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obesity for instance, explaining to parents that they can be 
role models for healthy eating. You could also give wider 
advice not just about developmental milestones but other 
issues such as safety.’

Imran reveals his concerns over the shortfall of children’s 
centres: ‘We feel HVs and other community practitioners 
have a very important role to play, especially in children’s 
centres,’ he says. And as many members will recognise: 
‘With fewer children’s centres and HVs we feel there are 
fewer “eyes and ears” to spot problems and issues at an 
earlier stage than waiting for when a child starts school.’

WHAT NEEDS TO CHANGE?
Experts agree health inequalities are not inevitable and 
there are positive steps that can be taken to address the 
problem, as several case studies have illustrated (see
Success stories above). But they need to be actioned.

Tim says:‘It seemed that austerity was at last coming to an 
end and there was going to be investment in professions that 
can achieve long-term health benefi ts rather in the acute end 
of the sector – but Covid-19 has thrown all that out.’

‘It’s very hard to predict the future at the moment; there 
are going to be enormous challenges – money is going to be 
extremely tight and the danger is the same people will lose 
out again unless we prioritise them. It does feel like we have 
reached a turning point.’

Already, Covid-19 has further highlighted the inequalites 
that exist in the UK (see What will be the impact? on page 37).

Ruth, whose background is in nursing and health visiting, 
says it’s crucial there’s now more investment in public 
services. ‘It’s not only morally the right thing to do, but 
economically right too. If you don’t invest in the nation’s 
health then productivity will fall because you don’t have a 
healthy workforce.

‘We must invest in more school nurses and HVs 
because giving children the best start in life is one 

of the most powerful interventions 
of all.’

On poverty, Imran says: ‘Putting 
people into poverty weakens their life 
chances and their health. Children 
now have double the risk of poverty 
pensioners do. We need help for the 
low paid, with employers paying a 
living wage (although the living wage 
doesn’t consider family size).’

He continues: ‘Th e government has 
to get rid of its policies such as the 
benefi t cap and two child limit for 
benefi ts. Post-pandemic, there are 
going to be a lot more people needing 
to claim benefi ts because they have had 
the rug pulled from under them by the 
lockdown. Th e government won’t be 
able to get away with depicting benefi t 

claimants as “shirkers”. Th ere are going to be lots of people 
really scared about their fi nancial future.’ 

Th e Marmot review calls for action across government, 
recommending the prime minister chairs a cross-government 
initiative to tackle health inequalities. Sir Michael concludes 
in the review’s foreword: ‘Th e question we should ask is not 
can we afford better health for the population, but what kind 
of society do we want?’ 

For references, visit bit.ly/CP_features

ê SUCCESS STORIES ê
How the health gap can be closed…

London: Richmond upon Thames has almost doubled the number of 

low-income children reaching school readiness from 36 to 61% in the last 

three years, partly as a result of a local authority-led campaign to improve 

support for disadvantaged children.

Manchester: Greater Manchester has developed a new model for United 

Public Services, with the ambition of integrating health and social care 

services. The aim is to provide teams of public servants to serve population 

footprints of 30,000 to 50,000.

Wigan: Wigan’s Deal for Health and Wellness is a citizen-led initiative with 

the emphasis on working ‘with’ the local community. Close to one-third of the 

population live in the most deprived quintile. The approach has seen healthy 

life expectancy in men and women rise faster than surrounding areas, 

smoking rates are bett er than the England average and the proportion of 

adults who are physically active has increased by 15% in five years.

Marmot et al, 2020

EXPERTS AGREE HEALTH INEQUALITIES 
ARE NOT INEVITABLE: THERE ARE 
POSITIVE STEPS THAT CAN BE TAKEN 

RESOURCES 
  Health equity in England: the Marmot review 

10 years on bit.ly/Marmot_10
  State of child health 2020, from the RCPCH 

stateofchildhealth.rcpch.ac.uk
  The health gap by Michael Marmot 

(Bloomsbury).

  Helping those already facing disadvantage 

bit.ly/equality_covid_19
 A briefing from the Children’s Commisioner

    for England bit.ly/CC_briefing_Covid-19
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TOUCH-LEARN INTERNATIONAL  BABY MASSAGE 
TEACHER TRAINING COURSE

A comprehensive baby massage teacher course for health 
professionals and parenting practitioners with long-
established company Touch-Learn. Th is highly acclaimed 
fi ve-day programme is accredited by the Royal College of 
Midwives, the University of Wolverhampton and Independent 
Professional Th erapists International. 

Th e curriculum includes simple massage techniques, 
underpinned by research and practical knowledge to 
enable practitioners to feel confi dent in supporting parents 
sensitively, safely and professionally in a variety of settings. 
Experienced trainers with professional/HE teaching 
qualifi cations. Touch-Learn teachers are provided with free 
handouts to support classes.

Location: Scheduled and in-house courses across the UK. 

Call for dates.

