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people listed by Papyrus UK on the website. Add into
this the likelihood of having their first sexual experiences
around 15 to 19 and the pressure around that, and it
becomes clear that this can be a difficult time for a young
man to navigate.

‘Stereotypically, young women talk more,” Kelly
adds. ‘It’s safer for them to express emotions, perhaps.
Women are not going to get judged when we cry when a
relationship breaks down. For a young man, that would
probably not be acceptable behaviour.’

For older men, it is likely to be even less acceptable
behaviour. Suicide rates are highest among men aged 45
to 49 (see Mid-life crisis? on page 40). Oliver Chantler,
public affairs and campaigns manager at Samaritans, says:
‘Relationship breakdown often happens in middle age.
There’s some research around how middle-aged men can
be isolated in that they only have a partner to speak to, so
if that partner leaves, things can get difficult for them.’ He
also points out that, for this generation, changing social
conceptions of masculinity and the decline of male-

dominated industries such as manufacturing
might leave them feeling like they don’t fit in
anywhere in society.

SPACE FOR CONVERSATION
However, as evidenced by the slowly declining suicides
in the UK, it is possible to stop at least some of them
happening. Evri says: ‘Suicide should not happen. Of
course there are always going to be people that for
whatever reason have made up their mind that suicide
is the best solution, but I don’t want to accept that. It’s
never inevitable as far as we are concerned professionally.’
Many frontline NHS staff, including community
practitioners, receive suicide prevention training as part
of their trust’s suicide prevention strategy, but this can
vary according to geography and funding and it isn’t
necessarily followed up in CPD. While training is valuable,
Oliver has a further call to make of employers. ‘Frontline
staff are caring and empathetic. That’s why they chose
those vocations,” he says. ‘One thing we really need is for

LESSONS FROM THE LAB

Rory O’Connor, professor of health
psychology at the University of
Glasgow’s Suicidal Behaviour Research
Laboratory, has studied suicide for 20
years. He offers insight into the latest
figures and practical lessons for CPs.

relationship with alcohol is different
from that in England, and alcohol is
often a factor in suicidal behaviour.’
Rory’s research team takes multiple
approaches to the complex subject
of suicidal behaviour: interviews,
population studies, visiting people who
have attempted suicide in hospital, and
even bringing people with a history of
suicidal behaviour into the lab to put
them under stressful conditions (in a
safe, consensual way).

‘When | started working in this area,
the highest-risk group was young
men. Now it’'s middle-aged men,’ he
says. ‘It’s as if men who were in their
20s in the 1980s are carrying the

risk with them. It’s to do partly with
changing norms and expectations
of men. But surprisingly, even though
we know a lot about risk factors such
as mental illness, alcohol problems,
unemployment and trauma, we still
don’t know enough about the big
difference between male and female
suicide rates.’

As for why rates in Scotland are
higher than England and Wales, he
says this has been the case only since
the 1950s. ‘It’s something to do with
the proportion of disadvantage,’ he
says. ‘Deprivation is a key predictor of
suicide. There’s also social isolation in
rural areas, which perhaps prevents
people accessing services. Also our

UNDERSTANDING SUICIDE

In terms of understanding what

might lead an individual to attempt
suicide, research has made headway.
Rory has developed a model of the
suicidal mind that helps to understand
how some people develop suicidal
thoughts, and then convert those
thoughts into action. (Find out more
at suicideresearch.info/the-imv)

The lab has more than 30 research
projects on the go, ranging from
studies into the relationship between
responding to stress and suicide risk
to studying whether people who are
more likely to take their own lives have
a higher pain threshold.
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YOUR PRACTICE

What lessons from the lab’s research
might be most applicable to
community practitioners? ‘Statistically,
there’s evidence that if you know
someone who's died by suicide, you're
more at risk yourself of becoming
suicidal,” he says. ‘That’s not to be
alarmist but you need to be vigilant
for example in a school or community
where there’s been a suicide.” (Find
resources for those who have been
affected by a suicide, including children
at bit.ly/bereavement_support)

He stresses the need to take self-
harm seriously. It’s not uncommon
(recent estimates are that 37 per
10,000 girls and 2 per 0,000 boys
self-harm (Morgan et al, 2017) and
has a link with suicidal behaviour.
‘Don’t dismiss it, it’s an indicator of
distress,’ Rory says. ‘In school contexts
especially, it has to be managed and
not ignored.’

