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Aims

This report sets out
• A summary “what works” – or what

appears to work, in relation to the
aims/interventions proposed in the
draft Children & Young People‘s
strategy

• other interventions with strong
evidence of effectiveness in reducing
inequalities in child health 

• where there are gaps in the evidence
and we simply don‘t know what the
most effective course of action 
might be.

Background

While the UK has a strong tradition of
work on the determinants of inequalities
in health, we are weaker on our
understanding of what we can actually
do to reduce these inequalities. Some of
our actions in attempting to address
inequalities are based on poor (or no)
evidence, including research carried out
in very different cultural contexts. Some
interventions are based on no research at
all, and some interventions may widen
rather than narrow inequalities.

The health service on its own cannot
tackle inequalities in child health.
Adequate income, affordable child care,
parental employment, an inclusive
education system and accessible health,
leisure and transport facilities are all
essential for the prevention and
eradication of inequalities.  

introduction
children&health

making the link
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How do we know “what works”? 
Different kinds of research help us
answer different kinds of questions. In
order to understand cause and effect
– the relationship between a particular
intervention and a particular outcome 
– randomised controlled trials (RCTs) –
have the edge over other methods, and
have been carried out in relation to day
care, home visits, accident prevention
schemes, and a range of other
childhood interventions. Of course, not
all interventions can be easily trialled,
and not all trials carried out in other
contexts can be readily transferred to
London. Some interventions which may
be very beneficial to child health, such
as changes in the built environment,
and changes in traffic management
need to be tested and evaluated in
other ways.

Cohort studies, such as the National
Child Development Study (NCDS) can
help us identify factors which seem to
have a protective effect. Who does well
after a poor start in life, and what can
we learn from this? (Pilling, 1990) 

Qualitative studies, expert opinion and
surveys are likely to have crucial lessons
for those wanting to understand the
process of implementing an
intervention – what can go wrong,
what the unexpected adverse effects
might be when an implementation is
rolled out to a larger population
(Petticrew and Roberts, 2003).
Moreover methods which enable us to
listen to the views of children and
teenagers are crucial if we are to design
more effective and acceptable services. 

Really good evaluations, drawing on
both qualitative and quantitative work,
and looking at processes (‘How can I
make my service attractive and
accessible?’) and outcomes (‘How can I
make sure my service actually makes a
difference in the desired direction to a

child‘s life ?’) may not be as sound as
trials in telling us what works, but they
are important, and important to do
well. All too often, evaluations are a
quick satisfaction survey, with poor
quality data, and no data at all from
people who drop out of a service, or
who never access it in the first place.
With funding for services to reduce
inequalities in health at a premium,
there are disincentives to reporting
frankly on what doesn’t work well.

The state of the evidence 
base and what we still 
need to know 

We have not been able to identify an
effective intervention for every problem
area. Having no good evidence does
not necessarily mean that an
intervention is worthless, but it should
give us pause for thought. Is this
‘innovation‘ we are planning in effect
an uncontrolled experiment? There are
many examples from the past of well
meaning attempts to intervene in
children‘s lives which have had adverse
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effects. For this reason ‘strong‘
evaluation (rather than evaluation as
justification) needs to be a routine part
of working ethically with children.
Building on the best available evidence,
and robustly testing the next steps is
likely to be the way forward.

The research evidence base for
reducing inequalities in child health is
growing, but there are considerable
methodological problems to be
addressed. Firstly, the more robust the
research design, the more we are likely
to find that things we ‘know‘ to work
are not quite as effective as we
thought, and may have the reverse of
the desired effect. Secondly, unless
complex interventions are set up in a
way which enables good evaluation to
take place, we don‘t know which ‘bit‘
is being effective (or ineffective). Finally,
research on the same issue may come
up with different results, This makes it
all the more important to produce
systematic reviews which can give an
overview of findings, and draw
together the results of different studies.

This kind of research evidence needs to
be provided at a national and
international level. Meanwhile, at a
local level, it is important to monitor
local implementation and impact. This
involves considering structure (are the
conditions in place for research-
evidence based interventions to
happen, ie are the funds, people and
training in place; process ie is the
intervention happening, are children
and parents coming to the project and
so on; and (which is more difficult at a
local level) outcomes: what happens 
to these children and young people in 
a week, three months, a year, or 20
years?

We also need to do more to understand
the ways in which listening to children
may affect outcomes and the extent to
which it is a benefit in itself. It may,
after all, represent a cost to children, by
drawing on one of the few resources
over which they have some control,
that is their time.

And when there is no evidence?  
The impulse to want to ‘do something‘
is strong, whether or not we have
evidence. And while the default
position should be to build services on
good evidence of what works, there
will also be situations where new
challenges are faced, and rapid action
needed. When unaccompanied refugee
children arrive for instance, there may
be little we can draw on in terms of
direct research evidence, but we cannot
wait to generate good research. There
may be ‘near‘ evidence – for instance
evaluations of child refugees from other
cultures, and studies on refugees and
resilience. We do not, in the UK, have a
good record of learning the lessons
from work on the strengths of
refugees, or the problems created by
the thin dispersal of refugee groups
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(Edholm et al, 1983). The ethical
position in the meantime, where
services are urgent, is to deliver services
on the basis of the best of current
knowledge; to acknowledge that
innovation can be another word for
experimentation, and to put pressure
on national agencies to ensure robust
evaluation of both outcomes and
process.

How did we go about our work?  
We identified the public health related
aims and interventions in the draft
Children and Young People‘s Strategy,
and then searched for evidence of
effectiveness in these and other child
public health related areas – for
example, interventions around housing,
obesity/exercise, transport and safety,
poverty, play, educational interventions
for vulnerable groups, drugs and

alcohol prevention, and bullying and
racism. We must emphasise that while
we have been careful to check the
accuracy of this review, we do not rule
out errors of fact or interpretation.
More importantly, we are aware that it
is not fully comprehensive. Our
understanding of inequalities in child
health is growing, and there are likely
to be important studies which we 
have missed. 

We searched key literature on
intervention effectiveness including:

• the Cochrane Public Health/Health
promotion field

• the University of London Institute of
Education EPPI-centre databases

• the Health Development Agency‘s
evidence base

• the UK ESRC EvidenceNetwork
• the Acheson Report (Department of

Health, 1998)
• the Barnardo‘s publication on What

Works in Reducing Inequalities in
Child Health (Roberts, 2000)

• the Health Impact Assessments
already completed for other aspects
of the Mayor‘s strategy.
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building London’s 
future

Accidental injury is the main cause of
child death in the UK (Roberts and
Power, 1996). A child in the lowest
social class is twice as likely to die
before the age of 15 as a child in the
highest social class (Botting, 1995) .
Those living in poor housing are
particularly at risk (Roberts, Kramer et
al, 1996) – for example, children
growing up in the most deprived
households are sixteen times more
likely to die in a house fire than their
peers in well-off homes (Roberts,
1997). A comprehensive review of
risks in domestic buildings has also
identified high risks from poor air
quality, hygrothermal conditions,
radon, falls, house-dust mites,

environmental tobacco smoke and
fires (Raw, 2001). Damp and mouldly
living conditions have an adverse
effect on the health of children (Platt
et al, 1989). We know from qualitative
studies that ‘better housing‘ is a
priority for children and teenagers‘
(Imagine London, 2002; Hood, 2001).  