T: 01889 566222   M: 07814 624681

E: anita@touchlearn.co.uk

W: touchlearn.co.uk

COURSES

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

CONTACT: 
T: +44 (0)20 7880 6231

E: ADVERTISING@COMMUNITYPRACTITIONER.CO.UK

Would you like to see 
your course advertised in 
this space? Simply get in 
touch using the contact 

details below.

YOUR 
COURSE 

HERE
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t’s widely agreed 
and understood 
that language is the 
building block for 
all learning and the 

gateway to better outcomes in life 
(for instance, Gascoigne and Gross, 
2017). Th e evidence speaks for itself 
– and there is plenty of it: language 
helps children to read, to write, to 
understand what they’re reading, 
to express their feelings and to form 
good relationships (for instance, Law 
et al, 2017).

Yet in England alone, a fi fth of 
fi ve-year-olds are behind with their 
language skills – rising to one in three 
depending on where you live (Save 
the Children (STC), 2015a) – with a 
similar picture in Scotland, Wales and 
Northern Ireland (STC, 2015b, 2015c). 

Meanwhile, a recent survey of 
nursery staff highlighted increasing 
reports of children biting in nurseries 
and pre-schools – because they 
lack the language to express their 
emotions, it’s been suggested 
(Learner, 2019).

And moving through the life 
stages, one in 10 university graduates 
in England has low literacy and 
numeracy, while nine million 
adults are functionally illiterate, 
OECD research showed (Kuczera et 
al, 2016).

So what’s going on? And while 
there is much evidence highlighting 
the crucial role of parents and 
caregivers in children’s early 
language development (for instance, 
Tamis-LeMonda and Rodriguez, 
2009), is there more that community 
practitioners could be doing to help 
support them? 

WHY WORDS MATTER
Th e list of positives around 
promoting effective communication 
from an early age is extensive. ‘Filling 
a child’s world with words helps 
them develop the language skills 

Nurturing language development in children 
should start from an early age, experts agree. 

But how can you support today’s parents to 
promote effective communication from the 

outset? Journalist Helen Bird reports.

I

MORE 
THAN WORDS
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they need to be able to learn, have social 
interactions with others and make sense of 
the world around them and their place in it,’ 
explains Jonathan Douglas, chief executive 
of the National Literacy Trust. 

‘Language impacts on all aspects of 
life,’ agrees Elizabeth Roche, team lead for 
children’s pre-school speech and language 
therapy at South Warwickshire NHS 
Foundation Trust. ‘It impacts on the child’s 
happiness, wellbeing, mental health, on 
their ability to learn and to earn a good wage 
in the future.’

So why are there such worrying statistics 
around children’s language development 
in the UK? Th e constraints of modern 
life are a hurdle for all parents, says Alex 
Charalambous, head of educational 
development at the Children’s Literacy 
Charity. ‘Societal changes and time 
restraints have played a part, with many 
parents working and running a household, 
leaving families little time to sit together and 
spend time reading.’ 

Indeed, a survey found the proportion 
of toddlers being read to every day had 
dropped by a fi fth since 2013 (Egmont, 
2018). Most parents of three- to four-year-
olds cited ‘the struggle to fi nd energy 
at the end of the day’ as the main 
reason, while others said it was 
down to ‘the child’s preference to 
do other things’.

Alex continues: ‘Schools are also very 
stretched, with many demands, and 
children who fall behind in their learning 
will fi nd their gap widening as they go 
through the education system.’

THE POVERTY TRAP
Socioeconomic status is also a huge factor. 
‘Th e link between socioeconomic status, 
educational attainment 
and basic skills is 
stronger in England 
than in any other 
developed country,’ 
says Jonathan of the 
NLT. ‘As levels of 
social disadvantage 
increase, so too does the 
prevalence of language 
delay and diffi  culties.’

For instance, children 
in Wales who live in 
persistent poverty 
are twice as likely to 
score below average 
for language development at age fi ve, while 
one in fi ve children growing up in poverty 
in Scotland leaves primary school unable to 

read well (STC, 2015b and 2015c). 
Unfortunately, this becomes a cycle 

of low literacy and poverty. ‘Th e 
cycle of illiteracy is a diffi  cult one to 
break,’ says Alex. 

‘People who live in poverty do not have 
access to books or cannot afford to pay for 
courses, therefore they fi nd themselves 
disengaged with education and do not see 
the value in learning to read and write.’

And the vicious cycle continues. 
‘We know that young people who leave 
school with poor grades and low levels 
of literacy are more likely to experience 

unemployment, low 
incomes and poor 
health as adults,’ says 
Jonathan. ‘And on 
becoming parents, they 
won’t have the literacy 
skills needed to support 
their own children’s 
learning, perpetuating 
an intergenerational 
cycle of low literacy 
and poverty.’

STARTING EARLY
You can help to re-
emphasise the vital role 

parents play in nurturing their children’s 
language skills, and the simple ways in 
which they can help.