‘My advice is that if you are concerned
somebody may be suicidal, please
always ask them directly. There’s no
evidence that it plants the idea in their
head,” he says. ‘We all have a role in
suicide prevention.’
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IT'S DAILY
INTERACTIONS
THAT CAN MAKE
A DIFFERENCE TO
THOSE AT RISK
OF SUICIDE

employers - and for the Department
of Health and Social Care - to ensure
that staff have space and resource to
be empathetic in their roles, so they
can have those conversations with
people at risk of suicide.’

Staff need that time and space
because those conversations are
not easy and can take their toll on
anyone, healthcare professional
or not. ‘It’s hard to ask someone:
“Are you feeling suicidal?”’ says
Kelly. ‘My message is if there’s any
change in someone’s behaviour,
especially following significant
change or loss, and if that’s making
you feel uncomfortable that gives you
permission to ask. As a healthcare
professional, you do have things
to look after you - procedures,
supervision, support and so on - but
the more emotionally attached you
are, the more difficult it gets.’

She reassures that it’s hard to get
the conversation wrong and it’s
unlikely that just saying the word
‘suicide’ is going to plant the idea in
someone’s head or make things any
worse for someone you suspect is
already having those thoughts. ‘The
only thing I would say is be careful
of talking openly about method
and don’t do a checklist: “Are you
planning this, or this, or this¢” If
someone’s suicidal you need to ask
what their plan is so you can keep
them safe, but don’t give them
other options.’

For people in immediate danger
of suicide, A&E is the way to go. For
less acute cases, GPs can help people
to access the appropriate services.
As Jim pointed out earlier, for many
men, being given ‘permission’ to
bother the doctor by a disinterested
or anonymous third party can be a

helpful first step. The other side of the suicide prevention
coin is national strategy.

NEW STRATEGIES
In October, Theresa May appointed Jackie Doyle-Price
as the UK’s first minister for suicide prevention. In the
charity sector, this step has been greeted with cautious
optimism. Samaritans has already been working with the
minister in her previous role as parliamentary under-
secretary of state and is a member of the National Suicide
Prevention Strategy Advisory Group (along with Papyrus).

‘The government’s suicide prevention strategy leaves
implementation to local authorities, because it’s viewed as
a public health issue,” Oliver of Samaritans says. “We check
that local authorities have campaigns in place, but we
also campaign to ensure central government is providing
support to local authorities and to ensure that there’s
centralised analysis and evaluation of the campaigns, so
people don’t have to reinvent the wheel locally.

‘Clearly, different locations have different needs, but if
a service works in one town, chances are it won’t have to
be adapted too much to work in another town.’

Policy aside, it’s daily interactions that can make
a difference to those at risk of suicide. Frontline
community practitioners are in contact with families
constantly, and while they may not be solely tasked with
suicide prevention, they can definitely be part of the
bigger picture. &

RESOURCES

» Anyone can call Samaritans on 116 123
(24 hours a day, 365 days a year, free)
or email jo@samaritans.org. You don't
have to be suicidal to call.

» Papyrus UK is a suicide prevention charity
for children and young people under 35
who are experiencing thoughts of suicide;
and for anyone concerned a young person
could be thinking about suicide. Visit
papyrus-uk.org, call O800 068 414I, text
07786 209697 or email pat@papyrus-uk.org

» The Men's Health Forum has a mission
to improve the health of men in
England, Scotland and Wales. Visit
menshealthforum.org.uk

» Public Health England has a suicide
prevention atlas mapping local suicide data
including prevention plans and depression
prevalence. See bit.ly/PHE_healthier_lives

For references, visit
bit.ly/CP_features
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THE STARK
FIGURES

The number of boys
aged five to I9 who
took their own lives*

increased from

15.2% to

of deaths
in 2016-17

The year-on-year
increase for girls rose

from 9.6% to

of all deaths a
this age

ONS, 20/8b

t

In England and Wales, a conclusion of suicide cannot be returned for children under (O

*

Scotland had

the highest male
suicide rate in the

UK at

per 00,000

In England,

the North East

had a rate of

7

per 00,000, with
Middlesbrough

the suicide

capital of England

ONS, 20/8a
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OUNG
ASSISTIN
PEOPLE IN CARE

Una Foye, Emily Satinsky, Cpmllla Rosan
and Josefien Breedvelt examine the My Life,
My Future programme that was set up to boost
the emotional wellbeing and resilience of
looked-after young people.

