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SUMMARY

> The aim of this study was to
find out how HVs perceive
their supportive role to parents
who have suffered a stillbirth,
neonatal death or SIDS.

> HVs are often unprepared for
post-death visits, or do not
undertake them at all

> Aliterature review was
undertaken and three themes

re derived: staff grief, su
and training; guilt, burnout and
compassion fatigue; and lack
of standards.

> Neuman's systems model
informed this research, as
it highlights how nursing
intervention at primary,
secondary and tertiary level
can help prevent stress or
bring a patient back to
state of wellness or higher
level of wellness, having
experienced stress.

> Data was obtained from focus
group meetings and one-to-
one interviews. Four themes
emerged from the analysis:
bereavement policy, staff
support, training needs and
parents’ choices.

> HVs found their experiences
challenging due to lack of
confidence. Practices can be
improved through training,
regular debriefing sessions
and supervisions.

how HVs can improve their ability to
erz to parents after the death of a child.

bout child death

bility to off

supportto those parents who have
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considered a taboo (Turner, 2017), or do

experienced child death
according to Rudd and D' Andrea (2013)
and Wender (2012), who expressed
coneerns about public health nurses,
as HVs, being unprepared. This view
echoed by Perfect (2014), and Dent (2002)
described how most HYs stopped
after the post-death visit, leaving parents
fecling unsupported.

Perfect (2014) added that HVs are
unaware of parental support needs after
the death of achild. This isin spite of
government policies, such as the Healthy
Child Programme, that emphasise the
need for HVs toassist parents requiring
support with their emotions, which if left
unattended, could lead to depression,

expect
ly from

the parents to withdraw emotiona

the deceased child and move on
According to Hall (2014), there has

been a shift away from the idea that

successful grieving requiresleting go

of the deceased. Thi Iso evident in

many theories around loss. For instance,

th inuing bonds’ theory never

ment or grieving as ever

fully resolved (Klass et al, 1996). The

expectation, however, is that parents

would experience good psychological

nvolvinga gradual decline in

their distress until th i

normality (Badenhorst and Hughes. 2007).
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the HV' role n the lives of these parents i
cannot be underestimated. Consequently,  LITERATURE REVIEW
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and the NHS, has created theto

pathways toimprove

plus their synonyms, were used

in England following child death or
pregnancy loss, which highlights the
need for follow-up care by the GP or Hy
(National Bercavement Care Pathway
(NBCP) 2018a; 201b). )
These pathways have not given adi
ays have not given advice
how HVs should carry oy i N
Likew Y
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he trust where his.

study took
Place has no guidance on managing

resources: British Nursing Index, Medline.
the Royal College of Nursing online ibrary
and the NICE database.

Three themes were identified:staff grief,
supportand training; guilt, bumout and
compassion fatigue; and lack of standards
ture revealed a gap in practice
of empowering nurses to deliver support

E

patients. Furthermore, the
training programme to day,
covers the issue of bereaye
{02 parent dying,

health visiting
e only b

ment, in relation

The nurses
grieveand are often overwhelmed when
dealing with bereaved parents. Training,

lacking, which could impact negatively on the nurge.
(leading to compassion fatigue) and the work enpa.,
(asstaff mightseck alesssressfuljob),
THEORETICAL FRAMEWORK AND AlM

Neuman's systems model (Smith and Parker, 2015)
informed this research, as it highlights how nursing
ntervention can help prevent stress or b
back toastate of wellne:
stress (Reed, 2003). For

g2 paticnt
or higher level of wellness after
stance, when an individual
experiences bereavement, the nursing intervention aims to
get them to adjust to the loss and move back to  state
of normality.

Guided by this, the aim of this study was to find out
how HVs within an NHS foundation trust perceive their
supportive role to parents who have suffered a sillbirth,
neonatal death or sudden infant death syndrome (SIDS).

RESULTS

Data was obtained from two focus group meetings of

six and four participants respectively, plus two one-to.
i Four fi h i

staff support, training nceds and

bereavement poli
parents’ choice.

