










































































leep well? If you�re a parent, possibly 
not, as sleep problems among children 
are on the rise. NHS Digital reveals that, 
in England, hospital admissions with a 
primary diagnosis of sleep disorder among 

under-17s rose substantially from 6520 in 2012-13 to 9429 
in 2017-18 (Marsh, 2018). Meanwhile, the number of 
under-18s in England prescribed the hormone melatonin 
in an attempt to improve their sleep rose by 25% between 
2015-16 and 2017-18, when it peaked at 117,085 (Marsh 
and Green� eld, 2018). 

A GROWING ISSUE 
So why are sleep problems rising? In England, most of 
the admissions with a primary diagnosis of sleep disorder 
among under-17s (8274 in 2017-18) are for obstructive 
sleep apnoea (OSA) (Marsh, 2018). A serious disorder that 
occurs when breathing is interrupted at night, OSA is 

thought to be linked to increasing 
childhood obesity rates, as extra 
weight around the neck and upper 
airway makes it harder to breathe 
when muscle tone falls during sleep. 

Other primary sleep conditions, 
such as narcolepsy, an autoimmune 
condition that causes excessive 
daytime sleepiness, also appear to 
be increasing. Dr Don Urquhart, 
consultant in paediatric respiratory 
and sleep medicine at the Royal 
Hospital for Sick Children in 
Edinburgh, and co-chair of the 
British Paediatric Sleep Association, 
says: �Some of the increase is about 
better recognition of the condition 
� although average time from 
onset to diagnosis is several years. 
Concerns about sleep breathing 
problems, or excessive daytime 
sleepiness in the absence of a sleep 
hygiene problem, should prompt 
referral for assessment.�

As sleep issues in 
children increase 
and parents 
struggle to 
access specialist 
sleep services, 
how can CPs best 
support families? 
Journalist 
Georgina 
Wintersgill 
reports.
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Poor sleep may be related to sleep 
hygiene – routines and behaviours 
that lead to good sleep quality. Many 
aspects of modern life, including 
lack of routine, screen use and the 
popularity of caffeinated products 
such as energy drinks may have 
increased sleep hygiene issues. 

Vicki Dawson, CEO and founder 
of Th e Children’s Sleep Charity, 
says: ‘Part of the problem may 
be connected to the busyness of 
family life. Both parents may be out 
working, and they don’t do a great 
bedtime routine because they’re 

groups (CCGs) have both commissioned 
sleep services from Th e Children’s 
Sleep Charity. But in many other areas, 
families are unable to access specialist 
support, and Vicki says the charity can’t 
meet demand. 

‘It’s a postcode lottery,’ she says. ‘In 
the vast majority of the country, there is 
little support available for these families. 
CPs are having to provide it, but many 
haven’t accessed sleep training and even 
if they have, they don’t have the capacity 
to support a family to change sleep 
habits, as it’s time-consuming work.’

Ruth Silverman is a qualifi ed nurse, 
midwife and health visitor, and a 
former sleep lead for West Sussex. 
She is now a clinical services manager 
(child development services) at Sussex 
Community NHS Foundation Trust. Ruth 
says: ‘Th ere are issues around accessing 
training. You might get a little bit in your 
original training, then after that a lot of it 
is simply through experience. Th ere are 
training courses you can go on but they 
are usually costly and will take you away 
from clinical workloads. 

‘Sleep support works best when you 
can offer that one-to-one, long-term 
support and help parents through 
change. But that becomes very 
diffi  cult when you’ve got to weigh 
that up against a family in crisis or a 
safeguarding issue. 

‘When the CP has done their fi rst-tier 
intervention, if that’s not working and 
they need more expert support, where 
do they go from there? In some areas 
there are specialist sleep services or sleep 
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‘WE SEE PARENTS WHO CAN’T GO 

TO WORK BECAUSE THEY’RE SO 

AFFECTED BY SLEEP DEPRIVATION, 

FAMILIES WHO’VE LOST WORK THEN 

HAD TO MOVE HOUSE BECAUSE 

THEY CAN’T PAY THE MORTGAGE’

SIX HEALTHY 
SLEEP HABITS

Avoid caffeine 

and energy drinks

Limit sugar, particularly 

from lunchtime onwards

Ban screen time in 

the hour before bed

Plan calming activities for 

the hour before bedtime

Make the bedroom a calm, 

non-stimulating environment

Set a regular wake-up 

time as well as a regular 

bedtime, even at weekends

Vicki Dawson, CEO and 

founder of The Children’s 

Sleep Charity, suggests six 

simple steps to a bett er 

night’s sleep for children:

coming home to cook dinner and trying 
to get the child to bed, but they also want 
to spend time with the child.

‘Part of the problem is probably about 
screen use. Screens are much more 
accessible to children these days and are 
being used in the hour before bedtime. 
Light-emitting devices suppress 
melatonin production, which makes 
it harder for children to fall asleep.’

THE SLEEP-LOSS IMPACT
‘Sleep really does hold the key to a 
lot of issues in our overall health,’ 
says Dr Urquhart. ‘During sleep, we 
consolidate memories to facilitate 
learning. During slow-wave [deep] 
sleep, we produce growth hormone. 
Th us sleep deprivation or reduced sleep 
quality may have deleterious effects on 
growth and learning. It’s known that 
fragmented sleep may impact on learning 
and behaviour, with attention and 
concentration often affected. An overtired 
child may present as “hyperactive” or 
“naughty” rather than drowsy.’ 

It’s well known that obesity can cause 
sleep problems such as OSA, but new 
research at the University of Warwick 
has found that sleep problems can also 
cause obesity: children and adolescents 
who regularly sleep less than others of 
the same age are more likely to become 
overweight or obese (Miller et al, 2018). 

And sleep deprivation doesn’t have an 
impact only on the child. It also affects 
parents’ sleep and wellbeing, and the 
consequences can be catastrophic. Vicki 
says: ‘We see families where relationships 
have broken down. We see families where 
parents can’t go to work because they’re 
so affected by sleep deprivation, families 
who’ve lost work then had to move house 
because they can’t pay the mortgage.’