Housing and planning

The relationships between housing,
deprivation and health are complex,
but enough is known about the main
associations between living conditions
and health to enable us to understand
that we need to have standards
around temperature and humidity,

indoor air quality, and environments
likely to lead to injuries (Lowry, 1991). 

Secondary impacts need to be taken
into account in order to understand
how housing improvements affect
health. A recent review of housing
interventions (Thomson et al, 2002;
Douglas et al, in press, on which we
draw heavily in this section)
recommends that, any health impact
assessment include the following:
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• Are there going to be any changes in
housing costs?

• Is there any other change that may
affect living costs – transport, food,
access to amenities?

• What levels of displacement can be
predicted over the period of
improvement?

Broadly speaking, housing
improvements have been seen to
improve residents‘ mental health, and
make modest improvements to
general health (Thomson et al, 2002).
Use of domestic safety devices such as
smoke alarms and child resistant
packaging on poisonous products can
reduce unintentional injuries – though
mechanisms to ensure proper
installation and maintenance of alarms

are needed if they are to remain
working after initial installation
(Rowland et al, 2002). 

Evidence also highlights where the
positive impact of interventions may
be offset by other changes in housing,
or residents‘ circumstances. Housing or
rent subsidy programmes using
housing vouchers in the USA offer
tenants more control and choice about
where they live and improve
integration of public housing tenancy
(Olsen and Barton, 1983; Reeder,
1985). Yet, these programmes act on,
and are acted on, by other inter-
related factors such as housing supply
and demand. Changes in these areas
have the potential to negate the
positive impact of the intervention
(Douglas et al, in press). 

Housing improvements, unsurprisingly,
are linked to rent increases – which in
an early study were associated with
increased deaths (McGonigle and
Kirby, 1936). Recent research in

Stepney reports that rents in the new
houses increased by 14% on average
and some residents report this as a
barrier to employment opportunities,
and leading to their economising on
food (Ambrose, 2000). 

Relocation from areas of deprivation
has been associated with a range of
benefits (Rosenbaum 1991) including
reduction of children‘s likelihood of
having an asthma attack (Katz et al,
2000). However, a number of
unwanted outcomes have also been
identified, from loss of community and
uprooting of social networks (Freid,
1966; Yuchtman-Ya‘ar and Spiro,
1979) to displacement of original
residents (Walker and Bradshaw,
1999). Lack of control and
opportunities to negotiate with the
housing authority over the move, have
also caused problems (Allen, 2000;
Elliott et al, 2001).

Involving stakeholders is key. Parents
and children living in particular
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environments are expert in identifying
local risks At present, much of the
data used by those trying to prevent
child accidents are insufficiently
localised. Moreover, there are no
records of child accidents, only of child
injuries. These data tend to describe
the consequences of an accident
rather than its environmental
antecedents. Children as young as 7
who took part in a Safe School project
(CAPT and Roberts, 1993) were able
to identify risks and dangers, and
suggest practical measures to alleviate
them. Effective accident prevention
draws on the specialist local
knowledge of children and parents in
order to educate them into accident
prevention, rather than treating them
as part of the problem.
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exploring the city
Child pedestrian injury arising from
road accidents is the leading cause of
death for children in the UK. Social
deprivation is strongly associated with
child pedestrian injuries (Wazana et al,
1997). Children from social class V are
five times more likely to be killed in a
road traffic accident than children
from social class I (Roberts and Power,
1996; Roberts, Norton et al, 1996).
The risk of injury increases with traffic
volume, absence of play areas, poorly
protected play areas, and high levels
of kerbside parking (CAPT, 2003;
Roberts, 1995). London‘s child
pedestrian casualty rate is higher than
the national average (Hood, 2001).

Children themselves identify outdoor
safety as important. A report by the
Children‘s Play Council found that
‘general fears for personal safety‘ and
‘traffic‘ were among the things that
stop children from playing outdoors
(Cole-Hamilton, 2002). When asked
how outdoor play space could be
improved one child said: “No cars in
my street so that I can play outside.”
Recent evidence indicates that the
most effective ways to improve health
through transport interventions are
traffic calming and drink driving
legislation and enforcement (Morrison
et al, 2003).

Traffic calming

It has been estimated that traffic
calming can reduce the number of
injury accidents by 15% (25% on

residential streets and 10% on main
roads). Evidence indicates that area-
wide traffic calming schemes are more
effective in reducing the number of
accidents involving injury than those
with a more traditional “black spot”
focus (Bunn et al, 2003; Elvik, 2001. It
is unclear at present whether traffic
calming schemes increase the number
of pedestrians in the area, but an
intervention aimed at improving the
safety of cyclists found that cycling
increased in the area where the
scheme was introduced (Garder et al,
2003). This may indicate that as well
as the short term effect of reduced
accident rates in the area, traffic
calming may boost the number of
child pedestrians or cyclists, which in
turn would impact on children‘s
physical health in the longer term
(Liabo and Curtis, 2003). 
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Drink driving legislation

Evidence indicates that legislation to
reduce drink driving works. A north
American study showed that a
maximum legal blood alcohol
concentration of 0.02% in younger
drivers (under 21) reduced night time
injuries and road fatalities (Zwerling
and Jones, 1999). Random breath
alcohol testing is associated with a
20% reduction in alcohol related
hospital admissions, deaths, injuries,
night time crashes and drink driving
charges (Peek-Asa, 1999). Lighter
sanctions against drink drivers have
been associated with a 7% increase in
road traffic incidents (Wells-Parker,
1995).

Health promotion approaches

Studies of the effects of road safety
health promotion campaigns, such as
mass media campaigns are less clear
about whether they deliver positive
outcomes (Morrison et al, 2003).  A

good deal of evaluation in the child
safety area has looked at whether or
not health promotion messages about
safe play have been received and
remembered rather than whether
behaviour has changed (let alone
whether the child accident rate is
affected). The emphasis of road safety
work, moreover, has traditionally
focused particularly on the child‘s
behaviour, rather than, for instance,
the behaviour of motorists (Ampofo-
Boateng and Thomson, 1989).
Ampofo-Boateng and Thomson‘s
review of approaches to child
pedestrian accidents in the UK
suggests that verbal instructions to
children can be hazardous when used
in isolation. 

Behaviour changes advocated by
posters and other printed materials are
rarely evaluated, and the evidence
suggests that changes in knowledge in
this area do not readily lead to
changes in behaviour. Even when
evidence is produced to suggest that

health education messages are
translated into behaviours, the net
result does not seem to be a reduction
in injury (Roberts and Coggan, 1994).
Two before and after studies
evaluating the ‘Play it Safe‘ campaign
on television found no evidence of
reduced hospital admissions, or
reduced use of accident and
emergency departments (Williams and
Sibbert, 1983; Naidoo, 1984).