‘As soon as the baby comes out, you 
have the beginnings of interaction,’ says 
Elizabeth, ‘which includes being face-to-
face, smiling with the child… all of those 
non-verbal skills are also very important. 

MISSING OUT?

1 in 8 
disadvantaged children in the UK 

say they don’t own a single book IC
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‘PEOPLE WHO 

LIVE IN POVERTY 

FIND THEMSELVES 

DISENGAGED WITH 

EDUCATION AND DO 

NOT SEE THE VALUE IN 

LEARNING TO READ 

AND WRITE’

More than 

1.4 
million

 children in the UK have speech, 

language and communication needs
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In areas of social 

disadvantage, more than 

50% 
of children have delayed 

language
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When talking to the child, we know 
that using “motherese” makes a 
difference. And it’s about developing 
that turn-taking between the 
child and the adult which is 
so important.’ 

Talking to children while 
they’re doing routine activities 
such as bath time and using 
simple language, Elizabeth says, are ways 
in which parents can encourage language 
development at home. ‘It’s about telling 
the children what things are, what they 
do, and giving them lots of opportunities to 
learn by being prepared to repeat. Th ey’re 
very simple strategies that parents can do,’ 
she says. ‘

It’s also important to remember 
social communication and to provide 
opportunities [for the child] to be with 
other children – whether that’s nurseries 
or playgroups, other friends and family or 
out in the playground. It’s about nurturing 
interaction with their peer group too.’

HOW ELSE CAN YOU HELP?
How and when can CPs intervene and 
attempt to improve outcomes for children 
from a disadvantaged background? ‘We all 
have a responsibility in our professional 
roles to model to parents how to develop 
language skills with their children,’ 
says Alex. 

‘Parents need to be shown simple, easy-
to-follow methods that they can do in their 
day-to-day lives. Th ey also need to know 
the importance of language skills and how it 
can help the relationship between them and 
their child. Th is is crucial to help a child feel 
safe to talk and able to express their needs.’ 
Of course this applies to families from 
all backgrounds.

A multi-agency approach is crucial, 
Elizabeth adds. ‘It’s about linking with 
the local speech and language therapy 
department and having a process in 
place to identify children who may be 
at risk of speech and language delay 
or disorder.’

In addition to the particular tool 
that health visiting teams use, 
whether the WellComm tool or the 
Ages and Stages Questionnaire, 
drop-in schemes at local children’s 
and family centres provide a safety 
net. ‘It’s in a free-play environment 

and the community therapist can have a 
look at the child and decide whether advice 
and support for the parents is enough, or a 
referral to speech and language therapy is 
needed,’ says Elizabeth.

And despite the Covid-19 restrictions, 
Elizabeth’s service is still accepting referrals, 
offering initial assessments by phone and 
follow-up consultations via video call. 
‘We’re fi nding ways to do assessments using 
pictures and some families are able to share 
videos, which we can then both look at and 
provide a parent-child interaction therapy 
session,’ she says.

Last year, Public Health England (PHE) 
embarked on a programme to give further 
training to health visitors in England. 
Specifi cally, PHE started work to provide 
training that focused on early identifi cation 

of language delay and promotion of early 
language developments (Nicholson, 2019). 

For more resources, both professional 
and to signpost parents to, see above. 

TALKING TECH
Finally, in this ever-expanding digital 
age, it raises the question, is the rise 
of technology driving the decline of 
language and communication skills 
all-round? Th e increase in children’s 
– and even parents’ – use of digital 

devices has raised concerns, particularly in 
light of fi ndings that indicate some time-
poor parents are relying on Alexa and other 
apps to read their children a bedtime story 
(BookTrust, 2019). But research recently 
determined there is insuffi  cient evidence to 
confi rm screen time in itself is harmful to 
child health (RCPCH, 2019).

‘It’s an interesting topic for debate,’ 
says Elizabeth. ‘I think we need to look at 
the advantages and disadvantages. If the 
children are having a bedtime story read 
by parents you have that interaction that 
is so important in a child’s life, but on the 
other hand, listening to stories you’re still 
developing that imagination, they’re still 
listening to rich language. So there maybe is 
a place for that.’

In fact, there are now apps that allow 
loved ones to read stories to family 
members in different households – perhaps 
an innovation that serves a real purpose 
now during the lockdown. Elizabeth says: 
‘Technology is with us – it’s here – and we 
should be having wider discussions about 
how that activity can be communicative 
interaction for some of the time.’  

RESOURCES FOR 
PRACTITIONERS 
AND PARENTS 
CPs can signpost parents with 
children under five to a wealth of 
digital resources, including:
u  The National Literacy Trust (NLT) 

help give disadvantaged children 

the literacy skills to succeed in life. 