POSTCODE LOTTERY
Despite the increase in demand, there 
are only a few NHS-funded sleep services 
in the UK. Doncaster and neighbouring 
Bassetlaw clinical commissioning 
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experts they can turn to. For example, in our area of West 
Sussex there are specialist health visitors and nurses who 
have had extra sleep training and can offer further sleep 
intervention for some families. But it’s often a case of seeing 
what’s locally available.’

So why is sleep support so hard to get? Vicki believes 
sleep still isn’t taken seriously as a public health issue. 
‘Th e money goes into things like nutrition and exercise,’ 
she says, ‘but sleep seems to be the forgotten pillar of 
health. Th at’s diffi  cult to comprehend when it’s so vitally 
important for wellbeing.’

IDEAL PROVISION
Our experts also shared what sleep support they would 
like to see available for all children in the UK.

Ruth says: ‘If HVs had more support in accessing sleep 
training they’d feel more confi dent 
about supporting all families, 
although they’d still be balancing 
all their other priorities. Th e ideal 
would be for every area to have a 
sleep service, so if the HV has done 
preventative work and fi rst-tier 
support, but it hasn’t worked and 
they feel the issue needs specialist 
intervention, that would be the 
place to go.’

Vicki says: ‘Our ideal is for every 
family to be able to receive quality, 
evidence-based sleep support in 

their locality. In Doncaster, the CCG commissions a 
sleep service from us, so we have educated professionals 
who are able to support families around sleep. Over 
the last four years, we’ve proven that it’s extremely 
successful, can reduce the need for medication and is 
usually cost-saving. You’ve got CCGs prescribing half a 
million pounds’ worth of melatonin a year for children, 
whereas our sleep services cost about £250 per child 
in Doncaster.’

Dr Urquhart agrees that more access to sleep training 
for health professionals is necessary, but warns that 
training alone isn’t enough. He says: ‘Access to training 
is one thing, but it requires post-training support and a 
mentoring programme for it to work; you need someone 
to discuss your diffi  cult cases with.’

However, he is optimistic about future provision: 
‘Th ere is a move to get sleep on a training agenda 
within the medical profession. In the last couple of 
years, there’s been a curriculum overhaul, and all 
paediatricians in their basic level of training now 
have a small amount of paediatric sleep exposure 
that wasn’t there before.’
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‘SLEEP SEEMS TO BE 

THE FORGOTTEN 

PILLAR OF HEALTH. 

THAT’S DIFFICULT TO 

COMPREHEND WHEN IT’S 

SO VITALLY IMPORTANT 

FOR WELLBEING’

While working as a sleep lead in West Sussex, 

health visitor Ruth Silverman organised 

sleep training for professionals working in 

health and social care. But she found that 

as demand increased and professionals 

changed roles or left , the skills were lost and 

it wasn’t feasible to keep paying for external 

training or run workshops herself. So she 

invented The Sleep Game, an interactive 

board-game training resource. 

Covering topics including why sleep is 

important, sleep recommendations, safer 

sleeping tips, the impact of sleep deprivation, 

techniques to encourage sleep, and sleep 

problems for children with additional needs, 

the game is designed both to educate and to 

promote discussion.

Ruth says: ‘My aim was for people to 

learn about sleep, talk about the questions 

and relate it to a family they’d seen and 

share their experiences, and our feedback 

shows that’s exactly what they’re doing. 

The games have been used in children’s 

centres, networking meetings for early 

years practitioners and even universities as 

a springboard for lectures. I’ve been really 

surprised by 

how powerful 

it’s been.’

Go to 
sleepgame.
co.uk for 

more information.

LEARNING THROUGH PLAY
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RESOURCES
  The Children’s Sleep Charity is the only charity registered 

in England and Wales dedicated to supporting the sleep 

of all children. It works directly with families in crisis, 

provides accredited training for professionals, and has 

a range of leaflets that CPs and families can download. 

For details, visit thechildrenssleepcharity.org.uk 
  The charity Sleep Scotland offers sleep counselling 

to families and carers, sleep counsellor training 

courses, a helpline and a UK-wide education 

programme, ‘Sound Sleep’, which helps teenagers 

implement positive sleep habits. 

For more information, visit sleepscotland.org 
  The British Sleep Society (BSS) is a professional 

organisation for medical, scientific and healthcare 

professionals dealing with sleep disorders. It aims to 

improve public health by promoting education and 

research into sleep and its disorders.  

Go to sleepsociety.org.uk

Accessing appropriate training will 
give CPs the confi dence to tackle some 
of the more complex issues that might 
arise, says Ruth. She is a great advocate 
of preventing problems before they 
occur. ‘By giving those healthy and 
safe sleep messages at every contact, 
you’re getting them embedded into the 
lifestyle of that growing family.’

FURTHER HELP
Early on, Ruth suggests giving families 
a list of local support networks and 
details of specialist charities where they 
can access support or information. 

She says: ‘Every area has the Local 
Offer and we often signpost to that 
– it can be useful for non-SEN 
children too. Children’s and family 
centres are good places that give loads 
of information.’

Sleep training will equip CPs with 
the skills to offer a proper sleep 
intervention to families in need of 
support. Ruth says: ‘What I found 
worked best was doing a proper sleep 
intervention – fi nding out what’s going 
on in the family, then giving them a 
really good sleep plan and supporting 

them through that change by phoning 
up to keep them motivated through the 
diffi  cult period.’ 

Vicki seconds the need for support 
for families struggling with sleep issues. 
She says: ‘You feel isolated when you’ve 
got a sleep issue. Just being heard and 
not judged is really important.’

