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In fact, Andy believes 
that by playing these games 
with children you can help 
teach them to self-police the 
time they spend online, look 
subjectively at the people 
they interact with and take 
the taboo out of it. 

NNNEEXXXTTT SSSTTEEEPPPS 
�  e CMOs recommend taking 
a precautionary approach with 
screen time for children 
… balanced against the potential 
bene“ ts they can gain from 
screen-based activities … and 
say that more research is needed 
to understand the relationship 
between screen-based activities and 
young people•s mental health. �  ey 
have advised that the UK Council for 
Internet Safety (UCIS) should work 
with the RCPCH over the next 12 
months so that the UCIS expands and 
updates its framework that equips 
children for digital life. 

�  e CMOs also said that the 
Department for Education (England) 
must move swiftly to introduce 
compulsory •relationships education• 
in primary schools and that health 
education should include guidelines 
on internet safety and online harm. 
�  ey recommended the relevant 
bodies in Wales, Northern Ireland 

and Scotland, introduce similar 
guidelines. �  e technology industry … 
which includes producers of phones 
and tablets as well as online services 
such as social media platforms 
and apps … has a duty of care to its 
users and needs to use clear terms 
that children can understand, they 
said. �  e CMOs also support the 
government•s intention to legislate 
and set clear expectations of the 
technology industry. 

Ultimately, young people 
today are the “ rst generation 
to experience the digital 
evolution from their early 
years. While screen time in 
itself might not prove to be 
exceptionally harmful and it 
may help provide children with 
different ways to learn and 
develop, if it prevents them 
from playing outside and with 
each other or learning through 
social interaction, it may well 
prove to be detrimental.

Which is perhaps why, 
despite all the voices, and the 
work yet to be done, there 

seems to be broad agreement on 
the importance of balance. 
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MOBILE VIEW

Given the high ownership of mobile phones 

among young people, surely phone 

providers have a responsibility to help 

parents monitor children•s usage? Most of 

the mobile phone networks offer various 

tools to help parents (see Resources below).  

Helen Lamprell, general counsel and 

external affairs director for Vodafone UK, 

has a similar message to other expert bodies 

on how young people should make the 

most of modern technology: •It•s all about 

balance,• says Helen. •Digital technology 

can offer exciting learning and development 

opportunities but it is important that this 

doesn•t interfere with young people•s 

schoolwork, their mental health, family time 

or other extracurricular activities.• 

Vodafone offers a number of tools to 

help parents, including SecureNet, which 

helps to manage and monitor family 

devices and online activity. •We also work 

with digital family experts Parent Zone 

and the Vodafone Foundation on Digital 

Parenting, a resource that gives parents 

the knowledge and tools they need to 

have important conversations with their 

children about the digital world, including 

screen time.•

RESOURCES 
Parents and CPs can consult a 
number of resources if they are 
concerned about screen time usage 
or online safety. The final five are 
suggested by the CMOs• report:

  Find the RCPCH guide for clinicians 
and parents at bit.ly/RCPCH_
screen_time , and the CMOs• report 
at  bit.ly/CMO_screen_time
  Advice for se�  ing parental controls 
on digital devices for all the mobile 
phone networks and broadband 
providers can be found in a guide 
by Internet Ma�  ers at bit.ly/
parental_controls . Individual guides 
for parents include, from Vodafone 
vodafone.co.uk/mobile/digital-

parenting , from EE and Internet 
Ma�  ers internetma�  ers.org/ee , 
and from O2 o2.co.uk/family 
  The UK Safer Internet Centre 
has partnered with Childnet 
International to create specific 
guidance on Keeping under-fives 
safe online  with guidelines for three- 
to 11-year-olds at saferinternet.org.uk
  The UK Council for Internet Safety 
has developed a framework to 
equip children and young people 
for digital life and guidance for 
parents on minimising their child•s 
risk of online harms. See gov.uk/
government/organisations/uk-
council-for-internet-safety
  The Professionals Online Safety 
Helpline (POSH) was set up in 

2011 to help all members of the 
community working with or for 
children in the UK, with any 
online safety issues they may 
face. Call  0344 381 4772.
  The UK Safer Internet Centre 
has also developed a pla�  orm 
where people can report harmful 
content online if they are not 
satisfied with the result of their 
report to social media providers. 
For illegal content, reports should 
be made to the police and online 
to the Internet Watch Foundation. 
See saferinternet.org.uk  and
iwf.org.uk
  360 degree safe is an online
safety self-review for schools 
at 360safe.org.uk
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DEATH
WE NEED TO TALK ABOUT 

eath is a subject 
most of us are 
reluctant to talk 
about. Statistics 
bear this out. A 

survey by Child Bereavement UK 
found that one in 10 bereaved adults 
said some people had avoided them 
and almost half said the topics 
of death and dying should be on 
school curriculums to help address 
the balance (Child Bereavement 
UK, 2016).

Each day in the UK, 111 children 
under 18 lose a parent; 21 babies, 
children and teenagers below 18 die; 
and, nine babies are stillborn (Child 
Bereavement UK, 2017). And death 
reamins a taboo topic.