Bereavement policy

There was contention over HVs offering bereavement
support. Some fel it encroached into the field of co
while others felt that HVs were well placed for this rol

selling,
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“1don’t know how you would asses
fool’ - participant C, focus group 1.

someone’s emotions u

ing a

You can see where you started from and where you end up and
what you are measuring - have you made a difference or not? And
i not, you g0 back to the drawing board and start again and you
know what you need to do diferently next time.." - participant
A, focus group 2.

Staff support

pants expressed concerns about the lack of
supervision or debriefing sessions, and they suggested
having a specialist person on board or within cach team to
approach for support.

“Where s the supervision support after this visit? We all seem to
have had these traumatic visits. 've had several babies that have
died. Where is the supervision? There isn't any’ - participant C,
focus group L.

One participant indirectly took responsibility for the
death of a child and avoided seeing the mother when she
subsequently had a baby.

“She’s since had another baby, but | made a point of me not
being the person who sees her. Because I'm linked to dead baby, I
thought it would be better for her to have a fresh start with a new
HV - participant B, focus group 2.

Training needs
i i how they have not been prepared

1 think this ide the remit of health When
youthink about your triangle and the childin the centre, and

the health and development of the child, it’s got nothing to do.

with death and bereavement. Thisis the fild for psychologis
psuchotherapists and mental health nurses. Its nothing to do
withus’ - participant D, focus group 1.

1 don't agree with just not making contact, because I ind it quite
harsh. Sometimes you build a real rapport with the parent and
they almost turn to you or advice and support, so why should it
beany different?’ - interview 2.

However, there was consensus about not knowing what
support should look like for bercaved parents.

There are no guidelines: How many times do gou go? When do you
make yourfirst contact? What do you talk about?” - participant
B, focus group 2.

The participants were asked what their thoughts
were about using an assessment tool tojudge how the
parents were coping on their bereavement journey’.

to offer bercavement supportand how lack of training
could result in poor care. One rased concerns about how to
support men

W are not given he skill. Even when you think about lstening
visits, we are not given that many toolsfor that. From a mental
pointofview, | don't think H\ are given enough toos in order
o deal with vists around more mental than physical health

participant B, focus group 2.

You tend 1o Google what you think is appropriate... -
participant A, focus group 2

. had mum and dad gricving at different times, but we don’t have
referrals for the men inour caseloads” - participant F. focus

group1

aining could look like

icipants then discussed what t
e datory, as there will

and suggested that they should be m:
‘lways be circumstances where children die.

? choice
Parents ce wion about whether HVs should not offer

This also led imie
tool could not appropriately measure someon
feelings, and others felt that it would make contact

easier and measurable.
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PRACTITIONER VIEWS ON
SAFEGUARDING SUPERVISION

Ann Guindi of Canterbury Christ Church University studied
the perceptions of community practitioners to discover what
safeguarding modes and supervisor qualities were most important.

RESEARCH
SUMMARY

» This study explores the
views of community nurses
and their perceptions of
safeguarding supervision.

» Questions were formulated
to address possible factors
deemed helpful/unhelpful in
safeguarding supervision carried
out by Guindi et al (2019),
which the author wished to
explore further.

» Thirty-seven frontline nurses
from a community NHS
foundation trust completed an
online survey tool, Qualtrics.

» Ethics approval was granted
from both the trust, Health
Research Authority and
the university.

» Results from this small-scale
study suggest that the model of
safeguarding supervision was
not important, but the preferred
mode was a combination of
one-to-one and group.

» The factors perceived as most
important were feeling safe
or having a safe environment,
experienced practitioners and
critical reflection.

» The ‘qualities’ of the supervisor
deemed most important were
prior training in supervision skills.
Leadership skills were not seen
as important. Most felt that the
supervisor should be from the
same professional background.

INTRODUCTION
This paper is a follow-up to the literature
review carried out by Guindi et al (2019),
which highlighted the lack of empirical
evidence on safeguarding supervision
from the perspective of frontline nursing
practitioners in the community working
with children.