The traditional approach to the
prevention of child pedestrian injuries
is pedestrian education. However, a
New Zealand study suggests that none
of these programmes has been shown
to reduce injury rates. Roberts and
colleagues (1994) estimates the
number of serious child pedestrian
injuries which might be prevented if
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the resources allocated to pedestrian
education were allocated instead to
environmental approaches, in particular,
to traffic calming. It is estimated that
approximately 18 hospitalisations of
child pedestrians could be prevented
each year under this alternative
resource allocation, disregarding any
other benefits of traffic calming. These
results emphasise the need to consider
the potential sacrifices involved in the
allocation of scarce resources to child
pedestrian education.

Drink driving legislation

Evidence indicates that legislation to
reduce drink driving works. A north
American study showed that a
maximum legal blood alcohol

concentration of 0.02% in younger
drivers (under 21) reduced night time
injuries and road fatalities (Zwerling
and Jones, 1999). 

Random breath alcohol testing is
associated with a 20% reduction in
alcohol related hospital admissions,
deaths, injuries, night time crashes and
drink driving charges (Peek-Asa, 1999).
Lighter sanctions against drink drivers
have been associated with a 7%
increase in road traffic incidents (Wells-
Parker, 1995).

Health promotion approaches

Studies of the effects of road safety
health promotion campaigns, such as
mass media campaigns are less clear
about whether they deliver positive
outcomes (Morrison et al, 2003). A
good deal of evaluation in the child
safety area has looked at whether or
not health promotion messages about
safe play have been received and
remembered rather than whether

behaviour has changed (let alone
whether the child accident rate is
affected). The emphasis of road safety
work, moreover, has traditionally
focused particularly on the child‘s
behaviour, rather than, for instance,
the behaviour of motorists 
(Ampofo-Boateng and Thomson,
1989). Ampofo-Boateng and
Thomson‘s review of approaches to
child pedestrian accidents in the UK
suggests that verbal instructions to
children can be hazardous when used
in isolation. 

Behaviour changes advocated by
posters and other printed materials are
rarely evaluated, and the evidence
suggests that changes in knowledge in
this area do not readily lead to
changes in behaviour. Even when
evidence is produced to suggest that
health education messages are
translated into behaviours, the net
result does not seem to be a reduction
in injury (Roberts and Coggan, 1994).
Two before and after studies
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evaluating the ‘Play it Safe‘ campaign
on television found no evidence of
reduced hospital admissions, or
reduced use of accident and
emergency departments (Williams and
Sibbert, 1983; Naidoo, 1984).

The traditional approach to the
prevention of child pedestrian injuries is
pedestrian education. However, a New
Zealand study suggests that none of
these programmes has been shown to
reduce injury rates. Roberts and
colleagues (1994) estimates the number
of serious child pedestrian injuries
which might be prevented if the
resources allocated to pedestrian
education were allocated instead to
environmental approaches, in particular,
to traffic calming. It is estimated that
approximately 18 hospitalisations of
child pedestrians could be prevented
each year under this alternative
resource allocation, disregarding any
other benefits of traffic calming. These
results emphasise the need to consider
the potential sacrifices involved in the

allocation of scarce resources to child
pedestrian education.

A safe route to school

Many child accidents take place on the
way to, and more often, on the way
home from school. As a result, parents
with a car may feel that they should
drive their child to school to protect
him or her from danger. This not only
increases the traffic risk to pedestrians,
but also increases the pollution 
related to some respiratory problems
in children. 

The reduction in exercise in children,
and the restriction on freedom to walk
alone or with their friends as a result
of fears, traffic, or human predators
has an effect on children‘s overall 
well being. 

An intervention which shows some
promise in relation to this is site
specific advice from school travel co-
ordinators on improving the safety of

school travel patterns (Rowland et al,
2003). Schools were offered 16 hours
of expert assistance over one school
year from one of two part-time school
travel coordinators who had teaching
qualifications and road safety
experience. Co-ordinators facilitated
key stakeholders (including children) to
identify road safely problems and
collate solutions in a school travel
plan. The researchers found that
having a school travel coordinator
increased the production of school
travel plans but there was no evidence
that this changed travel patterns or
reduced parental fears. Further trials
are needed to understand what works,
why and how.
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Unwanted outcomes

In relation to young people and
transport, there is also evidence of
what doesn‘t work. Well intentioned
interventions to teach young people to
drive earlier may have an effect on
driving skills, but also increase the
number of inexperienced drivers on
the roads. Driver improvement and
education courses have been
associated with increases in crash
involvement and violations (Morrison
et al, 2003). 
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having fun and 
creativity

It has been suggested that there are
benefits to play which extend beyond
the individual child to the wider
community (National Playing Fields
Association et al, 2000). These include
developing independence, self-esteem
and respect for others, supporting
healthy growth and development, and
increasing knowledge, understanding,
creativity and capacity to learn.
Suggested benefits for the community
include reducing the involvement of
young people in anti-social behaviour,
supporting informal networks and
communities and offering opportun-
ities for exploring cultural identity. 

Children‘s opportunities for play have
been affected by the loss of public
space, the impact of technology, such
as television and the motor car
(Hillman et al, 1990) and changing
attitudes to risk, reflected, for
instance, in the increase in parental
anxiety about child safety (Valentine
and McKendrick, 1997; DiGuiseppi
and Roberts, 1998). 

Interventions which reduce danger to
children on roads and promote
provision of green, open spaces can
go some way towards counteracting
these trends. 

Green, open spaces

Children and teenagers have called for
“more space to do things” (O‘Brien et
al, 2000), “more clean, green spaces”
(Imagine London, 2002). 

Obesity and being overweight is
increasingly a problem for children and
adults both in the UK and worldwide
(WHO, 1997). There is debate around
why this is so. Possible explanations
include an increase in sedentary



CHILDREN & HEALTH:  MAKING THE LINK 

16

lifestyles and changes in dietary
patterns and eating habits (CRD,
2002). Unfortunately, we still don‘t
have enough good research to know
how best to tackle the problem (CRD,
2002; Campbell et al, 2003). However,
family-based programmes which
involve parents and increase physical
activity as well as provide dietary
education may be helpful. It is likely
that green, open space for children to
play can only complement strategies
to encourage more physical activity. 

Inclusive play

Recent estimates suggest that just over
3% of London‘s 1.65 million children
are disabled (Hood, 2001). It can be
difficult to get funding for inclusive –
rather than specialist – play resources.

However, Better Play, a collaboration
between Barnardo‘s and the Children‘s
Play Council is currently supporting the
development of a range of inclusive
projects. Findings from case studies
indicate benefits for disabled children
such increased confidence, and
developing social and emotional skills.
Non-disabled children have had a
chance to learn about disability. Both
non-disabled and disabled children
have had opportunities to discover
how to interact with each other and
play together (Better Play, 2003).
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creating strong 
neighbourhoods

Poor communities may find themselves
between the rock of complete neglect
and the hard place of scrutiny from
professionals assessing needs which
conveniently turn out to be aligned
with the services that those particular
providers offer. We know too little
about the extent to which community
development, or regeneration projects
are community led (or even community
accepted), and the ways in which they
use and generate evidence. National
evaluations of schemes with a similar
underlying philosophy but differing
local contexts such as the national HAZ
evaluation and the work of Youth
Offending teams may provide helpful
pointers.