Professionals can access 

evidence-based resources and 

training: literacytrust.org.uk
Parents’ resources and advice: 

wordsforlife.org.uk and small-
talk.org.uk, which shows how to 

maximise activities they already 

do with their child 

u  The Children’s Literacy Charity 

works to close the literacy gap 

for all disadvantaged children: 

thechildrensliteracycharity.org.uk
u  Tiny Happy People from the BBC 

launched in March with feedback 

from health professionals. It helps 

parents develop their child’s 

communication skills right from 

pregnancy with engaging videos: 

bit.ly/bbc_tiny
u  Extra help during lockdown. The 

NLT, BookTrust and Department 

for Education have created extra 

resources for families during 

school closures: 

bit.ly/lockdown_help_NLT 
bit.ly/BT_lockdown_help
bit.ly/lockdown_help_DOE

u  I CAN, the children’s 

communication charity: 

ican.org.uk
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 ABRIDGED VERSION   

u  This systematic review 

focused on the experiences of 

interventions provided by HVs 

from the perspective of mothers 

with postnatal depression (PND).
u  Qualitative research was 

chosen because qualitative 

data helps to investigate 

aspects that might have 

influenced the outcomes, offer 

depth and explanations for 

achieved results.
u  The PICO framework was used 

to select appropriate research 

to review. 
u  The systematic review found 

that the qualities that were 

valued by clients in their HVs 

were empathy, non-judgmental 

approach and professional skills.
u  Analysis was completed in three 

steps: coding text, development 

of descriptive themes and 

generation of analytical themes, 

and thematic analysis was 

chosen to identify, analyse and 

report patt erns within the data.
u  Individualised home support 

provided by health professionals 

was considered to be the 

most useful. 
u  Although both counselling 

and therapy were successful in 

treating PND, sessions based 

on a counselling approach 

were more effective if delivered 

on an individual basis.

RESEARCH 
SUMMARY

Interactions between mother and child 
can be negatively affected by postnatal 
depression (PND). Untreated PND, it can 
impact on a child’s social, emotional and 
cognitive development (Murray et al, 
2003). Mayberry et al (2007) found that 
between 17.1% and 23.1% of new mothers 
reported symptoms of PND. 

In England, six early years high impact 
areas were developed to provide a 
direction for local authorities as the new 
commissioners. HVs must enquire about 
maternal mental health and mood at a 
minimum of three time points: antenatal 
visit, new birth visit and six- to eight-week 
review (PHE, 2016). Although HVs are not 
in a position to diagnose PND, following 
NICE guidelines (2014) and trust policies, 
they can use tools such as the Edinburgh 
Postnatal Depression Scale (EPDS) and the 
Patient Health Questionnaire (PHQ-9) to 
assess maternal mood. 

STUDY AIMS
Th e author knows of no systematic 
review of qualitative studies focusing on 
the impact of interventions by HVs from 
mothers’ perspectives. Qualitative research 
was chosen because qualitative data helps 
to investigate aspects that might have 
infl uenced the outcomes, offer depth and 
explanations for achieved results. 

METHOD
Th e NICE guidelines manual (2012) 
suggested that the PICO (population, 
intervention, comparator and outcome) 
framework is ‘a helpful structured 
approach for developing questions about 
interventions’. Th e study exclusion process 
is shown in Search results, right.

Analysis was completed in three steps: 
coding text, development of descriptive 
themes (data driven) and generation 
of analytical themes (theory driven). 
Th ematic analysis was chosen to identify, 
analyse and report patterns within the 
data. Th ree themes identifi ed on the 
analytical level were building client- 
practitioner relationship, personal and 
professional qualities of HVs, and mothers’ 
perceptions of interventions. 

RESULTS
A summary of the six studies used can be 
seen in Studies selected for review, overleaf. 

Th e emerging aspects from the studies 
that women found particularly helpful 
were the freedom to express their own 
feelings, problem-solving and looking at a 
problem from a different angle. 

Aspects viewed as negative were 
practitioners’ judgmental attitudes 
(Shakespeare et al, 2006), and perceived 
lack of time and rushing with solutions 
(Shakespeare et al, 2006; Tammentie et al, 
2009). Values such as empathic listening 
and non-judgmental attitude reoccurred in 
all studies. 

Some women were frustrated that the 
aim of listening visits (LVs) was talking 
but not helping (Orengo-Aguayo and 
Segre, 2016) or too informal (Slade et 
al, 2010). However, Shakespeare et al 
(2010) concluded that some participants 
might have perceived ‘therapy’ as more 
than talking, thus they did not fi nd LVs 
helpful. Mothers who wanted visits to 
continue were women with a previous 
history of depression (Turner et al, 2010). 
Shakespeare et al (2006) stated that LVs 
made a small contribution to recovery, 

44 

COMMUNITY PRACTITIONER  |  MAY / JUNE 2020

RESEARCH

POSTNATAL DEPRESSION: 
HV SUPPORT EXAMINED
Malgorzata Mason undertook a systematic review of 
the qualitative evidence for mothers’ experiences of 
HV interventions for postnatal depression.
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but interestingly a large number of participants reported 
previous history of mental health problems. Women declined 
the treatment if they did not know HVs (Slade et al, 2010) 
or agreed to treatment because they knew practitioners 
(Orengo-Aguayo and Segre, 2016). Th ey were frustrated at 
the lack of continuity of care in child health clinics (CHCs) 
(Tammentie et al, 2009) and appreciated bonds formed as a 
result of the programme (Rossiter et al, 2012). 