Safeguarding supervision has been
in practice for over 10 years among
community practitioners (CPs), namely
health visitors and school nurses, looked
after children (LAC) nurses and family
nurses. The first paper on this subject area
was written by Green Lister and Crisp in
2005. However, since then only a handful

of papers have been written on this subject:

Hall, 2007; White, 2008; Botham, 2013;
Hackett, 2013; Jarrett and Barlow, 2014;
Rooke, 2015; Smikle, 2017; Warren, 2018
and Little et al, 2018.

Safeguarding practice is continually
evolving following the lessons learnt when
things go wrong in practice, resulting in
the death of a child.

Nurses’ responsibility for supervision
Nearly 25 years ago, the United Kingdom
Central Council for Nursing, Midwifery and
Health Visiting (now the NMC) brought out
guidelines on supervision (UKCC, 1996).
The Care Quality Commission speaks about
roles and responsibilities in safeguarding
children and adults (CQC, 2015). Everyone
has a responsibility to safeguard children
(Department for Education, 2018).

Nurses should have access to safeguarding

supervision in order to stay professionally
up to date with practices and recognise
children who are at risk of abuse or neglect
(Royal College of Nursing, 2019).

44
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Study aim and research questions

This study will explore the views of

community nurses in order to get their

perspective on safeguarding supervision
and examine some of the suggested factors
found in the literature pertaining to
community nurses.

This study selected three questions
centred around factors which are of
interest to the author. A fourth question
explores the other factors found in the
literature review carried out by Guindi et
al (2019).

1. What are the views of community nurses
(HVs, school nurses, family nurses and
nurses working with children in care)
towards the application of a safeguarding
supervision model?

2. How do community nurses perceive

mode (one-to-one, group, peer,
or combination) of safeguarding
supervision within the process?

. What are the thoughts of community
nurses on whether a safeguarding
supervisor should have specific
‘qualities’ such as leadership skills/
supervision training prior to taking up
the role of supervisor?

4. What other factors do community

nurses feel are helpful/unhelpful in

safeguarding supervision?

w

METHOD

Strategy, design and population

An online survey was designed to

gather both qualitative and quantitative
information consisting of 14 questions.
Data was gathered through a secure online
project management system known as
Qualtrics. All respondents were assigned a
number and referred to only in this way.
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The survey was started by 47 respondents. However, only
37 HVs, school nurses, family nurses, LAC nurses, and the
nurses from the pilot were kept. The rationale behind the
10 being discarded was that they either did not complete
the survey or they did not meet the criteria for inclusion
(administrators and nursery nurses). The inclusion criteria
consisted of those nurses working directly with children
under 18 years in a home-visiting capacity. It excluded
adult nurses working with families, sexual health nurses
and learning disability/mental health nurses. Most of the
sample consisted of HVs (n=25, 67.6%); there were fewer
school nurses (n=5, 13.5%), LAC nurses (n=3, 8.1%), family
nurses(n=2, 5.4%), and pilot HVs (n=2, 5.4%). Experience in
practice ranged from newly qualified up to 41 years, with an
average of 14.11 years (SD=11.915).

RESULTS

Models of safeguarding supervision

Respondents were asked to score their familiarity of a
safeguarding supervision model out of 100%. Respondents
were most familiar with the Signs of Safety (SoS) model

of supervision (n=29, 78.4%), the reflective model (n=26,
70.3%), and the Family Partnership Model (FPM) (n=18,
48.4%). There were 11 respondents familiar with the
resilience model (29.7%), seven familiar with the restorative
supervision model (18.9%), six familiar with the Brearley
model (16.2%), five with the 4x4x4 model of integrated
supervision (13.5%), and four familiar with the Peskin model
(10.8%).

When asked to expand on their answer, 25 respondents
gave additional information, with 13 giving a rationale for
choosing their preferred model for supervision. These were
primarily having a working knowledge of the model and it
being aligned with social care.