Neighbourhood regeneration

A recent review recommends that any
health impact assessment of regene-
ration initiatives include the following
questions (Douglas et al, in press):

• When will planned regeneration be
confirmed to the residents?

• Will delays in regeneration impact on
routine maintenance in the area?

• Is the regeneration area surrounded
by similarly disadvantaged
neighbourhoods currently not
benefiting from investment?

• Are other regeneration initiatives
planned aiming to improve economic
and educational opportunities for
existing residents?

A review of the evidence for
neighbourhood regeneration (ODPM,
2000) suggests the importance of area-
based initiatives in targeting benefits to
the most disadvantaged households in
deprived areas. These initiatives address
the needs of specific groups such as the
elderly, disabled, single parents and
young people. Targeted, tailor-made
projects managed through community
groups have been associated with
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success. For example, many deprived
neighbourhoods no longer have Job
Centres nearby, but area-based
initiatives have set up training projects
to address the numeracy, literacy,
personal development and work
experience difficulties of the most
disadvantaged – problems which 
Job Centres have often found difficult
to achieve. 

Programmes aimed at land and
property issues have also played a role
in improving neighbourhood identity,
image, and attracting employment
opportunities into the area. However,
most jobs in these areas have not been
secured by residents of deprived
neighbourhoods (ODPM, 2000).

As with other interventions, there is
potential for unwanted outcomes. One
study identified the potential for
neighbourhood improvement to
increase social exclusion and area
division. Levels of stress and depression
experienced by residents on the
margins of the regeneration area were
reported to be exacerbated by their
experience of being left out (Ambrose
2000, Elliott et al, 2001), while
individuals within the regeneration area
experienced stress as a result of
uncertainty, delay and disruption (Elliott
et al, 2001). 

Involving children and
teenagers in community
development

In his What Works in Community
Development, Craig (2000) summarises
what helps and what hinders in terms
of community development with
children. He suggests that projects need
to have a specific child/youth focus, not
just an add-on to adult programmes.
They must be age-appropriate and

reflect children‘s lives and their
concerns. It takes time for trust to build
up, and for children and young people
to have confidence in participating. It is
important to balance adult support for
children‘s projects with adult control.
As a project becomes established, the
balance may change as children and
young people become more confident
and develop their skills. 
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supporting children 
and their families

Children born into poverty are more
likely than their better off neighbours
to be born small, be born early, or
both (MacFarlane and Mugford,
2000), to be bottle fed (Garcia et al,
1994) have a parent who smokes and
in due course, become a smoker (Jarvis
et al, 2000) and have or father a child
sooner than they would like to (CRD,
1997). Moreover a child in the lowest
social class is twice as likely to die
before the age of 15 as a child in the
highest social class (Botting, 1995).
Rates of income poverty for children in
London have been found to be much
higher than in any other region of the
UK. Poverty rates are especially high
for some minority ethnic groups

(Greater London Authority, 2002). A
recent report from the Institute of
Fiscal Studies (Brewer et al, 2003)
suggests that using the current
definition, the government is unlikely
to meet its target of ending child
poverty.

Income supplementation

Projects dealing with the effects of
poverty, even when they are evidence-
based, are elastoplast on a gaping
wound. A focus on projects and a
whole range of interventions (some
more evidence-based than others) can
be used to avoid having to confront
the reality that child poverty may be

reduced by political and economic
action. This means poor people
getting more money, a measure which
has a degree of public support in the
UK. There is a gap in the evidence on
the effects of income supplementation
on health outcomes. Many previous
studies have failed to collect data in
this area. However, a randomised
controlled trial on income
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maintenance shows that a guaranteed
minimum income to pregnant women
in low income families (by using
negative income tax) is associated with
a significant increase in birthweight in
the intervention group (Arblaster et al,
1997; Kehner and Wolin, 1979). The
high cost of income supplementation
studies mean that future experiments
are unlikely. Conner and colleagues‘
(1999) suggestions for a prospective
study of lottery winners could provide
some evidence that  policy makers
need to make more informed
decisions about taxation, benefits and
minimum wage levels. Meanwhile a
recent study draws on a naturally
occurring experiment to cast light on
the relationship between income and
child health (Costello et al, 2003). A
representative sample of 1420 rural

children aged 9-13 years were given
psychiatric assessments for 8 years,
from 1993-2000. A quarter of the
sample were American Indian, and the
remainder predominantly white. About
half way through this study, a casino
opening on the Indian reservation
gave every American Indian an income
supplement that increased annually.
This increase moved 14% of study
families out of poverty, while 53%
remained poor, and 32% were never
poor. Incomes of non-Indian families
were unaffected. 

Before the casino opened, the
persistently poor and ex-poor children
had more psychiatric symptoms than
the never-poor children, but after the
opening levels among the ex-poor fell
to those of the never-poor children,
while levels among those who were
persistently poor remained high. The
effect was specific to symptoms of
conduct and oppositional defiant
disorders. Anxiety and depression
symptoms were unaffected. Similar

results were found in non-Indian
children whose families moved out of
poverty during the same period. This
indicates that an income intervention
that moves families out of poverty for
reasons that cannot be ascribed to
family characteristics can have a major
effect on some types of children‘s
psychiatric disorders, but not on
others. This study supports a social
causation explanation for conduct and
oppositional disorder, but not for
anxiety or depression. One would
hesitate, on other health and welfare
grounds, to promote gambling as an
indirect means of raising income, but
the indicative findings here deserve
attention. 

There is good evidence on the
effectiveness of other kinds of
interventions to support children and
families, such as home visiting,
parenting education, provision for very
young children and their parents and
interventions to provide welfare
benefits advice.
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Welfare benefits advice
services in primary care

As part of local strategies to reduce
health inequalities, primary care trusts
and health action zones have shown
considerable interest in commissioning
welfare benefits advice services in
primary healthcare settings. Recent
longitudinal research has found that
this provides good access to advice
services for people in middle and old
age, but not to other groups (Abbott
and Hobby, 2003) Advice services
outside of primary care settings are
best placed to begin to identify other
population groups who might benefit
from easier access to advice services,
such as families with young children.
Better data collection by all advice
services on the needs of those they
serve would help identify and target
under-served groups. 

Group-based parenting
programmes

Most children experience behaviour
problems as a normal part of their
development and grow out of them.
However, behaviour problems in early
childhood have been associated with
later difficulties including criminal
behaviour, drug and alcohol misuse,
mental health problems, relationship
breakdowns and poor work histories
(Underdown et al, 2003). Parenting
and family interaction factors account
for as much as 30-40% of the
variation in child antisocial behaviour
(Patterson et al, 1989; Yoshikawa,
1994). Group-based parenting
programmes have been shown to
reduce behaviour problems in children
aged 3-10 years (Barlow, 1998). There
is evidence that group programmes
are more effective than those run on
an individual basis (Webster-Stratton,
1999; Barlow, 1999). Behavioural
programmes, as opposed to
“relationship approaches” have

consistently produced the largest
changes in children‘s behaviour, with
Webster-Stratton‘s videotape
modelling programme being the most
rigorously evaluated and consistently
showing good results (Scott et al,
2001; Barlow, 1999).