Dying Matters – a coalition 
of individual and organisational 
members across England and 
Wales – hope to put conversations 
about dying on the agenda with an 
awareness week themed ‘Are We 
Ready?’from 13 to 19 May.

Given societal attitudes 
especially, it’s vital that community 
practitioners (CPs) are confi dent 
in themselves to talk about death 
to parents and children who’re 

How can you best support 
families who are in the sad 
position of mourning a 
child or a parent? Journalist 
Linsey Wynton reports.

facing it or grieving. A new national 
bereavement care pathway for 
pregnancy and baby loss in England 
should go some way to helping 
(NBCP, 2018).

WHAT DO FAMILIES NEED?
Sarah Harris, director of bereavement 
services at Child Bereavement UK, 
says: ‘Families tell us what is most 
helpful is professionals who are 
able to show their humanity. Th ey 
need support from people, such as 
health visitors already known to 
them, who are well placed to offer 
acknowledgment of the loss, 
a listening ear, a sharing of 

FEATURES
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Many health 
professionals tell 
us they feel ill-
equipped to provide 
support with skill 
and confidence 
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knowledge to normalise grief 
reactions and signposting to
other services.’

Jenny Ward, acting chief executive 
of the Lullaby Trust - for families 
affected by sudden infant death 
syndrome (SIDS), says: ‘Th e HV’s 
role is key to ensuring families 
are supported and able to access 
counselling, support for siblings and 
family support. We would encourage 
them [HVs] to maintain contact with 
families, do not assume anyone else 
has, and seek support for themselves 
if they need it, either for their 
own personal wellbeing, or to get 
more information.

‘One mother who called our 
helpline recently described her HV 
as “her rock” for over two years after 
her baby died,’ reveals Jenny. ‘She 
wasn’t sure whether professionally 
she should have still been in contact 
with her, but she had gone the extra 
mile to ensure support was available 
to the family.’

Winston’s Wish was founded by 
a child psychologist and supports 
bereaved children, their families 
and professionals. Its head of 
clinical governance and professional 
development, Suzannah Phillips, 
says: ‘We often take calls from school 
nurses, health visitors and other 
professionals who come into direct 
contact with bereaved children, 
and who want to be able to provide 
support, but tell us they need support 
to do so.’

She says communication is easier 
when CPs know a family before their 
bereavement. ‘Th is means that the 
trust and communication are already 
in place. Time will need to be spent 
acquiring this with new families,’ 
she says. 

Suzannah adds that CPs should 
consider a family’s culture, 
religion and beliefs in relation to 
bereavement. She adds: ‘Unexpected 
deaths can be incredibly complicated 
as there can be feelings of guilt, 
responsibility and anger towards the 
person who has died.’

Phil Lindsay, children’s services 
manager at Barnardo’s Child 

Bereavement Service in Northern 
Ireland, says: ‘A parent’s ability to 
hold and support their children to 
contain their big emotions around 
the time following bereavement 
is challenged by their own grief 
reactions. CPs could have a key role 
in being a “container” for the adults 
in their grief journey, which in turn 
would enable the children’s key 
adults to “contain” them.’

THE ELEPHANT IN THE ROOM
When Rhian Mannings’ (formerly 
Burke) baby son George died 
suddenly after a seizure in 2012, she 
and her husband Paul desperately 
needed help. But no professional 
visited them or phoned them. Unable 
to cope, Paul took his own life fi ve 
days later. 

Incredibly, the double loss spurred 
Rhian into setting up 2 Wish Upon 
a Star, a charity that supports 
bereaved families across Wales 
who’ve lost children or parents up 
to the age of 25. Th ey also work with 
professionals, including CPs, who 
need guidance on helping grieving 
families. Rhian’s aim is that no one 
else in Wales goes through what she 
and Paul did. 

Becky Jones, 2 Wish upon a 
Star’s immediate family support 
coordinator, says: ‘Rhian always says 
if there was someone in post like her 
when George died, then Paul may be 
with us now.’ 

Th e charity has run fundraising 
events with staff and volunteers 
dressed as elephants to symbolise 
‘the elephant in the room’: death. 
‘Bereavement is not talked about 
as it should be,’ Becky says. ‘Death 
is a part of life and, unfortunately, 
sudden death can be a part of a lot
of people’s lives and the availability
of proper support is not there.’

Becky stresses the importance
of families being contacted within
24 hours of the loss of a child or 
parent saying: ‘Bereaved families
are going through the worst time of 
their life and you can re-traumatise 
them by not offering adequate 
support or being very cold.’

THE 
BEREAVED 
MOTHER

FEATURES

Before Sarah Miles’s baby daughter Eva 

died, her HV provided ‘listening sessions’. 

Sarah gave birth to premature twin 

girls in 2011 in West London. Charlott e 

spent three months in neonatal, while 

Eva spent six and a half months there, 

before coming home to die, aft er 

surgical complications. 

Sarah says: ‘I could talk about Eva, 

while she was still in hospital, before she 

died. I could talk about how stressful I was 

finding the whole situation. The sessions 

gave me a minute to think “gosh, this is 

really hard”.’  