Modes of safeguarding supervision
Respondents were asked about their preferred mode
of supervision, and 35 out of 37 replied. The majority
of respondents preferred a combination of one-to-one
supervision, group supervision, and peer supervision (n=15,
40.5%). One in three opted for one-to-one supervision (n=12,
32.4%), and one in five opted for group supervision (n=7,
18.9%). None of the respondents opted for peer supervision,
and three respondents (8.1%) did not reveal their preference
as they were newly qualified and had not yet received
supervision. The mean was 2.49 (SD=1.36). The findings were
not significant.

Twenty-seven respondents expanded on this answer which
included both advantages and disadvantages of each mode.
A combination of both one-to-one and group supervision was
given as the most effective way to safeguard children.

Professional background of supervisor

Thirty-four of 37 responded to this question: 24 respondents
(64.9%) reported that it was important to them to have

a safeguarding supervisor who comes from the same

profession as them. However, five respondents (13.5%) were

unsure, another five (13.5%) indicated that this was not

important. Three (8.1%) did not disclose this information.
When asked to expand on their answer, 24 responded.

Of these, 19 wanted someone who understood their role

but did not specify whether this had the same meaning as

having someone from the same profession. Two spoke in

general terms with no clear rationale for their decisions. Two

respondents would be happy with someone from another

profession being their supervisor.

Training and credibility of the supervisor
Of 34 respondents (89.2%) who answered this question, 26
(78.8%) thought that a safeguarding supervisor should have
a qualification in safeguarding supervision before undertaking
their role. Twenty respondents expanded on this question
when asked. Views included having perceived confidence
and credibility in the supervisor gained through this specific
training and knowledge.

Out of 32 respondents, 21 did not think that a safeguarding
supervisor needed to have undertaken a leadership course
prior to acting as a supervisor.

Other factors important to the supervision process

The most important factor in safeguarding supervision on
ascale of 0 to 100% of importance was feeling safe/a safe
environment followed by an experienced practitioner and
being allowed the time and space to critically reflect on one’s
own practice (see Table 1 overleaf). The least important factor
was the ability to apply theory in practice and the model of
supervision used.

DISCUSSION
This community trust uses the SoS model delivered through a
combination of both one-to-one and group supervision. The
findings reflect that this trust is most familiar with the SoS
model, as this was the model that they worked with and was
aligned with social care. However, model of supervision was
ranked lowest in importance out of all the factors. The second
most familiar was the reflective model.

The literature review conducted by Guindi et al (2019)
suggested that practitioners wanted a national model to
be introduced and perceived this as beneficial for auditing
purposes. This was called for by both Hall (2007) and Rowse
(2009). Botham (2013) echoes this in her literature review
when she names the absence of an accepted ‘model’ as a
theme. She writes that ‘analysis of the literature indicates
there is no definitive definition or working model for
safeguarding children supervision for health visiting
professionals and school nurses’. Therefore, it is difficult to
measure how effective safeguarding supervision is as there
is no model that is recommended, recognised, or accepted
for practice on the national level (Hall, 2008). Wallbank
and Wonnacott (2015) also call for a nationally recognised
safeguarding supervision model, which they feel ‘would be
welcomed by practitioners and safeguarding boards alike’.
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TABLE (. DESCRIPTIVE STATISTICS VALUES OF THE EIGHT FACTORS
EVALUATED BY THEIR IMPORTANCE TO EFFECTIVE SUPERVISION
(O = LEAST IMPORTANT, 10O = MOST IMPORTANT)

O DA D
D O
Feeling safe and safe environment 33 .00 100.00 90.09 19.470
Experienced practitioner 33 32.00 100.00 89.12 14.807
Being allowed time to critically reflect 33 30.00 100.00 88.33 15.465
Regularity and consistency 33 5.00 100.00 82.79 19.522
Being respectfully challenged 33 35.00 100.00 78.67 15.909
Being held to account 33 22.00 100.00 74.58 21.822
Being able to apply theory to practice 33 24.00 100.00 71.58 25.859
Model of supervision used 3l 2.00 100.00 61.03 27.953

However, based on the findings in this survey, the model
of safeguarding supervision is of little consequence when it
comes to the effectiveness of safeguarding supervision.

