGRE STUDENTS
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BME STUDENTS

the new nursing associate programmes.”
Obi adds that, with the current shortage of
places, students are prepared to go anywhere
to train, but once they are required to take
out large loans, they’re likely to be a good
deal more selective. This could threaten
some programmes. “Loan-paying students
pick their university on the quality of the
experience and hospitals that haven’t got
the specialist placements and experiences to
offer aren’t going to be top choices. We’re not
necessarily going to get the big influx that the
government expects.”

However, the funding changes look certain
to threaten diversity, says Obi. “There’s a
significant number of people from black and
minority ethnic backgrounds entering nursing
and they tend to be even older. You could end
up with a workforce of staff nurses who are
all white, middle class and in their early 20s as
they’ve trained straight after school and have
parents who’ve been able to help them. One
of the things we celebrate about the nursing
workforce is its diversity, but you’ll struggle
to get that without the bursary. The nursing
graduate of the future is going to look a lot less
representative of the communities they serve.”

MORE PLACEMENTS NEEDED?
The need for an increased number of highquality clinical placements could also be a big
stumbling block. The Council of Deans says

28

the average age of
nursing students

HOW TO HELP
Unite/CPHVA is now planning to lobby
Conservative MPs in the coming
months, says national officer
“The comparison
for health and campaign
that if the government
lead, Colenzo Jarrettmakes no financial
makes no sense given that
Thorpe. “It represents a
provision for
nursing students spend half
further diminishment
additional
of their time on placement
of NHS funding and
placements in
and so find it almost
we think there’s a
2017-18, this could
impossible to earn extra
group of MPs who
jeopardise the
money through summer or
would oppose this
success of the
part-time work like most
as well.
reforms. “Recent
other students.”
“We want our
cuts to continuingg
Obi Amadi
members to contact their
professional
(pictured above)
MP and tell them how a
development budgets
bursary helped them get to the
are likely to limit the number
position they’re in now, and ask them
of mentors in the system and the
to call on the government to reverse this
ability of universities to offer the necessary
ill-thought-out policy. We want to show MPs
clinical placements to pre-registration
that lots of people wouldn’t have become
students,” says the Council spokesperson.
nurses if they hadn’t received a bursary. We
“The lack could be compounded by the
haven’t given up the fight.” CP
increasing pressure on existing mentors from

SUMMARY OF PROPOSED CHANGES
CURRENT ARRANGEMENTS:

FROM SEPTEMBER 2017:

● Free tuition

● Students will need to take out a loan

● Means-tested bursary of up

to £5567 a year
● Non-means-tested
maintenance
grant of £1000 a year
● Reduced rate
student loan of up
to a maximum of
£3263 for students
in London.

to cover tuition fees
● Maintenance loans of up to £9257

(£12,054 in London) will be available.
Those who have previously had a
student loan will also be eligible
for these.
● Currently, repayments are triggered
once earnings rise above £21,000, and
consist of nine per cent of any income
above that amount.

WHAT’S HAPPENING IN OTHER
PARTS OF THE UK?
Bursaries will continue to be available
in Scotland, Wales and Northern
Ireland. This summer, Scotland’s first
minister Nicola Sturgeon reiterated her
commitment to maintaining the bursary
system. A further 1000 training places are
to be made available in the country and
there are plans to launch a discretionary
fund of at least £1m to support nursing
students experiencing hardship.
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BREASTFEEDING IS BEST FOR BABIES

FOR HEALTHCARE PROFESSIONALS ONLY

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

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

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

Retarded
growth

Accelerated
growth

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

-1 -0.5

0

0.5

1

1.5

2

2.5

3

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

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

››

5

*Powder only, liquids will vary

European Food Safety Authority 2014

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

››

WHO/FAO/UNU 20147

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

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

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

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

››

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

European Childhood Obesity Trial Study Group 20159

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

Supporting you to support parents

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

DREAMS
The value of sleep – for everyone – is well documented.
But what makes it so important during the early years? And how
can community nurses offer support to families around sleep?
The Children’s Sleep Charity offers its advice.

impact on mood and links with depression.
The immune system is also lowered, which
results in both parent and child suffering
with illness more frequently. One of the
main symptoms of sleep deprivation in
children is hyperactivity, leading many
parents to believe that their child is quite
simply not tired. What is very apparent is
that a child who is tired cannot achieve their
best, concentration is affected and daytime
behaviour may become challenging.

NEED FOR SUPPORT
Vicki Dawson, chief executive officer of The
Children’s Sleep Charity, who set up the

organisation as a result of her own child’s
sleep issues, explains: “I was absolutely
staggered by the lack of support that was
available at the time. My health visitor gave
me a book on controlled crying and told
me to read it, but being so tired meant that
trying to read a book was a challenge in itself.
I didn’t feel comfortable about leaving my
child to cry, yet I had no idea what else to do.
“It wasn’t until I started to educate myself
around sleep that I started to identify what
the actual cause of the sleep issues were and
appropriate strategies to try. We train sleep
practitioners to work in partnership with
families to choose gentle ways of teaching
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“Sleep deprivation leads many families
into crisis.” “A sleep-deprived child is unable
to meet their full potential.” Research clearly
shows that sleep deprivation impacts on
physical, mental and emotional wellbeing,
yet there is still very little support for families
when it arises.
And the problem is highly prevalent: up
to 40 per cent of children experience sleep
issues at some point. The statistics for children
with additional needs are even higher, with
up to 80 per cent suffering with sleep issues.
The impact of sleep deprivation can be
devastating for families, affecting all areas
of their lives. Research shows a negative
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SETTING A ROUTINE
Consistency at night is incredibly important.
Parents often change the conditions in which
their children fall asleep as they don’t realise
that this may cause wakings throughout the
night. For example, parents may let a child
fall asleep on the sofa and then carry them to
bed when they are in a deep sleep. The child
may continue to sleep for a period of time
but is likely to wake up feeling disorientated.
Another example is that a child may fall asleep
with the landing light on and then parents
may turn the light off when they go to bed,
again causing a child to wake up because
conditions have changed. Think back to a
time when you’ve fallen asleep with the
television on: if somebody switches it off
when you are in a light sleep, you will most
likely wake up and claim you were watching
it. But if it is turned off when you are in a
deep sleep, you will continue to sleep, but
may well wake up some time later wondering
what has happened.
Bedtime routines are incredibly helpful in
developing good sleep patterns. The circadian
rhythm relies heavily on environmental cues
such as light and dark and regular meal times.
Our bodies’ natural clocks don’t run on an
exact 24-hour cycle, so if left unregulated, we
will start to go to bed later and later, which is a

HOW MUCH SLEEP
DO CHILDREN NEED?
● Three months – daytime: five hours,

night time: 10 hours
● Six months – daytime: four hours,

night time: 10 hours
● Nine months – daytime: two

hours 45 minutes, night time:
11 hours 30 minutes
● 12 months – daytime: two hours

15 minutes, night time: 11 hours
15 minutes
● Two years – daytime: one hour

30 minutes, night time: 11 hours
45 minutes
● Three years – daytime: one hour,

night time: 11 hours
● Four years – night time: 11 hours

15 minutes

common problem in children. While having a
regular bedtime is important, a regular wakeup time is also key to establishing a good
sleep pattern. Parents may try to put children
to bed later at the weekend in the hope of
getting a lie-in, but it rarely works.

