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Key: The coloured sections in the tool highlight what would be anticipated in terms of good practice at a    To start                      To Develop           Established        
level of progress in implementing a comprehensive programme of prevention and early intervention. 

Name of Service:  

Name of 
Professional: 

 Job Title   

Strategic    

 Quality Standard Practical Measures / Examples RAG / Comments 

 Partnerships   

1 Local partnership structures should be aligned in such 
a way that they are able to strategically address issues 
of ‘risk and resilience’ amongst young people as a 
whole, rather than addressing separate risk areas in 
isolation (e.g. substance misuse, teenage pregnancy) 

Children’s Plans/Strategies combining ‘risk’ work 
streams into one combined programme of work linked 
to the Healthy Child Programme 
Risk & Resilience Strategic Boards as part of 
Children’s Trust, CCGs and Health and Well Being 
Board arrangements 

 

 2 Managers of services to prevent risk taking and provide 
early intervention work collaboratively with other service 
providers and commissioners to identify need and develop 
appropriate outcomes/ targets performance management 
of services. 
 
Locally available data is combined with service users data 
to build a local profile of the target population, 
understanding of local need / gaps  in relation to the risk 
behaviour and to target prevention and early intervention 
approaches  accordingly  (this should include age, factors 

Joint needs assessments 
Cross-cutting issues included in service level 
agreements (e.g. including the requirement for sexual 
health screening within alcohol services) 
Joint performance monitoring meetings of 
commissioned services 
(e.g. involving CAMHS, substance misuse 
commissioner and teenage pregnancy commissioner) 

 

   

Kingston-upon-Thames Risky Behaviour Services Quality Standards   

This document has been developed for Kingston-upon-Thames to enable commissioners and local service providers of prevention and early intervention to assess their 

practice against current quality standards and best practice.  It encompasses current national guidance and standard criteria available in respect of sexual health, 

teenage pregnancy, alcohol and substance use, smoking and mental health.  A list of the key quality standards and guidance used to develop the tool in listed at the 

end of this document.  
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that make them vulnerable, geographical location) 

 Local partnerships should work towards the smooth 
transitions between young person centred services and 
adult focused services to reduce the vulnerability of young 
people at this time of transition. 

  

 

Operational Delivery   

 Quality Standard Practical Measures / Examples RAG / Comments 

 Data Collection and Monitoring   

3 A standard data set and monitoring process are in place 
to monitor the core Governance / performance 
management: of the RBK Risk and Resilience Policy and 
a Risky Behaviour Protocol and the Early Intervention 
Adolescent Health Strategy using the Local Monitoring 
Dataset and other appropriate data from all partners  

Local targets and shared outcomes are agreed locally 
between commissioners, providers, young people and 
parents and are set for each agency in accordance 
with the Public Health Outcomes Framework and 
Clinical Outcomes Framework, JSNA. 
 
Data from all agencies providing support on risk-taking 
among young people are drawn together in a 
combined data set and reviewed regularly to inform the 
development of service provision and future 
commissioning priorities. 

 

4 Service user data is collected to build an understanding 
of: referral route, first/repeat activity, additional risk taking 
activities screened for/ identified, characteristics of client 
groups, postcode (while adhering to confidentiality 
guidelines), type of service/intervention provided, time of 
access etc. 

Service user data is used to inform the development of 
individual service provision and future commissioning 
priorities/ local strategies. 
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 Quality Standard Practical Measures / Examples RAG / Comments 

 PSHE   

5 A core programme of PSHE is delivered and evaluated 
across primary, secondary and special schools and 
relevant out of school settings (PRUs, Youth Centres, 
YOS etc) which is based on evidence-based practice 
across the 6 health areas and prevents uptake of risk-
taking activity. 
 

PSHE includes key skills development to underpin a 
reduction in risk-taking activities e.g. developing 
personal and social skills, to support them in decision 
making and carrying out positive behaviours, active 
discouragement of behaviours such as smoking. 
 

All education should be tailored for different age 
groups and takes different learning needs into account 
(based, for example, on individual, social and 
environmental factors). It should aim to encourage 
children not to take up risk-taking activities, to delay 
the age at which young people start an activity e.g. 
drinking and encompass harm reduction approached 
among those that do participate in risk-taking 
behaviours.  

  

 PSHE programmes draw out the linkages across the key 
areas of risk-taking activity (sexual health, teenage 
pregnancy, alcohol and substance use, smoking and 
mental health) rather than these elements taught in 
isolation.  
 

Young people are consulted on the appropriateness of 
PSHE programmes and are offered the opportunity to 
be involved in design/delivery. 
 
Work with schools to ensure that the policy forms part 
of the wider healthy school or healthy and well-being 
strategy focusing on promotion of mental health & 
wellbeing, sex and relationships education, 
drug/alcohol/ smoking education and behaviour. 

 

 

 Quality Standard Practical Measures / Examples RAG / Comments 

 Prevention   

 Partnerships should ensure that prevention and 
targeted interventions for young people are evidence 
based (see full Literature Review) 

Programmes draw on effectives interventions targeted 
at the key motivational factors influencing young 
people’s participation in risk taking activities including: 

 Family environment / Family Norms 

 Social Economic Status/Deprivation 

 Perceived Peer & Social Norms & how influential 
these are 
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 School Environment – norms e.g. levels and 
acceptability of smoking/alcohol use etc, high levels 
of academic achievement 

 Attitudes towards unhealthy behaviour/beliefs 

 Beliefs about ability to refuse pressure to engage in 
unhealthy behaviour  

 An understanding of ‘teachable moments’ for young 
people (Clairns, 2010) is in place and evidenced based 
practice in place at these points to utilise these 
opportunities.  

 Brief interventions in pharmacy (emergency 
contraception) services 

 Clear care pathways between A&E and specialist 
services 

 Targeted (small group based) work with school 
pupils in transition to secondary schools 

 Targeted work with pupils/students on transition 
from secondary schools to colleges/university 

 Targeted interventions with young people leaving 
the care system 

 Informal group interventions (e.g. youth work) with 
young people within social settings 

 ‘Quick response arrangements’ to provide targeted 
work with young people (individually or in groups) 
following a relevant local incident 

      (e.g. overdose of friend) 

 
 

 

 

 

  

 A range of programmes are in place designed to raise 
aspiration among targeted groups and communities. 
These programmes are linked to agendas for 
worklessness and skills, and building social capital, and 
ensure: 

 Programmes reach young people most vulnerable to 
risk taking  

 Programmes combine raising awareness of the 
consequences of risk taking behaviours  

 Schools are engaged in raising aspiration for young 
people most at risk 

 Engagement of communities to support aspiration 
among young people 

 Self esteem Opportunities for young people to 
participate in positive activities 

 Volunteering and mentoring opportunities for 
young people in the community 

 Harm minimisation approaches to alcohol 
awareness/education 

 Holistic support services for young people (e.g. 
one-stop shops) 

 Development of personalised advice and support 
to young people 

 Compliance with ‘You’re Welcome’ criteria 
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 Quality Standard Practical Measures / Examples RAG / Comments 

 Information & Advice    

 Information on risk-taking activities is available for young 
people in a variety of formats (inc digital) and languages 
and is tailored to address specific cultural perspectives if 
appropriate. 

Information is available in leaflets, on websites, apps 
etc 
 
Digital technology is used to enable young people to 
access information and advice at anytime. This could 
include texting into services, Apps & websites, 
Helplines, emailed questions and responses, Social 
networking sites, U-tube films to demonstrate safe 
practices, or about an issues e.g. EHC, and live web-
chat to facilitate discussions with experts. 
Links are in place ion websites to other useful sites 
e.g. Brook My Contraception Tool, Brook 
http://www.brook.org.uk/contraception/my-
contraception-tool 

 

 Processes are in place to regularly update all children’s 
workforce and appropriate service providers with service 
publicity and care pathways for young people at risk. 
 

A central co-ordination function maybe in place to 
facilitate this across services. 

 

 Communications/media programmes target motivations 
for engaging in risk-taking behaviour are monitored 
consistently and evaluated regularly. Action plans are 
drawn up as a result of regular evaluations and agreed by 
the relevant accountable lead. 

IAG: All young people are provided with information 
about local contraception and sexual health services 
as part of the universal IAG offer. Arrangements are in 
place to ensure IAG providers are regularly updated 
with service information and relevant publicity 
materials to give to young people.   

 

 Partnerships should consider social marketing techniques 
as a means to promote positive messages to address 
imbalances of perceptions amongst young people and 
families. 

Social norms marketing campaigns 
Local work promoting positive messages (e.g. 
Drinkaware ‘Have Fun-Be Careful’ campaign targeting 
young people at ‘peak risk’ times) 
Universal staff using every opportunity to challenge 
young people’s  perceptions of current social norms 
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 Quality Standard Practical Measures / Examples RAG / Comments 

 Links and Referral  between Agencies   

 Clear referral/care pathways should exist in all 
partnerships between: 
 

 Universal services: such as schools, General Practice, 
Youth Advice Services 

 Targeted: PRUs, YOS, Counselling , (TAMHS) 

Targeted Mental Health in Schools, midwifery, 
Health Visiting, HV and A&E, housing, Social Care 

 Specialist services: inc. contraceptive,  sexual 
health/GUM, termination providers, alcohol & substance 
misuse, smoking cessation, and  CAMHS, SARC 

‘Team Around the Secondary School’ model assists in 
getting wide range of professionals to discuss 
individual young people who may be at risk and 
brokering in the support they may need from more 
specialist services (e.g. Hartlepool) 

 

 Outreach provision is in place in settings where there are 
high numbers of vulnerable young people e.g. YOS, LAC, 
Paediatrics, Substance Misuse Housing providers & other 
appropriate settings locally etc 

Regular specialist outreach sessions held in local 
settings. 

 

 Self referral processes are in place where appropriate, 
with digital technology used to facilitate young people’s 
access.   

Texts, Apps & websites are used to enable young 
people to make appointments and receive follow-up 
support. 

 

 

 Quality Standard Practical Measures / Examples RAG / Comments 

 Early Identification and Screening    

 A clear framework is in place, supported by care 
pathways, that illustrates the roles and responsibilities of 
universal, targeted and specialist services in identifying 
and supporting young people vulnerable to risk-taking 
behaviour. 

There is a communication strategy to raise awareness 

of the framework across all relevant services 

commonalities underpinning risk taking behaviour 

among internal stakeholders, at strategic, service 

manager and front line levels across all relevant LA 

and NHS services, voluntary and community sector 

and elected members. 

 

 

 A holistic screening process should exist which enables 
identification risk factors for all 6 key issues: sexual 
health, teenage pregnancy, alcohol and substance use, 
smoking and mental health.  This should be linked to more 
in-depth screening processes.  