Mode of safeguarding supervision

Most frontline practitioners (40.5%) preferred a combination
of supervision modes. This may suggest that one-to-one,
group or peer supervision are not enough to meet the needs of
practitioners. It is important to acknowledge that respondents
found both modes to have benefits. This was reflected in some
of the responses. Both one-to-one and group supervision can
meet the needs of supervisees in different ways.

These views were also reflected in the literature review and
wider research (Guindi et al, 2019). Rooke (2015) found that
there were advantages to receiving both types of supervision
within the health visiting practice: ‘Individual clinical or
restorative supervision reported to be more informal and
useful for dealing with the emotional elements of the role,
whereas child protection group supervision reported to be
beneficial for accountability, outcomes and actions.’

One-to-one safeguarding supervision was the respondents’
second most-preferred mode of supervision (n=12, 32.4%).
The advantages of one-to-one supervision were evident in
the responses given. ‘One-to-one is required in complex
cases’ (Respondent 4). ‘One-to-one gives me protected time’
(Respondent 14). Others argue that one-to-one supervision
is problematic as it may not hold people accountable
(Butterworth and Fougier, 1992). Davis and Cockayne (2005)
suggest that ‘it carries a risk of collusion and provides a weak
means of addressing poor practice’. This suggests that a group
setting may be better for holding members accountable. One-
to-one supervision can provide consistency, predictability,
and regularity and is likely to facilitate the development of a
positive relationship.

Group supervision was rated lowest in the survey responses
(18.9%), although there were some perceived advantages.

Tripartite supervision was also valued and used within the
FPM facilitating learning. This is supported by others, but it
does depend on skill, commitment and attendance, and it
can be more valuable than one-to-one supervision (Bond and
Holland, 2010).

The literature review conducted by Guindi et al (2019)
suggests that there were both helpful and unhelpful factors
in safeguarding supervision. There were also factors that
facilitated the supervisory relationship. The author wanted to
see if these were reflected in the sample population. The three
highest-ranking factors were feeling safe/safe environment,
experienced practitioner, and critical reflection.

It is uncertain what practitioners mean by the term
‘experienced practitioner’, and this needs further
exploration to define. According to Green Lister and Crisp
(2005), ‘there were particular concerns from HVs that
supervision should be provided by someone with expertise
in child protection’. The concept of an expert practitioner
was again raised by Hall (2007). Hall’s findings showed that
practitioners wanted ‘an expert practitioner who could
listen to their concerns and provide feedback both positive
and negative’.

Botham (2013) links experienced practitioners to feeling
safe: ‘Supervisees need to feel safe to be able to function
properly, preferably with an experienced colleague who
will challenge them and aid their decision-making.’ This
may suggest that a less experienced supervising practitioner
may not have the confidence or knowledge to challenge
their supervisees. There does appear to be a link between
experienced practitioners and ensuring safe and effective
practice. Rooke (2015) suggested that ‘gaining regular
feedback on casework and debriefing sessions with an
experienced practitioner, was reported to be of benefit to the
delivery of safe and effective practice’.

The concept of being critical in practice was first raised
by Green Lister and Crisp (2005) They stated: ‘The ability

46
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to critically analyse and discuss ones’ own practice requires
trusting relationships between participants.” This finding was
also supported by Botham (2013). Jarrett and Barlow (2014)
found that family nurses are ‘encouraged to be challenged and
reflect on their practice, and as a result of increasing awareness
were able to examine and re-evaluate the clinical decision that
they made’.

IMPLICATIONS AND RECOMMENDATIONS

This study was a relatively small-scale study with only 37

respondents. The findings cannot be generalised to the entire

population of frontline practitioners as the findings only

covered a single community NHS foundation trust.

