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a premature baby is not just a very
small baby, they are a complex patient
- all their systems were premature
when they were born, so they

have had to learn to suck and learn

to breath.’

Premature babies can also take
longer to feed than full-term babies.
Amy explains: ‘With a healthy
full-term baby there is loads of
information on weaning, but it can
be very different when you’ve had
a premature baby. Having the HV
help parents to find the information
is invaluable.’

‘HVs are [also] usually the best
people to see developmental delays
if there are any - they are going to
notice if baby is not rolling when
they should be, and they can then
offer support or refer them on to
specialised teams like physios and
occupational therapists.’

HEALTH ISSUES

AND DISABILITY

Nearly half (48%) of premature
babies were re-admitted to hospital
following discharge home from
neonatal care (The Smallest Things,
2017). Amy says: ‘HVs should assure
parents not to be afraid to bring them
back to hospital.’

Babies born before 37 weeks are at
increased risk of sudden infant death
syndrome (Lullaby Trust, 2019). Amy
says: ‘It is important HVs put forward
safe sleeping messages.’

She adds: ‘There is only so much
neonatal nurses can do when babies
leave hospital. There are all sorts of
issues that can befall a premature
baby, from cerebral palsy and hearing
loss to retinopathy of prematurity,
which could mean they potentially
need laser eye surgery or they may
even be blind. It is vital that HVs
help parents to understand these
complications and manage them.’

SIGNPOSTING

HVs can also encourage parents
to contact relevant support
organisations, such as Bliss and
Bliss Scotland, for support online
and locally.

HVs in Northern Ireland can also
refer families to the charity Tiny
Life, which offers a range of support
in neonatal units, in homes and in
the community, such as in parent
support groups.

Alison McNulty, chief executive of
Tiny Life, says its service is unique. ‘A
volunteer visits families of premature
babies for up to four hours a week
to help meet the family’s needs,’
she explains. ‘Mum might need a
sleep, a shower or to spend time with
other children.’

Tiny Life also offers training for HVs
in Northern Ireland on supporting
families with premature infants.

Its online resource, Life at home,
developed by leading academics and
parents, includes programmes on
child development and physiotherapy
for premature babies, and a perinatal
mental health programme for parents.
Alison says it is relevant for parents
and HVs across the UK.

PARENTAL MENTAL HEALTH

On the impact on parents, Alison

says: ‘Parents of premature babies are
more likely to suffer from PND and
post-traumatic stress disorder, higher

TIPS FOR HVs... FROM AN HVY

London-based health visitor Pam Allanson

recommends that you:

» Do your homework
on any condition
the baby may have
before meeting
their family

» Make time for
appointments,
especially for
premature twins

Pam also
recommends that
you should offer
families:

» Realistic
expectations around
development

and milestones

» Understanding of

the immune system
and importance

of hygiene

» Knowledge of
health conditions
that could affect
their baby

» Knowledge of
screening and
appointments

» Encouragement
for traumatised
parents and, if
necessary, referrals
for help

» A phone helpline
» Encouragement to
eat well, sleep and
keep some routine.

FAST FACTS

parents leaving neonatal
care felt confident about
bringing their baby home

447,

of parents say their
premature babies had
additional learning needs
when they started school

46%

of premature babies
have ongoing medical
difficulties

80

of parents said their mental
health suffered after their
neonatal experience

Bliss, 2018b; The Smallest Things, 2017
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levels of anxiety and lose their

FIRST-HAND ACCOUNTS

‘MY HV HAS BEEN FANTASTIC’
Bliss volunteer Coady Dorman from
Lothian in Scotland gave birth
at 29 weeks to her son Matthew
(now four) after developing pre-
eclampsia and HELLP syndrome.

She says: ‘My HV has taken

care of Matthew from two weeks after discharge up
until today. From the start she made me feel that

it was normal to experience the things that | was
experiencing - anxiety and flashbacks - and she
liaised with my GP, who referred me to a psychologist
to get me a bit of extra support for the birth trauma.

‘Matthew has very low weight gain and is on a
special diet with supplements, and my HV comes to
weigh him every month. She has put extra pages in
Matthew’s “red book” and, if he loses weight, this
information goes to his paediatrician and dietician.
She also calls in to check if he has had an admission
to ASE, as his lungs and immune system are slightly
weaker than his peers.

‘l was concerned that Matthew had an autistic
spectrum disorder and the HV was really proactive
about getting referrals to the speech and language
therapist, and then to the child development clinic.

‘HVs need to recognise that - even if the baby is
healthy - support is still there for parents to make sure
the ultimate wellbeing of the whole family is the best
it can be!’