Reducing child injury

Injury is the most important cause of
child death in the United Kingdom
(Roberts, 2000) and children living in
areas of deprivation are particularly at
risk (Roberts, Kramer et al, 1996).
Studies of a number of groups
(Roberts, Kramer et al, 1996; Elkan et
al, 2000) including disadvantaged first
time mothers (Johnson et al, 1993),
poor inner-city mothers (Hardy and
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Streett, 1989) and teenage, unmarried
or low-income first-time mothers found
that home visiting can reduce levels of
childhood injury (Olds et al, 1986). This
is when a trained nurse comes to see
the mother at home either before
and/or after birth to provide social
support, education on child
development and child health,
facilitation of mother-child interaction,
and the promotion of parenting
(Markenco and Spence 1994; Elkan et
al, 2000). The majority of work in this
area considers young children (up to
the age of 2 years); the potential
benefit to older children is therefore
unknown. Home visiting may have a
role as part of a wider accident
prevention initiative or as part of a
family-focused intervention in this older
age-group (Lucas, 2003). The

intervention has also been found to
have significant effects on adult and
child alcohol and drug misuse problems
and child anti-social behaviour and
criminality (Olds et al, 1998). 

Despite recent moral panics, the risk of
non-accidental injury which children
face from strangers (other than from
strangers driving the cars which may
run them down – or speedophiles as
one journalist has aptly put it) is small.
The evidence we have that could
better protect children from this kind
of danger is rather poor. Likewise,
despite given the large investment of
professional time and resources
devoted to the problems presented by
parents who provide less than
adequate care for their children or
who abuse them physically or sexually,
studies which robustly assess the
effectiveness of interventions in this
area are few and far between. A
number of critical public inquiries
explains to some extent the
preoccupation of professional staff

with investigation and monitoring in
the child protection field. It is likely
that more resources for primary
prevention would shift the emphasis
of work towards children‘s overall
wellbeing and encourage good
parenting within supportive
communities. Good evidence exists for
the protective effect on families with
young children of community social
networks (Gibbons, 1990; Garbarino
and Kostelny, 1992). 

Home visiting, as described above, has
been shown to reduce levels of child
injury, including non-accidental injury.
In the UK and Ireland, the Child
Development Programme, while not
explicitly designed to combat child
abuse, also reports good results in this
area. A detailed study of statistical
data, across a sample of more than
30,000 children in twenty four health
authorities, trusts and boards, suggests
that those families involved in the
Child Development Programme have a
41% lower rate of registration on the
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Child Protection Register, and a 50%
lower rate of physical abuse, than
adjusted levels for the relevant
populations in the same health
authorities (Barker et al, 1992).
However, the authors caution that the
intervention is not an ‘anti-child abuse
programme. Its success has come about
because parents have been supported
to become better parents.’ They warn
that should the programme be
targetted at specific families, they will
recognise this and simply refuse the
intervention (Barker et al, 1992:41).

Physical punishment

'[A smack] is like very hard hitting
and it hurts you.' (6 year old girl) 
(Willow, 1998)

"You don‘t kill people by 
smacking them" 
(Marie-Therese Kouao cited at
www.victoria-climbie-
inquiry.org.uk, 2003) 

The “reasonable chastisement”
defence in section 1(7) of the Children
and Persons Act 1933 denies children
equal protection under the law on
assault. The government is under
increasing pressure to remove this
(Press Association, 2003). There is a
strong evidential public health
argument, based on Geoffrey Rose‘s
work, which can be mobilised to this
end. Rose and Day (1990) found that
across many different populations
average blood pressure predicted the
number of hypertensive people,
average weight the number of obese
people and average alcohol intake the
number of heavy drinkers. Might this
also apply to other behaviours? If we
were to plot on a graph people‘s
aggression scores it would probably
show a normal distribution – a few
very aggressive people, a few
exceptionally inoffensive people at
either end of the scale, and most
people in the middle of the range.
Henry Kempe, who first used the term
“battered baby syndrome” may have

been wrong when he suggested that
child abuse is the difference between
a smack on the bottom and a fist in
the face. They may simply be different
parts of the same distribution. We
condemn frank violence, but fail to
discourage in law some kinds of
behaviour towards children which falls
short of injury. If Rose and Day are
right, focussing some of our remedial
efforts on ‘normal‘ violence, as well as
the extreme, despite the latter being
more newsworthy, the entire
distribution of violence towards
children could be shifted, and the
violent extremes reduced (Roberts and
Roberts, 2000). 
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learning and tools 
for life

Pre-school programmes

The most important protective factor
for children from poor socio-economic
circumstances is parental interest in,
and enthusiasm for, their education
(Wadsworth 1991; Pilling, 1990).
Children fortunate enough to have this
help display a strong tendency to do
better in cognitive tests, and in
educational attainment (Douglas,1986).
In due course, such children, as adults,
are more likely than were others to be

enthusiastic about their own children‘s
education (Wadsworth 1986;1991).
The positive outcomes of the US
Headstart and Perry Pre-School
programmes in terms of education,
employment and beyond have been
very influential in the UK (Schweinhart
et al, 1993). The success of the Perry
Pre-School programme may be related
to the parent involvement and interest
in their children‘s education.

Many of the services we believe to be
most effective in reducing inequalities
in childhood by providing support to
children and their parents early on in
children‘s lives were pulled together to
form the Sure Start initiative (DfEE,

1999). It was unusual for a UK policy
initiative to take as a starting point
robustly evaluated interventions
(Utting, 1999, Glass, 1999, 2001).
There is much to learn from Sure Start
about running services. Part of
providing better structures involves
recognising that for children and
families, fragmented services and
interventions don‘t make sense.
‘Joined up thinking‘ and ‘joined up
government‘ are now familiar phrases.
Joined-up-real-life is rarer, with services
for children frequently fragmented. 

One problem with Sure Start‘s targeted
model of intervention is that not all
children live in disadvantaged
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communities. Most do not. Decent day
care and early years provision need to
be addressed through a universal
service, just as education and health
are, if it is to reach all of those in need.
As Shaw et al (1999) point out, the
relative lack of effectiveness of area
based policies has been well docu-
mented for over 25 years. Inequalities
in health are a national problem which
require national solutions.

Learning tools for
disadvantaged young people 

We were unable to find robust studies
of the effectiveness of educational
interventions for disadvantaged young
people on the databases we searched,
but we believe that there are sound
studies which we were unable to
identify for this review. We did identify
a range of small, uncontrolled studies
mainly carried out in North America. In
relation to young people with learning
disabilities these suggest that parental
support can improve time spent on

homework (Deslandes et al, 1999).
Better communication between
teachers, parents and pupils and
clarifying respective roles (Kay et al,
1994; Bursuck et al, 1999; Epstein et
al, 1999) is needed to facilitate
parental involvement. 

In terms of young people at risk of
school failure because of drug or
alcohol use or failure to follow school
rules, an intervention to train parents
to support their children in self
management of homework brought
about some improvement in
completion and quality, although
sample sizes were too small to reach
firm conclusions (Callahan et al, 1998). 