Dr Urquhart says that simply asking 
about children’s sleep at every contact 
is one of the most important things 
CPs can do for them. ‘Healthy sleep is 
of key importance to a child’s health 
and wellbeing,’ he says. ‘Do make sure 
that you ask about sleep as it could 
help identify a remediable problem 
that could be resolved, with far-
reaching benefi ts.’ 

lved
’

Marsh, 2018; Dawson, 2017; Quach et al, 2013

SLEEP DISORDER IN 
NUMBERS

Up to 

of parents report sleep 

problems in under-sevens

40%

FEATURES

of teenagers use 

energy drinks or 

caffeinated drinks 

to stay awake 

26% 

of teenagers 

leave their 

phone on 

overnight, many 

sleeping with it 

under their pillow 

80% 
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Community practitioners 
working in remote 
and rural areas face a 
rather different set of 
challenges from those 
in town. Journalist 
Radhika Holmström 
investigates country CP life. 

LAND

ecruiting and 
retaining health 
visitors is hard 
enough across the 
UK, but the problem 

is even more acute in the rural areas 
of the UK. Th e announcement that 
Scotland’s health visitors have been 
agreed a new job description and 
pay scale, making them eligible for 
Band 7 funding, has been widely 
welcomed. Given Scotland’s thinly 
spread population outside the big 
cities, it should particularly assist 
in recruiting skilled practitioners to 
work in rural areas. In fact, across 
the UK, health visitors, community 
nursery nurses and school nurses 
are working in remote and/or rural 
communities. What are the specifi c 
challenges and rewards encountered, 
and what lessons for other CPs?

THE RURAL PERSPECTIVE 
NHS workforce planning lacks a 
‘rural component’, says the study 
Rural workforce issues in health 
and care from the University of 
Birmingham and Rose Regeneration 
(2018). A report from the Local 
Government Association (LGA) and 
Public Health England (PHE) the 
previous year also indicated that 
‘national models of service delivery 
tend to be based on urban/semi-
urban settings and are less likely to 
consider or test delivery in sparse 
rural areas’ (LGA and PHE, 2017). 

‘You have to be quite creative and 
inventive in using a policy designed 
for inner-city Glasgow and creating 
an equal service in areas where 
people can be very hard to access,’ 
says Queen’s Nurse Clare Stiles, team 
leader for child health in Shetland. 
‘But,’ adds fellow Queen’s Nurse 

R
FEATURES
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Keri Rutter, school nurse for NHS 
Shetland, ‘just because you’re in a 
small school on one of the smallest 
islands doesn’t mean you don’t 
have the same needs as a child in an 
inner-city school. We have exactly 
the same social problems happening 
in Shetland as anywhere in Scotland 
but not as high fi gures, so that we 
don’t necessarily have the specialist 
services locally.’

GETTING FROM A TO B
‘Transport issues are massive,’ says 
Professor Philip Wilson, director of 
the Centre for Rural Health at the 
University of Aberdeen. Th e most 
acute examples are of course on 
remote islands, which may require 
a whole day’s journey involving 
ferries, long waits and an eye on both 
timetables and the weather forecast 
– but others are in quite unexpected 
areas. ‘Some of the practitioners 
in my area have huge rural areas 
to cover,’ says Jane Beach, lead 
professional offi  cer at Unite. 

Ginny Taylor, head of children 
and family services at Southern 
Health NHS Foundation Trust, adds: 

THE LAY OF THE
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‘Hampshire includes the New Forest, 
which is a national park with a speed 
limit of 20 to 30 miles across the 
whole of it. From a staffi  ng point of 
view, teams have to add additional 
timing to their journeys, and from 
April to September the area is also 
full of traffi  c because it’s so popular 
with tourists.

‘I think the ways of working are 
fundamentally different, because the 
reality of being able to schedule a 
caseload of people a day is completely 
unrealistic,’ says Dr Rachel Rahman, 
director of the Centre for Excellence 
in Rural Health Research at the 
University of Aberystwyth. ‘It’s 
much more about how to schedule 
travel most effectively.’ Rachel’s 
team, for example, is based in the 
child health department of the local 
community hospital, with regular 
drop-in services at local schools and 
other travel scheduled when needed. 
‘We have to be practical about where 
the children are and where the 
biggest need is.’ At the same time, 
public transport is often very poor, so 
clients cannot access clinics or other 
groups easily. 

Travel poses other potential 
problems too, Jane adds. ‘Within 
the commissioning process, it’s 
determined how many visits and 
contacts a person should have per 
day, which can put people under 
tremendous pressure. It’s also costing 
them, because there is a cut-off for 
mileage payments.’ 

‘Obviously, lone working is 
an issue too,’ says Dave Munday, 
lead professional offi  cer at Unite. 
‘People need appropriate systems for 
knowing where staff are if they’re 
not back in time, how they can raise 
the alarm and so on.’

Rural practice 
also requires 
dealing with people 
who live in small 
communities. For 
CPs, that also means 
they may do at least 
some of their work 
in the village where 
they live; they are personally as 
well as professionally involved with 
clients and parents. 

Again, there’s a positive aspect 
to this, as most practitioners agree. 
‘In general, rural communities tend 
to be more tolerant and accepting 
and forgiving,’ Philip explains. 
‘People get to know you very well, 
and the other side of the coin is that 
people are more likely to accept you; 
you’re in a somewhat less hostile 
environment than you could be in 
an urban centre.’ 

But the lack of privacy has 
implications for the clients too, 
points out former school nurse 
Angharad Jones, who is currently 
seconded to Rural Health and Care 
Wales: ‘If you’re a young person, you 
want to access a particular service 
and you’ve drummed up the courage 
to go to a clinic, there’s always the 
chance you may know someone 
there, and that can put people off.’ 

MAKING A GO OF IT
Inevitably, the crisis in staffi  ng and 
recruitment has its own particular 
twists in rural areas. People have to 
think about fi nding jobs for their 
partners, and about schooling for 
their children, in areas where there 
often isn’t much choice over either.

‘Sometimes people apply for jobs 
after a great holiday in the area and 
fi nd that the reality is very different,’ 

RURAL CHALLENGES
  Professional isolation

  Transport problems

  Access to signal 

and/or wi-fi

  Personal isolation

RURAL REWARDS
  Close-knit communities

  Professional autonomy

  Easier working with 

multiple agencies

  Personal fulfilment

COUNTRY LIVING 
FOR CPs

says Susan Russel, lead nurse for 
health visiting at Highland Council. 