‘MY HV DIDN’T UNDERSTAND’

Catriona Ogilvy is the founder of The Smallest Things
premature baby charity. Her first son was born at

30 weeks.

She recalls: ‘Samuel’s arrival was very sudden - | was
in complete shock being in neonatal intensive care.
He spent eight weeks on the unit and was on a life
support machine for the first five days. When | finally
got to hold him, | was frightened by the sound of
alarms ringing as his saturations dropped.

‘| expressed every three hours, but struggled with
my milk supply and topped up with formula. I still
remember my first visit from the HV. She ticked
a box that said ‘mixed feeding’ with no words of
appreciation for how hard it can be to establish
feeding in neonatal intensive care.

‘Each visit to the clinic | reminded the HV to plot
my baby’s weight according to his corrected age
and each visit | longed to tell her that | was far from
OK, that | had flashbacks to our time in the newborn

intensive care unit.

— ‘I wasn't asked about my
experience or how | was doing.

| felt isolated and alone and |
quickly stopped going to see my
HV. | didn’t feel they understood
the specific needs of a baby born
prematurely, nor my emotional
needs. | found the clinics more
difficult than they were helpful, and |
missed out on the emotional and feeding
support | really needed.’

social networks. We know

that parents have this survival

guilt - ‘My baby survived

- I'should be OK.” Others don’t

feel like the baby is theirs because
their baby has been institutionalised
in hospital for so long and they

have had issues with bonding

and attachment.

‘Parents told us that either they got
areally good HV, or an HV who isn’t
clued in. Sometimes that is not the
HV’s fault because there is very little,
if any, training within current health
visiting specific to premature babies,
or they may not have had a premature
baby on their caseload.’

Amy adds: ‘HVs can help with
psychological support for parents

after they have gone through that
really stressful [separation]| time in
the neonatal unit.

‘As HVs are there to help with the
developmental side, they can be the
biggest emotional support to parents
in saying “Your baby was really
unwell, but actually they are hitting
this milestone” - which can be a
really positive force.’
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REACHING SCHOOL AGE

As many as 44% of babies born
prematurely had special educational
needs when starting school (The
Smallest Things, 2017). Samantha
Johnson, professor of child
development at the University of
Leicester, has developed a resource
with Action Medical Research for
school staff and SNs to highlight
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MULTIPLE PREMATURITY

Half of the twins born in
the UK are premature
and need neonatal care
(Tamba, 2019; 2017).
Meanwhile, one in five
parents of multiples
have experienced
PND (Tamba, 2017).
Gemma Gunter, Tamba'’s
Helping Hands support
practitioner, says:
‘Practical support is
useful during the HV’s
visit. Lots of families
say to me: “HVs just
sit and talk to me and
then | am way behind in
everything.” It is much
better if an HV can say:
“Do you want me to
feed a baby while we
are talking?™

Ben Rean, a paramedic
and father of twin girls
born Il weeks early, says
the support he and
his wife Tabby most
needed after six weeks
in neonatal concerned
feeding premature
twins with colic, as it was
‘exhausting and very
upsetting to try and
keep any of their milk
down'. Unfortunately,
he says, their HV
lacked experience with
premature babies.

Gemma recommends
HVs visit families of
premature multiples at
home to weigh them for
their first few months. She
says: ‘It is very difficult for
some parents to get out
and many are worried
about taking premmies
out because they do
not want them back in
hospital. When you have
multiples and you end up
with one back in hospital
and one at home, then
you are split.’

Tamba believe
continuity of care is
vital. Gemma says: ‘An
HV can say: “When
| first came here you
were feeding every one
and-a-half hours, now
you are feeding every
four hours.” As a sleep-
deprived multiple parent
you are not able to
have that perspective,
and it can help
with confidence.

GEMMA FROM TAMBA
HAS THIS ADVICE

FOR HVs:

» Read through Tamba'’s
factsheet for HVs

on multiples.

» Advise families to take
all offers of help.

» Signpost families to
support groups, including
local twins clubs.

» Check if families are
eligible for support from
Tamba'’s Helping Hands,
perhaps to help families
with one baby in hospital
and one at home, or
parents of triplets
struggling to get out.

» Signpost parents who
have lost a baby to
Tamba'’s bereavement
support group, made

up of parents who

have lost one or both
their twins who offer
befriending support.
» Refer parents of
multiples, where one
or both have a
disability, to

local support
groups

and, where S
relevant, to
acknowledge

how difficult

it must be to

see one child

meeting milestones and
the other child not.