LIGHTS OUT
T
Darkness plays a
key role in sleep,
p,
helping our bodies
dies
to produce the sleep
hormone melatonin.
tonin.
Screen activitiess interfere
with the production
ction of melatonin
as they contain a blue light, which actually
wakes us up. It is important that parents are
aware of this and encourage their children to
be screen-free in the hour before bedtime.
Planning the hour before bed is an important
part of the sleep practitioner’s role.
Occasionally a child may present with
a sleep disorder, such as sleep apnoea or
restless legs syndrome. All practitioners
receive accredited training in order to
recognise when they need to refer on to
other services – this is supported by Professor
Heather Elphick, chair of trustees for the
charity and lead paediatrician at Sheffield
Children’s Hospital Sleep Unit. Quite often
the families have already sought help in
their localities, but the disorders may not
have been recognised. The vision of the
charity is that every family will be able to
receive support in their locality from a
qualified sleep practitioner. Doncaster
Clinical Commissioning Group is the first in
the country to commission a sleep service
for all children. CP
● The Children’s Sleep Charity
offers a number of free leaflets,
which can be downloaded at
thechildrenssleepcharity.org.uk

TIPS TO PROMOTE SLEEP
Advise parents to:
● Use neutral colours that aren’t
overstimulating
● Use the same sleeping environment for
the child
● Always follow safe sleep practices, such as
always placing the baby on its back (unless
there is medical advice to the contrary) in
the “feet to foot” position and using light
bedding or a lightweight well-fitting baby
sleep bag. Details of the latest information
and research are available from The Lullaby Trust
ust (lullabytrust.org.uk)
● Consider routines and spend time preparing a child for sleep
● Encourage children to take part in fine motor skill activities, such as jigsaw puzzles,
in the run-up to sleep, as these can be very relaxing
● Keep a child’s bedroom free from electronic distractions
● Ensure the temperature in the room is between 16°C and 20°C (ideally).

SHUTTERSTOCK

children to sleep better, which are also
respectful of parenting style.”
The most common difficulties that the
practitioners at the charity come across
are children who have developed sleep
associations that can’t be maintained through
the night. A sleep association is something
that a child needs to have in place at the
start of the night in order to go to sleep.
These include things like a parent, a dummy,
a favourite blanket, watching television or
lullaby shows. Parents are educated about
sleep cycles as part of the work carried out
and it is acknowledged that we come to
points of partial waking throughout the night.
If our sleep association has disappeared, we
tend to fully awaken. So if you go to bed with
a partner next to you and they get out of bed
during the night and don’t return you are
likely to wake up and wonder where they are.
The scenario is exactly the same for children
who go to sleep with a parent next to them,
only to find they’ve crept out of the room
when the child is in a deeper sleep. If a child
goes to sleep with a dummy and the dummy
comes out, they may not wake immediately,
but once they reach a lighter stage of sleep
they are highly likely to wake and so on.
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Attacking
the itch
In today’s selfie generation, head lice are
arguably spread more easily than ever. But
gone are the days of the school nurse “nit
check”, treating the problem requires a joinedup approach, as Juliette Astrup discovers.

F

ew parents will be lucky enough to get their children
through school without a case of head lice, in fact,
many come across them several times. These tiny
biting insects that live in the hair are widespread – and a
particularly common problem in school children aged
from four to 11.
Clinging tightly onto hair shafts with their claws, and
feeding on human blood several times a day, they often
make themselves known by the tell-tale itching they create,
arising from bites and the irritation caused by their saliva
and faeces.
An adult louse is about the size of a sesame seed, has six
legs, and is tan to grayish white in colour. It can live up to
40 days on a person’s head – though dies within a day or
two if it falls off – and during its lifespan can produce more
than 100 eggs.
Females lay their eggs close to the scalp where it’s warm,
attaching them firmly to the hair shaft. Oval shaped, about
the size of a pinhead and yellow or white in colour, the
eggs are easily mistaken for dandruff, except they are stuck
on and cannot be easily brushed away.
Within eight or nine days, the eggs will hatch and the
emerging nymph – a juvenile louse – matures into an adult
in just over a week.
The white egg casings left behind – known as nits –
remain attached to the hair, becoming easier to spot as it
grows away from the scalp.

LOOKING FOR LICE
SCIENCE PHOTO LIBRARY

Head lice move by crawling; they cannot hop or fly, and
spread by head-to-head contact. It takes about 30 seconds
for a single louse to transfer from one scalp to another, and
despite the myth, they don’t prefer clean hair – they’re not
that fussy. Spread through contact with clothing, brushes or
towels is uncommon, and pets don’t spread head lice.
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“Save
from tying up
long hair and avoiding
head-to-head contact,
there is little that can be
done to completely
avoid the risk of
re-infestation.”

An official diagnosis can only be made by
finding a live louse, and they can be hard to
spot unless the infestation is a heavy one.
A bright light, magnifying glass and a
detection comb, with teeth no more than
0.3mm apart, are helpful tools in locating
them. The best method is to take sections of
the hair and comb them through from root to
tip, looking for lice or nits either in the hair or
on the comb. They are most commonly found
behind the ears and around the hairline at the
back of the head.
If crawling lice are not seen, finding eggs
firmly attached within half a centimetre of the
base of the hair shafts strongly suggests that
a person should be treated. Any further away
from the scalp and they are usually dead or
already hatched.
Other signs to look out for include a tickling
feeling, itching, red bumps on the scalp, or
sores on the head caused by scratching. These
abrasions can sometimes become painful
and infected with bacteria, and could need
treatment with antibiotics.
However, it is possible to have head lice
and not experience any itching or the other
symptoms, so regular checking is advisable.

GETTY

TYPES OF TREATMENT
Once diagnosed, treatments fall into
two camps – physical removal and
chemical applications.
However, the once commonplace
insecticide treatments, such as permethrin
and malathion, are rare these days, as most
head lice in the UK are now resistant to
them, explains Dr Vanessa Chen-Hussey,
a medical entomologist and clinical trials
manager at arctec at the London School
of Hygiene & Tropical Medicine.
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BREAKING THE LIFE CYCLE OF THE HEAD LOUSE
Eggs stuck
fast to hairs

Three nymphal stages

Full-grown louse

Mating

7-10 days
to hatch

Minimum time spent by
a louse on the head where
it hatches is 6-7 days

Removal of
the lice before
they are
full-grown

most parents don’t have the time, and most
“Products mostly contain dimeticone, a
children don’t have the patience for that.
silicone-based treatment, which works by
coating the louse,” she adds. “We used to say it Dimeticone is probably the easiest solution.
“But some treatments will say they are not
suffocated them, but now we believe it affects
to be used by pregnant women or very young
their water balance – basically dehydrating
children, so the best advice is to read the label.”
them. Because it works physically, they can’t
She adds: “If they’re carried out properly
become resistant to it. Most treatments you’ll
the treatments are very effective – but the
find now contain that.”
problems come from re-infestation – for
A variety of different versions are available
example, if only one child is treated and a
from the pharmacy, some need to be left on
brother or sister has them at a low level and
overnight, others for as little as 10 minutes.
it’s not noticed, or you send them to school
“It all depends on the formulation,” adds
and they pick it up again. It goes round and
Dr Chen-Hussey. “I would say follow the
round unfortunately.”
instructions, but one thing to remember is
you will always need to do two treatments
– even if it says once on the bottle – because
BEYOND THE CLASSROOM
of the life cycle of the louse. Even a 10-minute
Save from tying up long hair and avoiding
application will kill the lice crawling around,
head-to-head contact, there is little that
but the eggs are very hard to kill, especially if
can be done to completely avoid the risk of
they are right on the scalp.
re-infestation. Dr Chen-Hussey says that she
“What you have to do is kill the adults and
isn’t aware of any research demonstrating the
the nymphs off, then leave it for everything
efficacy of head lice repellents or herbal
to hatch out – and treat it again
remedies, such as lavender oil or tea
seven to 10 days later.”
tree, in keeping head lice away.
“What you
The other option is
Timely, effective treatment
have to do is kill
physical removal, says Dr
is the only way to halt the
the adults and the
Chen-Hussey: “You need
spread within classrooms.
nymphs off, then
to put conditioner or
But, while schools might
leave it for everything to
something thick on the hair,
be where children pick up
hatch out – and treat
which immobilises the lice
head lice – they are no longer
it again seven to 10
temporarily, so they can be
regarded as being responsible
days later.”
combed out with a nit comb.
for dealing with them. Long
“It doesn’t kill eggs by any means,
gone are the days of the school nurse
and you have to keep on doing it daily while
‘nit check’. Indeed, the 1998 Stafford Report,
there is an infestation, and for a couple of
Guidelines on the Diagnosis and Treatment of
weeks, until you are sure everything has
Head Lice (updated in 2012), produced by
hatched and gone.
the Public Health Medicine Environmental
“Some people do it every week to keep
Group, cautions against it, stating that they
on top of it and make sure their children
“are without value as a screening measure and
don’t pick anything up – but I would imagine
should not be done”.