When Eva died, Sarah regularly spoke 

to the neonatal consultant psychologist, 

but her GP surgery heightened her 

grief by requesting Eva came in for 

vaccinations aft er she’d passed away. 

Sarah, a campaigner for extended 

maternity and paternity leave for parents 

of premature babies, says: ‘When you 

are newly bereaved you can’t function 

properly – normally I’m quite practical, 

but I lost the ability to make decisions 

and everything seemed really hard work.’ 

She recommends HVs put parents in her 

circumstances in touch with a relevant 

support organisation. ‘You might think 

“you just google Sands, the stillbirth and 

neonatal death charity”, but I could not 

bring myself to do that. If the HV was to 

go onto the Sands website and tell the 

bereaved parent the time of the next 

local meeting, that would make a such

a difference.’

 Sarah is a trustee for The Smallest Things.  

The campaign has an Employer with Heart 

Charter: employers can sign up to offer 

extended maternity and paternity leave 

to parents of premature babies. For more, 

see bit.ly/smallest_things_EHC 
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✍

PLUGGING SUPPORT GAPS  
Support services for families and 
professionals who care for those 
grieving varies across the UK. 
Sarah says: ‘Th ere is some good 
support available via some NHS 
trusts. However, the level of 
support available remains a 
“postcode lottery”.’ 

Since 2012, Child Bereavement UK 
has mapped bereavement services 
nationally and has plugged the 
gaps in areas including Liverpool, 
Hull, Middlesbrough, Manchester, 
Bradford, Stoke and parts of Scotland.

Various specialist third-sector 
support organisations exist, 
including Barnardo’s Child 
Bereavement Service, which is part-
funded by Northern Ireland’s Public 
Health Agency, to help children 
who’ve experienced a traumatic 
death of a sibling or parent. 

Phil says: ‘We know that the 
majority of pupils will experience 
the death of someone close to them 
by the time they leave school. 
Bereavement can disrupt children’s 
learning and increases their risk of 
poor outcomes. Th erefore, training 
for schools and key CPs is vital.’ 

Meanwhile, the Lullaby Trust has 
called for national continuity of 
care for bereaved families tailored 
to their individual needs, for ring-
fenced funding and for clinical 
commissioning groups to prioritise 
bereavement support. 

SUPPORTING YOU
Sarah from Child Bereavement 
UK says: ‘Training in supporting 
bereaved families, particularly when 
a baby or child dies, or a child is 
bereaved, is frequently not covered 
in the core training of many [health] 
professionals. Many tell us they 
feel ill-prepared and ill-equipped 
to know what to say or do and how 
to provide support with skill and 
confi dence when they are faced with 
child bereavement.’ 

Specifi cally - through feedback 
from professionals - Child 
Bereavement UK found a lack of 
training for them in supporting 

bereaved children, young people, and 
families following the death of a baby, 
suicides and traumatic deaths.

Th ough training and support is 
available via the third sector for 
professionals including CPs, 
getting time and funding for it
can be challenging. 

Sarah continues: ‘Many statutory 
sectors have faced cuts and many 
professionals have limited access to 
funded training. Many attendees are 
self-funding and take annual leave to 
attend our training.’ Working with 
other charities, Child Bereavement 
UK offers a number of subsidised 
training places that can be arranged 
in workplaces. 

Jenny adds: ‘Cost and time for 
training are the most common barriers 
we face when offering training.’

THE HEALTH VISITOR VIEW
Talking
An HV from Northern Ireland* says she 
has had no bereavement training, but 
dealt with three child losses last year. 
She says: ‘We had a spate of cot deaths 

and in some cases the newly qualifi ed 
HVs did not know the mothers and 
were dreading calling them. Th e tricky 
bit is, what time won’t cause intrusion 
yet will be supportive? It’s policy in 
our trust to call anyone with a loss who 
has a pregnancy viability of more than 
24 weeks. 

‘I knew the three mothers I had to call, 
because they had other children, so it 
was no problem for me to phone them, 
although it was awful. 

‘One lady’s baby had died of an 
undiagnosed cardiac condition. She said, 
“Oh, please do come out.” It was delicate 
as the post-mortem found her baby’s 
condition should have been treatable 
with surgery. 

‘But with her, and another lady whose 
baby was stillborn at 38 weeks, it was 
like talking to your sister. Th ey were 
both able to talk about it, but they were 
worried about their partners because 
they did not talk openly about it. 

‘Th e third lady was in disbelief 
– her baby had been 28 weeks, so it 
was a high-risk pregnancy. I did not 
stay terribly long in her house, because I 

HV PAM ALLANSON WHO HAS EXPERIENCED 
BEREAVED FAMILIES HAS THIS ADVICE FOR CPs:  

Show a human side Offer your 

support in future

Seek support 

and guidance 

for yourself

Have knowledge 

of other support 

services to refer 

the family to

Listen without 

judgement

Know the death of a child 

with additional health 

needs or a sudden loss of 

a well child may produce 

different emotions

FEATURES
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felt I was opening this wound. 
‘It took her 15 months to be ready 

to talk and I spoke to her GP who told 
her about a local stillbirth and neonatal 
support group.’ 