Clare Stiles adds: ‘If going to the 
opera is important, you’re not going 
to manage that on a regular basis. 
You’re not going to a premium 
supermarket for ready meals. Th ere 
are days when the freight boat 
doesn’t get in, and there’s very little 
of the fresh vegetables you’re after.’ 
And indeed people who have to travel 
long distances have to be prepared 
to stay over if the return journey 
is impossible.

ADAPTING AT WORK
One approach is to organise staff into 
local teams or ‘hubs’, as for instance 
happens in Northumberland, and 
with the North Somerset Community 
Partnership’s team of health visitors. 
‘Th e locality teams fl ex their 
provision according to the needs of 
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‘THE REALITY OF BEING 

ABLE TO SCHEDULE A 

CASELOAD OF PEOPLE 

A DAY IS COMPLETELY 

UNREALISTIC’
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HEALTH RISKS IN 
RURAL COMMUNITIES
  Changing population patt erns – inward 

migration of older people
  Infrastructure sparsity
 Air quality changes 
  Longer distances to health facilities
  Poor quality housing and lack of 

council housing 
 Unemployment and under-employment 
 Social isolation, especially among 

older people.
LGA and PHE, 2017

their communities,’ explains Karen 
Herne, senior public health manager 
at Northumberland County Council. 

Another approach, which 
practitioners repeatedly fl ag up, 
is fl exibility and a degree of more 
‘generalist’ working. ‘Services 
may be delivered by one person 
rather than a team,’ says Angharad. 
‘Th at puts a lot of emphasis on 
that practitioner, because they 
have a lot of responsibility and 
autonomy, which can of course 
be quite rewarding in terms of 
professional practice.’ 

Rachel adds: ‘Effi  ciency in the 
urban setting means delegation; in 
the rural, it’s more joined-up and 
saves someone else who may be in a 
completely different role.’ 

In addition, Susan explains: 
‘You have to be resourceful about 
travelling and think about joint 
services and travel sharing: for 
example if you need to visit a family 
on an island – which can be a whole 
day visit – nurses have to think about 
what other contacts they can make 
while they are there, especially 
where they have dual roles such as 
health visitor/school nurse, in order 
to make the most out of a trip.’

Th ere are other ways of thinking 
fl exibly too, Ginny points out. 
‘For the school immunisation 
programmes, we’ve devised 
a scheme of hiring vans 
which fi t three members of 
staff and all the paperwork 
and equipment; they can 
unload at the school and 
they have a much better 
experience for everyone. 
Th ey can travel together, 
take everything in one go, 
and they’re not lifting and 
carrying things.’

‘It’s about having that ability to 
take an overview but also to step 
in and support colleagues,’ says 
Clare Cable, chief executive of the 
Queen’s Nursing Institute Scotland. 
‘It’s about being able to look at the 
breadth of need of children and 
families and bring a whole range of 
skills to that, and being able to call 
on additional support when you 
need it. Remote and rural practice 
in particular requires that, and 
it’s what the practitioners are so 
good at.’

REMOTE WORKING
Another area where rural 
practitioners have their own 
expertise is in remote working 

– always allowing, of course, 
for the technology to work 
(getting a connection can be 
very diffi  cult in some areas). 

‘In many ways these 
practitioners are leading 
the way in terms of how 
we supervise staff and 
get expert advice and/or 
joint consultations with 
practitioners,’ 
says Clare Cable. 

For references, visit 
bit.ly/CP_features
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‘We’ve used videoconferencing 
for years to keep us up to date, and 
we recently introduced a secure 
system where people can ask for 
an appointment and have a face-
to-face appointment with a school 
nurse – pupils can do that directly 
– or OT [occupational therapist] 
and physiotherapist,’ Clare Stiles 
explains. Health visitors are also 
exploring using videoconferencing 
when home visits are diffi  cult.

It helps professionally too. Good 
supervision is even more important 
for practitioners who may have 
no immediate peers, and digital 
technology is augmenting face-to-
face supervision sessions and the 
professional forums which bring 
scattered professionals together. 

THE POSITIVES
It is easy to focus disproportionately 
on the downsides of rural working. 
Yet there are also huge upsides. 

‘We are a small team, and we 
can pick up the phone and talk to 
each other personally. We know the 
schools, the police and the social 
workers; we’re all small teams and 
multi-agency working is much 
easier,’ says Clare Stiles. 

‘And we’re not just working here, 
we’re living here as well. On my 
way to work every day I might see 
killer whales, otters or wild Shetland 
ponies. It’s very beautiful. Th ere’s 
very little crime. When I fi rst came 
here with my husband we loved it, 
but we said we’d be here for two 
years… and 25 years later we are 
still here.’ 

‘WE KNOW THE 

SCHOOLS, THE 

POLICE AND THE 

SOCIAL WORKERS: 

MULTI-AGENCY 

WORKING IS 

MUCH EASIER’
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PSYCHOLOGICAL SUPPORT 
FOR RAPID RESPONSE STAFF 

Rapid response teams attend scenes 
where children have died suddenly 
and unexpectedly. Rapid response staff 
– school nurses, health visitors, community 
children’s nurses, paediatricians and 
police offi  cers – may be involved in 
diffi  cult scenarios and inevitably see the 
aftermath of serious, traumatic injuries: for 
example, road traffi  c accidents, suicide by 
hanging and other acute events. In these 
circumstances, professionals are also likely 
to witness signifi cant distress in others.

Th e authors believe 
that rapid response 
staff are a vulnerable 
group in terms of risk to 
psychological wellbeing. 
Effective formal support, 
or specifi c psychological 
support, is rarely 
available routinely, and 
the authors are aware 
that some staff may feel 
they ‘should be able to 
cope’, making it more 
diffi  cult for them to 
seek help or talk about 
their emotions.