Female lays a
new generation
of eggs

The report also slams the well-used
“school alert letter” calling it an “illogical and
unnecessary reaction” as “most schools will
always have some pupils with head lice at
any one time”.
It advises that “head lice are not
primarily a problem of schools, but of the
community. Stigma and tradition, however,
combined with inadequate public and
professional knowledge, continue to hold
schools responsible.”
Instead the guidance firmly places
primary responsibility “for the identification,
treatment and prevention of head lice”
with parents, supported by professionals
including health visitors, school health
services, head teachers, pharmacists, GPs,
and the health protection team.
Ros Godson, lead professional officer at
Unite/CPHVA, says: “It’s the school nurse’s job
to give public health advice and support as
per local policy. But local authorities are not
actually commissioning school nurses to deal
with head lice – they are not commissioning
anything they are not required to deal with.
“You also have the case that most schools
in England are now no longer under local
authority control with the academisation
programme – although that is not the case
throughout the UK.
“The accepted advice is that head lice are
not a serious public health issue and that
affected children should not be excluded
from school. Individual academies, although
independent of the local authority, should
nevertheless follow local guidelines,” says Ros.
She adds that community nursery nurses
could also be “very useful in dealing with
this problem and explaining to parents what
to do”. CP
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A health promotion project to
reduce unintentional injuries
in and around the home
Maggie Crosbie Health Visitor, Barts Health NHS Trust
Stephen Abbott Honorary Senior Research Fellow, School of Health Sciences,
City, University of London
Correspondence maggieacrosbie@hotmail.com

Abstract
This paper reports a health visitor-led health promotion initiative in a deprived
inner-London community to reduce unintentional injuries in and around the home.
Sessions were held in a children’s centre: photography and participative theatre
techniques were used to raise parental awareness of risks to children in the home,
and to engage those attending in discussion and problem-solving. Mothers of
Bangladeshi heritage attended, and sessions were co-facilitated by a Sylhetispeaking nursery nurse. Mothers were willing and able to participate and expressed
enthusiasm about the project. They reported a raised awareness of dangers to
children in the home, and a greater understanding of the limits to children’s own
abilities to assess risk realistically. Some behaviour change was reported. Mothers
were also enthusiastic about the opportunity the sessions provided to meet each
other and to discuss more general issues of health, including their own. The project
offers a model of good practice creating a template using the arts, which focuses on
a variety of health issues and engages the community.
Key words
Health promotion, accident prevention, child injuries, Bangladeshi

BACKGROUND
Unintentional injuries in and around the home
(UIH) represent an important health issue
for children aged under five. Public Health
England (PHE) states that an average of 62
children under five years of age died from
UIH each year between 2008 and 2012, and
they estimate that 40,000 children of this age
are admitted to hospital as an emergency
each year following UIH (PHE, 2014). Reducing
accidents, together with managing minor
illness, is one of the six high-impact areas for
health visiting (DH and LGA, 2014).

Health visitors are well placed to reduce
UIH. They are able to discuss health
promotion, prevention and safety with
clients at each contact (at home, in clinics,
playgroups, schools and nurseries), they can
assess risks in the home and identify the
need for intervention.
Health visitors in Stepney, Tower Hamlets
(a deprived inner-London borough) believe
there is locally a higher-than-average rate
of, or occurrence of, under-fives presenting
to A&E with UIH. Though there are no
local-level statistics available to support or

contradict this belief, their view is congruent
with Public Health England data showing
that UIH-related hospital admission rates
are 45 per cent higher for children from
the most deprived areas compared with
children from the least deprived (PHE,
2014). A local study (Bryar et al, 2013) found
evidence of high levels of concern among
professionals working with families in Tower
Hamlets about issues such as poor housing,
overcrowding and lack of space in the home,
all of which may help to cause UIH.
Clearly, prevention strategies to reduce
such figures must be targeted at parents:
“Young children are particularly at risk
because they’re less able to assess danger.
Their perception of the environment around
them is often limited…” (NHS Choices, 2015).
A pilot project was carried out to increase
parental awareness of their responsibilities in
being aware of, and addressing, the risks of
UIH. This paper describes the project
and considers what can be learned from it:
● A description of the programme offered
to parents
● A summary of material presented by
mothers during the programme
● A discussion of outcomes, implications
and conclusions.

DESCRIPTION OF PROJECT
Three sessions were planned and took place
in a children’s centre. Each session lasted
about two hours. Children’s centre staff took
responsibility for recruiting parents to the
project: they invited parents who used the
centre, and in particular those parents whose
children had previously been to A&E with an
UIH. It was advertised among health visitors,
in children’s centres and nursery schools.
The first session was attended by seven
Bangladeshi mothers. It was not the
intention that only one local community
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should be represented, although the local
area is predominantly Bangladeshi. Of
these, five spoke fluent English, while two
were less fluent. A Sylheti-speaking nursery
nurse co-facilitated (Sylheti is the dialect of
Bengali spoken by most of the Bangladeshi
community in Tower Hamlets). Two of those
attending had previously taken their child
to A&E with an UIH. The structure of the
session was:
● Welcome
● A presentation of facts and figures about
UIH relating to the under-fives
● A film on the same topic, from the
child’s perspective
● A forum theatre session (see Box 1)
– this session presented three scenarios,
which mothers were invited to interrupt
and take over when, for example, they
spotted a hazard and act out a solution
(see Box 2 overleaf).

DISCUSSIONS
Discussions and forum theatre took place
in both English and Sylheti. The film was in
English only, but was primarily visual with
little dialogue. All mothers participated in
both discussions and the forum theatre,
reporting accidents from their own
experience. However, mothers with less
English participated less.
The second session took place one week
later and was attended by five of the original
seven, including the two mothers whose
English was limited. The session started with
a further discussion of the first session. The
women were then given disposable cameras
provided by the children’s centre and were
shown how to use them. They were asked
to take photos of hazards and potential hazards
in their own homes, and to bring the cameras
back before the next session, where the
photographs would be processed. They could
use their own mobile phones if they preferred.
The third session took place six days later:
the same five mothers attended. Only one
mother had been able to take pictures; the
others said they had not had time. The group
looked through her photographs and also at
photographs brought in by the facilitators.
The mother’s photographs included one
of multiple leads to and from electrical
appliances in her lounge that posed a risk of
tripping. Another highlighted the absence
of a stair gate. All three sessions were then
evaluated by oral and written testimonies

BOX 1. FORUM THEATRE

1982 1996
Augusto Boal
(1982) developed
a process whereby
audience members
could stop a
performance
and suggest
different actions
for the actors, who
would then act
on the audience
suggestions.
Audience members
thereby became
empowered to
imagine change,
and to generate
action.

Seguin and
Rancourt
(1996) reported
successful use of
the technique in
health promotion
in Mali and
Quebec, while
Whelan and
Kearney (2010)
found that 90
per cent of
participating
Irish women said
that drama was
more effective
than leaflets in
effectively giving
information about
breastfeeding.

from the participants and staff. The
evaluation showed some of the participants
changing their behaviour to prevent
accidents. They had more understanding
of child development. They enjoyed the
participatory style of the project, especially
the forum theatre, stating it made them
remember more than the usual leaflets. They
enjoyed being part of a group.
Finally, in this session, a fourth session was
planned to make progress on an unachieved
project aim: the creation of a photographic
display (showing UIH risks) that could
tour the borough in children’s centres, GP
surgeries and A&E departments. However,
it proved difficult to book a suitable room,
so this session could only be arranged for
six weeks later, as Ramadan was beginning.
Perhaps because of the long break, no
mothers attended.