Th e HV knows families where parents 
have died of cancer and praises the work 
Barnardo’s Child Bereavement Service 
do. ‘I remember children showing me the 
wee memory boxes that Barnardo’s had 
done with them with photographs and 
mementos of their daddy,’ she says.  

Planning 
An HV in London* attended a discharge 
planning meeting for a toddler with a 
life-limiting condition, who was due 
to come home to die. But fi rst the HV 
wanted to meet his mum. 

Th e HV says: ‘I made time to meet her 
and her toddler at the bedside so I would 
gain a better understanding. Th e little 
boy was immobile, bedbound and needed 
support with clearing his airway.’

She did not receive specifi c 
bereavement training, but says: ‘Th ere
is a very human element to the HV’s role 
– you have the opportunity to act as an 
advocate, offering emotional support
and empathy. 

‘My communication training gave 
me the skills to be able to truly listen, 
without criticism, and acknowledge her 
challenges, without having to always 
fi nd solutions.’ 

Sadly, the little boy passed away in 
hospital. Afterwards the HV visited the 
family at home. She says: ‘I’d already 
formed a trusting relationship and could 
acknowledge the child's last few days. 
Th ey needed to talk about the funeral, 
liaising with their older children’s school 
to offer them counselling, and ‘where the 
family goes from here’.’

 ‘As a professional any bereavement is 
tough. My previous role of working with 
critically ill adults trained me to have 
some resilience. I have always considered 
child bereavement as more tragic, 
something as a parent you could not 
imagine having to go through.’ 

  Child Bereavement UK is a 

charity supporting bereaved 

children and families 

who’ve lost a child, and 

educating professionals. 

Helpline: 0800 028 8840; 
childbereavementuk.org and 

(schools) elephantsteaparty.
co.uk 

  The Lullaby Trust charity 

provides advice on safer 

sleep for babies and provides 

emotional support for 

bereaved families and support 

on SIDS. Helpline: 0808 802 
6868; lullabytrust.org.uk

  Winston’s Wish is a charity 

supporting bereaved children, 

their families and the 

professionals who support 

them. Helpline: 08088 020 
021; winstonswish.org

  2 Wish Upon a Star is a 

charity in Wales who help 

families following the sudden 

or traumatic death of a 

child or parent under 25. 

Main number: 01443 853125 

2wishuponastar.org 

  Support Around Death from 

NHS Education for Scotland 

provide bereavement training 

and educational resources for 

professionals sad.scot.nhs.uk
  Barnardo’s Child Bereavement 

Service (Northern Ireland) provide 

support to bereaved children up 

to 18, an advice line for adults 

(028 9066 8333), and training

for parents and professionals 

bit.ly/Barnardos_NI
  Cruse is a leading bereavement 

charity that helps all ages and 

have resources for professionals. 

Helpline: 0808 808 1677; cruse.
org.uk and (Scotland) 0845 600 
2227; crusescotland.org.uk
  Sands, the stillbirth and neo-natal 

death charity, offers support 

for parents and training for 

professionals. Helpline: 0808 164 
3332; sands.org.uk

  NHS England has a guide for 

parents and carers, When a child 

dies bit.ly/NHS_bereavement
  Dying Matt ers helps people talk 

more openly about death and 

bereavement dyingmatt ers.org

RESOURCES

For references, visit 
bit.ly/CP_features

Support in summary...
Georgia Panagiotaki, developmental psychology lecturer at 
University of East Anglia, advises CPs to:

  Refer grieving parents who are struggling to function/look 
after children to a GP for support such as counselling.

  Allow bereaved children a safe space to talk about their 
emotions, fears and worries. 

  Ensure children have age-appropriate explanations about the 
reasons why their mum/ dad/ sibling died so they don’t feel 
responsible or worried they may die. 

  Know charities/ support groups might help children more than 
grieving parent/s initially. 
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SECTION NAME

Time to share 
your work...

Have you been working on a literature review? If you 
would like to see it published, such reviews are also 

accepted on the research pages of this journal. They 
will be subject to the same double-blind peer-review 

process as other qualitative or quantative studies 
submitt ed. If you would like to submit your literature 

review of 2000 to 3500 words, email content assistant 
Nicole Bains at nicole@communitypractitioner.co.uk 

IN HOUSE AD Lit_Community Practioner MAY 2019_Community Practitioner Magazine   44IN HOUSE AD Lit_Community Practioner MAY 2019_Community Practitioner Magazine   44 01/05/2019   15:4001/05/2019   15:40



EQUAL PROTECTION FROM 
ASSAULT: THE PARENTAL VIEW 

 ABRIDGED VERSION 

Christopher Sweeney and William Spence explore the opinions of 
parents on the proposed Children (Equal Protection from Assault) Bill 

in Scotland that removes the ‘justifiable assault’ defence. 