In 2017, 72, i al Justice, 2008).

in England, with 74% living in foster care Areview of child and adolescent mental

(Depa ion (DFE), 2017). ices denti mental
in levels ignificant inequalities exist in educational i

RESEARCH
SUMMARY

of

Albeing for this  (Department of Health, 2008).In response,
i NI irati

Jation: DE.

educational after chil ICE, 2013).

the ages of 11 and 15, as children
in this age range share several
developmental transitions (Erikson,
1993). It focused on educational and
rsonal development, and accepted
self-referrals and referrals from
‘healthcare professionals.
The weekly sessions were
designed to be interactive,
engaging and creative.
Exercises included painting,
baking, craftwork, and
activities such as ice skating,
go-karting and trampolining.
The structure was consistent
- check-in (20 minutes); icebreaker
(10 minutes); topc for discussion
(45 minutes); lunch and informal
catch-up (30 minutes); and check
out (10 minutes) and were co-
facilitated 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

attainment than young people not in care As shown by Fisher etal (2009), there isa
with reading, writing and maths (48% lack of evidence-based group interventions
reached the expected level against 79%), for young people in care. Though past

> 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. five A* E (129

> The [8-month programme aimed 52.1%) (DfE and ONS, 2014). Levels of
toincrease their confidence in
themselves and their abilites,
to maintain their emotional
wellbeing and resilience, and

of

attainment of young people i care (Fisher ct.
exclusion were also twiceas high as those of  al, 2009),few programmes have specif cally
the general population. focused on social and emotional outcomes.
Mispecpclncers Inresponse tothe
pmcSaine sic lack of co-produced,
evidence-based
interventions
engaging young
peoplein care, the
My Life, My Future
programme was
developed. It began
in 2015 and involved

PARTICIPANTS SAID
THAT ATTENDING THE
GROUP HELPED MAKE

THEM THINK ABOUT
THEIR FUTURES IN A
POSITIVE WAY

problems (Hannon,

topr
their aspirations.
Li etal, 2010; Bloweret

» My Life, My Future had
positive impact on participants' al, 2004), with 4%
wellbeing, vith increased 050% of e to
confidence, aspirations, more "

fidence, aspirations, year-oldsa
positive famil relationships A
and personal development. pehiaticdisorder.
> By teaching them skils to Ratesof poormental
navigate challenges in their heakhrisotoo .
lives, the programme improved over 607 (Meilz:rgt 1, 20
articipants'resi ! e
e ofr‘xe:e"ri?lcye o and Joughin, 2000). Sy, stk
By ey 0 belmiourinludingsubstnce misue
: unsafesexuala i
;r: qr:::,reeddwevse sample sizes in Young people .:::: e niicantly bigher
A the adult pri pulan?::,ngczm EaT
yin

g peopl
in the Sutton area.

Thes-month

young people’s confidence i themselves

and their abilities, maintain emotional

wellbeing and resilience, and promote

development of aspirations. The programme
g
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y
reflective listening.

POSITIVE RESULTS
Of the 12 young people who
participated in the programme,
only those who attended more
than three sessions were invited
to take partin data collection. The
evaluation included six young people:
{four females and two males aged 13
1015) all of whom attended the
group 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
Was a foster carer for two of
the female participants, and
the other was a foster carer for the
0 male participants.
o ensure confidentiality and blind
©valuation, staff were not involved in
ata collection. All participants were
assigned individual codes to protect
theiranonymity,

Respect

y
-

Bullying/ )
cyberbullying

A

y

The results showed that My Life, My Future had a
positive impact on participants’ wellbeing with increases
inconfdence, aspration, posive family eatonships
an Yo i