SUMMARY OF MATERIAL
The following summary of the material
presented by mothers during the sessions is
divided thematically as follows:
● Experience and awareness of UIH and risk
● Forum theatre
● Other health issues
● Value of the programme.

EXPERIENCE AND AWARENESS
OF UIH AND RISK
The mothers all spoke about UIH relating
to themselves when infants or to their own
children. For example, one mother described
how she had been burnt as a child from a
cooking pot in the kitchen; another told of
how her three-year-old son had been burnt
by a hot iron as her sister ironed on a bed; and
another spoke of her son drinking detergent.
One example illustrated a mother’s
confusion about what her child could
understand. Her 14-month-old child knew
that a mug of coffee was hot, but did
not realise the consequent need to avoid
touching it. The mother had not been aware
of this lack of understanding. Throughout
the course, the facilitators reiterated that
young children lack adequate knowledge
and insight into danger.
Another discussion was about how
difficult mothers found it to tell their own
parents and grandparents what to do
in relation to UIH risks. They wanted to
challenge relatives who put children at
risk (for example, one mother found her
son playing with matches given him by his
grandmother) but it was not considered
respectful to tell them what to do.

FORUM THEATRE
Forum theatre is a powerful form of
theatre created by Augusto Boal, who
developed a process whereby audience
members were invited to stop a
performance and then change the scene
by acting it out – audience members
became empowered not only to imagine
change, but to generate social action.
Boal always worked within the community.
His aim was to empower individuals and
the community. He said that by changing
ourselves, we can change society. He
handed tools to others to make change.
His idea was to give space to individuals
making theatre reflecting and relating back
to their lives. Forum is a rehearsal for reality.
The forum unlocks an important debate, it
engages, educates and informs. It works as
it is playful, fun and resists all rules. It invites
participation, which is positive.
A scene is set where there is a central
protagonist who has a connection with the
audience and creates a situation involving
conflict. Various members of the audience
are invited to take over from the protagonist
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BOX 2. WORKSHOP CONTENT USING FORUM THEATRE
Three scenes were played out, in which a Bengali health worker called Nina
played a mother and the workshop facilitator played a friend. There is a
baby and a toddler in the scene.

Scene 1 Scene 2 Scene 3
The friend visits the
mother and Nina acts
out a scene where she is
reaching for a boiled kettle
to make up a baby’s feed
– while holding a baby in
her arms.
Later, the friend makes a
cup of hot coffee and puts
it down on a low coffee
table, covered with a
tablecloth, which is within
reach of the mother’s
two-year-old child.

Nina continues to play the
mother and in this scene
she is again in the kitchen
and frying up breakfast
holding the baby on
her hips. The toddler is
running around on the
kitchen floor. The door bell
rings and she leaves the
hot cooking pans on the
cooker to answer the door.
Her friend is visiting. The
door is left open.

Before each scene, the audience is invited to interrupt
the action the moment they see a potential risk to the
child’s safety and take over and correct the scene.

and find a solution to the problem. Forum
theatre works best when the story resonates
with the people and they have knowledge of
the problem, and are therefore more likely to
be engaged.
The mothers said they had enjoyed the
drama: they found it to be fun and liked
the fact that everyone was involved in the
enactment of the scenes. Comments included:
“We had to make changes in the drama
scenes which made us remember.”
“We preferred it to leaflets which we take, put
in our bags and forget them – we do not read
them and later throw them out.”
“It was better than being talked at.”
This feedback was particularly useful
as some health professionals had felt
sure that the women would not get
involved in the drama. In fact, mothers
were keen to be involved, and were
animated in offering useful suggestions
on how to do things correctly to avoid
UIH. In fact, some ran up to the scene to
correct the action, saying: “We would not
leave our children with you.”

Nina’s friend is visiting
her at home. The mother
mentions that she has a
bad back as a result of
carrying the child. The
friend offers pain-killing
tablets and leaves them on
the table. The friend then
asks the mother if she can
borrow her hair-curling
tongs. The friend gets up
to go and use them. After
some more conversation,
the friend leaves the hot
tongs on the chair or floor.
The friend gets up to make
coffee for them both,
leaving the toddler to
wander about.

OTHER HEALTH ISSUES
Some of the women were able to open up
and talk about their everyday difficulties
and personal situations. One mother spoke
of a cot death and how it had affected her
and her family. Others spoke of obstacles in
accessing health care, including difficulties
in accessing GPs, language problems and
not being listened to by healthcare staff
and receptionists.

OUTCOMES
It is unrealistic to expect a small, timelimited, low-resourced project such as this
to provide robust evidence of outcomes.
However, there were some reported
outcomes that illustrate the potential of such
work to educate and change behaviour.

CHANGES IN KNOWLEDGE
AND AWARENESS
The mothers reported that they:
● Previously had no idea that there were
so many accidents
● Now had more awareness of how
accidents are caused (“I will think twice,
think ahead, think like the child…”)
● Now realised how important child
safety was
● Had gained a better understanding of
child development.
Others added that the sessions had
prompted them to think differently regarding
home safety: “It made me more aware of
situations at home and how to do things more
safely at home.”

BEHAVIOUR CHANGE
Some immediate behaviour change
was reported:
● Two of the mothers said that they now
waited until the children were in bed
before doing any ironing
● Others reported feeling more able to
challenge their families about home
safety. The mother whose child had not
understood that hot things were painful
to touch had corrected her husband
when he assumed that their daughter
knew not to touch a mug of coffee. She
added that she felt good that she was
able to speak out.

VALUE OF THE PROGRAMME

IMPLICATIONS AND CONCLUSIONS

The mothers felt that the programme should
be available to everyone, or even made
compulsory, because of the high numbers
of UIH. They also said that they would like a
visit from the fire brigade, as none of them
had fire alarms in their home. They were
disappointed that more women had not
attended, as it was an important message
to spread. In particular, the women said that
it was good to be able to meet in a group.
They enjoyed the company and that made
them feel less isolated: they did not usually
have such opportunities.

Perhaps the most important single finding
is that such a programme was successful
in attracting participation and raising
awareness of UIH among members of this
community. Initially, health professionals
had believed that women would not attend
or participate in forum theatre, but neither
turned out to be the case. It had originally
been planned for the project to run over four
weeks but the children’s centre staff thought
that women would not attend. After the
programme, the staff recognised that the
group were engaged and interested, and
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expressed hope for the programme to be
run again, this time for six sessions.
The success can be explained by a
number of factors that were inherent
in the programme planning, which
aimed to make the programme accessible
and participative.
● Sessions were held at a children’s centre
that families already attended
● Sessions were timed to fit in with the
school run (10am to 11.30am), and a
crèche was provided to allow mothers
to be fully engaged
● Sessions were welcoming, starting with
tea, coffee, biscuits and chat, thus allowing
the mothers to feel comfortable and safe
● The health visitor facilitator had experience
of facilitating drama and workshops, and
co-facilitated with a Sylheti-speaking
nursery nurse.
The use of cameras and the preparation
of an exhibition of photographs were
less successful. It was perhaps unrealistic
to expect mothers to find time to take
photographs, and in any case, a delay of six
weeks before the fourth session resulted
in disengagement. It is clearly important to
ensure that programmes are timed not to
clash with religious occasions such as, in this
case, Ramadan and Eid, or, Christmas and
Diwali, for example.
It is of interest both that children’s centre
staff wished to target families where UIH
had already occurred, and that such families
did not attend in large numbers. Though
the reasons for non-attendance cannot
be known, there are various possible
explanations: such families may have felt
stigmatised or blamed by the invitation
(after all, not all accidents are preventable),
or they may have already received advice
about UIH either at A&E or elsewhere
thereafter, and have therefore felt sufficiently
informed. The fact that children’s centre staff
thought it important to target such families
may indicate that primary prevention as a
strategy to improve health is not always
seen as a priority.