  A focus group of Glasgow 

parents with at least one child 

of primary school age engaged 

in a discussion prompted by the 

BBC headline ‘Smacking to be 

banned in Scotland’.
  A mixed-methods approach 

was used.
  From the transcript, seven themes 

were identified (see Glasgow study 

themes, opposite).
  An online questionnaire was 

developed with statements 

aligned with one of these 

themes, along with a further 

three statements adapted from 

a previous study (Anderson et al, 

2002) to allow for comparisons 

of att itudes.
  The questionnaire was open during 

June 2018 and shared across 

parenting and community groups 

via social media.
  Demographic data, gender, age of 

youngest child, age of respondent, 

number of children and postcode 

were collected.
  There were 179 responses: 78% 

(n=138) were female, and almost 

half the sample (47%, n=84) were 

parents of one child only. The 

majority (57%, n=102) were parents 

of at least one child under five.
  Odds ratios were calculated to 

measure the association between 

properties of interest.

RESEARCH 
SUMMARY

In October 2017, the Scottish Government 
announced plans for Scotland to become 
the fi rst UK country to give children the 
same protection from violence as adults 
(Scottish Parliament, 2017a).

While previous studies on physical 
punishment of children have sought 
the opinion of the general public in 
Scotland (Scottish Parliament, 2017b; 
ComRes, 2017), there is no published 
research explicitly exploring Scottish 
parents’ views.

A study was undertaken in 2002 
(Anderson et al) to provide the Scottish 
Government with information on 
parents’ attitudes and behaviour at a time 
when changes to the law on physical 
punishment were being considered. 

With parents of this group more 
likely to seek parenting advice from 
their health visitor than from any other 
professional (Anderson et al, 2002), 
it is clear that health visitors will play 
a central role in supporting parents 
through changes to legislation, although 
the health visiting service is not 
mentioned in the proposed bill.

Given that Wales has recently proposed 
outlawing physical punishment (Welsh 
Government, 2018), and there have been 
calls for England and Northern Ireland to 
follow suit (Brooks, 2017), this research is 
relevant to health visiting practice across 
the UK. 

In Scotland, there is no new offence 
to outlaw physical punishment, but it is 
proposed that the defence of ‘justifi able 
assault’ be removed from law. Th e 
term ‘smacking ban’ is used here as it 

refl ects the mainstream and political 
media representations (BBC, 2017; 
Davidson, 2017).

RESULTS AND DISCUSSION
A smacking ban will reduce violence 
towards children 
Of the 23% (n=41) of the sample who use 
physical punishment, two-thirds (66%, 
n=27) indicated that a ban would result 
in them smacking less or discontinuing 
altogether. But 8% of all respondents 
(n=14) claimed a ban would make no 
difference and that they would continue 
to smack if they felt it was necessary, 
compared with the 27% of respondents 
in a previous survey who said a ban on 
smacking children under three would 
have no impact on their behaviour 
(Anderson et al, 2002).
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RESEARCH

GLASGOW 
STUDY THEMES 
  Necessity of 

physical punishment
  Parents’ right to discipline
  What is ‘allowed’ (parenting 

within a framework set 

by law)
  Parental experience 

of professionals 
  Fear of being judged 

‘a bad parent’
  Parenting is being made 

more difficult
  Meeting children’s rights
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Differences between social classes
Th e Scottish index of multiple 
deprivation (SIMD), a relative measure 
of deprivation across areas of Scotland 
(Scottish Government, 2016), was used.

Respondents were fairly evenly 
distributed across SIMD quintiles. 
Comparison showed that while there 
was no difference between those in the 
most and least deprived quintiles in 
the belief that smacking is necessary 
(odds ratio (OR) 1), respondents from 
the most deprived quintile (SIMD 1) 
were more likely to report smacking 
(OR 1.24), and less likely to support the 
proposed legislation (OR 0.64) than 
those in the least deprived (SIMD 5). 
However, this difference was not 
statistically signifi cant.

Th ere is a wide range of evidence 
that parents use smacking as a result 
of frustration or anger (Bunting et 
al, 2008; Department for Children, 
Schools and Families, 2007; Anderson 
et al, 2002), and parents often reported 
feelings of guilt and regret afterwards 
(Brownlie and Anderson, 2006). Th is 
may explain the association between 
lower socioeconomic status and higher 
prevalence of smacking where living 
a less advantaged lifestyle can lead 
to higher levels of perceived stress 
(Algren et al, 2018). 

While most parents supported 
a smacking ban, focus group 
participants had mixed feelings on 
the legislation (see Parents’ opinions 
on smacking ban, opposite). 

Th e majority (60%, n=108) agreed 
with the Scottish Government’s plans 
to remove the ‘justifi able assault’ 
defence. Th e percentage disagreeing 
in this survey (26%, n=45) was similar 
to that found in the Equal Protection 
from Assault consultation (Scottish 
Parliament, 2017b), where a quarter 
disagreed with a change in the law. 

Smacking is not necessary
Th e focus group discussed the necessity 
of physical punishment, with some 
participants believing it was necessary 
when other parenting strategies 
had failed.

Some parents discussed whether 
individuals who supported the 
legislation may lack insight into 
the challenges of parenting: ‘Th ose 
people might not have children, so 
they might not know…’

Yet most of the sample (70%, 
n=125) disagreed that it was 
sometimes necessary to smack a 
child, and the same proportion 
(70%, n=126) did not believe that 
smacking ‘works’.