Core topics
for My Life,
My Future

ung
referred to sessions as ‘good and ‘cool’, and carers
observed that participants enjoyed attending the group.
Even on *bad days', participants sill wanted toattend,
s 2 S

programme to other young people in care.
Participants found the increased positive
relationships and connectedness with other group.
members tobe particularly salient. Young people
noted that the friendships formed within the
group were more personal. When discussing this
connectedness, two of the young people referred
tothe group as afamily. These relationships
positively influenced participants’ lives and sef-
assurance, with carers reflecting that the group increased
the young people’s ablity to conneet with others. This was.
¥

Social
networks

care. While the initial proposal suggested a group size of 20
to2s, i it

Stereotyping/
prejudice

= 3 2
perceptions of trust. One participant stressed how the
i ened to everything he said and

stark contrastto his peers

Emotions:
happiness,
stress, anger

Participants said the group helped them

‘\/ understand how to deal with challenges in life.
By teaching skills to navigate these challenges, the

programme improved their resilience and identity.

aze10 to 10 cale - with ero representing no confidence
and 10 representing high confidence - before andafter
attending the group. On average, following a yearof
attendance, young people had a minimum increase in
confidence of 30%, with two ofthe young people reporting
/ 470% increase. Carers observed changes in paticipants”
LEEEERIEY ity to communicate openly and confidently.
i i d make

them consider their futures. Thre young people noted

three formed vague ideas of where they wanted to be
in the future. These ideas changed as they learned more
“about themselves. One participant reported that the
increased future-thinking prevented her being
4 excluded from school.
Grooming/
child sexual
exploitation

\//

FUTURE RESEARCH y

While all partcipants and carers reported positive

experiences i the group, areas for improvement
were identifed. Some participants reported alack of
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Have you been working on a research paper that you
would like to see published? If so, we would love to hear
from you! We want the journal to reflect your hard work.
Please get in touch with assistant editor Hollie Ewers at

hollie@communitypractitioner.co.uk
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ABRIDGED VERSION

STRENGTHENING CHILD-
PARENT RELATIONSHIPS

Rebecca Baladi, Rebecca Johnson and
Gary Urquhart Law explored the efficacy of a
parenting programme based on the Solihull Approach,
assessing its impact on child-parent relationships.

RESEARCH
SUMMARY

Researchers undertook a

review of the ‘Understanding

your child’s behaviour’ (UYCB)

programme among parents with
children aged O to 18 with some
degree of behavioural difficulty.

» Data were collected from 46
groups in two West Midlands
cities over 14 months.

» Of the 19 parents, 92% were
women, mostly in the 30 to 39
age group.

» The mean age of children was
5.07 years, and 7% of children
were reported by parents as
having an ‘additional need’.

» Parents were asked to complete
questionnaires at session | of
the UYCB course (‘pre’), session
IO (‘post’), and three months
later (‘follow-up’). Of the (19 who
completed both questionnaires,
35 also returned the follow-
up questionnaires.

» Measured across the three
time-points were child
emotional and behavioural
difficulties; self-reported
symptoms of parental
depression, anxiety and stress;
and parental perceptions of
conflict and closeness in their
relationship with their children.

‘Understanding your child’s behaviour’
(UYCB) is a group for parents based on the
Solihull Approach (Douglas, 2012).

Developed in the late 1990s through
the collaboration of Hazel Douglas, a child
psychotherapist and clinical psychologist, and
local health visitors, the Solihull Approach
proposes that if a parent is supported to
process their own emotions (containment),
this will ‘free them up’ to think about the
meaning of their child’s behaviour and what
emotions their child is trying to communicate
(reciprocity). Consequently,
through the processes
of containment and
reciprocity, parents should
be more able to effectively
and sensitively manage

PARENTAL
WELLBEING ALSO
SIGNIFICANTLY

demonstrating the effectiveness of the
Solihull Approach for professionals in
community practice (Maunders et al, 2007;
Whitehead and Douglas, 2005; Douglas and
Ginty, 2001) and for supporting parents to
improve children’s behaviour and their own
wellbeing (Bateson et al, 2008; Douglas and
Brennan, 2004).