opposed to falls or poisoning, for example.
This information could be collected by
public health departments. This would
help to focus the workshops on particular
health risks.
2. There need to be opportunities to run
this project in a wide range of settings,
such as nurseries, schools, children’s
centres and GP surgeries, and to work in
partnership with other organisations who
would play a supportive role in attracting
a larger client audience. Only at this
point would the merits of the project be
effectively evaluated.
3. This is a template and can be adapted to
focus on other health issues. The project
has already attracted the interest of GPs
and the Royal London A&E department,
which requested for it to be adapted
to tackle diabetes, obesity, falls from
windows and speech and language
difficulties. This is entirely possible.
4. It would also be possible to ask health
visitors to be particularly aware of, and
to record, relevant safety issues when
visiting participants at home.
5. It would be possible to test whether
participants have retained their
knowledge and awareness by providing
follow-up sessions, and/or with quizzes
(both of these methods would probably
require prizes to be offered as incentives).
This project has a lot of potential and needs
more publicity in order to attract support
and funding.

and encouraged parents to be active
participants rather than the passive
recipients of information and advice.
Additionally, it helped to address issues of
social isolation and provided a platform for
mothers to discuss other healthcare issues.
The use of participative techniques, such as
forum theatre, suggests a fruitful approach
to the challenge of actively engaging
people in health promotion and education
– an approach using innovative methods
to enable health visitors to enhance the
impact of their knowledge and skills. In
addition, the approach illustrates the model
of integrated working emphasised by
NHS England (2014) as a key to improving
outcomes. The project therefore offers
scope for further development of a model
of how to engage mothers more actively in
promoting and maintaining the health of
their children, and, indeed, themselves. CP

CONCLUSION
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Notwithstanding the small scale of
this project, it is clear that it provided
opportunities for good-quality health
promotion among deprived families,
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This paper is dedicated to the memory of Thomas Crosbie.

KEY POINTS
●

A small health promotion project successfully raised awareness of home accidents
among a group of Bangladeshi mothers

●

The project used creative methods of engagement, particularly forum theatre,
a group drama method that encourages participation and debate

●

Its success challenged professional preconceptions that mothers would
not participate

●

The model is promising and should be trialled on a larger scale.

FORWARD PLAN
In order to move the project forward, the
following is proposed:
1. It would be very useful if more precise
data could be collected regarding the
injuries; in particular, to know what
percentage of them were burns, as
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practice educator-led peer
support groups
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Abstract
Specialist community public health nursing (SCPHN) students are expected to
develop significant skills and competencies in practice, whilst also achieving
academic success. This workload can be very stressful for students, particularly as
their placements with practice educators can isolate them from other students,
reducing the valuable support that peers can provide. Practice educator-led peer
support groups were established in an attempt to ameliorate student stress and
improve wellbeing by providing peer support, whilst simultaneously delivering
opportunities for learning and promoting preparedness for qualification. A service
evaluation was subsequently conducted using focus group methodology to
explore students’ experience of the peer support groups. This was to ascertain their
effectiveness in supporting learning within practice placements and improving
student wellbeing. Data analysis identified three key themes: peer support and
emotional nourishment; and filling the theory-practice gap; with a further theme
focusing on group organisation and planning. Findings indicated that the support
groups were a valued and important element of SCPHN training for the student
cohort involved in this service evaluation, engendering an improved sense of
wellbeing and an enhanced educational experience.
Key words
SCPHN, peer, support, stress, education

INTRODUCTION
During any student experience, the academic
workload, coupled with limited time to master
key clinical skills, can be a significant stressor
(Evans and Kelly, 2004). Specialist community
public health nursing (SCPHN) students
are required to manage the competing
demands of the academic course, professional
development and work-life balance whilst

working with a practice educator, but without
frequent access to their peers for additional
support. Therefore, opportunities to discuss
and clarify uncertainties and gain support and
understanding from other trainees whilst in
practice are limited. These circumstances can
be isolating and stressful for students.
High levels of work-related stress can
lead to sickness, absence, burnout and high

attrition rates for such students (Galbraith
and Brown, 2011), a further consequence
being reduced performance and adversely
affected client care (Brown and Edelmann,
2000). Methods to alleviate such stress can
be multi-faceted, including informal social
support (Laschinger et al, 2001), social
events, learning and teaching interventions
(Gibbons, 2010), reflective groups (Peterson
et al, 2008). and peer support (Günüsen
and Üstün, 2010). Most of these approaches
involve recognition of the unique support
provided by peers and the resultant
development of practice knowledge and
skills, increased confidence and improved
learning (Fountain, 2011).
Since 2011, an extended support
and education mechanism has been
implemented within Mid Yorkshire NHS Trust
to meet both the educational needs and
wellbeing of SCPHN students. This includes
aspects of peer support, reflective practice,
clinical supervision and joint educational
experiences. These monthly, time-protected
meetings allow the students to meet
with their peers in a non-threatening
environment, away from their practice
setting, where they can learn and reflect on
practice together and gain valuable support.
The groups are facilitated by practice
educators, which therefore concurrently
allow the provision of clinical supervision,
presentation of learning opportunities and
occasion for the multidisciplinary team to
provide education for students.
A service evaluation was conducted to
explore what impact the groups had had on
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the professional development and wellbeing
of the SCPHN students involved.

BACKGROUND
Peer support groups are a means of providing
mutual support by drawing together
colleagues or individuals with common
experiences and can be used as a means of
information and education provision (Gill et
al, 2006). Such groups have been found to
be effective in alleviating burnout (Peterson
et al, 2008), reducing emotional exhaustion
(Günüsen and Üstün, 2010), diminishing stress
and improving individual skills in coping with
it (Laschinger et al, 2001), improving student
achievement and learning (Mangone et al,
2005) and reducing distress when work stress
is high (Healy and McKay, 2000), all of which
underpin the ability to learn and develop.
Students can be affected by stress in a
number of ways, such as feeling clinically
incompetent, irrespective of their previous
experience and role, finding difficulty in
achieving a balance between the demands
of work, life and study, and pressure to
produce academic work whilst learning a
new and demanding role (Gibbons, 2010;
Brown and Edelmann, 2000). Students can
feel overwhelmed, which can result in a
reduced ability to concentrate, decreased
motivation and cognitive dissonance
(Beck, 1995). In addition, students found to
have these indicators have been shown to
demonstrate lower levels of patient empathy
and a reduced ability to learn clinical skills
(Kim, 2003).

AIM OF THE SERVICE EVALUATION
The aim of the service evaluation was to
explore the student experience of the
practice educator-led peer support group
and to inform decisions regarding the
optimisation of future groups. Specifically, it
was to explore the impact of the group on
the wellbeing of the participants and the
impact on their learning and development
and to discover what worked well and what
“better” might look like.

METHOD
A summative service evaluation employing
a focus group methodology was utilised. A
goal-free evaluative approach, where the
perceptions or feelings of participants are
elicited was used (Moule and Goodman,

2009). University ethical approval was sought
and granted. Students were purposively
recruited and invited to attend the focus
group, which took place a month after the
last support group session. The researcher
was careful to explain the purpose of the
evaluation and requested that the students
were open and honest in their accounts
of their experiences, as they would be
influencing future direction for student
support. All nine SCPHN students expressed
an interest in attending, but only five were
able due to work and other commitments.
Written consent was obtained from those
who attended.
Semi-structured questioning allowed the
students to have candid discussions about
their experiences with two facilitators,
a health visitor, practice educator and
another health visitor who was not involved
in the delivery of the support groups. The
two facilitators conducted the focus group,
which was audio-recorded, and coded the
resultant transcript and data. This reduced
bias, avoided misinterpretation of the
data and improved inter-rater reliability
(Merriam and Tisdell, 2015). The data
collected were transcribed verbatim using
in-vivo codes and checked for accuracy
and systematically reviewed and analysed
using Braun and Clarke’s (2006) six-phase
thematic analysis approach.