Belief in the necessity of smacking 
was the strongest indicator that 
a parent would disagree with the 
proposed legislation – these parents 
were 83 times more likely to believe 
smacking is necessary compared 
to those who agreed with a ban 
(OR 83.15).

Th ere is a need to ensure that 
information on alternatives to 
smacking reaches fathers, as 
mothers here were signifi cantly 
more likely to have heard of positive 
parenting (OR 6.27). 

There is a need to communicate 
legislative changes to parents
Th ere was confusion among focus 
group members about current law 
in Scotland. Th is uncertainty was 
also apparent in the survey, where 
only 37% (n=66) agreed that they 
understood the current law and 
defi nitions related to smacking.

Children’s rights
Th e term ‘human becomings’ was 
coined by Phillips and Alderson 
(2003) to describe the view held by 
supporters of physical punishment 
that because children are not fully 
developed adults, parental rights 
should take precedence. 

Th is was apparent in the focus 
group, with a participant sharing 
her view that children’s rights 
impede her ability to parent: 
‘Anything you do as a parent as a 
form of discipline, that’s probably 
against their [rights]…’

Only 9% (n=17) of survey 
respondents believed that children 
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Parents who believe children 
have ‘too many rights’ are 

29x 
more likely to smack their children

Parents who believe smacking 
is necessary are

83x 
more likely to disagree with the 

new legislation

 of these indicated that a ban 
would result in them smacking 
less or discontinuing altogether

of the survey participants use
 physical punishment

23%

66% 
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had too many rights. However, those 
who held this belief were almost 29 
times more likely to believe smacking to 
be necessary, compared to those 
who disagreed (OR 28.75).

THE ROLE OF THE 
HEALTH VISITOR
Health visitors must be 
skilled at recognising 
children at risk of violence, 
supporting parents to build 
confi dence and coping skills, and 
using their knowledge of the 
community to ensure parents 
can access support from local 
community groups (NMC, 2004). 

Specialist community public health 
nurses (SCPHNs) need to recognise the 
large body of international evidence 
that links physical punishment of 
children with negative outcomes as 
detailed in Heilmann et al’s systematic 
review (2015). Integral to the SCPHN 
role is the identifi cation and prevention 
of childhood abuse in addition to the 
minimisation of abuse risk, including 
violence (NMC, 2004).

Contribution to policy development 
is an important part of the SCPHN role 
(NMC, 2004), and SCPHNs elsewhere 
in the UK are well placed to contribute 
to this call for legislation outlawing 
physical punishment of children. 

Th ere will also be a need to ensure 
health visitors and other professionals 
receive adequate training around the 
change in the law. Despite extensive 
information campaigns in countries that 
have removed the defence of physical 
punishment, many professionals who 
work with children remain confused 
about legislation (Lawrence and 
Smith, 2009).

Although the relationship between 
deprivation and smacking was not 
statistically signifi cant in this study, 
previous research has identifi ed an 
association between reported use of 
physical punishment by parents and 

low socioeconomic status (Woodward 
et al, 2007; Anderson, 2002). SCPHNs 
must recognise that parents living 
in areas of deprivation may require 
additional support.

CONCLUSION
Th is research has shown that many 
parents in Scotland support legislation 
to outlaw physical punishment of 
children in Scotland and believe 
smacking to be unnecessary. 

Although 23% of the sample reported 
using physical punishment on their 
children, two-thirds of those said 
that a change in the law would lead to 
them either smacking less or stopping 
altogether, suggesting that the bill 
will lead to an immediate reduction in 
violence towards children in Scotland.

Th ere will be a need to inform 
parents of the law change and offer 
support related to accessing alternatives 
to physical punishment such as the 
positive parenting programme. Th is 
study shows that only a minority of 
parents believe the current law on 
smacking is clear, and strategies such 

as the positive parenting programme 
are failing to reach fathers. 

In order for the bill to achieve the 
aim of reducing violence towards 
children, there is a need for the 
government to recognise the 
fundamental role health visitors 
will play in supporting parents to 
use alternatives to smacking, helping 
parents adopt coping strategies to 
avoid smacking out of frustration, 
and understand the potential harm 
caused to children because of 
physical punishment. 

Th erefore, there is a need to 
provide health visiting teams with 
appropriate resources and training 
to support parents during the 
legislative change.    

 

 Christopher Sweeney is a health 

 visitor in Glasgow, and William 

 Spence is a public health lecturer 

 at the University of Glasgow. 

To view references and the full version of this paper, entitled Exploring Glasgow parents’ views of the Equal 

Protection from Assault Bill, go to bit.ly/CP_research_sweeney
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‘I think the target 
group that they’re 
aiming for... they’re 

gonna go home 
and if they want 

to smack their kids 
they're still going to 

do it’

‘There are 
so many kids 

that need 
[smacking]… 

where time-out 
doesn’t work’

PARENTS’ VIEWS ON 
PHYSICAL PUNISHMENT 

‘I just think that 
we should be 

left  alone, and 
let us parent our 
children the way 

we need to’

‘It should be banned 
to save the kids who 

are gett ing a full-
on beating’
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A CLOSE EY  

P
eople with 
dementia often 
feel happier if 
they can remain 
independent 

and in their own homes for as long as 
possible. Currently, two-thirds of the 
850,000 people with dementia in the UK 
live in their own homes, and a third of these 
live alone (Alzheimer’s Society, 2014; 
Mirando-Costillo et al, 2010). 