» Model of supervision does not appear to be of importance to
practitioners, but critical reflection is important for learning.

» The preferred mode of supervision suggests a combination of
both one-to-one and group but needs further evidence.

» Qualities of a supervisor still needs further exploration, but
additional training in supervision skills is deemed important.

» Experienced practitioner was a key factor in safeguarding
supervision; it would be of value to explore this
concept further.

» Providing a safe environment/feeling safe was important in
supervision; how this is achieved, and whether its absence

should be child-focused in order to hear the ‘voice of the
child’. The question now needs to be asked: how to achieve
this through supervision? There was some suggestion in this
study that the SoS model is best placed to hear the ‘voice of
the child’. But model of supervision applied was ranked the
least important factor.

The results from this study do not bring any insights into
whether any one factor is more important than any other
when it comes to hearing the child’s perspective within
safeguarding supervision, and this is where the focus needs
to lie if we are to understand the impact of safeguarding
supervision in protecting children from harm.

The study was carried out within a single trust only
but seems to suggest that there are factors deemed more
important in supervision for practitioners, such as being
supervised by an experienced practitioner, feeling safe/a safe
environment, and being allowed the time to critically reflect
on their practice.

However, there are still several issues that need to be
explored further regarding the model, mode and regularity
of safeguarding supervision received to explore whether they
result in better outcomes for children.

It is still unclear whether having a recognised qualification
in safeguarding supervision skills makes any difference in

has an impact on the child remains unknown.

® CONCLUSION

achieving positive outcomes for children. But leadership

training was not thought to be necessary for the role

of supervisor. &

Direction from previous government reports and

independent inquiries such as the Munro reports (2010,
2011a; 2011b) and Ofsted (2011) suggest that supervision
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THE PEWER
OF TOUCH

s schools reopen, it is clear
that Covid-19 will be here for
the foreseeable future.

In July 2020, the All-
Party Parliamentary Group
(APPG) on a Fit and Healthy Childhood
published Wellbeing and nurture: physical and
emotional security in childhood, advocating to
a nation adjusting to ‘social distancing’ that
touch should be central to child health and
welfare strategies.

The damage to children’s mental health
because of social isolation and lockdown
may be recurrent until a vaccine for
Covid-19 is found, says the report. It argues
that methods involving positive touch
should become an established component
of therapeutic working with children,
embedded within training and continuous
professional development (CPD).

THE SCIENCE

The APPG report benefits from research by
Professor Francis McGlone of Liverpool John
Moores University.

From around 12 weeks’ gestation, the
sense of touch develops in utero. As the
foundation of social bonding and key
to emotional communication, touch is
pivotal in shaping major functions of the
developing brain.

C-tactile-afferent nerves in the skin
sub-serve a ‘social touch’ system and are
tuned to respond to a ‘pleasant’ gentle
stroking touch. Social touch shapes
attachment, social reward, cognitive
function, communications and emotional
regulation from infancy throughout our
lifespan. Its enforced lack, occasioned by
social distancing, has produced reports of

In a time of social
distancing, children
are missing out on
some of the physical
affection they need
to keep their minds
healthy, writes
Helen Clark.

widespread stress, depression, loneliness
and anxiety.

Professor McGlone says: ‘The nerve fibre
fires up areas of the brain that connect to
reward. There’s a release of oxytocin, a
hormone that plays a fundamental role in
our social behaviour. It has an effect on our
dopamine levels ... It impacts on the release
of serotonin ... it has an impact on our
stress system ... When touch is removed,
people will notice that there’s something
missing even if they can’t pin down what it
is. With the lack of social touch mandated
by Covid-19, your brain may well be
telling you that you desperately need a hug
[Coffey, 2020].
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EARLY YEARS CARE

The sensory experience of ‘skin to skin’ is an
important component of a close relationship
and thriving infant (Norman, 2019). And
baby and infant feeding is central to ideas of
the ‘bodily-felt awareness’ (Brody, 1997).