CAF Process, tightly linked with sexual health and 
substance misuse 
Development of a dedicated screening tool (e.g. Stoke 
on Trent, 
attached as Appendix A) 
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Combining current screening tools for substance 
misuse and teenage pregnancy: 
e.g. DUST Screening Tool – Substance Misuse 
Services  
The Asset – Youth Offending Services 
Sexual history taking  
Screening for risk taking behaviour as part of generic 
provision 
Encouragement of young people to ‘self screen’ using 
resources 
such as the ‘Teen Life Check’ 
http://www.teenlifecheck.co.uk/Question.aspx  

 

Involvement of Young People 

 Quality Standard Practical Measures / Examples RAG / Comments 

    

 Partnerships should actively engage young people 
(particularly those most likely to be involved in ‘risky’ 
behaviour) in the development/delivery and 
commissioning of services and these processes are 
evaluated regularly. 

Peer mentoring programmes 
Young Advisors Schemes 

 

 Structures are in place to implement and continually 
monitor the Your Welcome Quality Criteria.  Young people 
should be at the core of processes to monitor standards of 
provision in service settings in accordance with You’re 
Welcome Quality Standards.  

Young people are involved in monitoring visits, mystery 
shopper programmes and there is a regular forum 
through which young people’s views inform 
commissioning of services. 

 

 Services are utilising digital technology to enable young 
people to provide feedback on services for example 
through the use of QR codes to vote on the visit. 
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Workforce 

 All staff in universal and targeted services should 
be trained to a level, appropriate to their role, which 
allows them to identify risk taking behaviours and 
take appropriate action e.g. to assess children and young 
people who may be at risk of smoking, alcohol and 
substance misuse, depression etc or provide direct 
support. 
 

A training needs assessment of the workforce – 
undertaken within the last two years – informs the 
commissioning of training on understanding risk taking 
behaviour. 

Training for workers in adult/generic services (e.g. 
general practice) on methods of working with children 
and young people & attitudes (and prejudices) of 
society which may affect access to services  

Healthcare professionals in primary care, schools and 
other relevant community settings should be trained to 
assess children and young people who may be at risk 
and for example to detect symptoms of depression 

Multi-agency training on consent and confidentiality 
when working with young people (in particular 
adolescents) 
 
IAG (Information Advice & Guidance) training for staff 
in universal and targeted settings 
 
Staff working directly with young offenders have basic 
training and awareness in CAMHS.  
All CAMHS staff have access to drug and alcohol 
training and clinicians within CAMHS who are more 
specialised in this area are identified 
 
Sexual health core competencies training for youth 
workers, youth support workers and targeted youth 
support professionals. 
 
Alcohol awareness training (including brief 
interventions) for sexual health staff. 

 

 A training programme is developed that provides an 

incremental approach to learning and skills. The 

The impact of training is monitored consistently and 
evaluated regularly. Action plans are drawn up and 

 

Appendix A 



 

Page 11 of 83 

 

programme is integrated into the local Children’s 

Workforce Development Strategy, including mandatory 

induction training, with recruitment targeted to: 

 prioritised areas of geography with high levels of risk 
taking behaviours 

 those working with YP identified as being most at risk: 
youth support workers, Connexions Pas, TYS Lead 
Professionals, IAG providers, social workers/foster 
carers/residential workers, YOTs, housing support 
workers, Learning Mentors, Parent Support Advisers 
and relevant VCS organisations 

 

agreed by the relevant accountable lead, with gaps 
addressed in the Children’s Workforce Development 
Strategy  
 
Training is part of service level agreements and 
specifications with service providers to enable 
practitioners to update knowledge and skills. 

 Recruitment of staff working in universal and targeted 

settings for young people should ensure staff have the 

right competencies and attitudes to work with young 

people on a range of sensitive issues. 

Job adverts/descriptions to identify ‘risk taking 
behaviour’ 

 

 

Early Intervention Themed Areas 

 Quality Standard Practical Measures / Examples RAG / Comments 

    

 Sexual Health and Teenage Pregnancy    

 Support for young people at risk to develop safe and 
healthy relationships, and prevent STIs and early 
pregnancy, is systematically included in TYS 
arrangements through CAF and the Lead Professional.  
Support includes a range of intensive interventions, and 
advice on contraception and sexual health as needed 
(e.g. an intensive SRE/PSHE module for young people at 
risk of disengaging from school).  
 

Arrangements are in place to have one to one 
structured discussions with individuals at high risk of 
sexually risk-taking practices and/or at risk of STIs / 
teenage pregnancy or arrange for these discussions to 
take place with a trained practitioner. To include: 
 

 how to prevent and/or get tested for STIs and how to 
prevent unwanted pregnancies  

 all methods of reversible contraception, including 
long-acting reversible contraception (LARC) (in line 
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with NICE clinical guideline 30) 

 how to get and use emergency contraception other 
reproductive issues and concerns. 
 

Discussions should be structured on the basis of 
behaviour change theories. They should address 
factors that can help reduce risk-taking and improve 
self-efficacy and motivation. Ideally, each session 
should last at least 15–20 minutes. The number of 
sessions will depend on individual need. 

 Young people’s sexual health, CASH and abortion 

services are commissioned  to ensure services that for 

young people, including teenage mothers and young 

fathers,:  

 is sufficient and based on need, including access to 
services in hotspot areas by vulnerable groups 

 cover a range of integrated provision (including, for 
example, free pregnancy testing, unbiased advice on 
pregnancy options, condom distribution, the full range 
of contraceptive choices including long acting 
reversible contraception [LARC], emergency 
hormonal contraception [EHC], accessible information 
and sexual health promotion) 

 have clear patient pathways  

 enable swift referral as required (e.g. to antenatal care 
or NHS funded abortion services) 

 provide contraception with clear follow-up and support 
arrangements after abortion and maternity, including 
publicity to young people about the risk of repeat 
pregnancy. 

Arrangements are in place to ensure staff working with 
vulnerable young people proactively support young 
people to access local CASH services and are 
involved in local condom distribution schemes and 
Chlamydia screening programmes. 
 
Pharmacy schemes providing free Emergency 
Hormonal Contraception (EHC) and pregnancy testing 
to under 18s. 

 

 Ensure that sexual health services, including 
contraception and abortion services, are in place and 
include arrangements for the full-range of contraception, 
STI testing, treatment and follow-up of partners of people 
who have an STI (partner notification).  With clearly 
defined roles and responsibilities of each service in 
relation to partner notification. 

Termination and midwifery providers are funded to 
provide the full range of contraception and appropriate 
STI testing or formal procedures and support are in 
place to refer young people to CASH services following 
these events. 
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 At least 60% of Chlamydia Screening is delivered via 
primary care, SRH and GUM services (per PCT or upper 
tier/ unitary Local Authority from April 2013) with referral 
for full screening and PN for all cases testing positive. 
 
 

 Targeted outreach screening can be considered for 
groups not engaged by healthcare services (if 
evidence of unmet need) 

 Healthcare staff at all venues should be trained to 
provide results, treatment and partner notification 

 High quality internet testing should be considered to 
supplement core service provision 

 Offer test annually and on every change of partner 

 Offer test via routine medicals, contraceptive / 
emergency hormonal contraceptive consultations, 

 abortion referral and ‘call’ opportunities (e.g. asthma 

 check) 

 

 Smoking   

 Activities within schools and community based settings for 
young people which are proactive in promoting a culture 
of anti-smoking. 

Policies on non-smoking 
Promotion of no-smoking on premises  
Restriction of opportunities to smoke e.g. school 
children not aloud off site (where they could purchase 
cigarettes)  

 

 Information, advice and support is available for young 
people aged 12–17 on how to stop smoking with referral 
processes in place to NHS funded Stop Smoking Services 
providing details on when, where and how to access 
them. 

Dedicated courses/drop-ins/virtual groups are available 
for young people. 

 

 Alcohol and Substance Misuse   

 Group-based behavioural therapy is provided over 1 to 2 
years for children aged 10–12 years who are persistently 
aggressive or disruptive and assessed to be at high risk 
of substance misuse.  This should be offered before and 
during the transition to secondary school.  
 
Offer the parents or carers group-based training in 
parental skills. This should take place on a monthly basis, 
over the same time period (as described above for the 
children). 

Sessions should take place once or twice a month and 
last about an hour. Each session should: 

 focus on coping mechanisms such as distraction and 
relaxation techniques 

 help develop the child’s organisational, study and 
problem-solving skills involve goal setting. 

 
Parental sessions should: 

 focus on stress management, communication skills  
and how to help develop the child’s social-cognitive 
and problem-solving skills 

 advise on how to set targets for behaviour and 
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establish age-related rules and expectations for their 
children. 

 

 Vulnerable and disadvantaged children and young people 
aged under 25 who are problematic substance mis-users 
(including those attending secondary schools or further 
education colleges are offered one or more motivational 
interviews according to the young person’s needs.  
 
 
 
 
 
Family-based programmes of structured support 
over 2 or more years are drawn up with the parents or 
carers of the child or young person (11-16) who are 
problematic substance mis-users.  These should be led by 
staff competent in this area.  
 

Each session should last about an hour and the 
interviewer should encourage them to: 

 discuss their use of both legal and illegal substances 
reflect on any physical, psychological, social, 

 education and legal issues related to their 

 substance misuse 

 set goals to reduce or stop misusing substances 

 incorporate harm minimisation approaches  
 
Family-based programme should: 

 include at least three brief motivational interviews 

 each year aimed at the parents/carers 

 assess family interaction 

 offer parental skills training 

 encourage parents to monitor their children’s 

 behaviour and academic performance 

 include feedback 

 continue even if the child or young person 

 moves schools (NICE) 

 

 Mental Health and Well-being   

 Young people exhibiting evidence of significant or serious 
substance misuse receive joint treatment between 
CAMHS and substance misuse services, or drug and 
alcohol services for children and young people. 

CAMHS and substance misuse services, or drug and 
alcohol services for children and young people are co-
located with CAMHS. 

 

 Young people who have mental health problems and are 
or have been involved in criminal offences have access to 
a range of CAMHS interventions via youth offending 
service (YOS).  

Agreements in place between YOS and CAMHS 
ensure timely access as required by the Youth Justice 
Board (YJB) targets. Consider: 
- CAMHS workers in YOT 
- Integrated performance monitoring of CAMHS / YOT 
activity 
- Evidence of diversion / early intervention 
programmes 
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 Specialist staff trained in working with LAC in Social Care 
settings are able to offer initial assessment and general 
interventions, training to staff and carers with consultation 
and support to them, advice to residential homes on the 
therapeutic environment and early access to specialised 
CAMHS services for more severe/complex problems.  
 

Consider: 

 Clear care pathway for specialist advice and support 

 CAMHS / Looked After Children (LAC) Team 

 Training and consultation for Social Workers (see 
also Tier 1 training above) and Foster Carers  

 Clear position statement in relation to Responsible 
Commissioner guidelines 

 

 

 Quality Standard Practical Measures / Examples RAG / Comments 

 ‘Think Family’    

 Local partnerships should ensure that their local 
Parenting Strategies and ‘Think Family’ 
developments specifically target parents and 
families. This should include information, support 
and training for parents/carers on preventing, 
recognising and responding to risk taking behaviour 
among young people that leads to poor outcomes. 