Learning tools for black and
minority ethnic young people 

Minority ethnic children are greatly
over-represented within local
populations of children excluded from
school. There has been a particular
focus on Black young men. African-

Caribbean young people have been
found to be six times more likely to be
excluded than White pupils (SEU,
1998). However, there are indications
of rising rates in other populations,
such as African-Caribbean girls
(Gilborn and Gipps, 1996) and
Bangladeshi boys (Kinder, 2000). While
achieve-ments of Black African pupils
at GCSE level are currently rising faster
than their white peers, there is hardly
any increase in attainment levels of
Pakistani pupils and that of Bangla-
deshis is actually falling (DfEE, 2001).

Quantitative studies have highlighted
the role of social factors, such as
poverty in this (Parsons, 1999).
Qualitative studies have identified
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difficult teacher-pupil relationships.
Gilborn (1990) and Sewell (1997,
2000) have suggested that low
teacher expectations may mean that
many Black pupils who want to
combat these may have to sacrifice the
goodwill of their peer group.
Meanwhile, Sewell (2000) notes a
strong anti-school peer culture, linked
to a powerful Black youth culture and
its appropriation by consumer culture. 

Some community-based responses
appear promising. The Black
Communities Education Support
Group in Bristol works to recruit Black
governors and deliver support services
to Black parents. A collaboration
between the project and Barnardo‘s
led to the development of a new
service focussing on school exclusion.

This not only offers support to at risk
or excluded pupils and their parents,
but also works with the LEA to assist
in the development of education
policies. Sensitive partnership working,
clear lines of accountability on both
sides and retention of strong links with
other local Black agencies and the
Black community contributed to the
project (Curtis, 2002).

Looked after children

There is a gap in the evidence about
effective interventions to support
children looked after in public care.
However some messages are clear
(Biehal et al, 1995). Placement stability
and encouragement of carers is
important for achieving educational
success. Local authority social workers
tend to have low expectations of
children in the care system; foster
carers on the other hand are generally
more aware of the importance of
education. Education and employment
prospects after the age of 16 can be

improved by a) assessing carefully each
young person‘s capabilities, and b)
working with them to increase their
employability before they take on the
demands of education, training and
employment (Polnay and Ward, 2000).
The Quality Protects initiatives offer a
way to start to monitor and improve
the looked after experience for
children. Their website offers a Good
Practice section, but the interventions
described are not evaluated.
http://www.doh.gov.uk/qualityprotects/
qp_db/index.htm

Developing an inclusive school
culture

A recent review of evaluations and
descriptive studies considered what
mainstream schools might do to
respond to student diversity in ways
that facilitates participation by all
students in the cultures, curricula and
communities of the school (Dyson et
al, 2002). Evidence showed that some
schools are characterised by an
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“inclusive” culture. Within these, there
is some consensus amongst staff – and
sometimes also students and the wider
community - around respect for
difference and offering all students
access to learning opportunities. These
schools are likely to be characterised
by forms of organisation (such as
specialist classroom provision, rather
than withdrawal) and practice (such as
constructive approaches to teaching
and learning). 

Life skills training for 
homeless people

A summary of recent research in
Scotland found that repeat
homelessness is a significant problem
and successful strategies to tackle the
problem must include some form of
resettlement and tenancy support
(Scottish Homes, 2001). An element of
this may be provision of life skills
training to homeless people. This aims
to promote self-sufficiency and assist
people in developing or re-developing

the skills then need to sustain a
tenancy, such as managing the home,
dealing with bills, and developing self
confidence and social skills. The study
found limited knowledge on
resettlement needs of many groups,
such as families, people from black
and minority ethnic groups, and
women. Less is known about their
needs for life skills training. A survey
of provision in Scotland found life skills
training to be embedded in
homelessness services, but with wide
variations in length of time offered
and mostly targeted at young people.
Formal service evaluation was scant.
There is a need for further research
and rigorous evaluation in order to
understand more about the
effectiveness of this intervention.
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staying healthy 
and happy

While mortality has markedly
decreased over the last century,
reported ill health among children is
rising, with particular increases in
respiratory diseases, including asthma,
and emotional problems (Prestcott-
Clarke and Primatesta, 1998). Children
looked after are very much less likely
to be protected from infectious disease
through immunisation than other
children and have poorer health
chances overall (Polnay and Ward,

2000). However, there is evidence on
the effectiveness of a range of
different interventions to support the
health of children and families.

Breast feeding

Breastfeeding is a key determinant of
the nutrition, health, development and
emotional well-being of infants, and
can be a source of pleasure to mothers
(Thompson and Westreich, 1989). It is
cheap and convenient and is associated
with lower rates of infection, and
lower rates of sudden infant death.
Around two thirds of babies in the UK
have some breastfeeding. Better off

mothers are more likely to breastfeed,
and to breastfeed for longer.
Breastfeeding is clearly more likely to
be enjoyable in a relaxed environment
where the mother herself has an
adequate diet. 

Research by the NHS Centre for
Reviews and Dissemination (CRD 2000)
found educational leaflets to
encourage breastfeeding largely
ineffective. However, a more recent
review found extra professional
support effective in supporting mothers
to breastfeed (Sikorski et al, 2003). The
Health Development Agency had
recently been doing work in this area,
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and it is clear that further evaluation of
interventions, including peer support, is
required.

Good, cheap food in the
community and schools

Poor diet in childhood is associated
with poor child and adult health.
Children in the UK are often deficient
in micro-nutrients and regularly miss
meals, which may hinder cognitive
performance (Lucas, 2003) The
movement (probably best developed in
Scotland) (HEBS, 1999) to promote
cheap food in the community, and
community cafes, appears to be a
promising approach, promoting
general well being and social cohesion
(sitting at the same table), stress
reduction for those who purchase and
prepare food in the household as well
as improved diet. Nutrition education
by telling people to change their diets
does not appear to have the desired
effect. 

Some food initiatives in US schools
have reported success in changing diet
(Franco, 2001). Increased participation
in US school breakfast schemes has
been shown to be associated with
increased school achievement and
decreased absenteeism (Murphy et al,
1998). In the UK, pilot work is being
carried out, funded by the
government, of both breakfast
schemes and fruit schemes. Preliminary
findings from the evaluation of the
breakfast schemes suggest that
teachers are finding improvements
associated with the schemes (School
of Social Work & Psychosocial Studies,
UEA 2002). Participants in the
breakfast schemes found that the
breakfast clubs were a place where
children of different age groups and
school staff could mix in a friendly
atmosphere. Parents identified
breakfast clubs as a safe source of
childcare, and felt that attending
breakfast clubs improved their
morning routines and provided

children with extra choice of food
items (Shemilt et al, 2002). The
evaluation of the pilot National Fruit
Scheme suggests that schools are
positive about its effects and its
implementation. They report that
children are happy to eat the fruit
provided and schools do not find the
organisation of distribution to be over-
burdensome (DH, 2001). Both
breakfast and fruit pilots report
qualitative findings that the schemes
have promoted social as well as
nutritional outcomes. Fruit was often
given out in class in the format of
“circle time” when children had the
chance to sit together and talk as
group (DH, 2001). However, we need
to be aware of process and
implementation issues. Handing out
oranges to a class of very young
children brings its own challenges.
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Mental health 

One in every five children suffers from
mental health problems (Audit
Commission, 1999). More needs to be
known (and used) about promoting
positive emotional and mental health
in children, and on the effectiveness of
services to children and young people
with emotional problems and/or
challenging behaviour.