‘Responsive’ feeding is a sensitive
interaction between caregiver and infant
during which the caregiver responds
immediately and appropriately to an infant’s
distress signals. Its proponents cite a role
in preventing obesity with the emphasis
on touch in response to crying rather than
feeding in all circumstances.

Too frequently, feeding advice is given by
those untrained in responsive feeding and
touch-based soothing, and programmes
do not encompass at-risk groups, low
socioeconomic groups and bottle-
feeding caregivers.

Maternal touch is an important means
of communication during early social
exchanges. A longitudinal UK Millennium
Cohort Study of more than 8100 children
concluded: ‘The more time mothers spend
with their children the higher cognitive and
non-cognitive outcomes over ages three to
seven’ (Del Bono et al, 2016).

Fortifying the mother/child bond should
be a prime objective; ideally, infants and
young toddlers should have a great deal of
physical contact with their mothers.

The beneficial effect of touch between
parents and caregivers and early years
children is increasingly recognised.
Children’s reflex workshops teach feet
and hand reflex for toddlers and babies
to stimulate relaxation and bonding.

Other strategies include ‘story massage’,
in which gentle touch images are
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‘drawn’ on an infant’s back while vocalising guided
imagery. Safeguarding is essential and Play Therapy UK
recommends compulsory therapist registration with a
government-approved Professional Standards Authority
accredited register.

SCHOOL AND COUNSELLING NEEDS
Educational consultant and trainer Jean Barlow studied
experiences of lockdown in primary and secondary
schools in Bolton. The children reported feelings of
depression, fear, anxiety and emotional isolation.

Jean’s work with children and parents is underpinned
by the United Nations’ Convention on the Rights of
the Child.

Child-to-child peer massage is a short daily practice
that aims to manage stress and improve communication.
The benefits are many, says

» Emotional health and wellbeing incorporated into
initial training and CPD for all health/educational
professionals involved in care, such as health visitors
and school nurses, and advice to children and their
parents/carers.

P Government to implement an emergency strategy to
combat the adverse impact of the pandemic on the
mental health of children and young people.

It is hoped that the report offers a holistic approach
to child development, contributing to strong, united
communities during the pandemic and beyond. &

Helen Clark is lead author for the APPG on a Fit
and Healthy Childhood, a leading associate of
Royal Public Affairs, and an assessor for the OCR
Examination Board.

Jean: ‘Children’s behaviour STRATEGIES INCLUDE
becomes more positive STORY MASSAGE, IN WHICH

towards each other and they

begin to demonstrate greater GENTLE TOUCH IMAGES ARE
cooperation, tolerance and iDRAWNv ON AN INFANT’S

good manners. Children

RESOURCES

» The APPG report Wellbeing and
nurture: physical and emotional

play more appropriately and BACK WHILE VOCALISING

develop assertive language in GUIDED IMAGERY

protection of their wishes.’

The pandemic has seen
counsellors using innovative
strategies and non-touch skills to counterbalance
the lack of physical touch.

These involve mirroring early bonding and
attachment techniques - including eye contact,
body movement and posture, gesture and facial
expressions - alongside enthusiastic and emphatic
voice tones to fully engage in their clients’ process.
Kate Day, director of KRD Training, which also
offers counselling and consultancy services, says:
‘Maintaining a few moments of eye contact shows your
client or patient that you are engaged and listening.
This is not only supportive but preventative longer
term and helps practitioners to gain more in depth
diagnostic perspectives.

‘For me, “touch” is replaced by a welcoming smile and
showing my client who has just arrived how pleased T am
to see them today - appreciating every individual for their
differing stories or the psychological journeys they have
taken to arrive in my room that day.’

WHAT NEXT?

The APPG’s report recommendations include:

P Positive touch work to become part of the school
curriculum, potentially within personal, social,
health and economic education.