Running short courses for parents and carers to build 
up knowledge and confidence to talk to their children 
about promoting health and well-being, sex and 
relationships and prevent alcohol misuse, 
Building sessions into parenting courses offered by 
Sure Start and Children’s Centres and  
the Strengthening Families Programme (10-14),  
Involving Parent Support Advisors in engaging with 
parents about young people’s risk taking behaviour. 
Draw in expertise from specialist services into 
programmes e.g. CAMHS presence. 

 

 Additional and more intensive support (for example, family 
therapy) is offered to families who need it. (NICE) 

e.g. Family Intervention Programmes which are 
monitored consistently and evaluated regularly 

 

 

This tool draws on the following documents: Action on Smoking and Health 2013, Asmussen et al. 2010, Cairns 2010, Children and Young People’s Health 

Outcomes Forum 2012, Clutterbuck et al. 2012, Department for Children, Schools and Families (DCSF), Department of Health (DH) and National Treatment 

Agency for Substance Misuse (NTA) 2009, Department for Children, Schools and Families 2008, Department for Education and Skills 2007, Department of 

children, schools and families 2007, Department of Health 2011, Department of Health 2012, Health Protection Agency 2012, Mills 2006, National CAMHS 

Support Service 2011, National Institute for Clinical Excellence. 2007a, National Institute for Clinical Excellence. 2007b, National Treatment Agency for 

Substance Misuse. 2007, NHS 2012, Ross et al. 2006, Teenage Pregnancy Unit 2005, Teenage Pregnancy Unit 2005, Teenage Pregnancy Unit 2009. Full 

references can be found at the end of the appendix.  

Appendix A 



 

Page 16 of 83 

 

Kingston upon Thames Risk-taking Behaviour Needs Assessment  

Professionals Interview Schedule 

Service structure, functions and processes 
1. Tell us about your service? (overview what they do prevention/early intervention and main 

client group, managerial arrangements) 
2. How is your service commissioned and funded? (rolling SLA, funded by different funding 

streams) 
a. Might this change in the future?  

3. What links do you have with other prevention / early intervention services for young 
people? (outreach services, joint working, training, referral between specific agencies, 
schools, General Practice) 
 
Young People’s Access, Monitoring and Evaluation 

4. How do young people find out about and access your service?  
5. What monitoring information do you collect? Age, ethnicity, disability, sexuality; Where 

does this information go? 
6. How do you measure the demand for your service? Are you able to meet current demand? 
7. How do you measure and demonstrate the effectiveness of your service? 

a. What outcomes/targets are you working towards for young people? How are these 
recorded? 

8. What information do you collect about related issues and what do you do with it? (smoking 
status, substance use, sexual health, TP, MH issues) 

9. What if any unmet need has the service identified amongst young people in this area? e.g. 
LAC/Care Leavers, Young Offenders, LGBT, Young People with disabilities, NEET, young 
parents, Asylum Seekers, Travellers, Homeless, Young Carers 

 
Best practice & Quality Standards – Tools  

10. What is current thinking in your area about best practice?   
11. How do you incorporate that into the work of the service? 
12. How does your service monitor adherence to quality standards for this area? N.b. CAMHS 

have raft of related guidance  
 
Quality Assurance 

13. How does your service consult with young people to quality assure the services provided? 
14. How does your service link with parents/guardians? (Think Family Approach) 

 
Workforce 
What do you think is the awareness and understanding of the workforce in relation to the 
interrelated nature of risk taking and how they can contribute to this? 
What do you think the wider children’s workforces’ awareness is?  
How does/could workforce development support this? (training, work shadowing, groups to share 
practice and case studies) 
 

Care Pathway 
15. What, in your opinion, is the approach to prevention of risk taking activities across the 

Borough? (schools, youth service other) 
a. Who leads/co-ordinates this? 

16. How do young people find out about and access services?  
17. How are young people who might be vulnerable to risk taking activity identified? 
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18. What mechanisms are in place to refer young people into services? 
19. What mechanisms are in place to provide follow-up support? 
20. Are there any gaps? Are there any groups of young people whose needs are not met? (e.g. 

lower level support on mental health, vulnerable groups, young people entering ‘transition’) 
 

Causes of risk taking behaviour 
21. Explain Causes of Risk-taking Behaviour Diagram (discuss if this reflects their understanding, 

broadly / specific to their health area)  
22. In terms of the causes identified, what process are in place to identify these at an early 

stage? (own service / other services)  
23. Tell me about the way in which your service addresses these with young people? 
24. How could current and future process be improved to address risk-taking behaviours? 

 
Future Working  

25. Are there any barriers to accessing provision?  How could these be addressed? 
26. Where might there be potential for joint working across services to enhance provision and 

be more effective? 
27. Are there any specific methods of working that are effective in reducing risk taking 

behaviour that could be broadened out to other services?   
28. How does your service use digital technology at the moment? How could it be developed in 

the future to improve service provision? Increasing use of underutilised systems, exploring 
potential of digital technology to reach young people 

 
 
Final Questions 
Are you aware of any current practice in other areas around early intervention models? 
What are the key policy documents in this area? 
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List of professionals interviewed (formal and opportunistic) 

  

 Name Job Title  Service 

1 Rachel Sands Clinical Nurse Specialist in 
Sexual Health 

The Wolverton, Your 
Health Care 

2 Mel Stewart  Lead School Nurse  School Health 
Service, Your Health 
Care 

3 Liz Trayhorn  Public Health Programme 

Lead for Mental Health  
Public Health 
Department 

4 Amy Leftwich 

 

Sexual Health Promotion 
Specialist 

 

Public Health 
Department 

 

5 Karen Titterington 

 

Sexual Health Improvement 
Specialist 

 

Public Health 
Department 

 

6 Jill Warn 
 

Lead Nurse for Looked After 
Children 
 

Royal Borough of 
Kingston Council 
(RBK) 

7 Lynn Lock Team Leader - Young People's 
Substance Misuse Service 

Royal Borough of 
Kingston Council 
(RBK) 

8 Gillian Hall  Service Manager –  
Youth Support Service 

Royal Borough of 
Kingston Council 
(RBK) 

9 Toby Fairs-Billam   Head of Service Kick It! 

(Smoking Cessation 
Service) 

10 Kathy Walker  Service Manager Youth 
Offending Service 

Royal Borough of 
Kingston Council 
(RBK) 

11 Ruth Champan 
Tymens 

Children’s Clinical Lead for 
CCG 

Child Protection General 
Practitioner Lead for Kingston 

Clinical 
Commissioning 
Group (CCG) 

Opportunistic Conversations 

 Helen Terry Senior Worker Youth Support 
Services 

Youth Service,  Royal 
Borough of Kingston 
Council (RBK) 

 Anna Kaur  Director Relate RKH Relate 

 Debbie Etheridge Student Support St Phillips School 

 Grace Over  Participation Officer for 
Disabled Children and Young 
People 

Royal Borough of 
Kingston Council 
(RBK) 
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               Consultation Exercise with Young People 

Introductions 

 Workers 

 Us  

 Young People 

Exercise one – what is ‘healthy’? 

(materials required: flipchart paper and coloured pens) 

In groups, participants are to design the most utterly healthy young person they can 

imagine. This person has all the necessary money, equipment, time, facilities, access to 

transport etc. that they need to do this.  This is to them, the ideal young person, who 

feels, looks and acts in ways that could not be healthier. Everyone will then come 

together with their pictures and describe them to the rest of the group.  

As the groups describe their pictures we will encourage discussion around these 

questions: 

 What does a healthy young person look like? 

 What does a healthy young person do?  

 What (unhealthy things) don’t they do? 

 What kind of person are they? 

 Would you like to be like this? Why/why not? 

 Could you be like this? Why/why not? 

o What things influence young people’s choices to do healthy things?  

o What things influence young people’s choices to do unhealthy things? 

Prompts: physical capabilities/skills, knowledge, beliefs about capabilities (confidence, 

self-esteem), self and group identity, beliefs about consequences (importance, 

likelihood; distal/proximal), reinforcement (e.g. approval or disapproval; physical, 

emotional reward), emotion (stress, depression, fear), physical opportunity afforded by 

environment (material resources e.g. running shoes, access to transport), Social 

opportunity (e.g. social pressure, norms, desire to comply, social support ) 

Questions about services 

 What advice would you give to a friend who needed advice/help with ….. 

 What influences whether young people who might need support accesses 

services? 

 What should services provide for young people?  What are they doing well? What 

could be improved? (do services know what others provide, how to refer you, talk 

to other services well?) 

 When are good times to offer support to young people?  

 What ways do health services currently communicate with young people? Are 

these good methods what other ones could they use? 

Appendix C 



 

Page 20 of 83 

 

Example Search Strategy: Identifying determinants of young people’s sexual risk behaviour 
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Individual and shared determinants of specified health issues 

Global predictor Domain Sexual health Smoking Alcohol and substance 

misuse 

Emotional health and 

wellbeing 

Ecological (distal and 

ultimate) level 

     

SES   Lower SES adolescents 

smoke more than higher 

SES adolescents (National 

Institute for Clinical 

Excellence. 2007c, National 

Institute for Clinical 

Excellence. 2008, National 

Institute for Clinical 

Excellence. 2010, National 

Institute for Clinical 

Excellence. 2011)  

 

Lower SES predicts onset of 

smoking in childhood 

(Hanson and Chen 2007a) 

 

Lower SES associated with 

higher levels of smoking in 

adolescence (Conrad, Flay 

and Hill 1992) 

Low socioeconomic 

status can predispose a 

teenager to drug use 

(Tyas and Pederson 

1998, US Department of 

Health and Human 

Services 1994)*   

 

Substance use 

behaviours such as 

alcohol and marijuana 

use does not 

significantly vary by SES 

during 

adolescence. However, 

cigarette smoking is 

associated with SES (Ali 

et al. 2011) 

Higher income & SES 

associated with higher 

wellbeing & lower rates 

of mental disorder 

(Hanson and Chen 

2007b) 

 

 

Employment     Some evidence that 

unemployment 
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associated with 

reduced wellbeing 

(although poor working 

conditions can negate 

beneficial effects of 

work) (Huppert 2009) 

Family dynamics and 

parental monitoring & 

family norms 

 Low parental 

monitoring of 

adolescent behaviour 

associated with 

increased sexual risk 

behaviour and negative 

outcomes (New 

Economics Foundation 

2008). Higher levels 

parent-child 

communication about 

sex-related subjects 

associated with lower 

levels of sexual risk 

behaviour and visa 

versa (Guiao, 

Blakemore and Wise 

2004, Kotchick, Shaffer 

and Forehand 2001). 

Living with one or more 

parents has been 

identified as a 

protective factor 

against risky sexual 

behaviour (Guiao, 

Blakemore and Wise 

2004, Kotchick, Shaffer 

Life in a two-parent family is 

more positively associated 

with protective behaviour 

than life in a one-parent 

family (Wiefferink et al. 

2006) 

 

Good parent-child 

relationship (characterised 

as good communication, 

supportive, higher levels of 

monitoring) associated with 

protective behaviour (Tyas 

and Pederson 1998, 

Wiefferink et al. 2006) 

 

Lack of parental 

involvement/support is 

associated with adolescent 

smoking (Wiefferink et al. 