UYCB has been shown to have high parental
satisfaction, and lead to improvements in
family relationships (Cabral, 2013; Johnson
and Wilson, 2012), and parents have reported
enhanced self-belief,
alongside the development
of more reflective and
empathic parenting styles
(Vella et al, 2015).

UYCB is widely delivered

their child’s behaviour IMPROVED BY THE across the UK, is included
(behaviour management). TIME PARENTS as an implementation

UYCB introduces parents example in the NICE
to the Solihull Approach HAD COMPLETED guidance on the management
model, with an emphasis on THE GROUP of conduct disorders in
the links between behaviour —— (NICE, 2013),

and emotions, and parental

as well as child emotional

regulation. It explores issues such as ‘tuning
in’ to children, exploring feelings, parenting
styles, what is being communicated through a
behaviour - such as temper tantrums - sleep
patterns and behavioural difficulties.

Health visitors and school nurses were key
contributors to the early development and
ongoing delivery of training for professionals
and facilitation of parent groups.

There have been a number of studies

45

and is increasingly being
adopted internationally.

THE UYCB PROGRAMME

UYCB is a programme for parents of

children aged 0 to 18 consisting of 10 weekly
sessions of two hours each. Groups are

run in community venues by a range of
practitioners such as health visitors, school
nurses, education workers and support
workers, trained as Solihull Approach group
facilitators. Each UYCB group is facilitated by
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UYCB
PROGRAMME
SESSIONS

two practitioners, who have access to a
manual outlining the content and delivery
methods for each session. Mentoring is

Change was most notable immediately
at T2. While the improvements in total
difficulties and conduct problems were
maintained at three months in the small

also provided throughout the 10-week
period to support reflective functioning
in the facilitators and ensure programme
fidelity. UYCB groups are advertised
through universally accessible children’s
services, and parents can self-refer.

ANALYSES AND MEASURES

Two analyses were undertaken: first, pre-
and post-group scores of the 119 parents
who completed an UYCB programme
were compared; second, scores were
compared for the smaller group of 35
parents who completed pre- and post-
group questionnaires and a follow-up
questionnaire three months later.

The same three measures were used
across the three time-points: baseline (T1),
completion (T2) and after three months.
These were as follows:

The Strengths and Difficulties

Introduction

How are you and your
child feeling?

Tuning into your child’s
development
Responding to your
child’s feelings
Different styles

of parenting

Parenting child
partnership - having
fun together

The rhythm of
interaction and sleep

Self-regulation and anger
Communication and
attunement - how to
recover when things

go wrong

number of parents who responded to
the follow-up, there was no evidence

of ongoing improvement over time.
However, pro-social behaviour did
continue to improve in the smaller
sample. It is not known whether the
changes post-group were maintained or
improved in the larger sample.

Depression, anxiety and stress
(DASS-21)

Parental wellbeing also significantly
improved by the time parents had
completed the group.

Parents in the larger sample reported
significant improvements in their own
depression, anxiety and stress between
T1 and T2. DASS-21 total scores also
decreased significantly. Overall, both
subscale and total scores showed an
improvement in wellbeing.

Questionnaire (SDQ) (Goodman, (997) is However, no statistically significant

10. Celebration

a widely used 25-item screening measure
for child emotional and behavioural
difficulties, which assesses conduct
problems, hyperactivity, emotional
symptoms, peer relationship difficulties, and pro-social
behaviour. The SDQ ‘impact’ score (an assessment of distress and
impairment caused to the child by any difficulties) was also used
to explore change.
Depression Anxiety Stress Scale (DASS-2() (Lovibond and
Lovibond, 1995) is a standardised, widely used 21-item
measure of wellbeing, which assesses self-reported symptoms of
depression, anxiety and stress.
Child-Parent Relationship Scale (CPRS) (Pianta, 1992) is a
15-item scale measuring parental perceptions of conflict
and closeness in their relationship with their children. A total
relationship score can be derived by calculating the average
item score.

STUDY FINDINGS

Child behaviour (SDQ)

The results show that, at the conclusion of the UYCB programme,
parents reported statistically significant improvements in their
child’s behavioural and emotional functioning.