Although it has 
been recognised that there is no standard 
way to help staff deal with the emotional 
impact of patient deaths (Leff et al, 
2017), our own refl ections are that the 
psychological wellbeing of staff on rapid 
response teams needs specifi c consideration 
and facilitation. To enable this to take 
place, the authors believe that staff need 
to be empowered and supported, both 

individually and within teams.
Using refl ections from practice, this 

article highlights some of the challenges, 
benefi ts and potential solutions around 
offering staff support for managing the 
emotional and psychological impact of the 
rapid response role. In addition, it discusses 
how staff can be enabled to maintain 
their own psychological wellbeing, build 
resilience and continue to work in a 
compassionate way. 

THE RAPID 
RESPONSE TEAM
Th e responsibilities 
of the rapid response 
team include collecting 
information about the 
child’s death, evaluating 
the reasons for and 
circumstances of the 
death, liaising with 
coroner and pathologist, 
and considering the 
needs of the bereaved 
family in terms of 
ongoing support. 
Staff attending a rapid 
response visit have often 

never met before, and they return to their 
respective work bases with little time to 
refl ect, recover or prepare for their next task, 
or to talk through events with each other. 

EMOTIONALLY DRAINED
Th e literature suggests that staff can 
struggle psychologically after the death 
of a patient, with grief and loss being a 

 ABRIDGED VERSION 

 Fiona Finlay, Anna Baverstock and 
Jackie MacCallam considered the need 
for coping strategies by rapid response 

teams following the death of a child.

  Rapid response teams are 

vulnerable to psychological 

problems aft er witnessing 

acute events such as the 

death of a child.
  Formal support is rarely 

available, and many staff feel 

that they ‘should be able to 

cope’ with the aft ermath of 

traumatic injuries and suicides.
  The authors believe that 

support should be available to 

empower and support at both 

a team and individual level.
  The paper aims to raise 

awareness, promote 

recognition and offer ways 

to address psychological 

support needs of staff and 

enable them to maintain 

psychological wellbeing.
  Recharging strategies are 

suggested, which include 

creating an open culture, 

building resilience through 

self-reflection, and managing 

anxiety through mindfulness.
  Reflective practice and 

conversations with staff were 

used, alongside information 

gained from local audits and 

the literature. The clinical 

experience and knowledge 

of the authors was drawn 

upon throughout.

RESEARCH 
SUMMARY

RESEARCH
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STAFF WHO 

UNDERTAKE ACTIVITIES 

INDEPENDENTLY 

TO PROMOTE AND 

MAINTAIN PERSONAL 

WELLBEING ARE LESS 

LIKELY TO SUFFER FROM 

COMPASSION FATIGUE 

OR BURN-OUT
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key area for stress (Eng et al, 2015; Plante and Cyr, 2011; 
Hammerschmitt and Murphy-Ende, 2007). Th e authors’ 
clinical experience and conversations with staff mirror this. 

Staff who are more aware of and more able to self-care, who 
undertake activities independently to promote and maintain 
personal wellbeing, are better at coping and continuing to 
provide compassionate care, and are less likely to suffer from 
compassion fatigue or burn-out (Sansó et al, 2015; Sanchez-
Reilly et al, 2013).

As rapid response visits can happen at any time, the staff 
involved need to be psychologically prepared to leave what 
they are doing and attend to the child death. Using the analogy 
of the charge on a phone battery, this means that staff should 
ideally start each day on full or nearly full charge, and where 
there is a large drain on reserves, such as following a rapid 
response visit, recharging is important.

Th e authors’ opinion is that recharging enables staff to 
maintain their own wellbeing and continue with their work 
in a focused and compassionate way. Functioning on a low or 
reduced battery charge runs the risk of reduced effectiveness 
and satisfaction, poor concentration, increased doubt, 
fear and worry, and can lead to reduced psychological and 
physical wellbeing. If left ‘uncharged’, compassion fatigue 
and ultimately burn-out may occur, with staff experiencing 

symptoms such as fatigue, anxiety, apathy, irrational fear, poor 
concentration, oversensitivity, poor self-care and sickness 
(Baverstock and Finlay, 2015; Sansó et al, 2015). 

RECHARGE STRATEGIES
Talking about it 
Th e authors have found that, for many staff, talking with others 
is very important to help them to feel supported, and to process 
and work through diffi  cult events. Creating a team culture 
that is trusting and open is a key element in creating positive 
wellbeing for staff, breaking down barriers to discussing work-
related stress and enhancing awareness about early signs of 
burn-out (Taylor and Aldridge, 2017).

Talking with others can also reduce the fear of isolation and 
help create a supportive culture through honest and open 
sharing. When teams are fragmented, as is the case with rapid 
response teams, additional consideration and effort may be 
required to create opportunities for staff to talk about their 
work informally, in a safe and supported way. 

Following a child death, the statutory child death process 
stipulates that a multidisciplinary, multi-professional meeting 
should take place (Department for Education, 2015). Th ese 
meetings provide a vital opportunity for team members to 
meet and, if well conducted, should enable joint refl ection and 

RESEARCH
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 SYMPTOMS OF STAFF ON A 'LOW' OR 'UNCHARGED BATTERY' 
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  Burn-out

  Compassion fatigue

  Anxiety, apathy 

and irrational fear

  Oversensitivity, 

poor self-care 

and sickness

  Reduced effectiveness 

and satisfaction

  Increased doubt, fear 

and worry

  Reduced psychological 

and physical wellbeing

  Poor concentration
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expression of feelings and emotions (Ward-
Platt, 2018), and be a positive experience for 
the team, as well as enabling them to learn 
from the case.

Supervision
Refl ecting on personal experience and 
that of colleagues, the authors note the 
value of supervision in providing valuable 
support for staff in managing their own 
psychological wellbeing, which in turn 
supports the ability to provide ongoing 
effective care. Th is is also evidenced in the 
literature: for example, professionals who 
receive supervision are likely to be more 
clinically effective, have less time off sick 
and develop better workplace relationships 
(Wallbank, 2012). 