FINDINGS AND DISCUSSION
The data generated three distinct themes:
Theme one
Peer support and emotional nourishment
This theme describes the emotional effects
that attendance at the support group
had upon the students and confirms the
encouraging impact of peer support on the
wellbeing of the participants. A sub-theme of
“becoming resilient practitioners” reinforced
the positive effects of peer support on
reducing stress and anxiety.
Students described the groups as
providing a channel through which they
could seek “emotional nourishment”:
“In a sense we were all living and breathing
the same experiences... Kind of sharing the trials
and tribulations, which was supportive when we
came together.”
“It’s been a bit of an outlet as well – we’ve had
a few tears.”

Other students described how improving
knowledge about their new role influenced
their wellbeing and how developing
friendships with their peers had a positive
effect upon them. They described an
environment where they felt safe to share
experiences and where they did not feel
judged or criticised and one that provided
emotional catharsis:
“(I) always left kind of feeling refreshed and
able to go and carry on really.”
The beneficial effects for students
increased with each group as they felt
more able to speak openly with greater
familiarity with one another; emphasising the
importance of an ongoing commitment to
the process:
“I suppose it’s how a group forms, because I
didn’t feel safe to share that vulnerability until I
knew the group.”
Peer groups, therefore, need to be
allowed to “fully for” (Tuckman, 1965) before
they can be genuinely beneficial as only
when learners feel “safe” are they likely to
contribute (Rimanoczy, 2007). Such feelings
of wellbeing appear to have been prompted
predominantly from interaction with peers
(Jones, 2003) with more “educational
support” resulting from the contribution of
the practice educators.
Peer support normalised their feelings of
stress and anxiety and promoted a sense of
camaraderie and “fitting in” with a peer group:
“It’s quite sociable as well... A bit of time out
for us, just to get together.”
“Without us, there wouldn’t be the group. The
group is us.”
The peer support group provided an
“outlet” for emotions, helping to manage the
challenge of the new role as SCPHN. Students
used the words “nourished”, “topped-up”,
“refreshed” and “valued” to describe how
the group made them feel, and how the
experience had made them “feel better”, and
more able to “get through the week”. Peer
support, the sharing of knowledge and
expertise and providing encouragement
and support to one another has been found
to increase productivity and performance
(Joiner, 2007), reduce the risk of social
isolation (Bennett et al, 2001), improve levels
of perceived control, reduce anxiety levels
and provide a sense of belonging (Mangone
et al, 2005):
“And I think it was shared, although we were
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all having different experiences, collectively we’ve
had the same experiences.”
The peer support groups allowed the
students to develop effective alliances with
one another and ask questions without
feeling judged, promoting new learning
and confidence to try new behaviours
(Rimanoczy, 2007):
“And not being shy to share experiences if
you’ve had a bad experience. You know, not
being worried that if you say something people
are not going to look at you funny. Ah… you
should have done it that way.”
Overall, the peer support group provided
a medium through which they were able to
gain support from their peers and a sense of
being valued by the practice educators:
“Yeah, so in terms of their busy roles, they
value, they have taken time to facilitate these
groups so they value us therefore you know it’s…
reciprocal, you feel valued.”
The groups provided a means to access
and create social attachments, which had a
positive impact upon the students’ wellbeing
during their training, providing a buffer
against the effects of stress:
“I think just speaking to people who are going
through the same thing isn’t it? We all supported
each other really all the way through.”
Theme two
Filling the theory-practice gap
“Filling the theory-practice gap” relates to
the educational and developmental impact
of the support groups.
The groups appeared to reduce the
gap between what was experienced in
clinical practice and what was taught in the
classroom, with classroom education focusing
on theory rather than specific application
to practice. Students are not always able
to adapt theory to “real-life” situations and
become confused when attempting to apply
theory to practice (Monaghan, 2015):
“It bridged that gap… Some of the academic
stuff we got at uni, we weren’t necessarily getting
it in practice. But we got it [practice-related
theory] here. So it filled that theory-practice gap.”
“We were taught things that we weren’t ever
going to get taught at uni… All the kind of
practical [things].”
The students suggest that their experience
of the support groups help bridge the

KEY POINTS
● SCPHN training can be very stressful and community placements can be isolating

for students
● Practice educator-led SCPHN student support groups were established to help

ameliorate student stress and improve wellbeing by providing peer support while
simultaneously delivering key training
● This service evaluation explored SCPHN students’ experience of the
support groups
● Findings indicate that the support groups were a valued and necessary element
of SCPHN training for the student cohort involved, improving wellbeing and
providing an enhanced educational experience.

existing gap between university and practice.
The support group provided a “classroom”
within the clinical setting to ensure that
student learning was contemporaneous,
sequenced (Corlett, 2000) and contextualised
(Hislop et al, 1996); with academic learning
coinciding with application to practice.
The support group allowed time for the
students to engage in reflective practice
(Jarvis et al, 2003), allowing them to develop
deeper critical thinking through joint
reflection, engaging in sharing perspectives,
joint consideration of an issue and learning
about the experiences of the other students
(Mangone et al, 2005), integrating theory with
practice for academic learning.
“It kind of was a bit of a safe place where I
knew I could just come and feel I’d got a bit of
reflective time.”
The students felt that the support from
the group and the ability to reflect with their
colleagues increased their confidence to
practise differently.
In addition to inspiring new learning, group
discussions gave the students the permission
to take new learning away and practise it,
to compare their practice with that of their
contemporaries and accept that different
practitioners use different approaches to
reach the same goal:
“(I) actually talked to other health visitors who
said: ‘We do it this way,’ so it was like comparing
the practices really.”
Despite the general consensus that
students felt more comfortable to reflect
together in the latter months, when group
cohesion and a greater sense of “safety” had

been achieved, there remained a suggestion
that more time for reflective practice should
be made. However, group reflective practice
holds an element of exposing vulnerability
which could inhibit some practitioners; this
suggests that group reflective practice, when
practitioners don’t feel safe to share their
experiences could be ineffective, causing
students to feel threatened and anxious
(Pierson, 1998; Getcliffe, 1996).
Students were motivated to attend the
support groups by their perception of what
was offered and who was offering it; with
the teachers’ knowledge related to the
practice setting being a key component. The
students were provided with research-driven
education delivered by qualified educators
and expert practitioners:
“I think… you know, those that were
facilitating it came with credibility and what they
talked about was research-based… you know…
the type of lectures you have at university are all
kind of referenced and that echoed through to
practice as well.”
Theme three
Group organisation and planning
This theme explores the impact of how the
groups were organised upon the student
experience. A sub-theme of “what would
‘better’ look like?” provides suggestions to
enhance the student experience. The group
always had an agenda to advise the student
what was going to be taught at the following
meeting. The provision of typed minutes
and an agenda also allowed students to plan
some of their practice learning to coincide
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with the subjects to be discussed:
“So I didn’t structure any visits until after
that… because I knew I was getting the
information here…”
Students were requested to evaluate
each group session to help promote the
quality of future groups. Feedback indicated
that they felt that they were contributing
to the support group programme for
subsequent students. They reported feeling
central to the process and stated that they
were aware that they were the key drivers for
the group direction:
“Yeah… there was an evaluation after each
group and anything that we put on that we
thought… next time can we have this, we
more or less got it on the agenda for the next
meeting”, “Yeah… to send them to us (agenda
and minutes) must mean that they want us to
influence them.”
Students commented on not knowing
what to expect when they first started
to attend:
“I also think… at the beginning… I saw
‘student support’, I didn’t realise it would be
like that… meeting needs, which has ended up
being really useful. But, at first, I thought it was
just like going for a cup of tea and a chat…
like… ‘students’ support’. I didn’t think it was
gonna be like that.”
The students observed that the process
of developing a sense of belonging and
developing trusting relationships with peers
could have been accelerated and suggested
a “meet and greet” session prior to the first
peer support group, to “get to know each
other” and to allow an explanation about
the purpose of the group sessions and for
ground rules to be explored. A group format
with consistent membership may also have
encouraged this earlier group cohesion.
Students also wanted to learn about their
predecessors’ coping strategies whilst on
the SCPHN course with a suggestion that
newly qualified health visitors share their
experiences at future support groups.
While practice educator and visiting
speakers’ time was a cost implication for
the provision of the support groups, this
was offset by the fact that all students
were provided with an equitable training
and education itinerary. No other costs
were incurred.