MY STORY
Linsey Wynton says:
‘My identical twin
boys were born at just
929 weeks, after twin-
to-twin transfusion
syndrome (an uneven
blood supply through
their shared placenta),
and emergency laser
surgery in utero at 24
weeks to save their
lives. After eight weeks
in neonatal care, they
were discharged.

| was fortunate to
have a helpful HV.
She came to my home
several times to weigh
them, she reassured
me it was normal for
premature babies to
make funny noises while
they slept. While | had
to find another mum of
twins to help me with
the challenge of breast-
feeding two prem babies
with little head control
together, | called my HV
for help when one of my
babies started refusing a
bottle and breastmilk.’

43

COMMUNITY PRACTITIONER | JULY / AUGUST 2019

the educational and health needs of
school children born prematurely.

She says: ‘Children born preterm
are at increased risk of general
cognitive problems, alongside an
increased risk of attention problems,
poor social skills and withdrawn
behaviour, and anxiety or other
emotional problems.

‘We have also shown that,
compared with children born at term,
very preterm children have poorer
academic attainment and a higher
risk for special educational needs.’

‘A child born prematurely could
need help with long-term stomas
and percutaneous feeding tubes,’
Amy says. ‘Even coughs and colds
can be potentially life-threatening for
children born prematurely because
their lungs are not as well developed
and they are more susceptible to
things like asthma.’

She advises SNs to ‘dig deeper if
you know they were premature. It’s
a red flag to think: “Do I need to keep
a closer eye on them?”’

RESOURCES

» Bliss: bliss.org.uk;
Bliss Scotland:
bit.ly/bliss_Scot

» Tiny Life Northern
Ireland: tinylife.org.uk
has advice for parents at
bit.ly/tiny_life

» The Lullaby Trust raises
awareness of sudden
infant death syndrome:
lullabytrust.org.uk

» The Smallest Things:
thesmallestthings.org

» Tamba: tamba.org.uk;
Tamba HV’s factsheet
bit.ly/tamba_HVs

» Helping Hands:
bit.ly/helping_hands

» Action Medical Research:
pretermbirth.info

For references, visit
bit.ly/CP_features
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Significant inequality in levels
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rogramme that was set up to boost

being and resilience of
looked-after young people.

In 2017, 72,670 young people werein care  care (Centre for SocialJustic, 2008),
in England, with 74% living in foster care A review of child and adolescent mental
(Department for E ices identi A mental

(DfE), 2017).

Significant i

(Department of Health, 2008).In response
NICE set targets to promoteaspirations and
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and exclusion from school exist population: DIE and the Offce for National
between young people in care Statisti found that young peopl

and the general population.

> The My Life, My Future project
was set up in 2015 to support
young people in care (or
looked-after children) in Sutton,
south London.

> The 8-month programme aimed
to increase their confidence in
themselves and their abilties,
to maintain their emotional
wellbeing and resilience, and
to promote development of
their aspirations.

> My Life, My Future had a
positive impact on participants’

ellbeing, with increased

confidence, aspirations, more
positive family relationships
and personal development.

> By teaching them skills to
navigate challenges in their
lives, the programme improved
participants’ resilience and
their sense of identity.

> Further research with larger
and more diverse sample sizes
s required.

Ilbeing o looked

young people not in care
with reading, writing and maths (48
reached the expected level against 79%),
and significantly lower rates of achieving
five A" to C grades at GCSE (12% against
521%) (DIE and ONS, 2014). Levels of
exclusion were also twice as high

a young people (NICE, 2013).
Asshown by Fisher etal (2009), there isa
ack of evidence-bx

for young people in care. Though past

trials have successfully introduced group

programming to improve educational

attainment of young people incare (Fisher ct
ifcall

3

the general population.
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are more vulnerable
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The18-month prog;
Young people’s confidence in themselves
and their abilities, maintain emotional
wellbeing and resilience, and promote
development of aspirations. The programme
o
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ges of 11and 15, as children

e range share several
developmental transitions (Erikson,
1993). It focused on educational and
personal development, and accepted
self-referrals and referrals from
healtheare professionals.