Th e authors therefore argue that 
supervision, provided it is a positive and 
supportive experience, is a key factor in 
‘recharging the battery’ and should be 
available for all professionals working in 
rapid response teams, with a specifi c focus 
on the effect of rapid response work.

Building resilience
Nedrow et al (2013) highlighted self-
awareness and insight as key factors in 
building resilience. Taking this into account, 
the authors suggest that empowering staff to 
work in a self-aware and refl ective manner 
can only be benefi cial. One way to achieve 
this is to create a positive culture of open 
and honest sharing, where professionals are 
not afraid to admit they are struggling or to 
ask for help. Providing regular supervision 
and refl ective practice sessions is also likely 
to enhance self-refl ection and positively 
infl uence resilience. 

Mindfulness
Mindfulness is a way of using attention 
and the senses to focus on the present 
moment, allowing us to move away from a 
past or future focus; it has been found to be 
benefi cial in managing anxiety, rumination 
and emotional exhaustion (Orellana-Rios et 
al, 2017). Mindfulness, therefore, is another 
psychological strategy that can be used to 
help staff in managing work-related stress 
and in reducing factors related to burn-out 

(Orellana-Rios et al, 2017; Gautier et al, 
2015; Martin-Asuero et al, 2014; Moody 
et al, 2013; Shapiro et al, 2005).

Offering group mindfulness sessions does 
not have to involve signifi cant amounts of 
time for the benefi ts to be felt. Th ere are 
also many resources available online that 
could be used by staff teams.

Debriefing support aft er a child death
Debriefi ng sessions focusing on experiences 
and emotional reactions provide 
opportunities for staff to refl ect on the 
affective side of their work and foster an 
open forum that ‘normalises’ sharing 
one’s emotions (Leff et al, 2017; Eng et al, 
2015). Although there is no clear national 
guidance or framework for best practice 
with regard to a debrief following the death 
of a child (Hollingsworth et al, 2018), in our 
experience, and that of others, staff often 
request ‘debrief-type support’ following 
a failed resuscitation or a rapid response 
visit (Ireland et al, 2008). Th ey want a 
chance to talk honestly about, refl ect on 
and learn from their experiences, from 
both a clinical and an emotional point of 
view, and with someone able to offer a 
supportive interaction. 

CONCLUSION
By the nature of their role, rapid response 
team staff are likely to be subject to high 
levels of trauma and distress. In the 
authors’ opinion, they should all be offered 
the opportunity for psychological support. 
Th e authors have recommended a number 
of ways in which staff may recharge their 
batteries, but support is required at team 
and service levels to enable this to happen. 
Creating a culture that recognises and 
values the psychological and emotional 
needs of staff is key when promoting 
compassionate care.    

 Consultant paediatrician Dr Fiona 

 Finlay and clinical psychologist Jackie 

 MacCallam are based at Children’s 

 Services, Virgin Care, St Martin’s 

 Hospital, Bath; Dr Anna Baverstock 

 is a consultant paediatrician based at 

 Musgrove Park Hospital, Taunton. 

RESEARCH

HOW SCHWARTZ 
ROUNDS HELP
The Schwartz Rounds 

programme provides 

a structured forum for 

multidisciplinary staff, 

clinical and non-clinical, 

to come together regularly 

to discuss and reflect 

on the emotional and 

social aspects of working 

in healthcare. 

The underlying premise 

is that the compassion 

shown by staff can make 

a big difference to a 

patient’s experience 

of care, but to provide 

compassionate care 

staff must, in turn, feel 

supported in their work.

Evidence and personal 

experience shows that 

staff who att end Schwartz 

Rounds feel less stressed 

and isolated, with 

increased insight into and 

appreciation for each 

other’s roles, a greater 

sense of collaboration, 

an acknowledgement 

of feelings, and a 

reduction in isolation and 

psychological stress, with 

an increase in compassion 

and empathy, and trust 

and openness with 

colleagues (Hughes et 

al, 2018; Farr and Barker, 

2017; Chadwick et al, 

2016). They also create 

a culture of openness 

for sharing thoughts and 

feelings, help to reduce 

hierarchies and focus 

att ention on relational 

aspects of care (Deppoliti 

et al, 2015; Goodrich, 2011). 

The Francis report (2013) 

recommended Schwartz 

Rounds to promote 

compassionate care. 
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To view references and the full version of this paper, entitled Psychological support for staff on the rapid 

response team: reflecting on practice, go to bit.ly/CP_research_finlay
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PROFESSIONAL PA  SE

CPs can help 
develop the four 

key competencies 
present at birth 

and plug gaps in 
children’s cognitive 
development, says 

Kirsten Asmussen of 
the Early Intervention 

Foundation.
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vital that health visitors and others providing 
support to families are aware of how 
children’s cognitive development occurs, 
and which interventions and approaches 
are likely to support positive outcomes for 
children, especially those growing up in the 
most disadvantaged circumstances.   

EARLY LEARNING EXPERIENCES
Early cognitive development occurs at a 
phenomenal pace. During the nine months 
before birth, over 100 billion brain cells are 
produced and form over 50 trillion synaptic 
connections, which create the architecture 
for a core set of cognitive skills already 
present at birth. Th ese skills include the 
ability to visually track moving objects, 
distinguish critical features of the human 
face, discriminate between more and less, 
and recognise familiar voices. 

As children develop, these skills provide 
the basis for those four key competencies 
that represent the building blocks for all 
future learning. 

During the fi rst few years of life, these 
four competencies develop spontaneously in 
response to input from the child’s physical 
and psychological environment. However, 
as we describe in the report , the quality 
of this input strongly infl uences the pace 
at which these competencies develop. In 
particular, studies show that the quality 
of object play that occurs between infants 
and their caregivers during the fi rst 12 
months strongly predicts vocabulary size at 
age two and the ability to understand the 
perspective of others at age four.

THEBUILDING

BLOCKSOF

LEARNING

he ‘chat, play and 
read’ behaviour change 
parenting model recently 
promoted by secretary 
of state for education 
Damian Hinds emphasises 

the important role that the home-learning 
environment plays in supporting children’s 
early cognitive development. 