CONCLUSION AND
RECOMMENDATIONS
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LOOKING
BACK

Action and reaction
Julie Griffiths explores the years from 1986 to 1996, which saw Thatcher begin the bid to privatise the NHS,
the controversial introduction of clinical grading for nurses, and the creation of NHS trusts.

1986
1989

The controversial green paper on primary
care – Neighbourhood Nursing: A Focus for
Care (the Cumberlege Report) – becomes the
basis for the reform of primary health care.

1988

The report of the 1988 Acheson Committee – Public Health in England:
The Report of the Committee of Inquiry into the Future Development
of the Public Health Function – reasserts a positive role for public
health after the new role of manager had resulted in confusion and
demoralisation. The impact of HIV/AIDS and BSE is significant.
● Clinical grading – where all nurses move to grades such as D, E and
F – begins. Its introduction is blighted by tens of thousands of nurses
appealing, saying they have been wrongly graded. It prompts a wave
of protests and industrial action because of low pay, staff shortages
and little investment.
● Prime minister Margaret Thatcher announces an NHS review on the
BBC programme Panorama.

The Conservative government publishes its white
paper on NHS reforms, Working for Patients, and it is
met with hostility from all health service unions. It
proposes to introduce a split between purchasers
and providers of care and create a state-financed
internal market to drive service efficiency.

1990

More NHS
reorganisation
takes place as
the number
of regional
health
authorities
is reduced
to eight.

GETTY/NUPE

● A training revolution occurs

when Project 2000 begins.
This sees nurse training
moving out of hospitals
and into universities. The
system of state-enrolled
nurses is abolished.
● The NHS and Community
Care Act 1990 sees the
creation of an internal
market in the NHS.
● A new GP contract sees
GP fundholding come in,
where GPs have their own
budgets. It also pays GPs for
doing health promotion,
screening and preventive
work, which leads to a
boom in practice nursing.

1995 1994

●

1991
The Patient’s Charter is introduced,
which emphasises the patient as a
customer with rational expectations.
● NHS trusts are created as part
of a restructuring that made them
independent bodies encouraged
to compete to raise standards.
●

1992
The white paper The
Health of the Nation
targets improvement
in five key areas, one
of which is accidents,
including an aim to cut
childhood accidents
by a third by 2005.

Post-registration
and Education
and Practice
(PREP) is
introduced by
the UKCC in
1995 to ensure
nurses keep up
to date with
their practice.
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Functional gastrointestinal disorders
(FGIDs) are an under-recognised and
poorly managed group of digestive
symptoms and feeding problems1
WHAT IS INFANT REGURGITATION?2
Regurgitation is the
passage of stomach
content up the oesophagus
and into the mouth

Mouth

Weak action of
lower oesophageal
sphincter

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

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

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

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

Stomach
Duodenum

Stomach
contents
leak back
up into the
oesophagus

Pyloric sphincter

without the presence
of other symptoms*3

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

NHS England spent

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

£5.2m

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

FOR BREASTFED BABIES
NATIONAL GUIDELINES
RECOMMEND:4

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

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

FOR FORMULA FED INFANTS

a STAR APPROACH
TO TREATING
INFANT
REGURGITATION

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

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

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

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

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

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

$VGHƬQHGE\WKH5RPH,9GLDJQRVWLFFULWHULDIRUIXQFWLRQDOJDVWURLQWHVWLQDOGLVRUGHUV
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,DFRQR*et al. Dig Liver Dis  s/LJKWGDOH-et al. Pediatr  HsH%HQQLQJD0$et al. Gastroenterologys1,&(Gastro-oesophageal
UHƮX[GLVHDVHUHFRJQLWLRQGLDJQRVLVDQGPDQDJHPHQWLQFKLOGUHQDQG\RXQJSHRSOH$YDLODEOHDWZZZQLFHRUJXNJXLGDQFH1*>$FFHVVHG$SULO@0DUWLJQH/HWDO(XU-3HGLDWU
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LAST
WORD

“A lucky man”
Simon Weston is a veteran of the Falklands War
who has lived an inspiring life. Before taking to
the stage at the Unite-CPHVA conference, he
talks to Rob Dabrowski about his experiences.

“I

was a 20-year-old Welsh Guard
that went out to the Falklands,”
says Simon Weston. “I was
on RFA Sir Galahad in Port Pleasant when
the Argentinean’s flew across and dropped
a 500-pound bomb, which turned the ship
into a great ball of fire. We lost 48 men and 97
were injured. I was airlifted off and my story
starts from there.”
Weston survived with 46 per cent burns
and lost more than half his body weight,
plummeting from 18.5 stone, to just eight
stone. He was in hospital for nearly 12 months
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(with a 48-hour trip home to his parents’ house
to celebrate his 21st birthday).
Since 8 June 1982, when the bomb was
dropped, he’s had over 70 major operations
and surgical procedures, including skin from
his shoulders being used to make eyelids and
having a new nose grafted on his face. He
also suffered psychological trauma and
became suicidal.
His story, which he is due to tell at this year’s
Unite-CPHVA conference, is one of incredible
bravery in the face of adversity, but what is
perhaps most arresting is that in recounting
what happened, he refers to himself as
“fortunate” and “a lucky man” and describes the
nurses who helped him on the path to recovery
as “absolutely hilarious” and “great fun”.
“I think that perception is everything,” he tells
Community Practitioner. “I learned a very long
time ago that if you see yourself as a victim,
then you will be a victim. But if you see yourself
as a survivor, then you will be a survivor. It’s
all about how you perceive yourself – if you
start a marathon thinking you’ll never cross the
finishing line, then you won’t.”
He continues: “Of course I have had dark
days, but I always knew I would get through,
there were times when I didn’t want to make
it, but I knew that I would somehow. There
are opportunities out there and they will take
you in whatever direction you want. I just find
it unfortunate that there are people who can’t
see that.”
Weston has now been speaking publicly
about his experiences for more than 25
years. However, as the memories of the
Falklands combat have faded into history,
so Simon has had to change and adapt his
story, to include historical details and facts
that are fast disappearing from the public
consciousness. “Everything changes and
nothing ever stays the same,” he says. “A
lot of people now don’t remember what
happened 35 years ago, but my story always
has the same spine of what has happened to
me and the same message.”
Weston’s message is one of particular
pertinence for community practitioners and
health visitors, as at the centre of his story is
a passion for healthcare professionals. “I’m
a strong believer in the NHS and the great
service that it provides – there are huge areas
of excellence that go unreported,” he says.
“You do an amazing job, but the media

always focuses on the things that go wrong.
For example, if there are 10,000 operations
and one doesn’t end well, then it’s just that
one that gets reported. Obviously, if there’s
any negligence, people need to know, but
the vast majority of people in the NHS are,
without any doubt, excellent workers who
are incredibly dedicated.”
With all the challenges public health nurses
face – from staffing, to pay, to increasing
workloads – Weston completely understands
how some may struggle. “There will always
be a few people that feel jaded and down,”

FACT FILE
● Born in the Caerphilly District

Miners Hospital in Wales
● Is married with three children
● Joined the Welsh Guards in 1978

at the age of 16
● The youngest ever guest on

This Is Your Life, appearing 1990,
aged just 28
● Appointed Officer of the Order of

the British Empire (OBE) in 1992
● Appointed Commander of the

Order of the British Empire (CBE)
in 2016
● Met and became friends with First

Lieutenant Carlos Cachon, the
Argentinean pilot who dropped the
bomb which caused his injuries.