However, the complex needs of a person 
with dementia combined with the lack of 
post-diagnostic support available in the 
community can mean a poor quality of life. 
People with dementia who are over 65 have 
on average four comorbidities, while people 
without dementia have on average two 
(Poblador-Plou et al, 2014).

Th e result is that carers and families often 
fi nd themselves struggling to provide the 
necessary support. Th ere are 500,000 carers 
for people with dementia in the UK, and 
63.5% say they have either no support or 
not enough (NHS Digital, 2017). In addition, 
nearly half of carers (48.4%) have a long-
standing illness or disability themselves 
(NHS Digital, 2017).

Alongside the human cost, dementia 
has major implications for health and 
care services. One in four people in acute 
hospital beds has dementia (Lakey et al, 
2012), as do 40% of acute admissions in 
those over 70 (Sampson, 2009). 

However, there is evidence to show 
that if a system were in place to aid early 
intervention, the number of unplanned 
hospital admissions for people with 

dementia could be reduced. Research 
shows that four of the fi ve most common 
comorbidities for which people with 
dementia are admitted to hospital in the UK 
are for preventable conditions (Scrutton and 
Urzì Brancati, 2016).

Th e key aim of the Technology Integrated 
Health Management (TIHM) for Dementia 
trial is to provide a system that improves 
both early intervention and the quality of life 
of people with dementia and their carers.

Led by Surrey and Borders Partnership 
NHS Foundation Trust, and in partnership 
with the University of Surrey, the 
Alzheimer’s Society and technology 
provider Howz, TIHM uses ‘Internet of 
Th ings’ (IoT) technology by combining 
a range of digital devices with artifi cial 
intelligence to remotely monitor the health 
of people with dementia around the clock 

to help them stay well in their 
homes for as long as possible. 
TIHM has won many plaudits, 
including a 2018 HSJ award for 
improving care with technology, 

and an NHS70 parliamentary award.

HOW DOES TIHM WORK?
A network of internet-enabled devices 
installed in the home continuously 
collects data about a person’s health and 
environment. Sensors monitor sleep and 
movement inside the home; smart plugs 
record usage of electrical appliances such 
as fridges, kettles and toasters; interactive 
monitors register body temperature, blood 
pressure, heart rate, weight and hydration; 
and a GPS device tracks a person’s 
whereabouts if they go outside. In addition, 
people with dementia are asked to answer 
three questions each day, sent to them via 
phone, about their health and how well they 
slept the night before.

Data streamed from all of these devices 
is integrated and analysed, and machine-
learning algorithms are used to identify 
important or unusual changes in a person’s 
health or behaviour that could signal they 
are becoming unwell (see Architecture of 
the TIHM for Dementia system, opposite). For 
example, their blood pressure reading may 
be out of their normal range, they may be 
dehydrated or have walked too far from home, 
or they may be developing a urinary tract 
infection (UTI) or showing signs of agitation.

If the technology identifi es a physiological, 
environmental or technical problem, an 
alert is fl agged and prioritised on a digital 

Helen Rostill describes 
how artificial intelligence can 
monitor people with dementia 
in the home to reduce hospital 

admissions and support 
struggling carers.
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dashboard known as the ‘integrated 
view’ and immediately followed up by a 
monitoring team. Th e team is guided by 
algorithms and their own judgement to 
determine what action is needed. Th is may 
involve contacting the carer, asking the 
person with dementia to take a second 
reading of a vital sign, advising them to see 
their GP or, if necessary, contacting the 
emergency services. All interactions are 
recorded and followed up by the monitoring 
team (Enshaeifar et al, 2018).

Th e design of TIHM for Dementia was 
infl uenced by a co-design group of 20 people 
with dementia and their carers, known as 
the ‘trusted users’. Th e group were the early 
adopters of the TIHM system and provided 
ongoing feedback about the technological 
devices and the deployment and monitoring 
processes throughout the study.

TRIAL RESULTS
Th e fi rst phase of TIHM for Dementia, a 
randomised controlled trial, involved more 
than 400 people with dementia and their 
carers from across Surrey and north-east 
Hampshire and was completed at the end 
of March 2018. People were involved in the 

study for six months, with half receiving 
the technologies and half continuing with 
treatment as usual.

An independent evaluation of the fi rst 
phase of TIHM by the University of Surrey 
found that TIHM for Dementia 
was successfully deployed in 
people’s homes and that the 
technology, combined with 
the monitoring team, was 
overwhelmingly welcomed 
by participants, with more 
than 70% saying they would 
recommend TIHM to others.

Crucially, the study 
found that the people with 
dementia in the technology 
arm reported a sustained 
and statistically signifi cant 
(p<0.05) reduction in 
neuropsychiatric symptoms, 
such as depression, agitation, 
anxiety and irritability. 
Given the link between the behavioural and 
psychological symptoms of dementia and 
transfer to long-term care, this fi nding is 
important. A reduction in these symptoms 
could ease pressures on carers and family 

and help them to carry on with their caring 
role rather than see a loved one admitted to 
hospital or even a care home.