I am the lead author on a major 
new report from the Early Intervention 
Foundation (EIF), Key competencies in early 
cognitive development: things, people, numbers 
and words (see Resources on page 50), 
which describes how the home-learning 
environment, as well as other important 
family processes, supports the development 
of four cognitive competencies that are 
present at birth and are believed to form the 
building blocks of all future learning: 
Children’s knowledge of the physical world
Th eir understanding of the intentions 

of others
Th eir numerical reasoning capabilities
Language and communication skills.

Th e report begins by describing how 
typical development within each of the 
competencies begins, and considers how the 
child’s circumstances contribute to learning 
gaps that are observable from the child’s 
second year onwards. It also examines how 
early learning gaps might be reduced with 
effective early intervention provided by 
those involved in the commissioning and 
delivery of early years services. 

Given how early gaps in children’s 
cognitive development can emerge, it is 

T
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Recognises
own name

Pointing

First words Word spurt Inner speech

50-word 
productive 
vocabulary

Word combinations and increasingly
complex grammar, including 
questions and negations Pre-literacy skills

500-word productive 
vocabulary

Narrative skills develop

1 YEAR 2 YEARS 3 YEARS 4 YEARS 

Can detect differences 
involving addition                  
and subtraction

Understands and can use terms 
such as ‘more’ and ‘less’, plurals 
and the value of one Begins to learn the cardinal

values of numerosities one to four

Can recite the number sequence, 
may recognise Arabic symbols as 
pertaining to values

Fully understands 
principles of cardinality

Theory of
 

number
1 YEAR 2 YEARS 3 YEARS 4 YEARS

Can follow the 
gaze of others

Engages in 
altruistic behaviour

Can talk about 
memories and other 
mental states

Can talk about thinking states,
such as knowing, concentrating 
and planning

Aware that others have
intentions; engages in joint 
declarative pointing emerges

Can talk about 
feelings and desires 

False-belief reasoning matures

Theory
of mind 1 YEAR 2 YEARS 3 YEARS 4 YEARS

Object
knowledge

Early categories First object words More sophisticated tool use Analogical reasoning skills

Pretend play Increasing understanding of complex object systems and cause-and-effect relationshipsIntentional object play

1 YEAR 2 YEARS 3 YEARS 4 YEARS

Language & 

communication

Th roughout toddlerhood and early 
pre-school, the quality of early learning 
experiences continues to predict children’s 
intellectual and language development. 
Enriching learning experiences that 
particularly predict individual differences 
in early cognitive development include trips 
to museums and parks, informal number 
games, and conversations with caregivers 
about feelings and thoughts – particularly 
those that correspond with children’s 
personal interests. 

THE IMPACT OF INCOME 
Our review also summarises evidence 
showing that individual differences in 
cognitive competencies are consistently 
associated with family income from a very 
early age. 

ACTIVITIES THAT SUPPORT CHILDREN’S 
COGNITIVE DEVELOPMENT DURING 
THE FIRST THREE YEARS

  Play-based activities that allow 

children to physically explore and 

manipulate objects
  Play-based activities that help 

children learn the names of 

objects and engage in symbolic 

object play
  Conversations with adults that 

follow the child’s lead and are 

specific to the child’s interests
  Enriching educational materials, 

which include arts and craft s 

supplies and educational 

matching games

  Regular outings to libraries, 

museums, parks and gardens to 

provide children with opportunities 

to learn about the physical world
  Activities that encourage children 

to count out objects
  Conversations about small and 

large number values 
  Conversations about the 

relationships between objects and 

complex object systems
  Understanding the perspectives 

of others through stories and role-

play activities.

THE FOUR KEY COMPETENCY MILESTONES

PROFESSIONAL PA  SE

48-50 Proff Pause_COMMUNITY PRACTITIONER FEB 2019_Community Practitioner Magazine   4948-50 Proff Pause_COMMUNITY PRACTITIONER FEB 2019_Community Practitioner Magazine   49 29/01/2019   18:4629/01/2019   18:46



PROFESSIONAL PA  SE

50 

COMMUNITY PRACTITIONER  |  FEBRUARY 2019

 Kirsten Asmussen is head of What Works, 

 Child Development, at the Early Intervention 

 Foundation. She is a developmental psychologist 

 with expertise in the parent/child relationship 

 and author of the Evidence-based parenting 
 practitioner’s handbook (2011). 

   The report Key competencies in early cognitive development: 

things, people, numbers and words can be found at 

bit.ly/EIF_key_competencies 
   Read an EIF overview of the importance of early 

intervention for supporting children’s development 

at bit.ly/EIF_early_intervention 
   The UK government’s recent behaviour change approach for 

enhancing the quality of the home-learning environment is 

detailed at bit.ly/UKG_behaviour_change
   The EIF looks at the evidence update for an effective Healthy 

Child Programme at bit.ly/EIF_HCP_enhance

RESOURCES

  Income-related differences in children’s word-
processing skills are clearly present by 18 months. 

  Differences in high- and low-income children’s 
knowledge of the physical world are present at 
age three.

  Income-related gaps in children’s numerical reasoning 
skills and the ability to adopt the perspectives of others 
are clearly evident by age four. 
Th ese gaps then continue to increase in magnitude until 

children are ready to leave secondary school.

REDUCING INCOME-RELATED 
LEARNING GAPS
Knowledge that pervasive learning gaps exist along 
the lines of income is not new, although knowing that 
gaps are present at age three or earlier is. Th ese fi ndings 
highlight the importance of evidence-based activities to 
support the learning needs of low-income children as a 
way of reducing these gaps and increasing their school 
readiness. Th ey also emphasise the need for this support 
to start early, preferably during the child’s fi rst year, if 
not before. 