2006) 

 

Low parental monitoring 

of adolescent behaviour 

associated with 

increased use of alcohol 

and illicit substances 

(Peters et al. 2009b)* 

 

Life in a two-parent 

family is more positively 

associated with 

protective behaviour 

(alcohol) than life in a 

one-parent family (Ali et 

al. 2011, Guiao, 

Blakemore and Wise 

2004) 

 

Good parent-child 

relationship 

(characterised as good 

communication, 

supportive, higher levels 

of monitoring) 

associated with 

Early childhood 

environment 

(particularly level of 

maternal care) 

associated with 

wellbeing – higher 

levels of maternal care 

associated with greater 

resilience throughout 

life (Kuntsche, Rehm 

and Gmel 2004) 

 

For LAC, greater 

placement stability 

(less placement 

disruption, fewer 

placements, greater 

permanence of 

placement) associated 

reduced incidence of 

emotional problems 

(Huppert 2009) 
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and Forehand 2001)  

as has parental warmth 

and support (Kotchick, 

Shaffer and Forehand 

2001). Life in a two-

parent family is more 

positively associated 

with protective 

behaviour than life in a 

one-parent family 

(Kotchick, Shaffer and 

Forehand 2001) 

 

Good parent-child 

relationship 

(characterised as good 

communication, 

supportive, higher 

levels of monitoring) 

associated with 

protective behaviour 

(Wiefferink et al. 2006) 

Older sibling smoking is 

predictor of onset of smoking 

in childhood and of smoking 

in adolescence (US 

Department of Health and 

Human Services 1994) 

 

Higher prevalence 

estimates, behaviour of 

others, and belief that others 

encourage smoking is 

predictive of adolescent use 

(Conrad, Flay and Hill 1992, 

Tyas and Pederson 1998, 

US Department of Health 

and Human Services 1994) 

 

Parental smoking predictor 

of adolescent smoking (Flay, 

Petraitis and Hu 1999) 

 

Attitude of parents towards 

their child smoking (e.g. 

indifference) is predictor of 

adolescent smoking (Tyas 

and Pederson 1998) 

 

Those who perceive their 

protective behaviour 

(alcohol) (Wiefferink et 

al. 2006) 

 

Atmosphere in family 

home (family tension 

and conflicts, 

inconsistent or unduly 

severe parental 

discipline, broken 

homes) can predispose 

a teenager to drug 

use (Wiefferink et al. 

2006)* 

Family history of 

parental 

alcohol or drug abuse 

can predispose a 

teenager to drug use (Ali 

et al. 2011)*(Ali et al. 

2011) 

 

Early onset of binge 

drinking was associated 

with a history of drinking 

in the family(Weinberg 

2001) 
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parents as non-smokers less 

likely to smoke (Tyas and 

Pederson 1998) 

General social 

support 

    Social relationships 

and participation 

promote wellbeing and 

are a buffer against 

mental ill-health  

(Jones et al. 2011) 

 

Active participation in 

social and community 

life associated with 

increased happiness 

and life satisfaction 

(Chu, Saucier and 

Hafner 2010, Huppert 

2009, New Economics 

Foundation 2008) 

 

Social support 

provided by teachers & 

other school personnel 

found to be most 

strongly associated 

with wellbeing, 

followed by family (out 

of four social groups) 

(Huppert 2009) 
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Peer norms/social 

bonding 

 Those whose peer 

group has a norm for 

risky sexual behaviour 

are more likely to 

engage in risky sexual 

behaviour themselves 

and visa versa (Chu, 

Saucier and Hafner 

2010) 

Those whose peers smoke 

or are perceived to smoke 

are more likely to smoke 

(Guiao, Blakemore and Wise 

2004, Kotchick, Shaffer and 

Forehand 2001, Peters et al. 

2009b) 

 

Peer bonding (increased 

number of friends, increased 

attachment to/agreement 

with friends etc) has been 

identified as predictor of 

smoking onset in childhood 

(Avenevoli and Merikangas 

2003) 

 

Friends smoking, friends 

expectation and approval of 

smoking, and friends use of 

other substances are 

predictors of smoking onset 

in childhood (Conrad, Flay 

and Hill 1992) 

 

Higher prevalence 

estimates, behaviour of 

others and belief that others 

encourage smoking is 

Deviant friendships and 

peer encouragement 

associated with 

increased alcohol/drug 

use (Tyas and Pederson 

1998). 

 

Those whose perceive 

their parents as low 

alcohol consumers are 

more likely to be lower 

alcohol consumers 

(Guiao, Blakemore and 

Wise 2004) 

 

Pressure from peers is 

one of the strongest 

influencing factors for 

binge drinking and  

outweighed parental 

influences in 

adolescents (Peters et 

al. 2009b) 

 

Most young people 

reported drinking for 

social motives 

(Kuntsche, Rehm and 

Gmel 2004) 
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predictive of adolescent use 

(Conrad, Flay and Hill 1992, 

US Department of Health 

and Human Services 1994)  

 

Peer smoking is predictor of 

onset, maintenance and 

intentions to smoke among 

adolescents (Flay, Petraitis 

and Hu 1999) 

Physical environment      Some evidence that 

access to green space 

associated with 

increased wellbeing 

(Kuntsche et al. 2005) 

School environment   School acceptance of 

smoking associated with 

smoking (New Economics 

Foundation 2008) 

 

Higher levels of smoking in 

school, lower levels of 

commitment/satisfaction with 

school, and lower academic 

values/expectations predict 

onset of smoking in 

childhood (Peters et al. 

2009b) 

School acceptance of 

alcohol use associated 

with higher use (Tyas 

and Pederson 1998) 

 

Academic difficulties  

associated with teenage 

predispose a teenager to 

drug 

use(Peters et al. 2009b)* 
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Those who do well in school, 

have high  academic 

aspirations 

and are committed to school 

are less likely to 

smoke than those who do 

not possess these 

characteristics (Conrad, Flay 

and Hill 1992, US 

Department of Health and 

Human Services 1994) 

Early onset  Early first intercourse 

associated with later 

sexual risk behaviour 

(Ali et al. 2011) 

Early onset of smoking 

associated with later 

smoking risk behaviour 

(Peters et al. 2009b) 

Early onset of alcohol 

misuse associated with 

later alcohol misuse 

(Peters et al. 2009b) 

 

History of early 

childhood negative 

and aggressive 

behaviour can 

predispose a teenager to 

drug use (Peters et al. 

2009b)* 

 

Experiencing 
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maltreatment and 

cumulative stressful 

life events prior to 

puberty and particularly 

in the first few years of 

life is associated with 

early onset of problem 

drinking in adolescence 

(Ali et al. 2011) 

 

Substance use 

among Asian youth may 

be influenced by age of 

first use (Enoch 2011) 

Child abuse  Experience of child 

sexual abuse 

associated with 

increased sexual risk 

behaviour amongst 

women (Hong et al. 

2011) increased 

adolescent pregnancy 

(Arriola et al. 2005) and 

increased sexual risk 

behaviour and 

outcomes for 

adolescent boys 

(Francisco et al. 2008, 

Noll, Shenk and 

 History of 

physical or sexual abuse 

can predispose a 

teenager to drug use 

(Homma et al. 2012) 

Substance Use Disorder 

(SUD). (Ali et al. 2011) 

Substance abuse can be 

both a manifestation of 

and a contributor to 

childhood maltreatment 

(Cohen et al. 2003) 
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Putnam 2009) 

Emotional health and 

wellbeing 

 Anxiety and depression 

are associated with 

risky sexual behaviour 

and poor sexual health 

outcomes (Hovdestad 

et al. 2011) 

 

Emotional distress in 

associated with 

increased risk taking 

behaviour (Guiao, 

Blakemore and Wise 

2004) 

 

Higher levels of self-

esteem protective of 

risk behaviour 

(Wiefferink et al. 2006) 

 

Emotional distress in 

associated with increased 

risk taking behaviour 

(Wiefferink et al. 2006) 

 

Higher levels of self-esteem 

protective of risk behaviour 

(Wiefferink et al. 2006) 

 

Mood, stress and emotion-

focussed coping higher 

amongst smokers than non-

smokers in college 

(Wiefferink et al. 2006) 

 

Anxiety and depression 

associated with smoking 

(Patterson et al. 2004) 

 

Low self-esteem predictor of 

childhood onset of smoking 

and of adolescent smoking  

(Saban and Flisher 2010) 

 

Anxiety and depression 

are associated with 

substance misuse (Tyas 

and Pederson 1998) 

 

Emotional distress in 

associated with 

increased risk taking 

behaviour (alcohol) 

(Guiao, Blakemore and 

Wise 2004) 

 

Higher levels of self-

esteem protective of risk 

behaviour (alcohol)  

(Wiefferink et al. 2006) 

 

Anxiety associated with 

alcohol use (Wiefferink 

et al. 2006) 

 

History of mental health 

illness can predispose a 

teenager to drug use 

(Saban and Flisher 

2010)* 
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Low self-esteem, anxiety 

and depressed affect 

predictors of smoking in 

adolescence (Conrad, Flay 

and Hill 1992, Tyas and 

Pederson 1998, US 

Department of Health and 

Human Services 1994) 

 

Stress and associated 

distress or depression is 

predictor of initiation and 

maintenance of adolescent 

smoking (Flay, Petraitis and 

Hu 1999) 

 

Stresses related to the 

immigration 

experience and minority 

status can influence the 

use of 

alcohol and illegal 

substances by Hispanic 

adolescents. (Ali et al. 

2011) 

 

Substance use among 

Asian youth may be 

influenced by depression 

and self-esteem 

(Cannon and Levy 2008) 

 

Alcohol is an anxiolytic 

drug, which may appeal 

to certain young people 

who are socially anxious 

(Hong et al. 2011) 

 

Stress can promote 

adolescent alcohol use 

(McMurran 2011)  
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Substance misuse 

(alcohol and drugs) 

 Alcohol use has been 

associated with 

increased risky sexual 

behaviour 

(Zimmermann et al. 

2007), and identified as 

an independent 

predictor (Halpern-

Felsher, Millstein and 

Ellen 1996, Kotchick, 

Shaffer and Forehand 

2001). The most 

rigorous studies find 

this to be true for the 

first sexual event with a 

new partner but results 

equivocal for other 

events (Rehm et al. 

2012). Substance 

misuse has also been 

associated with 

increased risky sexual 

behaviour (Halpern-

Felsher, Millstein and 

Ellen 1996). 