The weekly sessions were
jgned to be interactive,
ngaging and creative.
Exercises included pai
baking, craftwork, and
activities such as ice s
go-karting and trampolining.
The structure was consistent
 check-in (20 minutes); cebreaker
(10 minutes); topic for discussion
(45 minutes); lunch and informal
cateh-up (30 minutes); and check
out (10 minutes) and were co-
acilitated by two trained youth
workers who modelled responsive
relationships using a partnership
approach (Davis et al, 2002)
and mentalisation principles
(Bateman and Fonagy,
2013). Facilitators built
rapport and enabled
participants to gain
confidence by modelling
reflective liste

‘The results showed that My
positive impact on participants’

fe, My Future had a
P wellbeing with increases
in confidence, aspirations, positive family relationships
and personal development. Young people consistently
referred to sessions as ‘good” and ‘cool’, and carers
observed that participants enjoyed attending the group.
Even on ‘bad days’, participants still wanted to attend,
as the group improved negative moods. Participants and
ly that they would
programme to other young people
Participants found the increased positive
relationships and connectedness with other group
members to be particularly sl
noted tht the friendships formed
group were more personal. When discussing this
connectedness, two of the young people referred
tothe group as  family. These rlationships
pants’ lives and self-
with carers relecting that the group increascd
the young people’s ablity to conneet with others. This was.
‘enhanced by the group structure, which focused on treating
i i y in
tial proposal suggested a group size of 20

Core topics
for My Life,
My Future

Plans/
aspirations

n care.

Social

3

Stereotyping/
prejudice

care. While th

5,

talk openly about their emotions and increasing their
perceptions of trust. One participant sressed how the
other participants listened to everything he said
respected his privacy, in tark contrast to his peers
at school
Participants said the group helped them
understand how to deal with challenges in life.
y teaching skills to navigate these challenges, the
programme improved their resilicnce and identity.
Young peop i
azeroto10s ith zero representing no confidence
and 10 representing high confidence - before andafter
attending the group. On average, following a year of
attendance, young people had mum increase in
confidence of 30%, with two ofthe young people reporting
%% increase. Carers observed changes in participants’
ability to communicate openly and confidently.
Participants said that attending the group helped make
them consider their futures. Three young people noted
definitive development o aspirations, while the other
three formed vague ideas of where they wantedto be
in the future. These ideas changed as they learned more
. bout themselves. One participant reported that the
‘ncreased future-thinking prevented her being
excluded from school.

Emotions:
happiness,
stress, anger.

POSITIVE RESULTS

Of the 12 young people who
ipated in the programme,
only those whoattended more
than three sessions were invited
o take part in data collection. The
evaluation included six young people
(four females and two males aged 13
1015) all of whom attended the
roup from baseline to the
12-month point when the
evaluation was conducted.
Attendance was over 85°
Two foster carers also took
Partin the evaluation: one:
Wasa foster carer for two of
the female participants, and
the other was a foster carer for the
o male participants.

o ensure confidentiality and blind
©valuation, staff were not involved in
data colection, All participants were:
assigned individual codes to protect
their anonymity,

Bullying/
cyberbullying

FUTURE RESEARCH
While all participants and carers reported po
experiences i the group, areas for improvement
were identified. Some participants reported a lack of

ve
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HOW CAN VULNERABLE YOUNG
PEOPLE HAVE IMPROVED ACCESS
TO SCHOOL NURSES?

RESEARCH
SUMMARY

» The aim of this study was to gain an
understanding of young people’s
views and perceptions with regards
to improving access for vulnerable
young people to school nurses via
the school nurse drop-in.

» Twelve pupils from Years |O to 12,
ranging in age from I5 to 17, took
part in the study. Nine were male,
three female. Two were black British,
IO were of white British in ethnicity.

» The pupils were from the same
school, and either current or former
members of the student council.

» A semi-structured interview was
used within the focus group.

» A topic guide included questions
and prompts pertaining to
the school nurse drop-in, child
protection, the role of school nurses,
potential obstacles to vulnerable
young people accessing the
drop-in and ways to overcome
these obstacles to allow their
health needs to be addressed by
the school nurse.

» An audio recording was used
to support a thematic analysis
and transcription.

» Participants were then invited
to confirm the findings. In all, the
researcher visited the focus group
three times during the study, for
up to 60 minutes each visit.

» Responses were collated into
themes or groups of concepts
with similar characteristics. The
dimensions of these categories
were then identified and linked to
sub-categories (Charmaz, 2000)
to aid analysis.

What do young people think about how
school nurse drop-ins can improve access
for the most vulnerable children? This is
the question that specialist vulnerability
practitioner Dawn Marie Blake sought to
answer when she carried out a qualitative
study involving a small focus group of
secondary school pupils.

Findings and results: barriers to
vulnerable young people’s access

to drop-ins

Most of the participants within the focus
group said that they had not used the
school nurse’s drop-in or had contact
with the school nurse before:

Participant 1
‘Drop-in should be easy to access but
not visible.’
‘T've never used the drop-in... There are

young people with mental health problems...

We don’t know that school nurses can help...
drop-in needs to be regular.’