P The Department for Education to produce

security in childhood
fhcappg.org.uk

» Infant and Toddler Forum supports families
to make healthier nutritional choices
and promotes good eating habits in
early life, including responsive feeding
infantandtoddlerforum.org

» Play Therapy UK has published a
set of good practice competencies for
therapists working with children
playtherapy.org.uk

» Jean Barlow advises on affective touch
strategies within schools and works with
children, teachers and parents/carers
achild2child.co.uk

TIME TO REFLECT

How can touch strategies be incorporated
into your practical advice to parents,
carers and other professionals who work
with children, as well as your own practice?
Join the conversation on Twitter
@CommPrac with hashtag #poweroftouch

‘best practice’ compendium of affective For references, visit bit.ly/CP_features

touch strategies for the classroom.
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~ Touch-Learn International’s
touch!carn

Baby Massage Teacher Training

Venues across the UK, plus in-house option. A five- Included within the course:
day, comprehensive baby massage teacher course ® Strategies to empower parent
for health professionals and parenting practitioners ® All mechanisms identified in current research to support
) . arent-infant relationships
provided by Touch-Learn International, the exemplary P P

o o ] . ® Underpinning theory based on current research
training company. This highly acclaimed programme is @ Practical teaching in the field

accredited by The Royal College of Midwives and the @ Relevant anatomy and physiology
University of Wolverhampton. ® Quality supporting materials and text books
® Summative assessment
® Free, informative biannual newsletter
® Tutorial and on-going support

This quality training programme includes simple
massage techniques, coupled with an in-depth
knowledge to practise safely, ethically and

) . ) Other courses from Touch-Learn
professionally so practitioners feel confident to

® Massage for Babies with Special Needs
@ teach parents in a variety of settings. Trainers are @ Baby Yoga Teacher @
all experienced practitioners with professional/HE ® Baby Signing Teacher
teaching qualifications. ® Baby Wearing Advisor

For further details of in-house training and UK dates please ring or visit www.touchlearn.co.uk

Touch-Learn International Ltd
Tel: 01889 566222 Email: anita@touchlearn.co.uk
www.touchlearn.co.uk

PROMOTE YOUR COURSES IN PRINT AND ONLINE
AMONG THE MEMBERS OF UNITE-CPHVA

CONTACT:
T: +44 (0)20 7880 6244
E: ADVERTISING@COMMUNITYPRACTITIONER.CO.UK
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Problem

Passive safety pen needles protect
you from needlestick injuries, but
come with challenges of their own:

Lack of needle visibility’

Premature activation
of the safety mechanism’

Limited control during
the injection process!

71% agreed that the safety pen needle
activates before they have finished
administering the injection’

69% agreed that premature activation of
the safety pen needle makes them unsure
that the full medication dose had been
delivered to the patient*’

* Of the 71% of healthcare professionals who had experienced safety pen

needles activating before they had finished administering the injection.

. Project Saturn A (2017) Online study commissioned with an independent

market research agency. Data on file.
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Drapolene® Cream’s

4 in 1 action prevents, treats, soothes
and protects babies from nappy rash
at every nappy change.
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‘ Cream '

Soothe Protect

It also prevents and treats
urinary dermatitis in adults
® caused by incontinence.

Cream

Antiseptic
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DRAPOLENE
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Drapolene Cream contains Benzalkonium chloride 0.01% w/w & Cetrimide 0.2% w/w. Indications: Drapolene is indicated for the relief of nappy rash and for use as an ad-
junct to baby care hygiene for the prevention of nappy rash. Drapolene is indicated for the relief of urinary dermatitis in adults, and as an adjunct to patient care hygiene
for the prevention of urinary dermatitis. Drapolene is indicated for the symptomatic relief of minor burns, limited sunburn and the effects of weather. Legal Category: GSL.
PL Holder: Ravira Ltd, Markou Botsari 3, 3040, Limassol, Cyprus. Information about this product, including adverse reactions, precautions, contra-indications, and method

of use can be found at: www.drapolene.co.uk/professionals-page

For more information visit: www.drapolene.co.uk/professionals-page
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