DISCUSSION
Experiences of the interventions 
Tammentie et al’s (2009) conclusion that mothers were not 
satisfi ed with HVs in CHC settings was partly consistent with 
previous fi ndings. Plews and Bryar (2002) found that in CHCs 
nearly two-thirds of problems were brought up by mothers 
who were anxious or who wanted reassurance or advice, 
which indicates that the health-visiting service is key to 
supporting women with PND. Mothers wished to discuss 
feeding, development and illness. However, unsolicited 
advice from HVs towards mothers who only wanted to weigh 
their children was viewed negatively by the mothers. 

Whereas support in CHCs was seen as virtually 
non-existent, clients were more satisfi ed with home 
interventions regardless if they were LVs, home programme 
or cognitive behavioural therapy (CBT). Th is is concurrent 
with previous fi ndings when individualised home support 
was provided by the health professional. Systematic review 
of the interventions for the prevention of PND found that 
intensive, individual and professionally based postnatal 
home visits might have a preventative effect (Dennis and 
Dowswell, 2013). Other interventions such as postnatal 
groups, midwifery-led debriefi ng or follow-up visits, or 
lay home visits had no preventive effect. Although both 
counselling and CBT were successful in treating PND, 
sessions based on a counselling approach were more effective 
if delivered on an individual basis (Milgrom et al, 2005). 

Some women felt that expressing their feelings and being 
heard were enough to overcome their symptoms, which 
was in accordance with previous research (Mauthner, 1997). 
Th erefore, the opportunity to express their worries and 
feelings might be suffi  cient. Nevertheless, HVs need to accept 
the diffi  culties mothers might face in the disclosure of their 
feelings (Morell et al, 2016). Minimising mothers’ concerns, 
dismissing depressive symptoms as self-limiting, paying 
superfi cial attention and patronising them can make them feel 
as though they cannot cope (Dennis and Chung-Lee, 2006). 
Non-directive counselling should be objective and lacking 
advice, but for this reason, clients who were seeking specifi c 
answers might not be convinced (Kirklin, 2007).

Relationship building
Comparing women’s views of CHC and home interventions, 
it was evident that regular contact with the same HV was 
important in building client-HV relationships. Women who 
accessed an intervention from specialist perinatal mental 
and infant mental health teams found that while for some 

women the relationship formed quickly, for others, it took 
longer to ‘click’ with the practitioner (Myors et al, 2014). 

Practitioners engaging clients with complex needs should 
be using their professional and therapeutic relationship 
building skills alongside their ability to provide a ‘secure base’ 
for clients (Myors et al, 2014). Chew-Graham et al (2009) 
concluded that the disclosure could be facilitated in the 
presence of long-term relationships between mothers and 
HVs, but the structure of health-visiting services hindered 
this process. 

Results suggested that clients were more likely to 
agree to interventions if they trusted or at least knew the 
practitioner. Th ey appreciated the predictability of the 
programme and were dissatisfi ed when not informed about 

SEARCH RESULTS BASED ON 
PRISMA FLOW DIAGRAM 

Records identified through 

database searching:

Cumulative Index

Nursing Allied Health 

Initiative (CINAHL) n=390

Ovid n=908

Additional records 

identified through 

other sources:

n=0

Records excluded aft er reading 

the abstracts :

CINAHL n=73

Ovid n=69

Full text studies reviewed:

CINAHL n=38

Ovid n=32

Studies included in quantative 

synthesis aft er removing duplicates:

n=6

Records excluded by the title:

CINAHL n=279

Ovid n=807
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treatment structure, options and choices. Boath et al (2013) 
found that teenage mothers needed to trust the professional 
fi rst before being ready to obtain advice and support. In 
order to increase effi  ciency in treating PND, treatment based 
on maternal needs and preferences should be the guiding 
principle (Holden, 1996). Since depressive symptoms are 
subjective, health professionals need to acknowledge mothers’ 
own rationalisation of their problems and their proposal of 
treatment (Dennis and Chung-Lee, 2006). 

Role of HVs
Another problem for mothers in CHC settings was lack of 
continuity of care (Tammentie et al, 2009). Systematic review 
of prevention of PND was inconclusive but the qualitative 
aspect of the review noted that women wanted the same 
practitioner (Morrell et al, 2016). Th ey advocated that for this 
to be realised, a relationship should start in the antenatal 
period. Antenatal contact is now endorsed by commissioners 
requesting all pregnant women to be offered an introductory 
visit by a HV. During this visit, HVs should explain that their 
role includes the wellbeing of mothers, and they should clarify 
perceptions and expectations of the health-visiting service 
(Morrell et al, 2016).