Role of the school nurse
France (2014) identified young people
expressing the need for high-quality,
personally relevant information and
accessing this information from qualified
health individuals within a comfortable,
trusting, respectful relationship.
Students within this study expressed
the need for privacy. The results of
Sherwin’s study (2019) identified the
importance of providing regular support
and building trusting relationships.
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These themes became apparent within
this study:

Participant 3
‘Twould have gone to the school nurse had
I known they could support me.’

Participant 2

‘Tknow they do lots of things but we have
never actually been told what they do.’

‘If I trusted the school nurse maybe I would
feel more confident.’

Participant 7

‘T‘ve had basic info and I'm not sure if others
have just had basic information too; some
people, I think, don’t fully understand the
role. They may have an idea but not know
what is available.’

Facilitators to vulnerable young people
The participants said that vulnerable
young people - those who are on child
protection plans, involved in ‘child

in need’ meetings, or children in care
- need to be invited discreetly to the
school nurse drop-in. The participants
recognised the school nurse as a
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professional external from the school who could offer
emotional support, address any risk-taking behaviours or
provide support in relation to health issues, particularly if it
was a serious problem. They recognised the impact that this
could have on a young person:

Participant 11

‘I think it is really important as it is about them and they need
to have their say. Invite them to the drop-in. The school nurse
may know how to help that young person in different ways from
teachers, the school social worker or their parents.’

Participant 4

“This means it is serious; the school nurse needs to meet with that
young person face to face so they can understand what the young
people need and listen to them. It would be difficult to support the
young person if you have never met them before... I agree, invite
them to drop in.’

Etheridge (2004) found that school staff were
often uncertain of what school nurses do or

and the younger age group needs to be considered for
further research.

The study involved a limited number of young people.
It is, therefore, difficult to generalise findings.

The backgrounds of the young people who participated
in the focus group were also unknown - therefore it is
unclear if the voices of children on child protection plans
were represented.

Discussion
In practice, school nurses would need to ensure that the
same school nurse sees the individual young person to build
a rapport and trust and develop a therapeutic relationship.
The focus group suggested that allowing young people
to be involved with designing the drop-in posters could
improve relationships between the school nurses and
schools, while improving access to the drop-in clinics
would allow the young people to become more familiar
with the school nurses, helping to break down any barriers
and stigmas. Summach (2011) highlights
that nurses who strive to develop trust in

should do. It could also explain why some SCHOOL NURSES young people will maximise adolescent

young people felt it was the responsibility of WOULD NEED TO health results.

the school nurses to educate young people ENSURE THAT THE One concerning view raised by one

and school staff about their roles: participant in the focus group was the lack
SAME NURSE SEES of trust he had for the school nurses. Leavey

Participant 7 THE INDIVIDUAL et al (2011) report that fear about lack of

‘School nurses need to get more involved in the YOUNG PERSON confidentiality is a major source of young

school... to be visible... they could do this by people’s reluctance to seek help.

joining in activities with school staff, working TOBUILD A Access to school health clinics has been

in partnership with the school doing assemblies. RAPPORT linked with improved student achievement

Form time... this way we would know what AND TRUST and health (Harper et al, 2016). The drop-in

school nurses do.’ service can provide the ideal opportunity to

I

The participants expressed that the drop-in
should be delivered between one and three
times a week, dependent on the size of the school. Time of
the drop-in should be more flexible to include weekends in
a location that was known to the young people.

The participants also expressed the need for the school
nurse to be accessible in school when the young person
needs them:

Participant 12
‘Drop-in needs to be in school time during lessons so you can go
when you need to see the school nurses and not wait.’

Participant 3

I think school nurses should be more flexible so young people
can see them when they need to at different times, even outside
of school... maybe in a GP surgery.’

Limitations
This study was limited to pupils in Years 10 to 12 from
one school.

The needs of older young people, aged up to 19 years,

assess the needs of vulnerable young people
and can be the ideal forum to provide them
with packages of care to address any health
needs identified.

Etheridge (2004) found that school staff were often
uncertain of what school nurses do or should do. The
participants expressed that school nurses should make
themselves more visible in school with the school nurses
participating in school assemblies and form time, as
suggested by one young person, which could enhance the
understanding of the school nurse role and what school
nurses can offer. Granrud et al (2019) emphasise that
public health nurses need to make themselves and their
competence visible.

The location of the school nurse drop-in is essential;

a high representation from the focus group voiced concern
that the room should not be in a potentially stigmatising
area of the school.