Alcohol use predictor or 

onset of smoking in 

childhood and of smoking in 

adolescence (Kotchick, 

Shaffer and Forehand 2001) 

 

Substance use (non-alcohol) 

predictor or onset of 

smoking in childhood and f 

smoking in adolescence  

(Conrad, Flay and Hill 1992, 

Tyas and Pederson 1998) 

 

 

 

 

Other health 

behaviours 

  Engagement in physical 

activity or sport protective 

factor for adolescent 

smoking (Conrad, Flay and 

Hill 1992, Tyas and 

Pederson 1998) 

 Regular physical 

activity associated with 

increased wellbeing 

and lower rates of 

depression and anxiety 

(Tyas and Pederson 

1998) 
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Some evidence that 

eating well associated 

with increased 

wellbeing (New 

Economics Foundation 

2008) 

Other behaviour (non-

health) 

    Learning is associated 

with increased 

wellbeing, life 

satisfaction, optimism, 

efficacy (New 

Economics Foundation 

2008) 

 

The practice of setting 

goals associated with 

learning is associated 

with increased 

wellbeing, especially 

when in line with own 

personal goals  (New 

Economics Foundation 

2008)   

   

Individual (proximal) 

level 

     

  

  

 

Psychological 

capability 

Cognitive and 

interpersonal skills 

Young people use 

unreliable indicators to 

assess disease risk 

 Association between 

substance use and 

psychopathology 
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e.g. partners 

appearance, how well 

they know them 

socially (Huppert 2009, 

New Economics 

Foundation 2008) 

(Marston and King 2006) 

Psychological 

capability 

Memory, attention and 

decision processes 

  Poor impulse control 

among teenagers can 

lead to drug use (Saban 

and Flisher 2010)* 

 

Childhood disruptive 

behaviour linked to 

substance abuse (Ali et 

al. 2011, Gullo and 

Dawe 2008) 

 

ADHD related to 

substance use disorder 

in young people (Ivanov 

et al. 2008)(Kollins 

2008)(Lee et al. 

2011)(Looby 

2008)(Mason et al. 

2007) 

 

  

  

 

Reflective motivation Intention (conscious 

decision to behave in a 

certain way). The 

stronger the intention, 

Those who have strong 

intention to use 

condoms most likely to 

use them in context 

Those who have stronger 

intentions to smoke or not 

smoke are more likely to 

behave accordingly  
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the harder people are 

willing to try, or the more 

effort they are willing to 

exert, to perform the 

behaviour.  

(Schubiner 2005) (Albarracín et al. 2001, 

Sheeran and Orbell 1998, 

Sheeran, Abraham and 

Orbell 1999) 

Reflective motivation Beliefs about 

consequences 

Those who believe 

using condoms is likely 

to lead to outcomes 

that they value (i.e. +ve 

attitude towards 

condoms) have 

stronger intentions to 

use them (Conrad, Flay 

and Hill 1992, Flay, 

Petraitis and Hu 1999). 

Negative 

consequences include 

stigmatising (e.g.  

women may be 

concerned that 

carrying/asking to use 

a condom 

demonstrates sexual 

experience) and 

indicating lack of trust  

(Albarracín et al. 2001, 

Peters et al. 2009b, 

Sheeran and Taylor 

1999, Sheeran, 

Abraham and Orbell 

1999). Despite the 

stigma of carrying 

condoms, women are 

Overall positive attitudes 

towards smoking is 

predictive of smoking in 

adolescence (Peters et al. 

2009b) 

 

Belief that unhealthy 

behaviour will lead to 

immediate gratification is risk 

factor (Flay, Petraitis and Hu 

1999, Tyas and Pederson 

1998) 

 

Positive attitude towards 

non-smoking associated with 

that behaviour (Wiefferink et 

al. 2006) 

 

Belief that risk taking 

behaviour provides 

immediate gratification 

predictive of risk behaviour 

(Peters et al. 2009b) 

Belief that unhealthy 

behaviour will lead to 

immediate gratification is 

risk factor (alcohol)  

(Conrad, Flay and Hill 

1992) 

 

Positive attitude towards 

low alcohol consumption 

associated with that 

behaviour (Wiefferink et 

al. 2006) 

 

Belief that risk taking 

behaviour (alcohol) 

provides immediate 

gratification predictive of 

risk behaviour (Peters et 

al. 2009b) 

 

Belief that unhealthy 

behaviour (alcohol) 

helps you to relax, and 
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expected to take 

responsibility for 

pregnancy prevention 

(Marston and King 

2006). A positive 

consequence of non-

contraceptive use could 

be to strengthen a 

relationship e.g. 

through demonstrating 

trust (Marston and King 

2006) 

 

Belief that unhealthy 

behaviour will lead to 

immediate gratification 

is risk factor (Marston 

and King 2006) 

 

Belief that risk taking 

behaviour provides 

immediate gratification 

predictive of risk 

behaviour (Wiefferink 

et al. 2006)  

 

Belief that risky sex has 

social advantages 

predictive of risk 

 

Belief that unhealthy 

behaviour helps you to relax, 

and reduce stress and 

negative effect predictive of 

that behaviour (Peters et al. 

2009b) 

 

Belief that smoking helps 

you to lose weight 

associated with that 

behaviour (Peters et al. 

2009b) 

 

Belief that smoking has 

social advantages predictive 

of risk behaviour (Peters et 

al. 2009b) 

 

Belief that smoking has 

affective benefits (e.g. 

calming properties) 

predictive of onset in 

childhood (Peters et al. 

2009b) 

 

 

reduce stress and 

negative effect predictive 

of that behaviour (Peters 

et al. 2009b) 

 

Belief that drinking has 

social advantages 

predictive of risk 

behaviour (Peters et al. 

2009b) 

 

Very low perception of 

the dangers inherent in 

drug use (Peters et al. 

2009b)* 
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behaviour (Peters et al. 

2009b) 

Reflective motivation Beliefs about capabilities Those who believe that 

they have the power 

and skills to use 

condoms have stronger 

intentions to use them 

(Ali et al. 2011) 

 

Perception of skill in 

refusing to engage 

risky behaviour 

protective (Albarracín 

et al. 2001, Casey et al. 

2009, Peters et al. 

2009b, Sheeran and 

Taylor 1999, Sheeran, 

Abraham and Orbell 

1999) 

Perception of skill in refusing 

to engage risky behaviour 

protective (Peters et al. 

2009b, Wiefferink et al. 

2006) 

 

Low confidence (self-

efficacy) in refusing 

cigarettes predictor of 

smoking onset in childhood 

(Flay, Petraitis and Hu 1999, 

Flay, Petraitis and Hu 1999, 

Peters et al. 2009b, US 

Department of Health and 

Human Services 1994, 

Wiefferink et al. 2006) 

Perception of skill in 

refusing to engage risky 

behaviour protective 

(alcohol) (Conrad, Flay 

and Hill 1992) 

 

  

  

 

Reflective motivation Optimism    Adolescents being seen 

for substance-related 

problems should be 

evaluated for 

engagement in other 

risk-taking behaviours 

including high risk 

sexual activity, 

delinquency, and 

conduct problems at 

home and school, and 
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for a history of sexual or 

physical abuse. 

(unrealistic optimism) 

(Peters et al. 2009b, 

Wiefferink et al. 2006) 

 

Automatic motivation Emotion    Unstable emotions 

among teenagers can 

lead to drug use 

(Feldstein and Miller 

2006)* 

 

Child aggression is a 

strong risk factor for 

substance use (Ali et al. 

2011) 

 

 

  

  

Physical opportunity    Higher levels of personal 

income (e.g. through having 

own job) associated with 

higher levels of adolescent 

smoking  (Fite, Schwartz 

and Hendrickson 2012) 

 

General availability, and 

offers from parents/siblings 

predictive of smoking onset 

in childhood (Tyas and 

Pederson 1998) 

Living in a high 

crime and drug-use 

neighbourhood with 

ease of drug availability 

among teenagers can 

lead to drug use 

(Conrad, Flay and Hill 

1992, US Department of 

Health and Human 

Services 1994)* 
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Foster youth are using 

alcohol and drugs earlier 

and 

experimenting with more 

dangerous substances 

at an early age (Ali et al. 

2011) 

 

The acculturation 

process  is an important 

etiological mechanism 

underlying substance 

abusing behaviours in 

African-American and 

Latino adolescents 

(Braciszewski and Stout 

2012) 

Social opportunity Social influences Those who believe that 

important others (e.g. 

sexual partner, friends, 

parents, health 

professionals) are 

supportive of condom 

use have stronger 

intentions to use them 

& visa versa (Rosa, 

Vega and Radisch 

2000) 

 

Positive peer and parental 

norms protective (Peters et 

al. 2009b) 

 

Belief that healthy behaviour 

is acceptable to peers /peer 

norms is predictive of that 

behaviour (Wiefferink et al. 

2006) 

 

Positive peer and 

parental norms 

protective (alcohol) 

(Peters et al. 2009b) 

 

Belief that healthy 

behaviour (low alcohol 

consumption) is 

acceptable to peers 

/peer norms is predictive 

of that behaviour 

(Wiefferink et al. 2006) 
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There is a social norm 

for women to present 

themselves as chaste 

and men as highly 

heterosexually active. 

Men, but not women, 

are expected to seek 

physical pleasure. 

(Albarracín et al. 2001, 

Peters et al. 2009b, 

Sheeran and Taylor 

1999, Sheeran, 

Abraham and Orbell 

1999). There are social 

penalties for those who 

do not conform e.g. 

women being branded 

as ‘sluts’ etc. and men 

as ‘gay’ etc. (Marston 

and King 2006). 

 

There social 

expectations hinder 

communication. Young 

people may avoid 

openly discussing sex 

(and therefore 

contraception) to avoid 

loss of face, hurting 

others’ feelings 

(through e.g. rejection) 

or damage to 

  

Belief that healthy 

behaviour (alcohol) is 

acceptable to parents 

/parent norms is 

predictive of that 

behaviour (Peters et al. 

2009b) 

 

Peer-group pressure can 

predispose a teenager to 

drug use (Peters et al. 

2009b)*  

 

Parents and peers 

influence young people’s 

decisions about 

substance use (Ali et al. 

2011)* 

Stable, intimate and 

supportive peer 

relationships 

appear to influence the 

potency of social 

reinforcement, modelling 

and social cognitions on 

personal alcohol use. 
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reputation (through 

seeming too forward) 

(Marston and King 

2006). 