Our review also identifi es a number of interventions 
and activities with good evidence of reducing income-
related learning gaps in children’s language skills 
and motivation to learn. In particular, there is good 
evidence that intensive home visits occurring on a 
monthly basis from the fi rst year onwards can improve 
disadvantaged children’s early language skills and 
motivation to learn. During these visits, parents learn 
age-appropriate strategies (see Activities that support 
children’s cognitive development during the fi rst three years 
on page 49) for supporting their child’s natural curiosity 
by creating an enriching home-learning environment and 
responding sensitively to their child’s learning needs. Th e 
interventions with the best evidence of success start early, 
within the fi rst few months of life and then carry on for a 
year or more. 

Evidence also shows that enriching childcare and early 
years education starting at the age of two has the potential 
to rectify income-related learning gaps if delivered to a 
high standard. 

THE IMPORTANCE OF THE EARLY 
YEARS WORKFORCE
Collectively, these fi ndings emphasise the importance of 
the early years workforce in supporting the learning needs 
of low-income children. 

Health visitors play a particularly important role in 
identifying children with early learning delays through 
the ongoing assessments that take place during the 
universally provided health checks. Th ey are also in an 
ideal position to deliver and coordinate effective home-
visiting support during the child’s fi rst two years.

Early years educators are essential for coordinating 
and delivering high-quality early years childcare and 
education. In particular, our review identifi es ‘two-
generation’ support – which combines high-quality 
early years education with individualised advice for 
parents – as particularly benefi cial for increasing the 
school readiness for low-income children.

Speech and language therapists also play an 
important role in assessing the language needs of 
children and providing individualised therapeutic 
support when specifi c delays are expected. Th ey also 
play an important role in providing valuable training, 
coaching and support for practitioners working in early 
years settings.

Good commissioning is critical for ensuring that 
effective interventions are made available to families 
who need them the most. Th is means having strategies 
for determining who these vulnerable families are and 
developing systems for ensuring that the most effectiv e 
interventions are available. Our Key competencies report 
provides a secure starting point for considering how this 
work might be done. 

What have been your experiences of what 

helps and hinders early years cognitive 

development and what strategies have 

you used for vulnerable children who may 

be falling behind? Share any insights and 

join the conversation on Twitt er 

@CommPrac using #EarlyYears

TIME TO REFLECT
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RECRUITMENT

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

PhD in Professional Practice: Psychological Perspectives 
A  E   P P

5 years part-time starting in November 2019

This PhD in Professional Practice  is aimed at providing experienced 
professionals with the  opportunity to develop advanced research skills and knowledge in the 
theory and practice of your discipline, and to pursue original lines of research in areas of direct 
relevance to your work. This is a programme of reflective review and research-based professional 
development for experienced practitioners, managers, academics and other professionals.

APPLICATION DEADLINE: FRIDAY 28 JUNE 2019

Contact us now to find out more about the programme, entry requirements and how to  

T: +44 (0)  093  E: alex.hassett@canterbury.ac.uk  W: canterbury.ac.uk/PhDPP

Salomons Centre for Applied Psychology, Canterbury Christ Church University
Salomons Centre, Royal Tunbridge Wells, Kent, TN1 2YG

APPLY NOW

LIM
ITED PLACES AVAILABLE

Family Nursing & Home Care, is the principal 
provider of Community Nursing and Home Care 
on the Island of Jersey.

We are currently seeking applications for:-

Health Visitor 
Permanent Contract,  37.5 hours per week

Salary: £46,048 - £49,040 pa (dependant on qualifi cations & experience)
Specialist Community Public Health Nurse (Health Visitor) 

Current Driving Licence Essential

Health Visitors are part of Child and Family Services who deliver the Healthy Child 
Programme specifi c to their role based upon the 4-5-6 approach in practice.

We deliver an early sustained home visiting program (MECSH) within our 
Health Visiting service, which provides an exciting opportunity for creative and 
innovative practitioners in this fi eld.  

As a member of our Child and Family Services team you will be fl exible, 
enthusiastic, have an ability to manage change and be motivated to work as 
part of a team as well as an autonomous practitioner. 

Car owner/driver or suitable alternative transport to enable you to undertake 
the job is essential.  

We offer yearly appraisal, clinical, safeguarding and MECSH supervision, in-
house training opportunities for professional development, 37 days paid leave 
(inclusive of Bank Holidays).

If you are ready for an exciting new challenge and would like to live and work 
on a beautiful island please contact Michelle Cumming, Child and Family 
Services Team Leader Tel. 01534 443625 for an informal discussion.  

For an application pack, please contact HR Department, Family Nursing & 
Home Care, Le Bas Centre, St Saviour’s Road, St Helier, Jersey JE2 4RP Tel: 01534 
443604/443626, or e-mail t.mcleod@fnhc.org.je or a.defreitas@fnhc.org.je

Closing date for applications: 28th February 2019

Health Visitors are at the heart of Oldham’s Right Start model and 
its vision to support every child to have the best start in life. Here, 
Specialist Community Public Health Nurses lead our integrated early 
years teams in the delivery and co-ordination of;

• The Healthy Child Programme 0-5 years
• Childrens centre core purpose
• A range of early childhood services
• Oldham’s Right Start assessment model and associated 

interventions
• Oldham’s oral health plan 

Based in local childrens centres, we are committed to being 
accessible and responsive to local need, putting children at the 
centre of everything we do.
If you are passionate about improving outcomes for children; are a 
motivated, dynamic and adaptable Health Visitor who would like 
an opportunity to utilise your public health nursing knowledge and 
experience to the full, we would be delighted to hear from you.

For an informal chat or further information regarding this 
post please contact: Karen Worthington, Head of Service on 
07990527756 / karen.worthington2@bridgewater.nhs.uk 

To apply for one of our Health Visitor vacancies visit 
www.jobs.nhs.uk/xi/vacancy/?vac_ref=915413700 or enter job 
code 835-BR17.157C in the search fi eld.

We are currently seeking 
applications for Health Visitors
Band 6, full time and part time opportunities
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100% gentle and clinically proven 
safe from day 1  

Clinically shown not to disrupt the 
developing skin microbiome in newborns*

No parabens, phthalates or sulphates
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Claim your FREE sample
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