While some young people prefer the school nurse drop-in
to be at school for ease of access, location and time need to
be taken into account. Alternatively, some young people
stressed the need for school nurses to consider alternative
venues to facilitate the drop-in service, such as GP practices.
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The young people within the study openly voiced that a
drop-in service should be regular, at least three times a week,
covering the weekend, dependent on the size of the school
and the number of students.

School nurses are skilled practitioners able to identify
signs of neglect and respond appropriately offering support
(Department for Education, 2018; Department of Health,
2009). Daniel et al (2010) emphasises that the recognition
of neglect is inconsistent and referrals to services are often
triggered by other events or concerns about vulnerable
children. Children do not gain access to universal services,
therefore health and education professionals play
a crucial role in recognising and responding to signs
indicative of neglect.

Children who are neglected are unlikely to express the need
to seek help directly from agencies and their parents are often
ill-equipped to seek and make use of support services (Daniel,
2015; Daniel et al, 2010; Carter and Myers, 2007; Connell-
Carrick and Scannapieco, 2006).

Vulnerable children and young people should be a key focus
of healthcare interventions if inequalities are to be addressed
(Joshua et al, 2015).

Schuller and Thacker (2015) emphasise that young people and
children need ease of access to their school nurse. There were
mixed feelings from the focus group with regards to how they
perceived vulnerable young people felt about accessing a school
nurse drop-in. The feelings of embarrassment appeared to be
prevalent during the discussions in the focus group. However,
enabling the young people to understand the role of the school
nurse was seen as a facilitator to breaking down this barrier.

The young people who participated in the focus group said
that young people who were considered to be most vulnerable

- those on child protection plans, those designated as a ‘child
in need’ and looked-after children - need to be invited to
access the school nurse drop-in.

In order to address these changes, greater investment into
the service is required, which would mean at least doubling
the size of the five to 19 school nurse team in the locality of the
city where this study was undertaken. This would allow
a qualified nurse with two school staff nurses for each
secondary school.

There needs to be an acknowledgement of the support,
investment and training that would be required to implement
these changes. School nurses would need to strengthen
networks and communication across agencies to ensure cost
effective facilities can be provided and sustained.

Conclusion
School nurses have a crucial role to play in improving access
to vulnerable young people. The study has highlighted that
vulnerable young people will access the service if they are
invited to drop in and the school nurse is familiar to them, but
more work needs to be done to allow the young people to be
aware of their role. Drop-in needs to be flexible to meet the
needs of young people.

School nurses also need to work more closely with schools
and key agencies to help raise their profile.

It must be acknowledged that in order to implement the
findings from this study, future investment into school
nursing would be required. &

Dawn Marie Blake is a specialist vulnerability
practitioner based in South Yorkshire. She has
a school nurse public health degree and
an MSC Award in Advancing Professional Practice.
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BREASTFEEDING:

TAE RIGRT

orld Breastfeeding Week
starts on 1 August (WABA, 2019)
to celebrate and promote
one of the most natural and
nurturing activities in human
development - breastfeeding an infant from birth
to six months, and often up to two years and
beyond. At least that is what the WHO (2017)
recommends, but in the UK our
record is much lower than this.
The WHO recommendation is
based on global evidence collated
about the public health benefits
of breastfeeding to both infants
and mothers. The evidence was
synthesised and published in
a landmark series of papers in
The Lancet in 2016 (Victora et al,
2016), and new studies regularly
add further to our growing
knowledge of the complexities of human milk and
the positive impact breastfeeding has on the growth,
development and long-term outcomes for mothers
and babies.
In the UK, breastfeeding rates are poor. The last
UK-wide survey was published in 2012, based
on 2010 data (McAndrew et al, 2012).
Currently, the data are collected
at country level using different
systems and are not as comparable
as previously, but the indication
is that while breastfeeding rates
have improved since 2010,
they remain well below the
WHO recommendation
across the UK. There are
also marked variations
between and within
countries, suggesting
that, in some areas, babies
and mothers will expect to
benefit from breastfeeding
more than others. There are

Professor Sally Kendall MBE
explores why breastfeeding
rates are so low, and how
health visitors can support
mums to do more of it.
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many complex social and demographic reasons
for this that are a real public health challenge.

LOW UK RATES

There are complex reasons why we have been
resistant to breastfeeding in the UK. Previously,
there was a consistent message that ‘Breast is
Best’. This was well intended, but also carried an

underlying judgemental attitude
towards individual mothers who
either chose not to, or were unable
to, breastfeed. Unicef UK has
argued that we need to ‘change the
conversation’ about breastfeeding
(Unicef UK, 2016). It is better
understood at a population level,
rather than the individual level of
the mother, that social and cultural
determinants are likely to affect the
decision to breastfeed.