 

Positive peer norms 

protective (Marston and 

King 2006) 

 

Belief that safe sex is 

acceptable to partner 

predictive of safe sex 

(Wiefferink et al. 2006) 

(Allen et al. 2003) 

 

Adolescents being seen 

for substance-related 

problems 

should be evaluated for 

school, peer, and social 

functioning. (Borsari and 

Carey 2006) 

Meta-analytic evidence 

Systematic review 

Narrative review 

 

Characteristics of effective interventions 

 

Note:  

Reviews are indicated by the reference number  
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Elements marked with an asterix (*) have been selected by this review as characteristics associated with effective interventions across two or 

more of the behaviours; Elements marked bold were identified by the Louk et al review (Feldstein and Miller 2006) as characteristics associated 

with effective interventions in the domains of substance abuse (smoking & alcohol), and sexual risk behaviour 

 

Table 1 Elements of program focus related to program effectiveness 

Element Sexual risk behaviour Smoking Substance misuse 

Focus on specific behavior (i.e. 

clearly stated behavioural aim(s)) 

(Peters et al. 2009a) 

(Kirby and Laris 2009) 

 (McKay 2000)  

(Carey et al. 2009)  

(Faggiano et al. 2008)  

(Fletcher, Bonell and Hargreaves 

2008)  

(Gottfredson and Wilson 2003)  

(Hill 2008)  

(Lemstra et al. 2010)  

(Porath-Waller, Beasley and Beirness 

2010)  

(Roe and Becker 2005)  

(Scott-Sheldon et al. 2009)  
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(Seigers and Carey 2010)  

(Smit et al. 2008)  

(Soole, Mazerolle and Rombouts 

2008)  

 

Abstinence-plus (AP) vs abstinence-

only (AO) 

AP (Terzian and Fraser 2005)  

 

(Chin et al. 2012) AO 

(Murphy-Hoefer et al. 2005) AO 

(Flay 2009a) AO 

 

 

 Table 2 Elements of program development related to program effectiveness 

Element Sexual risk behaviour Smoking Substance misuse 

*Use of theory (Villanti et al. 2010) 

(Jemmott and Jemmott 2000) 

(DiClemente et al. 2008) 

(Ellis and Grey 2004) 

(Lyles et al. 2007) 

(McKay 2000) 

(Walcott, Meyers and Landau 2008)  

(Murphy-Hoefer et al. 2005)  

 

(Robinson and Vail 2012)  

(Austin, Macgowan and Wagner 2005)  

(Barnett et al. 2012){{585 Blake,Susan 

M. 2001}}  

(Blake et al. 2001)  

(Carey et al. 2007)  
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(Noar and Noar ) 

(Pedlow and Carey 2004) 

(Poobalan et al. 2009) 

(Hill 2008)  

(Ozechowski and Liddle 2000)  

(Porath-Waller, Beasley and Beirness 

2010)  

(Seigers and Carey 2010) 

(O'Leary Tevyaw and Monti 2004)  

(Wagner, Tubman and Gil 2004)  

Social cognitive theory (Waldron and Kaminer 2004) (DiClemente et al. 2008)  

(McDonald et al. 2003)  

(Villanti et al. 2010)  

(Horn et al. 2005)  

Addressing determinants   (Carey et al. 2007)  

(Mitchell et al. 2013)  

(Roe and Becker 2005)  

Conducting needs assessment (Terzian and Fraser 2005) 

(Kirby and Laris 2009) 

  

Target audience involved in planning, (Maticka-Tyndale and Barnett 2010)   
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implementation 

Formative phase, interviews, 

pretesting 

(Maticka-Tyndale and Barnett 2010) 

(Ellis and Grey 2004) 

 

 (Kirby and Laris 2009)  

Tailoring to culture, ethnicity (Mitchell et al. 2013) 

(Jemmott and Jemmott 2000) 

(DiClemente et al. 2008) 

(Ellis and Grey 2004) 

(McKay 2000) 

 (Poobalan et al. 2009)  

 

Table 3 Elements of program content related to program effectiveness 

Element Sexual risk behaviour Smoking Substance misuse 

Factual information (Smit et al. 2008) 

(Albarracín et al. 2003) 

 

(Ellis and Grey 2004)  

 

(Robinson and Vail 2012)  

(Carey et al. 2009)  

(Faggiano et al. 2008)  
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Enhancing perceived risk   (Soole, Mazerolle and Rombouts 

2008)  

(Seigers and Carey 2010)  

(Smit et al. 2008)  

Favorable change in attitude (Soole, Mazerolle and Rombouts 2008) (Albarracín et al. 2003)  

 

 

Social influences (e.g. peer 

pressure) 

(Bader, Travis and Skinner 2007) (Franklin and Corcoran 2000)  

(Flay 2009b)  

 

(Flay 2009a)  

(Lemstra et al. 2010)  

(Roe and Becker 2005)  

Social norms (what perceive 

others doing) 

(Soole, Mazerolle and Rombouts 2008) 

(Pedlow and Carey 2004) 

  

Resistance skills  (Walcott, Meyers and Landau 2008)  

(Flay 2009b)  

(Flay 2009a)  

(Austin, Macgowan and Wagner 2005)  

*Skills: practical skills  (e.g. 

condom use) and interpersonal 

(e.g. condom negotiation) 

(Roe and Becker 2005) 

(Albarracín et al. 2003) 

(Franklin and Corcoran 2000) 

(Lyles et al. 2007) 

(Ellis and Grey 2004)  

(Hwang, Yeagley and Petosa 2004)  

 

(Flay 2009b)  

(Lemstra et al. 2010)  

(Roe and Becker 2005)  

(Smit et al. 2008)  
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(McKay 2000) 

(Noar and Noar ) 

(Pedlow and Carey 2004) 

(Poobalan et al. 2009) 

(Robin et al. 2004) 

(Terzian and Fraser 2005)  

(Logan and Marlatt 2010)  

*Life skills (self-management, 

decision-making, social and assertive 

skills, anxiety manag) 

(Waldron and Kaminer 2004) 

(DiClemente et al. 2008) 

(Lyles et al. 2007)  

(Hwang, Yeagley and Petosa 2004)  

(Saraf et al. 2012)  

(Flay 2009b)  

(Flay 2009a)  

(Botvin and Griffin 2004)  

(Hill 2008)  

(Roe and Becker 2005)  

(Scott-Sheldon et al. 2009)  

 

Table 4 Elements of program methods related to program effectiveness 

Element Sexual risk behaviour Smoking Substance misuse 

Multiple channels or strategies   (Wagner, Tubman and Gil 2004)  

 

Didactic style (lecture)   (Roe and Becker 2005)  
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(Carey et al. 2009)  

*Interactive (incl. discussion, role 

play) 

(Lemstra et al. 2010) (small group work) (Ellis and Grey 2004)  

(Robinson and Vail 2012)  

(Flay 2009b)  

 

(Flay 2009a) 

(Austin, Macgowan and Wagner 2005)  

(Barnett and Read 2005)  

(Carey et al. 2007)  

(Hill 2008)  

(Lemstra et al. 2010)  

(Smit et al. 2008)  

(Cognitive) behavioral skills training  (Terzian and Fraser 2005)  

 

(Hwang, Yeagley and Petosa 2004)  

(Barnett et al. 2012)  

(Carey et al. 2007)  

Active, experiential learning (Waldron and Kaminer 2004):  

(Albarracín et al. 2005) 

 

(Kirby and Laris 2009)  

 

Having students personalize info  (Flay 2009a)   

 

Table 5 Elements of program facilitator related to program effectiveness 
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Element Sexual risk behaviour Smoking Substance misuse 

Peer leader  (Kirby and Laris 2009)  

(Flay 2009b)  

 

(Flay 2009a)  

(Buckley and White 2007)  

(Carey et al. 2007)  

(Gottfredson and Wilson 2003)  

Teacher   (Hill 2008)   

(Faggiano et al. 2008)  

(Gottfredson and Wilson 2003)  

(Hill 2008)  

Health professional   (Terzian and Fraser 2005)  

(Carey et al. 2007)  

(Hill 2008)  

Trained facilitator   (Roe and Becker 2005) 

(Mitchell et al. 2013)  

(Austin, Macgowan and Wagner 2005)  

(Barnett et al. 2012)  
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(Buckley and White 2007)  

(Carey et al. 2007)  

(Faggiano et al. 2008)  

(Porath-Waller, Beasley and Beirness 

2010)  

(Roe and Becker 2005)  

 

 Table 6 Elements of program components related to program effectiveness 

Element Sexual risk behaviour Smoking Substance misuse 

Multi-component programs  

(i.e. those that address a range of 

proximal and distal/ultimate 

determinants of risk 

Simultaneously) 

(Waldron and Kaminer 2004) 

(Ellis and Grey 2004) 

  

Community interventions   (Kirby and Laris 2009)  

*School-wide activities (incl PSHE) (Roe and Becker 2005) 

(Ellis and Grey 2004) 

(Kirby 2008)  

 

(Hwang, Yeagley and Petosa 2004)  

(Faggiano et al. 2008)  
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(Fletcher, Bonell and Hargreaves 

2008)  

(Lemstra et al. 2010)  

Parent / family involvement  (Terzian and Fraser 2005)  

 

(Saraf et al. 2012)  

(Austin, Macgowan and Wagner 2005)  

(Smit et al. 2008)  

Health service intervention   (Terzian and Fraser 2005)  

 

Table 7 Elements of program intensity related to program effectiveness 

Element Sexual risk behaviour Smoking Substance misuse 

Duration (Roe and Becker 2005) 

 

  

*Number of sessions or hours (Robin et al. 2004) 

(Johnson et al. 2011) 

(Robin et al. 2004)  

 

(Walcott, Meyers and Landau 2008)  

(Flay 2009b)  

 

(Flay 2009a)  

(Austin, Macgowan and Wagner 2005)  

(Carey et al. 2009)  

(Hill 2008)  
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(Lemstra et al. 2010)  

Boosters, continued education  (Porath-Waller, Beasley and Beirness 

2010) 

(Wiehe et al. 2005)  

(Hill 2008)  

(Smit et al. 2008)  
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Summary of Recommendations 
The following is a summary of all the recommendations generate as a result of the young 

people’s risky behaviours needs assessment. 

Addressing the Causes of Risk-taking 

 Develop a working group involving those delivering PSHE in schools (e.g. PSHE 

programme leads, school nurses, youth service) to consider ways in which 

programmes can address the core determinants of risky behaviour. 

 Explore ways in which services could deliver brief interventions that aim to identify 

and then change a key behavioural determinant for an individual and then to 

encourage them to transfer that learning.  

 Raise awareness amongst parents/carers that parental monitoring and parent-child 

communication can help to protect their children from risky sexual behaviour. 

Consider doing this when parents engaged in education system as pupils transition 

between primary and secondary school (e.g. open evenings, within school 

information packs). 

 Schools to develop policies of zero tolerance for smoking and substance misuse and 

reduce opportunities for these behaviours on site. 

Characteristics of Effective Interventions 

  If RBK wishes to develop a programme aiming to reduce risk behaviour across all 

three behaviours simultaneously, they should aim to incorporate the above 

characteristics into its development, delivery and content. 

 In order to evaluate the effectiveness of new interventions delivered across Kingston 

as part of the risky health behaviour prevention and early intervention programme, 

RBK should repeatedly measure self-reported health risk behaviour, targeted 

psychosocial (proximal) determinants, and where possible record relevant objective 

data and health outcomes, in order to properly assess the effectiveness of their work.  

Strategic Approach and Multi-agency Commissioning 

 Local partnership structures should be aligned in such a way that they are able to 

strategically address issues of ‘risk and resilience’ amongst young people as a 

whole, rather than addressing separate risk areas in isolation (e.g. substance 

misuse, teenage pregnancy).  This would be reflected in children and young people’s 

plans/strategies which combine ‘risk’ work streams into one overarching programme 

of work. 

 

 An outcomes based model of commissioning is developed which incorporates a clear 

rationale for prevention and early identification of young people at risk, addressing 

the underlying causes of risk behaviours to achieve desired outcomes, underpinned 

with strong performance management, reporting and quality assurance 

arrangements across all agencies.  