Attendance at UYCB improved pro-social behaviour,
hyperactivity, emotional problems, impact of difficulties,
conduct problems and the total difficulties in a large sample
of parents.

‘Peer problems’ did not reach statistical significance, but did
show a clinically significant improvement, for example with
scores moving from the SDQ ‘borderline’ to ‘normal’ range.

changes in the mean depression, anxiety
or stress scores for parents were found in
the smaller sample after three months.

Depression and anxiety scores
decreased between T1 and T2, but both showed a slight increase
at the three-month follow-up. For stress, scores decreased
across all three time-points and, while this was not statistically
significant, a trend in the data was evident.

DASS-21 total scores showed a decrease from T1 to T2, a slight
increase at follow-up, and a trend towards statistical significance
between T1 and subsequent time-points.

Child-parent relationship (CPRS)
There were also improvements in the child-parent relationship as
aresult of attendance at the 10-week group.

There were highly statistically significant improvements on
CPRS ‘total relationship’ scores, with a significant increase in
the ‘closeness’ subscale score between T1 and T2, as well as a
significant decrease in the ‘conflict’ subscale score. Overall,
there was evidence of significant improvements in the child-
parent relationship.

Closeness and conflict scores also showed an improvement
from T1 to subsequent time-points in the smaller sample that
responded to the follow-up.

A statistically significant improvement was found for the CPRS
‘total relationship’ between T1 and subsequent time-points.

CONCLUSION

This study provides evidence that parents who have
completed a UYCB group report positive impacts in the
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areas of children’s behavioural and
emotional functioning, parental

depression, anxiety and stress, and in the

child-parent relationship.

ability to support their child’s emotional

development. Parents can also be

encouraged to engage in the online version
of the course.

These results show ATTENDANCE AT Future research should
that after the conclusion include either a wait-
of a UYCB group there UYCB IMPROVED list control group or
is evidence for the PRO-SOCIAL other active parenting
maintenance, although not BEHAVIOUR , intervention, so that
for further improvement, the true effectiveness
of effects at three months. HYPERACTIVITY of attendance at UYCB

Limitations of the study AND EMOTIONAL can be demonstrated
include the small sample PROBLEMS both at completion and
size at the follow-up, longer-term follow-

|

the reliance on parental
self-report, and the lack
of a control group. Strengths include the

use of a child-parent relationship measure,

follow-up time-point and use of current

clinical practice pathways for recruitment
to strengthen the real-world validity and

application of the study’s findings.
UYCB should continue to be offered

as part of an evidence-based parenting

strategy by trained community

practitioners. Where possible, follow-up

or booster sessions may help to maintain

and possibly see further improvements in
parents’ understanding of their child and

up, and studies should
consider the utility and
feasibility of including measures other than
parental self-report. ©

Dr Rebecca Baladi is clinical
psychologist at Birmingham
Children’s Hospital, Dr Rebecca
Johnson is consultant clinical
psychologist at Bishop Wilson Clinic
in Birmingham, and Dr Gary Urquhart
Law is senior clinical lecturer and child|
clinical psychologist at the Centre
for Applied Psychology at the
University of Birmingham.

RESEARCH FINDINGS AT A GLANCE

| PRE | pOST | FoLLow-up
Child behaviour (SDQ)
Total difficulties 13.44 11.29 11.65
pro-social 6.97 774 778
Parental wellbeing (DASS-21)
Total score | 29.44 | 15.99 16.12
Child-parent relationship scale (CPRS)
Closeness 30.06 31.62 31.56
Conflict 21.09 18.82 18.35
Total relationship 3.79 4.05 4.07

TAKE-HOME
MESSAGES

» UYCB leads to
improvements in child
behaviour, parental
depression, anxiety and
stress, and the parent-
child relationship.

» Gains in children’s
pro-social behaviour
and reduced conduct
problems, and increased
closeness in the parent-
child relationship were
maintained at three-
month follow-up.

» Future research should
try to ascsertain in
greater detail if the
true effectiveness of
attendance at UYCB can
be demonstrated both at
completion and longer-
term follow-up.