Th e results of this systematic review identifi ed that clients 
did not know that the scope of health visiting included 
maternal mood assessment and support. Women were 
confused about the responsibilities and role of the HV, 
suggesting that the focus of an HV’s role was the health and 
safety of a child. Women attending CHCs thought that there 
was too much emphasis on weighing their children and 
aspects of health promotion. Th ey wanted their ‘agenda’ to 

be discussed and valued being able to ‘offl  oad’. Th ey thought 
that the care provided in CHC was child-centred rather than 
family-centred. Th e majority of women in the control group 
viewed HVs as professionals focused on an infant whereas 
mothers in the intervention group (LV) appreciated the fact 
that they could express themselves freely. 

Th is review showed that HVs’ interventions might be 
suitable for mothers displaying symptoms of PND but not 
effi  cient for women with comorbidity of mental health 
problems. Women with a previous history of depression 
(Holden et al, 1989) are less likely to respond to LVs. HVs 
are in a position to prevent PND without stigmatising and 
make referrals to secondary services (Brugha et al, 2011). 
Brown and Reynolds (2014) concluded that even though 
HVs wanted to have CBT training, they did not want be 
perceived as ‘counsellors’. Morrell et al (2011) claimed that 
HVs prefer to support mothers with psychological problems 
but they do not want to be considered as therapists or mental 
health workers. 

Personal and professional qualities
Th e qualities valued by clients were empathy, non-judgmental 
approach and professional skills. HVs need to remain open-
minded to individual clients’ perception of health and 
wellbeing. Feeling empathetic is not enough, but empathy 
should be expressed. Th e individual must combine activity 
with signs accentuating the message so the message becomes 
signifi cant to others. 

It was evident that women in this review expressed 
feeling judged in their role as mothers, blamed for their 
omissions and actions, and even worried that their children 
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RESEARCH

STUDY PLACE OF STUDY METHODOLOGY/DESIGN INTERVENTION THEMES

Orengo-Aguayo 

and Segre (2016)

US Views of listening visits 

(LVs), interview

LVs Empathetic listening and collaborative 

problem-solving; half of the women 

would not have changed anything about 

treatment delivery.

Rossiter et al (2012) Australia Questionnaire and 14 

open-ended questions

Home-visiting 

programme (HVP)

Personal and professional qualities of 

the home visitors. The nature of the 

HVP, confidence in parenting, and 

the understanding between mothers 

and babies.

Shakespeare

et al (2006)

Oxford, UK In-depth qualitative 

interview

LVs Relationship with HV, acceptance 

of diagnosis, choice and options, 

understanding the process.

Slade et al

(2010)

Trent, UK Semi-structured 

interviews

Cognitive behavioural 

approach or person-

centred approach 

sessions

Seeking help, roles and relationships, 

experiences of intervention or support.

Tammentie et al 

(2009)

Finland Interviews CHC Relationship, partnership, individualised 

care, holistic (family) care.

Turner et al (2010) Three cities 

in the UK

In-depth interviews LVs Opportunity to talk, relationship, support.
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might be taken away. It was not clear if the practitioners 
actually explicitly said something for mothers to feel 
in that way. Dennis and Chung-Lee (2006) argued that 
health professionals needed to be aware of their own non-
verbal communication. 

Implications for practice and future research
Economic constraints on services and the time HVs can offer 
mothers restrict their support. HVs must make it clear that 
maternal support is part of their role; they must be visible 
for mothers to access their services, and present themselves 
as approachable. 

Further research could focus on women reporting 
PND in CHCs and the number of home follow-up visits 
resulting from disclosure there. It would be interesting 
to investigate if more sessions would bring substantial 
differences to mothers or create dependence on a 
professional. Th e question arises whether the interest 
taken in a mother’s problems and the time dedicated 
to a mother who is feeling low in mood is suffi  cient to 
alleviate the symptoms of PND, or if it is the relationship 

with a credible and non-judgmental professional at the time 
when mothers feel vulnerable. 

CONCLUSION
Th is analysis demonstrated that a client is more likely to 
accept support if she knows her HV. Other crucial qualities 
were a non-judgmental attitude, demonstrable credibility 
and effective communication skills. For some mothers, 
talking to HVs in their home, at a time that suited them, 
about the issues concerning them, made support benefi cial. 
Mothers who had previous or ongoing issues valued the 
interventions, but these did not help them in recovery from 
PND. Th e results demonstrated that the same features were 
important to most mothers regardless of the intervention. 
Findings from CHCs showed that individualised holistic care 
(where it was lacking) was exactly what participants of home 
programmes valued as most crucial. 

 Malgorzata Mason is a health visitor working in 

 Oxleas NHS Foundation Trust and Kent Community 

 Health NHS Foundation Trust. 
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n the UK, it is estimated that 
more than a million older 
people – around 10% of the 
older population – experience 
some form of abuse in any 

given year (Biggs et al, 2013). One in three UK 
residents don’t believe that acts of domestic 
violence directed towards an older person 
count as abuse (Hourglass, 2020a). And we 
know that assaults and domestic murders 
surge by as much as 25% during a festive 
season – a similar time of increased fi nancial 
strain and closer proximity of family members 
– so the present lockdown environment 
for older people looks deeply concerning 
(Hourglass, 2020a).