 

 Commissioners of services to prevent risk-taking and provide early intervention 

should work collaboratively to co-ordinate needs assessments, commissioning 

strategies, SLAs, KPIs and performance management of commissioned services. As 

part of this, commissioners should work together to identify key areas of overlap and 
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develop shared outcomes for risk taking behaviour services, for example this may 

include a requirement to undertake chlamydia screening with a proportion of under 

18s attending alcohol services and with a shared  outcome to reduce chlamydia 

amongst young people. 

 

 A standard data set and monitoring processes are in place to monitor the core 

Governance / performance management of: the RBK Risk and Resilience Policy and 

a Risky Behaviour Protocol, the Early Intervention Adolescent Health Strategy using 

the Local Monitoring Dataset, and other appropriate data from all partners 

 

 Commissioners and service providers collect and present data based on the World 

Health Organization (WHO) 5 year age bands as recommended by the Children and 

Young People’s Outcomes Forum for young people in the teenage years, this would 

incorporate: 10–14, 15–19 and 20–24 years.  

Prevention, including PSHE (Personal and Social Health Education)  

 A review is undertaken of the approach of secondary schools to developing an ethos 

which promotes pupil health and well-being through policy, culture and practice within 

PSHE and the wider school environment and to identify the support needs of 

Academies. 

 

 Develop and pilot a programme of PSHE with the SHS which aims to promote 

healthy behaviour by targeting common proximal (psycho-social) determinants. This 

would be in-line with current thinking around how best to address health risk 

behaviour, make good use of limited PSHE teaching time, and enable focussed 

evaluation.  

 

 Further develop one-to-one support provided by the youth service so that it 

complements the broader programme of PSHE provided by the SHS. Consider 

providing individualised programmes that target psychosocial determinants and 

evaluate efficacy. Also consider adopting elements of existing effective youth 

development programmes. 

 

 Consideration is given to the potential for the SHS to provide more in-depth PSHE 

programmes to schools serving young people from areas with greatest need 

 

 Once established, the Early Intervention Adolescent Health Governance Board 

should identify the key teachable moments to address risky behaviours and ensure 

that evidenced based interventions are in place at these points 

 

Early Identification and Screening  

 The Early Intervention Adolescent Health Governance Board develop links with the 
Children’s Clinical Lead for the Clinical Commissioning Group to inform the 
development of the GP proforma for LAC ensuring key factors which underpin risk-
taking are incorporated.  
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 A universal system of digital communication is established between all agencies 

working across prevention and early intervention to enable front line staff to see the 

network of practitioners working with a child or family. This in turn would enable 

professionals to access contact details for specific workers supporting the young 

person and discuss any concerns with the relevant professional. An example of a 

current system called Patchwork which is already developed and used in Brighton 

and Hove and Staffordshire, and is currently being installed locally in Surrey, is 

available through this link: See  http://wearefuturegov.com/case-study/patchwork/  

 

 Develop a standardised risk-assessment tool and process of assessing young people 

who are vulnerable to risk-taking across all relevant universal services (including 

schools).  Provide mandatory training in using the tool to all front-line professionals. 

 

 Build on the current practice within the Youth Support Service to strengthen the role 

of this team in providing 1-1 and group work to young people who are vulnerable to 

risk-taking.  This could potentially be widened to be a multi-disciplinary prevention 

team and provide a Single Point of Contact for all young people to receive 

appropriate support managed by a single professional.  

Access to Information and Advice 

 An audit is undertaken of current service information and websites for young people with 

a view to drawing this information together in one place. 

 

 A service is developed that can provide advice and signposting to young people at time 

appropriate to their needs with availability at evenings and weekends, via text for 

example.  This service could also act as a point of contact for professionals to access 

information and could potential be a web based tool (see 

www.respectyourself.info/services for example of web tool used to locate sexual health 

services by young people and professionals in Warwickshire). 

 

 Consideration is given to how best to raise the profile of services within schools e.g. by 
services visiting schools or young people having a visit to services such as The 
Wolverton Centre. 

 

Links and Referral between Agencies  

 A prevention and early intervention pathway for young people is developed which 

documents how young people access services and the role of each service in 

providing support/referral.   As this develops, consultation could be sought through 

the professionals blog.  

 

 Develop a core offer from all prevention and early intervention services that provides 

as a minimum support to promote well-being, talk through problems/feelings, offers 

condoms, pregnancy testing and chlamydia screening. 

 

 Develop a ‘No Wrong Door policy’ attached to the core offer, which includes the 

ability for any service to physically arrange support to help a young person access 
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services (such as arranging for a School Nurse or Youth Worker to go with a young 

person to an appointment or making the telephone call themselves). 

 

 Consideration is given to developing a generic name and brand for all services 

providing prevention and early intervention health services which is linked to You’re 

Welcome Quality Standards. This would be easier to market to young people and for 

them to understand what they can access where. 

Quality Standards for Themed Areas  

 A Health Visitor undertakes the role of Family Nurse Partnership to provide intensive 

support to young parents for a sustained period which is holistic and addresses the 

factors that impact on the parents life as well as the child. 

 

 Targeted smoking cessation support for young parents is reviewed.  

 

 Further investigation is undertaken to understand the origin of the service (GP, 
Wolverton) which fitted the implants which are being removed. 

 

 Work is undertaken to consider the effectiveness of the consultation process with 
young people prior to opting for LARC methods and how this can be improved to 
increase the retention of implants in particular. 

 

 Formalise procedures between, midwifery, Health Visiting and Children’s Centres to 
ensure the direct referral of young women who have given birth for contraception and 
follow-up.  
 

 A review of the services and links into specialist 1-1 support for LAC is undertaken to 
ensure that they receive support to gain the basic life skills needed to measure, 
assess and respond to risk.   

Involvement of Young People  

 KISH accreditation processes to continue to be closely linked with You’re Welcome 
Quality Standards. 
 

 Investigation is undertaken into the potential to utilise a digital method to enable 
young people to provide feedback on all services, e.g. a QR code (for use with smart 
phones) is  
developed for each site which takes young people directly to a webpage where they 
can          leave feedback on the service they have just accessed.    
 

 Explore the potential to involve young people in the commissioning of services 
through the Children and Young People’s Forum. 
 

 Consider how to capture data of the health of school age children which reflects the 
needs of vulnerable groups. 

Workforce  

 All staff in universal and targeted services should be trained to a level, appropriate to 
their role, which enables them to identify risk taking behaviours and take appropriate 
action e.g. to assess children and young people who may be at risk of smoking, 
alcohol and substance misuse, depression etc and provide direct support.  This 
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needs to incorporate an understanding of the complexities of risk-taking for 
vulnerable groups for example young people exploring their sexuality and present as 
LGBT and young people with disabilities. 

 

 A training programme is developed that has an incremental approach and is 

integrated into the local Children’s Workforce Development Strategy, including 

mandatory induction training, with recruitment targeted to:  

 prioritised areas of geography with high levels of risk taking behaviours 

 those working with YP identified as being most at risk: youth support workers, 
Connexions Pas, TYS Lead Professionals, IAG providers, social workers/foster 
carers/residential workers, YOTs, housing support workers, Learning Mentors, 
Parent Support Advisers and relevant VCS organisations 

 

 Young people are always involved in the recruitment process for professionals who 

will be providing front line services to children and young people 

Think Family 

 The Early Intervention Adolescent Health Governance Board works with 

Commissioners of services providing support to young people and commissioners of 

Early Years provision to develop an integrated approach to the prevention of risk-

taking from 0-19 years. 

 

 The Early Intervention Adolescent Health Governance Board works with 

Commissioners of adult services to develop a process of identifying families with a 

history/current risk-taking behaviour and providing appropriate interventions to 

prevent this becoming inter-generational. 

  

 A scoping exercise is undertaken to provide a comprehensive understanding of what 

support is provided to families, by which agencies, with which children and young 

people, and at which point on the spectrum of prevention/early intervention support. 

 

 Undertake further work to ensure the engagement of parents in processes to support 
young people in prevention of risk-taking and ensure parents are consulted as part of 
on-going needs assessment. 
 

 Intensive family support is provided to families of children who are registered as 
Cause for Concern with Social Care, and the need for parent support is assessed for 
children who are classed as vulnerable and require monitoring. 
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Online survey open-ended responses to the question ‘If there was one thing that would 

make support for you better around these topics, what would it be?’ 

 

 Nothing.  

 More awareness of effects/consequences from authoritive people (e.g. teachers or 
members from a service)  

 More sex ed  

 more confidential and private information, such as apps or websites, rather than 
talks/seminars at school, as many questions don't get asked/answered  

 help from people non related to me Mon 

 increased sense of confidentiality.  

 More frequent trips from the YoungLivin'™ Bus to my school so that I may get more 
helpful information when I need it  

 More widely accessible resources to provide information on the chosen topic.  

 More focus on sex education in school, less on drugs  

 Support seems fine  

 Dunno  

 More knowledge of these companies: I have never heard of any of these companies.  

 In school care workers that can be booked or private email services that can be used 
confidentially.  

 If there were more opportunities for support, such as at least 1 talk within my school 
each year. 

 An app that tells you where to go for help with different things and some online help.  

 Er, I don't know. We're pretty well educated in terms of issues such as these. It's 
really the choice of the individual and how they respond to peer pressure and other 
such influencing factors. Personally, I don't require any more support. 

 be more welcoming, sometimes people are scared what others will think 

 None 

 More balanced information at school. 

 More info on where to go for help 

 More advice given to younger people about these topics in the forms of websites 
and/or leaflets 

 talk to the people who it ACTUALLY AFFECTS! TALK TO THE PEOPLE WHO 
THINK THEY ARE COOL! THEY ARE THE ONES WHO DO ALL THE SEX & 
DRUGS & SHIT MUSIC 

 Having someone to talk to confidentially that you feel comfortable around (not a 
nurse) that is your age. 

 Confidentiality 

 lessons on these topics, in school preferably, with a specialist(doctor) giving the 
whole of our year a presentation 

 Facilities that are less specific to certain issues - there's a sort of embarrassment in 
going to a place that only offers support for sexual health or drug issues, etc. 

 Sometimes the best thing is to be direct and blunt i would prefer people to not 
sugarcoat the usage/consumption and topic of sex and drugs 

 I'm fine. I have to ability to access as much information as I want on the given topics, 
but I think covering them slightly more regularly at school would be beneficial. 

 People coming into school to chat to us. 

 Information about drugs that is based on reality and not simply anti-drug propaganda. 

 Nothing- it's all good 

 I do not see a lot of the Young Living bus, maybe more of it could help. 

 hohohohohohohohofgfpljanfefknq fheiseiom g 

 A non-bias source 
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 More information on substance misuse such as drugs and alcohol 

 Nothing really everything is ok at the moment 

 If the message was brought across through other sorts of mediums instead of just a 
PowerPoint presentation. 

 Reduce the taboo-ness of these topics. 

 more exposure at school 

 Nope 

 Less of a stigma surrounding talking about these topics 

 make it more accessible through apps 

 Teachers helping 

 More PSHE lessons 

 Encouraging NOT do do these things, not only telling people what the consequences 
and results of (e.g. smoking) are. 

 More information on the consequences. 

 I think it would help if the Young Livin' bus came more often to give advice about 
drugs and alcohol. 

 Teachers and parents talking about it a lot more so that we can understand. 