Th e evaluation report also highlighted 
the signifi cance of the development of 

prototype algorithms during 
the study to detect UTI and 
agitation, irritability and 
anxiety (Enshaeifar et al, 
2019). UTIs are a top-fi ve 
cause of hospital admission 
among this group. 

An analysis of 11,487 alerts 
in the period between July 
2017 and March 2018 found 
that the most common were 
linked to blood pressure 
(2483), blood oxygen (1894), 
agitation (1769) and pulse 
(1669). Th e monitoring 
team responded to alerts by 
connecting with the person 
with dementia, and their 

carer and the majority of the alerts were 
managed through a simple phone call. A UTI 
algorithm was designed towards the end 
of the study and associated with 124 alerts. 
We also developed a predictive algorithm to 
detect early stages of agitation.

THE FUTURE AND IMPACT ON CPs
A second phase of the TIHM for Dementia 
study has just been launched, involving 
up to 150 people with dementia and their 
carers from across the same region. Th e aim 
of this shorter, more agile study, which will 
be completed at the end of July, is to refi ne 
the range of devices needed in the home to 
effectively monitor the health of a person 
with dementia. It will also be used to further 
develop the UTI and agitation, irritability 
and anxiety algorithms.

Th e more refi ned version of the TIHM 
system, recently approved as a CE marked 
device, will then be ready to be adopted 
by other NHS trusts, general practices and 
integrated care systems and primary care 
networks. Pilots with a number of these 
organisations are already planned.

Th e development of TIHM in this 
context is in line with NHS England’s 
primary care home model, which brings 
together a range of health and social care 
professionals to work together to provide 
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PEOPLE IN THE 

TRIAL REPORTED 

A SUSTAINED 

REDUCTION IN 

SYMPTOMS SUCH 

AS DEPRESSION, 

AGITATION, 

ANXIETY 

AND IRRITABILITY

ARCHITECTURE OF THE 
TIHM FOR DEMENTIA SYSTEM
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How could technology help clinicians 

provide bett er care in your service? 

Share any insights and join the 

conversation at @CommPrac 

using #TIHMindementia

TIME TO REFLECT

For references, visit bit.ly/CP_features

RESOURCES
  For more information about 

TIHM, go to sabp.nhs.uk/tihm
  To find out more about 

assistive technologies, visit 

bit.ly/AD_assistive_technology

enhanced personalised and bespoke care for their local 
community. Th e key is to focus on local population 
needs and to provide care closer to patients’ homes, 
with a particular focus on the frail elderly.

For the community practitioner, having access to 
the TIHM for Dementia system could have a hugely 
positive impact on their work in supporting both 
people with dementia and also the families caring for 
someone with this condition.

Community practitioners would benefi t from 
having access to up-to-date health and wellbeing 
data, at any point in time, about the person they 
were supporting. Th is could help to target resources 
and facilitate more informed and faster decision-
making and potentially aid early intervention to keep 
someone out of hospital or a care home. In addition, 
the recording of vital sign data by people who have 
the TIHM technology could also potentially save 
community practitioners from having to carry out 
some of these readings themselves. 

Th e extra layer of support provided by the TIHM for 
Dementia monitoring system could also reduce some 
of the pressure on families caring for a person with this 
condition and this may in turn help the community 
practitioner to better support that family.

CONCLUSION
TIHM for Dementia is part of the NHS Test Beds 
Programme and is the fi rst programme of work in 
the UK, or internationally, that has developed and 
installed an IoT-based system to support management 
of dementia in the community.

It has proved it has the potential to provide the NHS 
with a new digital and data-driven type of intervention 
to support people with long-term and complex health 
conditions. It could also transform anticipatory care 
by providing clinicians with up-to-date information 
indicating when and where support is most needed. By 
providing timely and targeted support, it should make 
it possible for people with dementia to remain in their 
own homes for longer with confi dence. 

 Professor Helen Rostill is director of innovation, 

 development and therapies, Surrey and Borders 

 Partnership NHS Foundation Trust, and senior 

 responsible officer for the TIHM for Dementia 

 clinical trial. 

THE TIHM MONITORING SYSTEM 

COULD ALSO REDUCE SOME OF THE 

PRESSURE ON FAMILIES CARING FOR 

A PERSON WITH THIS CONDITION

A 74-year-old woman, 

discharged from hospital 

following a 12-week 

stay for treatment for 

pancreatitis, triggered 

a urinary tract infection 

(UTI) alert within a few 

days of being home. 

The GP was 

immediately informed 

and visited the lady to 

confirm the diagnosis. 

As a result, antibiotics 

were prescribed and 

being taken by the 

woman within four hours 

of the TIHM UTI alert.

CASE STUDIES

A 78-year-old woman 

triggered a blood 

pressure alert. 

TIHM data enabled 

the GP to prescribe 

medication immediately. 

TIHM then identified 

that the medication was 

causing frequent urination 

and dehydration. 

The TIHM data enabled 

the GP to promptly 

optimise the medication.
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