» Improved parent-child
relationships could lead
to additional benefits
over and above a
behavioural approach,
both at an individual and
societal level, such as
improvements in family
relationships, emotional
self-regulation in the child
and resilience against
mental health difficulties
in the long term.

» Policies should include
programmes which
have an effect on both
behaviour and parent-
child relationships.

To view references and the full version of this paper, entitled Understanding your child’s behaviour: evaluating a
% Solihull Approach face-to-face I0-week group for parents, go to bit.ly/CP_research_baladi
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FEELING
STUCK?

t the recent CPHVA annual
conference, Lab4Living ran
a 90-minute workshop to
teach a range of creative
and problem-solving design
skills. Our experiences over
the past 10 years have shown us that there is
a huge need, desire and innate skill-set for
creative thinking and problem-solving in the
professional healthcare workforce.

NEW MINDSETS, NEW SKILLS

This workshop was focused around design
‘mindsets’ and ‘skills’. Tt demonstrated ways
of thinking about challenges and problems
that are key to a designer’s skill-set. These
include mindsets such as being optimistic,
having creative confidence, developing

an appreciation of failure as a learning
opportunity and knowing the value of doing
and making things early on rather than just
thinking and talking about things.

In addition, the workshop introduced
skills to generate, visualise and communicate
ideas - both one’s own ideas and the ideas of
others. It introduced the idea of prototypes
and explored techniques to enable one to
think from different perspectives, different
contexts and ‘deep dive’ to explore and
unpack products and services.

The focus on design mindsets and
skills is true to our approach of design in
healthcare. There is increasing pressure on
the healthcare system; as a result, those who
deliver services have started to look outside
their own disciplines to seek new ways of
working that might help to cope with or
reduce these pressures.

WHAT ABOUT EBCD?
An example of this is the increased use of
design processes in healthcare aimed at
helping staff innovate and improve their
services. One of the most well known is
experience-based co-design (EBCD).

This approach has ‘packaged’ the design
process into a simple, off-the-shelf formula
with the intention that it can be rolled out
and applied by healthcare professionals
working with clients to improve care
pathways. This approach has been

popular; however, there is debate over

its effectiveness and to what degree it
achieves the innovation intended.

Our approach differs from EBCD. We
acknowledge the
huge potential
benefits of enhancing
the innate problem-
solving skills of the
healthcare workforce,
and recognise that
design is a discipline
in its own right. Like
most professions,

P Be visual
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Lab4Living
looks at how to
enhance the
innate design
and problem-
solving skills

of community
practitioners.

there is a need to learn the required skills
and gain mastery - this is often done
through studying, to develop a theoretical
understanding thanks to people who are
experienced in the field, and apply those
theoretical skills into (continuous) practice.

SUCCESSFUL INNOVATION
Rather than focusing on the design process,
we prefer empowering people with design
mindsets and design skills. We believe that
developing these mindsets and skills among
healthcare professionals and combining
their knowledge with the designer’s
expertise provides the optimum conditions
for successful innovation, participation and
co-design. This is particularly important
when addressing complex problems typical
to the healthcare field.

With this in mind, the workshop followed
a structure of activities interspersed with
case studies and expert videos, concluding
with a reflective Q&A session. Throughout
the workshop, we discussed problem-
solving and creative-thinking skills, drawing
them out through activities designed to
demonstrate and enhance participants’
own skills.

WORKSHOP TAKE-AWAYS

» Try to consciously change perspective and
do it together
» Defer judgement and encourage wild ideas

P Be confident and optimistic

P Prototype, make it
P If it doesn’t work, it doesn’t matter.
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o it together. community practitioners and health

visitors will know, if people are enjoying
an experience they engage with it more
and learn more from it, so the learning was
grounded in real-world practice and the
everyday lives of clients.

While the workshop offered just a brief
glimpse of Lab4Living’s work, we hope it
gave participants

Ty to consciously change perspective &d dA
Defer judgement & encourage wild ideas.

the self-awareness
that they already \
possess many of the
necessary skills, and /
that together we
Pictured, left to were able to build
right: Rebecca their confidence \
. 3 Partridge, Remi to apply them /
v 2 Bec, Gemma .
= 5 = T e p— more consciously
= Joe Langley. and purposively.