Current evidence suggests that mental
health promotion programmes may
have a positive influence on mental
health and that whole school
approaches can be particularly
effective (Wells et al, 2001). A review
from the World Health Organisation
recommends that primary prevention
programmes are developed in schools

for prevention, early detection and
intervention of psychosocial problems
and mental disorder.

In relation to conduct disorders or
antisocial behaviour, cognitive
behavioural approaches appear helpful.
The effectiveness of problem solving
skills training in conjunction with
parent training to address severe
conduct disorders in 8 – 12 year olds
has been demonstrated (Fonagy et al,
2002) as have parent training
interventions for pre-school and
primary aged children. 

Babies of depressed mothers may be at
risk of poor emotional adjustment.
Evaluation of an intervention delivered
in Edinburgh, Staffordshire and
Lewisham (Cox et al, 1987; Holden at
al, 1989; Gerrard et al, 1993) found
that counselling in the home by health
visitors may be helpful in managing
non-psychotic postnatal depression
(Holden et al, 1989). However, we still
do not know exactly which components

of a home visiting programme are
critical to improve child and mother
mental health. 

Alcohol 

A large proportion of older UK
teenagers drink more than the
recommended safe limit (Marsh 1986,
Goddard 1998) and there is a trend for
those who drink alcohol to consume
larger quantities (Donaldson, 2001).
The potential consequences of this
include alcohol related violence and
crime, and damage to the heart, liver
brain and immune system (Goodard
and Ilkin, 1988). Age of onset ot
alcohol use has been shown to predict
unintentional injury after drinking
(Hingson 2000) and lifetime alcohol
dependence (Grant, 1997)

In line with previous research (Foxcroft
et al, 2003), a recent review (Foxcroft
et al, 2003) of interventions to reduce
alcohol use found only a small number
of the many studies identified in the
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literature search to be well-designed
and adequately evaluated. Of these,
nearly half showed interventions which
were clearly ineffective. There was no
firm evidence of effectiveness amongst
the remaining studies, with the
exception of the Strengthening Families
Programme in USA. This showed some
promise compared with a control
group who received only information
leaflets (Spoth et al, 2001, cited in
Foxcroft et al, 2003). 

The programme comprised 2 hour
family sessions delivered weekly over
7 weeks, with 4 similar booster
sessions one year later. These helped
parents and children clarify
expectations, identify appropriate
discipline, manage strong emotions
and communicate effectively. 

In order to promote better quality
evaluations, authors of this review
called for policy makers to establish a
register for the adoption and use of
drugs and alcohol prevention

programmes based on what is known
about the safety, efficacy and
effectiveness of the intervention. 

Drugs

Twenty-per cent of 11 to 15 year olds
used illicit drugs in 2000 (DH, 2002) –
most commonly, cannabis (13%).
Twenty-six per cent of 16 to 24 year
olds used cannabis in this year, and
9% reported using a Class A drug.
Reports of London drug users under
20 suggests an increase of 35%
during the period 1995-8 (Sondhi et
al, 1999).

One of the more well-known and
evaluated interventions is the LifeSkills
Training (LST), a North American
school-based prevention programme.
However, Coggan et al (2002) warn
that though it is one of the few
interventions with some (limited)
evidence of effectiveness, this has
been overstated by promoters. Indeed,
evidence from recent reviews (White

and Pitts, 1998) casts doubt on the
effectiveness of universal school-based
approaches in general, suggesting that
the best that may be achieved using
these approaches is a reduction in use
by current users and short-term delay
in the onset of substance use by non-
users. Brown and Kreft (1998) argue
that rather than helping young people
particularly at risk, many school-based
programmes can cause confusion
between the “no use, all drugs are
harmful” messages they receive and
what they observe outside school
(Brown et al, 1997). Certainly Windle
and Windle (1999) found universal
prevention programmes more effective
for lower-risk than higher risk young
people.
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More recent recommendations (HDA
in press) reflect a shift away from
universal school-based drug prevention
to more targeted interventions, with a
call for research into the links between
specifically vulnerable / at risk groups
and illicit drug use. Current evidence
suggests that the effects of existing
drug prevention programmes are small
and likely to decrease over time. 

Peer-led health promotion
interventions

A recent review from the EPPI Centre
at the University of London Institute of
Education (EPPI-Centre, 1999),
suggests that peer-delivered health
promotion for young people may be
effective. However, methodologically
sound studies are disappointingly

scarce. Because of this it was not
possible to identify specific
characteristics of an effective model of
peer-delivered health promotion.

Smoking

Smoking during pregnancy is associated
with low birthweight in babies. Trial
results show that behavioural self help
strategies are more effective than
advice and feedback in reducing
smoking in pregnancy. There is no
evidence that counselling is effective
(Arblaster et al, 1996; Enkin et al,
1989). Interventions involving
additional group sessions during
pregnancy have been reported as being
extremely poorly attended in nearly all
trials of effectiveness and should
probably be abandoned (Lumley et al,
2003). A review of smoking cessation
in general (not just in pregnancy) by
Sanders (1992) reported in Arblaster et
al, found that healthcare settings are a
useful site for smoking cessation
interventions. Brief advice from a GP to

stop smoking can help some (about
3%) but a significant number of
smokers each year stop smoking with
no professional help and remain non-
smokers for at least a year. Given that
cigarettes are the most widely used
drug among young people, there is a
disappointing lack of good quality
evidence on smoking cessation in
children and young people.

National Healthy Schools
Standard (NHSS)

Information from Ofsted inspections
suggests that “there are a number of
key areas where schools [involved in
the NHSS] are making improvements at
a rate faster than schools nationally” –
for example, in terms of pupil
behaviour, standards of work, quality of
PSHE, and management and support of
pupils. This is encouraging, although
there is no way of knowing whether or
not it is linked to NHSS (DH, 2003).
http://www.wiredforhealth.gov.uk/cat.
php?catid=848&docid=7059 
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safety and justice 
Because I am white I get more
respect than Black people or 
Indian people. 
12 year old boy from Newham.
(OCRCL 2001:59)

In 1992 one third of 12 to15 year olds
surveyed stated they had been
assaulted on at least one occasion in
the previous 6-8 months, with most
assaults occuring at or near home
(Maung, 1995). Qualitative work with
children in London suggests that
bullying is often experienced by those
from disadvantaged groups, most
notably refugees and asylum seekers
and people from black and minority
ethnic groups (OCRCL 2001:59, Katz
et al, 2001). Young people described
racist bullying in schools and though
some teachers were picked out for
praise, many thought teachers (and

police) ignored the problem – or in a
few cases, were actively racist
themselves (Hood, 2001).

Tackling bullying and racism

In the USA, school-based violence
prevention programmes that target
high-risk young people have been
found to be effective in reducing
aggressive behaviour. Programmes
were equally effective whether they
focussed on training in skills of non-
response, such as conflict resolution
and anger control, or on training in
social skills or social context changes.
Interventions that used mixed-sex
groups worked better than those
using single-sex groups. Programmes
appeared to work equally well in
primary and secondary settings. 