Hourglass – the only UK charity dedicated 
to ending the harm, abuse and exploitation 
of older people – defi nes the abuse of older 
people as a ‘single or repeated act or lack of 
appropriate action, occurring within any 
relationship where there is an expectation 
of trust, which causes harm or distress to an 
older person’ (Hourglass, 2020b).

Th e Hourglass helpline receives daily 
accounts of fi nancial, psychological, 
sexual, physical and domestic abuse, as 
well as neglect. Victims suffer multiple and 
interacting forms of abuse. For example, the 
behaviours involved in fi nancial abuse, such 

as restricting access to a bank account, can 
be accompanied by or facilitated through 
psychological abuse, such as undermining 
the victim’s sense of worth. From April 2019 to 
April 2020, 58.4% of cases saw fi nancial abuse.

PROTECTION FROM 
CRIME AND ABUSE
Our approach has always been underpinned by 
a stance of zero tolerance of abuse, by enabling 
people to understand what it is and what 
causes it, and by asserting an expectation that 
services should be suffi  ciently funded. While 
it’s our belief that real and lasting change will 
only be achieved through facilitating a priority 
shift at the highest level – whereby the rights of 
older people are protected in legislation – there 
are practical measures already at our disposal 
to protect older adults from crime and abuse. 

I

THE
HIDDEN

A third of UK 
citizens think that 
domestic violence 
directed towards 
older people isn’t 
abuse. That’s 
why the present 
lockdown for 
older people 
looks increasingly 
concerning, says 
Veronica Gray
of Hourglass.

ASSAULTS AND DOMESTIC 

MURDERS SURGE BY AS 

MUCH AS 25% DURING TIMES 

OF INCREASED FINANCIAL 

STRAIN AND CLOSER 

PROXIMITY TO FAMILY

HARM OF ELDER
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u Specialised emergency shelters: 
Older women are often unaware of 
and thus underuse domestic abuse 
shelters, which do not normally 
provide support for men either, and 
cannot effectively care for those with 
dementia or other health problems 
associated with old age. Specialised 
emergency abuse shelters exclusively 
focused on older victims offer both 
a temporary safe environment and a 
medically effective one.

u Multidisciplinary teams: Th ese 
teams can help promote community-
wide approaches to the prevention 
and treatment of abuse of older 
people. Additionally, informal 
relationships between members 
of multidisciplinary teams can 
help develop professional ties 
between disciplines and lead to 
the establishment of ‘elder abuse 
prevention networks’. 

u Screening: Identifying risk factors 
for those who may be at higher 
statistical risk of disease or illness 
could ensure further testing or 
treatment. Screening tools should be 
able to correctly detect those suffering 
from abuse or neglect, enabling the 
medical professional undertaking 
the screening to follow it up with the 
effective intervention. 

u Educational campaigns: Campaigns 
aimed at the general public spread 
information about available services, 
encourage positive attitudes towards 
older people in society, outline 
information about how to prevent 
maltreatment, and raise public 
awareness of the abuse of older 
people. Campaigns focused on those 
at risk of or experiencing abuse aim to 
increase awareness of acceptable and 
unacceptable caregiving behaviours 
and signpost available organisations 
and support services for victims.

u Caregiver support 
interventions: Th ese seek 

to alleviate the stress and 
burden of caring for an 
older person by providing 

key services (including meal 
preparation, housekeeping 

help or day care, or broader caregiving 
help through educational, teaching 
coping strategies or support groups). 
Caregiver training programmes have 
been used to develop skills to prevent 
confl ict behaviour with patients, or to 
learn coping mechanisms in order to 
manage stress or to deal with diffi  cult 
patient behaviour.

EMPOWERING OLDER PEOPLE
Older people face physical and 
attitudinal barriers that create 
circumstances of actual or presumed 
age-related vulnerability – an 
environment which puts older adults 
at risk. Our campaign for safer ageing 
seeks to remove these barriers to 
empower older people to age securely 
and live free from abuse. 

To empower older people to age 
safely, it is imperative that the 
voices of older people are heard and 
amplifi ed to the greatest possible 
extent when it comes to identifying 
these barriers to safer ageing. For 
example, does the government 
strategy for tackling domestic 
violence account for the differences 
in needs and experiences of older 
victims? Is the dissemination of vital 
information surrounding Covid-19 
(largely digital) accessible to older 
people? Th ese are the lessons that 
Hourglass has learnt from listening 
to the stories of older people and 
their families. 