There is a social divide between professional
educated families and those in manual jobs
and lower levels of education, which has

led to inequalities in child health (Royal
College of Paediatrics and Child Health
(RCPCH), 2018). This is a classic public
health debate and challenge: those
who need it most, because their

health outcomes are poorer on
all indicators, are less likely to
benefit from breastfeeding
- the inverse care law
- the irony being that
breastmilk is free and
available, sterilised at the
right temperature and the
right time.
So, what’s gone wrong?
The UK survey told us that,
while there had been an

breastfeeding between 2005
and 2010 (from 76 % to 81%),

increase in mothers initiating

ISTOCK
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of the 69% of mothers who initiated
exclusive breastfeeding at birth,
only 23% were still exclusively
breastfeeding at six weeks, and
fewer than 1% were exclusively
breastfeeding at six months
(McAndrew et al, 2012).

There is a gap between intention
and actually being able to continue
to breastfeed, which we need
to understand and explain at a
population level to change how we
support women and families during
pregnancy and the immediate
postnatal period.

An important factor here is
the influence of the formula milk
industry. Social history (Palmer,
2009) gives some explanation for
the rise in use of dried milk powder
during and following the Second
World War - a country rebuilding
itself, women needed in the
workforce, new technologies, and
national concern for the quality of
nutrition and growth of children after
wartime austerity all contributed
to the acceptance of National Dried
Milk, a full-cream breastmilk
substitute fortified with vitamin
D, available at low cost until 1976
(Cook’s Info, 2019).

MOTIVATED BY PROFIT

During this cultural change, the
industry refined the formulae,
increasingly claiming those that were
closer to the content of human milk
were equally nutritionally beneficial
as breastmilk.

The influence of an industry
motivated by profit - and with a
huge advertising budget - is easy to
understand. The industry influenced
health services and professions
through sponsorship and promotion
- and still does. For example, the
RCPCH voted only in February 2019
to end the practice of sponsorship
from formula milk companies (Baby
Milk Action, 2019).

This practice is controlled by the
WHO Code on the Marketing of
Breastmilk Substitutes (WHO, 1981:
resolution 69.9), but there are regular
violations in the UK that are poorly

monitored and reported. Other
reasons include the sexualisation of
breasts and the inherent dissonance
between the breast as a bodily
representation of nourishment and as
an object of sexual desire and fantasy
(Palmer, 2009).

CULTURALLY UNACCEPTABLE
Exposure of the breast during infant
feeding - or even the suggestion of
exposure - has become a culturally
unacceptable act not only in public,
but also within families. Social
attitudes are gradually changing,
but there are still reports of
mothers being asked to feed their
babies in a toilet, or away from
public areas (see Twitter, 2019,
twitter.com/return2laughter/
Status/1139911961540464641) .
Fathers are expected to be much
more involved in parenting and, for
many, this involvement includes
infant feeding, especially at night

BREASTFEEDING
BENEFITS

» Infant health: It
protects children from
a vast range of illnesses,
including infection,
diabetes, asthma, heart
disease and obesity, as
well as sudden infant
death syndrome.

Very recent

research based on 22
countries confirms the
relationship between
exclusive breastfeeding
and a reduction in
childhood obesity (Rito
et al, 2019).

» Maternal health: It
also protects mothers
from breast and
ovarian cancers and
heart disease.

» Relationship-building:
It supports the mother-
baby relationship and
the mental health of
both baby and mother.
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(Sherriff et al, 2014). Some will choose
to use expressed breastmilk, but many

may choose to use formula. Parents
believe that babies sleep better with
formula milk, and therefore their

own sleep will be better.
Evidence shows that
breastfed babies do sleep
well, but other factors also
influence sleep quality
(Brown and Harries, 2015).
Changes in family
structure, social mobility
and employment have
left mothers alone,
unsupported by the
extended family. Without
the family or professional
support to advise, guide
and provide the emotional
support needed to initiate,

WHILE
BREASTFEEDING
RATES HAVE
IMPROVED SINCE
2010, THEY

REMAIN WELL
BELOW THE WHO
RECOMMENDATION
ACROSS THE UK

or continue, to breastfeed, exhausted
and sometimes depressed, mothers
often find it too challenging to sustain
breastfeeding (Miller et al, 2007).

Worldwide benefits:
The benefits are seen

in both high- and
low-income countries:

a study published in
The Lancetin 2016
found that increasing
breastfeeding rates
around the world to
near universal levels
could prevent 823,000
annual deaths in
children younger than
five years, and 20,000
annual maternal deaths
from breast cancer.