A Cochrane review of school-based
violence prevention is likely to be on
the Cochrane website at the end of
this year, based on an update of a
2002 study (Mytton et al, 2002). 

Young people at risk 
of offending 

A number of reviews (Farrington,
2002; Utting and Vennard, 2000;
Petrosino et al, 2003) have described
the effectiveness or otherwise of
interventions to reduce juvenile crime.
We felt it would be helpful to refer
here to an intervention gaining in
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currency, but which has a
questionmark over its effectiveness for
all users and for all outcomes. 

Young people at risk of
offending – unwanted
outcomes

Mentoring children and young people
at risk of offending and school
exclusion can enable them to build a
relationship with a responsible adult.
However, on the evidence to date,
programmes formalising these
relationships and working with young
people who are already truanting,
involved in criminal activities, misusing
substances or who are aggressive have
not been shown to be effective in
changing behaviour (Lucas and Liabo,
2003). 

Where improvements have been
reported critical examination suggests
flaws that weaken the conclusions
(Grossman et al, 1998; Tierney et al,
2000) Caution should be used when
recommending an intervention with a
group of young people at raised risk
of adverse outcomes. Not only should
there be evidence of benefit, but
negative effects should be reliably
excluded.

There is evidence for example that
some peer group support for young
people with anti-social behaviours may
exacerbate anti-social behaviour,
increasing criminal behaviour, anti-
social behaviour and unemployment in
both the short and the long term
(McCord, 1978; Dishion et al, 1999;
McCord et al, 2001). It has been

argued that these negative effects are
the results of negative peer influences,
particularly on younger adolescents.
These problems may also be the result
of labelling those with difficulties.
Labelling children as “underaspirers”
has been shown to affect school
achievement (Defty and Fitz-Gibbon,
2003).
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having your say
The literature on young people‘s
participation in public decision-making
is mainly anecdotal and based on
untested assumptions about what
works. The focus has been on the
processes of involving young people
rather than on achieving agreed goals.
However, Perpetua Kirby‘s (2002)
recent review of evaluation and other
research evidence in this area collates
what we do and do not know about
what works in involving children and
teenagers. Material in this section
draws on her descriptions of
participation projects and their
evaluations.

Involvement in strategic
decision-making

In a Local Government Association
survey of local authorities (LGA/IPPR,

2001) about 90% of respondents said
they involve young people in
identifying problems in the community
and three-quarters said they involve
young people in developing ideas on
new policies and services. Areas where
this happened were generally youth-
related – for example, youth work,
education, leisure and community
safety. However, this survey is likely to
be biased by those who feel they are
doing the most in involving young
people. Other research suggests that
young people do not have as much
influence as this might suggest.

Research into regeneration initiatives
indicates that young people‘s impact
at a strategic level remains minimal
(Fitzpatrick et al, 1998; Kirby, 2001).
Specifically in relation to youth forums,
Borland et al (2001:5) suggest that

these are “ineffectual in influencing
decisions unless they were given
power to hold officials to account”.
Likewise, youth participation in city
councils has been limited, with young
people consulted on a range of issues,
but only influencing “some” decisions
(Geddes and Rust 1999), or feeling
that “good ideas are never carried
out” and that youth councils are
“tokens” (Matthews, 2001). There is
limited evidence of children and
teenagers influencing areas that are
not traditionally considered to do with
young people – such as health and
transport (Fitzpatrick et al, 1998;
Matthews, 2001; Kirby, 2002). If this is
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the case, it is unsurprising that only a
minority of young people get involved
in public decision making and that
there is cynicism about the extent to
which adults really take young people
into account: 

“Whatever we say gets changed
by the headteacher anyway.”  
15 year old girl
Franklin and Madge 2000:54

Outcomes of involvement

There is substantial evidence that good
participatory work (as opposed to
tokenism) benefits young people in
terms of building confidence,
knowledge and understanding and
changing attitudes, skills and
educational achievement. However,

few evaluations have considered other
outcomes of participation – for
example, the quality of decisions
made, or influenced, by young people,
or the long-term outcomes of
participation. Most current
programmes are evaluated via
stakeholder views, which, while
important, need to be balanced by
other objective measures drawing on
quantitative, longitudinal and
controlled approaches (Kirby, 2002).  

Processes

Likewise, many processes remain
opaque. What might integrated
participatory practice look like on the
ground? How can adults best support
young people‘s involvement? Different
young people report different
perceptions of power-sharing with
adults within the same project (Kirby
et al, 2002). Kirby points out that
models of different levels of
participation – usually set out as a
continuum, with children less powerful

at one end and more powerful at the
other – do not take account of how
and when power shifts between adults
and children at different stages in the
life of a project. 

A way forward

McNeish (Teenage Pregnancy Unit,
2001) describes how organisations
wishing to engage the participation of
young people need to consider:

• what they can do differently to share
some of their power with young
people

• what they need to do to motivate
young people to choose to
participate. 

She describes how successfully
engaging the participation of young
people requires:

• Explicitly acknowledging your
attitudes to young people‘s
participation, and underlying beliefs
about young people‘s competencies
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and vulnerability, and adult
responsibilities to young people.

• Creating more participatory
structures and processes within
what are often very adult-focused
and hierarchical organisations. Key
steps in this process include
clarifying why you are seeking
participation, what it is to achieve
and how power is to be shared
between adults and young people –
Shier‘s (2001) model of participation
may be useful here – see Appendix
1. Other important points include
setting a realistic time-scale,
deciding on mechanisms for
involvement (meetings or what?),
investing resources, including
provision of support to staff and
young people, and building in
involvement as soon as possible. 

• Motivating young people to be
involved – for example by ensuring
issues are relevant and important to
young people, the activities are fun,
incentives and rewards are included,

young people feed valued and
respected, and there is feedback
and results, including tangible
results at an early stage. 

An important point for any
organisation seeking to involve young
people is to find out what‘s already
going on in the area – McNeish
(Teenage Pregnancy Unit, 2001)
provides a checklist to help with this,
along with suggestions to ensure an
age-appropriate, inclusive approach. 
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The Children‘s Strategy is wide ranging,
and looks at children as whole people
in their environments, rather than as
small adults needing particular services.
We have summarised the evidence of
effectiveness for the interventions in
the Strategy in Appendix 2. Where we
believe there are gaps in the strategy
relates to very early interventions
including those which may impact on
low birthweight and breastfeeding. We
know that improvements in these areas
are associated with better results in the
longer term. Large gaps in the research
literature relate to specific well-

evidenced interventions for particular
groups. While there may be a plethora
of policies and ideas for working with
disadvantaged children, well designed,
consistently delivered services for some
of these children, including some of 
the most disadvantaged of all, remains
a problem to be solved. Meanwhile, a
really robust evaluative culture in the
UK is needed, with more emphasis on
the ‘D‘ aspect of R&D, and attention 
to the processes of development and
implementation alongside strong
research evidence of effectiveness 
and a strong voice from children as
service users. 

The Children‘s Strategy
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