he says. “Some people will be affected by
the scenarios they are in and the lack of
funding for the profession; it’s something that
everyone has to strive do deal with.
“But one thing that must be remembered
is that the patient didn’t create the problem,
so when you are going out to visit someone,
you need to leave your problems at the door
and remain professional, because it is not
their fault.”
During his time in hospital – and years of
receiving care afterwards – Weston believes
the attitude and outlook of the staff played a
big part in pulling him through and helping
him deal with the trauma he experienced.
“I was fortunate enough to have a bunch of
great fun, crazy nurses around me. When I was
lying there weighing eight stone and unable
to feed myself, they were making me laugh.
There was pain and suffering, of course there
was, but 98 per cent of the time the treatment
they were giving me wasn’t medical, it was
talking to me, joking with me, treating me
with dignity and making sure I was happy.”
Weston has fitted an incredible amount
into the 34 years since he left hospital,
from being awarded an OBE and CBE and
voted “the nation’s most heroic figure,”
to writing bestselling books, presenting
television programmes and tirelessly working
for charities.
While he wants his speech and
achievements at the annual conference to
motivate and energise, when asked what
one take-home message he wants the
audience to leave with, Weston’s reply is
one of selfless humility, and one that would
be unlikely to come from the lips of another
motivational speaker.
“I don’t think that there is one single
message or piece of advice that I can deliver
at the conference,” he says. “I want everyone
to leave inspired, but I mainly want them to
know just how much they are appreciated
– that I, and many people, respect them
immensely for all the hard work they do. They
are fantastic. The people that looked after me,
and the people that look after others, change
lives and I think they need to know that.” CP
● Simon Weston will be speaking at
the Unite-CPHVA Annual Professional
Conference at 15.55 on 16 November in
Telford. For more information,
visit cphvaconference.co.uk
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WWW.BABYMASSAGETEACHERTRAINING.COM
For Flying Start Children’s Centre Staff
and Family Health Professionals
Two Day Teacher Training in Developmental
Baby Massage with Peter Walker
UK and International Accredited Teaching Certificates
Federation of Prenatal Education and
Independent Professional Therapists International

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

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

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

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

Balance and Good Posture
4. High quality resource. Copy of
Developmental Baby Massage book
with DVD and course notes for
teachers and parents/carers
Developmental Baby Massage Teacher
Training Available ‘In-House’
throughout the UK also.
The Active Birth Centre North London
5th and 6th November 2016

Included within the course:
OStrategies

to empower parents

OAll

mechanisms identified in current
research to support parent-infant
relationships

OUnderpinning

theory based on
current research

OPractical
ORelevant

teaching in the field
anatomy and physiology

OQuality

supporting materials and
text books

OSummative

assessment

OFree,

informative biannual
newsletter

OTutorial

and on-going support

Other courses from Touch-Learn
for Babies with Special
Needs
O Baby Yoga Teacher
O Baby Signing Teacher
OBaby Wearing Advisor
OMassage

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

6th November 2016 (qualified teachers only)
Email: walker@thebabieswebsite.com
Tel: 01752 939767
Post course support given Free bi-monthly
quality News Letter
Also available Skype clinic for Developmental
Delay Email walker@thebabieswebsite.com

NEW LONDON DATE: Monday 5th Dec 2016
Our popular one-day interactive workshop, designed for professionals
working with families with babies through to school age children.
• Explore sleep cycles and sleep needs
• Understand child sleep problems
• Interpret sleep information
questionnaires and diary
• Plan a range of sleep techniques
• Evaluate intervention

£175

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

.indd 50

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

One day course up-date with New
Certificate Active Birth Centre London

Millpond Children’s Sleep Workshop – Training NHS professionals since 2007
100% of delegates would recommend to a colleague

C

Touch-Learn International’s
Baby Massage Teacher Training

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

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

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

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

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

Find us on Facebook - IAIM UK Chapter
For further details please visit
www.iaim.org.uk. In-house
trainings are available on request.
IAIM (UK) Chapter
0208 989 9597
info@iaim.org.uk
www.iaim.org.uk
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Five simple steps:
#CPHVAtt Twitter Tuesdays
Every Tuesday from 7-8pm, Community Practitioner (@CommPrac) and Unite/CPHVA
(@Unite_CPHVA) join forces on Twitter to host a live chat on issues affecting
young people and healthcare professionals.
Below are five simple steps to help get you started with Twitter Tuesdays:

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

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

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

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

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

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

Twitter Tuesday topics
15th November we’ll all be tweeting from CPHVA conference
22nd November is all about the SCPHN curriculum
29th November is Road Safety Week
6th December is Health & Social Care & STPs (England)
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Diprobase®
A clinical cornerstone
emollient therapy
1,2

Q

Diprobase® is the most prescribed emollient
cream brand in primary care1

Q

Diprobase® is the most used emollient cream
brand in hospitals2

Q

Diprobase® has been soothing and protecting
eczematous skin for over 30 years

Formularies should include ‘an appropriate range’
of emollients3
Patient choice is important in helping to find the
correct emollient for each child3

Diprobase® – mums’ preferred emollient cream*
*Market Research, 308 mums were asked which products they preferred out of brands that they had used for their children’s eczema and dry skin.

Q

Why not recommend mums buy 50g bag-sized,
add-ons to moisturise, protect, relieve and soothe
when they collect their prescription?

Q

No other emollients have the same formulation
as Diprobase®; a formulation that is reassuringly
free-from common irritants

DIPROBASE® PRESCRIBING INFORMATION
Uses: Diprobase Cream and Ointment are emollients, with moisturising and protective
properties, indicated for follow-up treatment with topical steroids or in spacing such treatments.
They may also be used as diluents for topical steroids. Diprobase products are recommended
for the symptomatic relief of red, inflamed, damaged, dry or chapped skin, the protection
of raw skin areas and as a pre-bathing emollient for dry/eczematous skin to alleviate drying
effects. Dosage: The cream or ointment should be thinly applied to cover the affected area
completely, massaging gently and thoroughly into the skin. Frequency of application should be
established by the physician. Generally, Diprobase Cream and Ointment can be used as often
as required. Contra-indications: Hypersensitivity to any of the ingredients. Side-effects: Skin
reactions including pruritus, rash, erythema, skin exfoliation, burning sensation, hypersensitivity,
pain, dry skin and bullous dermatitis have been reported with product use. Package Quantities:
Cream: 50g tubes, 500g pump dispensers; Ointment: 50g tubes, 500g tubs. Basic NHS Costs:

Cream: 50g tube = £1.28; 500g pump = £6.32. Ointment: 50g tube = £1.28; 500g tub = £5.99.
Legal Category: GSL. Marketing Authorisation Numbers: Cream: PL 00010/0658; Ointment:
PL 00010/0659. Marketing Authorisation Holder: Bayer plc, Consumer Care Division,
Bayer House, Strawberry Hill, Newbury, Berkshire, RG14 1JA, U.K. Date of Revision of Text:
December 2014. Please refer to the full SPC text before prescribing this product.
Adverse events should be reported. Reporting forms and information can be found at
www.mhra.gov.uk/yellowcard. Adverse events should also be reported to Bayer Plc,
Consumer Care Division.
Date of preparation September 2016 Job code: UKDIP09160017

1. IMS Health, Xponent BPI, August 2015 – July 2016, Prescriptions, NFC: Topical External Creams. 2. IMS Health, IMS HPAI Trawling Dataset, August 2015 – July 2016, Units (Number of packs),
NFC: Topical External Creams. 3. NICE guidance for Commissioners. Support for commissioning for atopic eczema in children. September 2013. Available at: https://www.nice.org.uk/guidance/qs44/
resources/support-for-commissioning-for-atopic-eczema-in-children-253673821. Accessed September 2016.
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