ABOUT LABA4LIVING

Lab4Living is an interdisciplinary research
group at Sheffield Hallam University
that has been running for more than

IO years, bringing together healthcare
disciplines and research approaches with
creative practices. Its work is based on
participatory and co-design principles
and spans a broad range of healthcare
contexts including acute hospital and
community care settings, the home,
physical, cognitive and palliative care.
Visit lab4living.org.uk

The activities explored:

» The need for a variety of perspectives

» Drawing out these different perspectives
» Building empathy to understand
different perspectives

» Generating ideas, practical prototyping
and visualisation of ideas %
» Service prototyping.

The final activity of the workshop focused
on the dissection of a product or service
down into its constituent parts or qualities.

A round-table discussion then identified
what was potentially changeable (or that
someone might have control over) and what
must be maintained. The activity ended with
a discussion among all attendees about real-
world use and application of these skills.
REAL-WORLD LEARNING

The backdrop to all these activities was
a fun and engaging experience. As all

Our aim was to introduce a suite of
skills and approaches that participants
could apply at their own discretion, using
their professional judgement and local,
context-specific knowledge to utilise and
Q evolve them. We also hope it inspired the

participants to pass these skills onto the
people they serve - the potential benefit to
clients is just as great. &

Rebecca Partridge, Remi Bec, Gemma
Wheeler and Joe Langley are design
researchers working at Lab4Living at
Sheffield Hallam University.

TIME TO REFLECT

How can you use creative techniques
to empower clients and improve their
experience and outcomes? How can
design and creative practice join
forces with healthcare? Share any
insights and join in the conversation on
Twitter @CommPrac using the hashtag
#creativecare
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COURSES

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. This highly acclaimed
five-day programme is accredited by the Royal College of
Midwives, the University of Wolverhampton and Independent
Professional Therapists International. The curriculum includes
simple massage techniques, underpinned by research and
practical knowledge to enable practitioners to feel confident
in supporting parents sensitively, safely and professionally in
a variety of settings. Experienced trainers with professional/
HE teaching qualifications. Touch-Learn teachers are
provided with free handouts to support classes.

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

T: O1889 566222 M: O7814 62468 =
E: anita@touchlearn.co.uk touchlearn
W: touchlearn.co.uk international Ltd__® M o7

LEARN BABY MASSAGE WITH THE INTERNATIONAL
ASSOCIATION OF INFANT MASSAGE (IAIM)

Train to become a certified infant massage instructor with the
IAIM, the largest and longest-standing worldwide association
dedicated solely to baby massage. Our curriculum is taught

in more than 60 countries and has been developed and
refined over 30 years through research, reflective practice and
practical experience. This has resulted in a widely endorsed
and implemented parenting programme. By training with

our highly respected organisation, you will join a worldwide
network of instructors offering a supportive environment to
teach lifelong parenting and relaxation skills.
T: 090 8989 9597 =y,
E: info@iaim.org.uk

W: iaim.org.uk

Facebook: IAIM UK Chapter

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

CONTACT: JOANNA HOLMES
T: +44 (0)20 7880 623|
E: JOANNA.HOLMES@REDACTIVE.CO.UK
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PROFESSIONAL

<Y ® ACADEMY"

Academically approved CPD
and resources for health visitors

We're delighted to announce the launch of our free, online learning channel
for paediatric and postnatal health professionals, formally known as the Mum
& Baby Academy. Current modules include:

* Bathtime * Helping infants sleep

* Child car safety * Nappy rash

¢ Colic * Neonatal sepsis

* Dental decay * Tongue tie & breastfeeding |

For more information visit us at www.healthprofessionalacademy.co.uk

3-Step CPD

Once you've found the relevant
module for your personal
development, simply: www.healthprofessionalacademy.co.uk

O+ | AssEss
D v Take a short

online test.

CERTIFY

Download
certificate.

Learnand
digest.

THE LIFECYCLE FAMILY

emma7s' o, 0 o HEALTH
FOR HEALTHCARE PROFESSIONALS ONLY Mas  Families (g ot
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We’re expecting

‘ Our new standard for gentle
Due February 2019
®