» Cost savings:

¢ Breastfeeding
contributes to significant
savings in the NHS,

with initial investments
paying off within just

a few years. A NICE
costing report (NICE,
2006) estimates that
becoming Baby Friendly
will start to save a facility
money after three years,
owing to a reduction in

COMMUNITY PRACTITIONER | JULY / AUGUST 2019

the incidence of certain
childhood ilinesses.

® Baby Friendly’s report
Preventing disease and
saving resources found
that moderate increases
in breastfeeding would
translate into cost
savings for the NHS of
many millions, and tens
of thousands of fewer
hospital admissions

and GP consultations.

In addition, Baby
Friendly’s staged
approach to assessment
and accreditation allows
facilities to spread costs
and enables better
financial planning.

Breastfeeding Benefits
from Unicef Baby Friendly
UK. Further details are
available from The Lancet
series (Victora et al, 2016);
Rito et al, 2019; and
Unicef UK, 2019.
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HOW CAN YOU HELP?

Supporting and enabling breastfeeding is one of the six
high-impact areas of the community practitioner’s role
within the Healthy Child Programme (Public Health
England, 2018). Faced with these cultural and social
challenges, it can feel difficult to support a mother

who wants to breastfeed, perhaps when her partner or
friends are advising her to stop, or if she’s struggling
with lack of sleep, pain or depression. CPs have a unique
opportunity to use their empathy and communication
to support parents, and to apply their knowledge of

the practical and anatomical aspects of breastfeeding.
However, the reduction in HV numbers since local
authority commissioning was introduced, and the need
to prioritise child protection in an already challenging
caseload, makes the CP-client relationship required for
one-to-one support of breastfeeding more difficult.

A recent study, Becoming breastfeeding friendly in
Great Britain (Kendall et al, in preparation), has assessed
the readiness of England, Wales and Scotland to scale
up their breastfeeding work towards incremental
improvement, as part of a global project led by Yale
School of Public Health (Pérez-Escamilla et al, 2018;
2016; Yale School of Public Health, 2018). The British
study will demonstrate how change in policy and
resources could lead to change in breastfeeding
behaviour and longer-term benefits. It draws on
assessment of eight globally defined ‘gears’ to drive
governments to scale up the breastfeeding environment.
These include advocacy, political will, legislation,
resources and funding, training and programmes,
promotion, research and evaluation, coordination and
monitoring. Each gear has been scrutinised against a set
of international benchmarks and scored by a committee
of national experts, leading to a set of comprehensive,
evidence-informed recommendations for government.

When these recommendations are published in the
forthcoming months, you can use them as a driver
to improve the breastfeeding environment. The NHS
long-term plan (NHS England, 2019) also commits to
implementing the Unicef UK Baby Friendly Initiative
across maternity and community services. HVs can
identify and monitor breastfeeding activity in their
caseloads, record the data and search out where the
need is greatest to extend support, advocate for families,
promote the benefits of breastfeeding, and facilitate
breastfeeding through one-to-one and group support.
In particular, the principle of influencing the policies
affecting health is where HVs can act collectively and
actively campaign at a population level to support,
promote and protect breastfeeding and, in so doing,
contribute to the future health of our children.

Sally Kendall MBE is professor of community
nursing and public health at the University

INITIATION OF
BREASTFEEDING
IN UK COUNTRIES

Note: Currently,
UK countries
use different

time points and
different data
systems, making
direct comparison

SCOTLAND ! o difficult.
o Q
75%
(breastfed at
first CP visit)
NORTHERN IRELAND
0 X/
93.4%
(breastfed at birth)
WALES ! T -
o c
637 2%
(intention to
breastfeed) 4 ‘ .
PHE, 2019; NHS National Services
Scotland, 2018; Public Health Agency
NI, 2018; Public Health Wales, 2018
RESOURCES
» The Unicef UK Baby Friendly Initiative
- provides evidence on breastfeeding
ENGLAND and policy: bit.ly/Unicef_breastfeeding
'74 50/ » Public Health England’s breastfeeding
° 0 celebration week, and resources on
(at birth) Twitter: bit.ly/Twitter_resources;

bit.ly/PHE_breastfeeding

» NHS Health Scotland’s practical
resources: bit.ly/Scotland_
breastfeeding

» First Steps Nutrition - advice on
breastfeeding and nutrition:
bit.ly/FSN_breastfeeding

TIME TO REFLECT

Is there anything more you can do

in your practice to better support
mothers who want to breastfeed?
Share any insights and join the
conversation on Twitter @CommPrac

For references, visit bit.ly/CP_features
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