We also need to ensure access to 
knowledge and resources, including 
providing information and training on 
the signs of abuse for those working 
with older people, and securing 
resources to improve older people’s 

RESOURCES AND 
GUIDANCE FOR CPS 
u Whatever your concern, you can always 

call the Hourglass helpline on 080 8808 8141 
(9am to 5pm, Monday to Friday) – starting a 

conversation is at the heart of safer ageing.

u Spread awareness – provide educational 

campaigns to schools, colleges and 

universities, and discuss with younger people 

the issues of ageism and promote awareness 

of the signs of abuse.

u Have a conversation about practical 

arrangements for the future – ‘Have you 

thought about future decision-making for 

health and financial matt ers?’ or ‘Do you 

feel confident managing your money?’ 

Empowering older people to seek out 

knowledge to help plan their future can 

safeguard from abuse. Citizens Advice is an 

excellent resource to answer any of these 

questions citizensadvice.org.uk

u Be aware of the new scams targeting 

older people and talk about the signs to 

look out for. Friends Against Scams have 

created online training, so that you can 

understand more about scams and help 

protect others from falling victim to them

bit.ly/scams_training

u Young carers (under 24) can be directed to 

support from the Carers Trust carers.org

u Encourage self-care and good wellbeing 

practices for those who work with older 

people. Living under the restrictions of 

social isolation, it is more important 

than ever to support yourself in your 

caregiving role. Protecting those 

providing care protects older people 

from abuse. There is help and support 

available for informal carers at Citizens 

Advice bit.ly/CA_carers_support

u Local councils can be signposted to 

offer practical help such as advice about 

benefits such as Carer's Allowance. 
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For references, visit bit.ly/CP_features

How do we challenge the ageist att itudes 

that so oft en create the space for 

negative and abusive behaviours towards 

older people? Join in the conversation on 

Twitt er @CommPrac using #ElderAbuse

TIME TO REFLECT

capabilities, particularly 
fi nancial and digital.  

In the longer term there needs 
to be more investment in money 
management programmes for 
older people. Such programmes 
could feature daily assistance 
with monetary matters, for 
instance – providing help 
with making deposits, paying 
household bills, and negotiating 
with creditors. Th ese should 
be targeted to those most at 
risk: older people who are 
cognitively impaired or suffer 
from social isolation.

Finally, we believe that a 
designated commissioner for 
elderly people is essential in 
safeguarding and promoting 
the interests of older people. We 
can learn from the best practice 
in Wales and Northern Ireland, 
both of which already have an 
independent commissioner 
for older people. Th is offi  cial 
can give a voice to older people 
and provide public leadership 
on responding to the abuse of 
older people. 

 Veronica Gray is deputy 

 CEO of Hourglass and has 

 18 years’ experience in the 

 community and voluntary 

 sector across Ireland. 

FINANCIAL 
ABUSE AND 
COVID-19 
The wonderful community 

spirit of helping older 

neighbours can be seen 

across the UK: shopping 

deliveries, prescription 

collections and phone calls 

to older people all offer a 

break from the isolation. 

But, sadly, unscrupulous 

individuals will take 

advantage of people 

who are frightened and in 

need of support. This is our 

advice for older people 

who are worried about the 

safety of their finances 

during this time of crisis:

  If other people do your 

shopping, keep an eye 

on receipts and what 

is spent.

  Don’t allow anyone into 

your home or to take 

money for shopping 

unless you can confirm 

their identity or you have 

made an appointment 

for them to visit.

  Be aware of phone and 

internet scams that try 

to get you to disclose 

your bank details.

  Find out your bank’s 

security procedures on 

contacting customers.

  Check your bank 

statements regularly.

  Never share your 

PIN number.

  Keep important 

documents and 

valuables out of sight.

  Don’t lend anyone 

money unless you are 

sure you can afford not 

to have it returned.

WHY HOURGLASS’S
WORK IS SO VITAL 
Hourglass, previously Action on Elder Abuse, 

is the only charity dedicated to calling time 

on the harm and abuse of older people. We’re 

part of the UK-wide organisation: Hourglass 

Scotland, Hourglass Wales, Hourglass 

Northern Ireland. 

We are working tirelessly to influence, 

challenge and educate, listen, advise and 

support. We commit to working in partnership 

to deliver positive change for vulnerable older 

people and all those affected in the UK. We 

are striving to create an environment where 

safer ageing is guaranteed for all.

In times of isolation and shielding vulnerable 

people from Covid-19, the need for a charity 

like Hourglass is greater than ever. Instances 

of abuse are on the rise, with the national 

domestic helplines reporting an increase in 

call numbers by as much as 125% since the 

lockdown began (Grierson, 2020). We have 

seen a 74% increase in calls to our helpline 

in January 2020 

compared with last 

January, coinciding with 

the start of widespread 

news coverage of 

the pandemic.

Hourglass has 

touched the lives of 

tens of thousands 

of people and 

shaped government 

policy. That’s why 

Hourglass is so vital. 

wearehourglass.org

increase in 

calls to the 

Hourglass 

helpline in 

January 2020

74%
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