 A better understanding of the law 

 Real talk instead of loose words. 

 More learning in drug use and alcohol 

 Confidentiality 

 Open day event where all services that are available can explain what they do and 
offer 

 You should provide more privacy and anonymity for people who seek 
your support. That way people will be more willing to ask for it. Perhaps 
you could solve this by promoting free digital communication as a 
principal means of providing personal support to young people who 
seek support in more privacy. 

 telling us where to go (websites and professionals) for help 

 I don't really know. 

 More advertisement of where you can go to get advice/help. ie. on the 
internet, through leaflets, or tv adverts 

 Nothing more is necessary 

 PSHE classes. 

 If we had more info on it in school. 

 more openness about these subjects 

 Invitations from schools to people who has been through or has had 
experiences with drugs, to talk to younger children why we should be 
more careful of our health. 

 Generally greater awareness for young people 

 Personalised advice from healthcare professionals who would come 
into our schools for talks. 

 Knowing which youth organisation does what 

 Someone whose been through it all before, not just a made up sad 
story. 

 advertise these services more 

 By having more information about the dangers of these things by being 
taught in school by professionals.  

 More information on consequences of not looking after health  

 more information  

 To be safe Fri 

 Unbiased advice  
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 In school one to ones  

 simplicity, straight forward answers  

 More discussion about it 

 Tony G  

 It would be a lot easier if the person who I would talk to has been 
through a similar situation as myself, and has overcome it.  

 Having a teacher who knows what they are talking about.  

 Emotional health and wellbeing  

 If it was kept in secret from friends or members of family.  

 Help from friends  

 A counselling service, perhaps within school, where one can talk face-
to-face with a health professional who can give advice  

 Free lolipops  

 Nothing  

 Having someone to talk to at all times  

 one to one with a doctor regularly  

 Told in a not so serious way that would not make the audience 
teenagers uncomfortable or anything.  

 Information on what KU19, SHARXX, BPAS, Relate, Talksafe and Kick 
It are.  

 More lessons on it and face-to-face conversations  

 Make it more relevant, everyone knows the 'facts,' and we should be 
nurturing an environment where we don't act upon other people's 
advice, but are confident enough in ourselves to make our own 
decisions about the treatment of our bodies. Telling people to 'use 
condoms' or 'don't do drugs' is pointless, we nigh instantly shut off, it 
doesn't help. What would help is to focus on our own self confidence, 
so people have the balls to say 'no' to things if they don't want to, or say 
'yes', aware of the risks.  

 Certains times at doctors when its only young people, I dont like going 
into the doctors sometimes and can find it a bit embaressing, also 
sometimes (doctors especially) can look down on you a little when 
dealing with certain subjects  

 Having people give talks to us about trying to get us to UNDERSTAND 
why we should or shouldn't do something. Not just tell us.  

 Information through school, to enable students to think more carefully 
about their actions, before and after they commit the action  

 not being in an all boys school  

 More peer-to-peer talks in the classroom or for the information to be 
made more widely available through the media  

 more lessons abouts these things Tue 

 idk  

 Advertise a website that young people can visit and from there an email 
address or phone number we can get personalised advice from.  

 Easier information access without having to go face to face with 
someone (internet sites).  

 Support is very good already  

 More talks  

 PSHE Lessons  

 Easier access to personalized information 

 More websites advertised.  

 nbjsnlg  

 More awareness of the support available  
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 ADVICE  

 Easier access to health care professionals for confidential 1 to 1s. Less 
confusion about who to talk to.  

 A councellor of some sort, although I am not aware of whether or not 
there is one at my current school.  

 Nothing really apart from not having to hear it from my peers as that 
would build up peer pressure on me and then I'll get lured into it.  

 Don't know  

 I think getting advice from people who are in the same age bracket as 
us and are trained by local healthcare groups or charities would be 
more helpful as I think we'll be able to relate to them a bit more easily. 
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Examples of Practice 
The following are examples of approaches other areas have taken to developing integrated 

provision of prevention and early intervention support for children, young people, and their 

families in order to improve a range of outcomes associated with health and well-being and 

which would impact on risk taking activities.  These are drawn from the Centre for 

Excellence and Outcomes (C4EO) which holds a bank of validated and promising practice 

drawn from the sector.  The information and contact details have been updated following 

telephone interviews with the lead from the local area. 

Focus: Early Identification and Intervention 

The ‘Stoke Model’ of Early Intervention, Stoke-on-Trent 

Background 

The ‘Stoke Model’ of early intervention was developed by Stoke City Council in 2007, initially 

in response to a radical change in approach to reducing the under-18 conception rate by 

targeting young people at risk.   In order to identify young people at risk, a screening tool 

was developed which includes guidance for professionals and a dedicated teenage 

pregnancy prevention team was created. The toolkit mirrors the sections of the Common 

Assessment Framework (CAF) and has been built into CAF guidance and procedures. It 

covers health, learning, family history, substance misuse etc. A lot of the risk factors are 

generic, enabling Stoke to identify young people who are vulnerable and in need of support 

(they may be at risk of pregnancy, becoming NEET, involved in crime etc). 

The Model  

Services for young people are now delivered in 3 localities (Central, North and South) across 

Stoke. Located in each locality are the following services: Education Welfare, Youth Service, 

Careers, Young People’s Drugs Project, Integrated Family Support, Safer City Partnerships, 

Local Matters Team, Libraries, and the Prevention Team.  A further tier of MACs Centres 

(Multi-agency Centres) offers instant access drop-ins from a range of agencies operating 

under 1 umbrella including: Teenage Advice Service, Careers & Advice, Youth Service, 

mental health services, police, substance misuse services, Quit Smoking service, Clinic In a 

Box, and Young People's Panel (peer support). There are currently 22 MACs sites (including 

special schools and PRUs, a faith school, and four primary schools, local college). MAC 

sessions are instant access and therefore provide reduced waiting times for mainstream 

services such as substance misuse and alcohol services and mental health services, where 

there were previously waiting lists of 6 months or more. A number of agencies operating in 

MACs have reconfigured the way that they work in order to provide drop in (and follow on) 

support which is very popular with young people. The preventative work and set-up of MACs 

has removed the stigma attached to being involved with certain services as they are 

accessed by many more young people than previously. 

All MAC centres have a young people’s panel attached to them. The panel are involved in 

steering groups, peer support, roll out and promotion of key agendas across the city, and 

assist in the development of the centres and services. 

The prevention team operate within MACs and consists of: 
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 2 x Social Workers  

 1 x Youth Worker 

 1 x Family Support Worker 

 1 x Youth Offending Service Worker 

 1 x Careers and Advice Worker 

 The team offer: 

 1:1 intensive support to young people identified as high risk 

 group interventions to young people identified as low to medium risk 

 drop-ins (as part of Stokes Multi Agency Provision) and within schools where there is 

not a MACs place nearby 

The team will act as lead professionals where appropriate, and ensure that all areas 

identified via the screening toolkit are addressed i.e. self esteem, substance misuse, 

learning, emotional health, housing, etc. The team work alongside other agencies where 

appropriate in order to provide a co-ordinated package of support to young people. By 

working in this way to co-ordinated packages of support for young people the team are able 

to address a number of issues through the same process rather than a number of agencies 

working alone, making more effective use of resources and reducing duplication of work and 

confusion for young people. 

Early Identification Tool 

A screening toolkit enables front line workers to undertake a formal process to assess young 

people at risk and refer any young people who need support directly into a central prevention 

team.  Training on identifying young people at risk, using the tool and the referral process, is 

mandatory for all Children and Young People’s Service front line staff and managers 

including, Education Welfare Officers, Youth Offending Officers, Youth Workers, foster 

carers, social workers, training providers, key staff in primary and secondary schools, and 

many more.  Training has been provided to more than 1000 professionals since the model 

was introduced and referrals will not be accepted from professionals who have not received 

the training, instead a member of the Prevention Team will go out and complete the risk 

assessment with the young person alongside the professional, training them in the process. 

Prevention Officers’ Role 
 

 Provide training in identifying risk and making appropriate referrals. 

 1:1 support to young people identified as high risk. This intervention will involve 
support in all areas identified as part of the screening process. 

 Lead professional, where appropriate and ensure that young people are provided 
with a coordinated multi-agency action plan. This support covers a range of areas 
from contraception/sexual health, support with education, substance misuse, self-
esteem/aspirations, careers and many more. 

 Group sessions suited to group delivery (medium-low risk). Dedicated resources 
developed to use with young people with learning difficulties or disabilities. 

 Drop-in service as part of MACs  

 Team will visit young people in a venue/setting of their choice. 
 

Benefits  
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 Joint planning, commissioning and delivery across services 

 Common data collection sheets 

 System ensures less duplication, more co-ordinated/integrated support  

 Value for money  

 Swift identification of young people with a range of risk factors (for example, of 
becoming NEET, involved in crime etc) enabling identification of young people who 
are vulnerable and in need of support. 

 Complements other delivery models such as contraception and sexual health 
services (under 25s Walk-in clinics);  

 Children and young people are much more aware of their own needs 

Impact  
 

 In the first year of implementation, the Stoke model saw a reduction in the under 18 
conception rate of 14.3% between 2007 and 2008 (compared to 3.2% nationally). 

 The under 18 conception rate was 68.5 per 1000 under 18 young women in 2008 
(baseline year) and was 42.2 per 1000 in 2011, an over all reduction of 38.3%. 

 The rate of NEET young people has declined from 9.8 in 2009 to 7.6 in 2011 

 As of March 2013 there are 20 school-age parents in Stoke compared to 60 prior to 
implementation. 

 
For further information contact: 
 
Tracy Kirk 
Locality Co-ordinator  
Stoke-on-Trent City Council  
Tel: 01782 233 482 
email: tracy.kirk@stoke.gov.uk 
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Focus: Early Intervention through Family Support 

Establishing an early intervention and prevention service for children, 
young people and families in Salford.  Salford City Council 

 
Background 
 
Salford City Council’s Children’s Services Directorate has recently redesigned the delivery of 
the Early Intervention and Prevention Service. This is a new service which has brought 
together, strengthened and enhanced, a range of existing services under a single 
management structure, business plan and outcome framework. This re-design has taken 
place within the context of a need to strengthen and improve safeguarding processes and to 
make efficiencies across non-specialist services. 
 
Work in the service area is focused on whole family engagement, assessment and 
intervention for children and young people aged 0-19 years. It works to promote 
collaboration with families and a range of partners to give support when it can make the 
most difference. The re-design of services within Salford has made Early Intervention and 
Prevention a priority within the authority, highlighting the important role it plays in improving 
outcomes for the most vulnerable children and families. The re-design has created a single 
management structure for a range of frontline support services which has simplified 
decision-making and accountability whilst simultaneously reducing the cost of the overall 
service by 36% (2011-12). 
 
The Model 
  
In Salford, a locality footprint has been used to deliver some services. There are four 
localities in the city. To complement this, they have clustered the Children’s Centres around 
the locality teams and included additional staff. As such, the Early Intervention and 
Prevention (EIP) Service is predominately delivered through the four locality teams. These 
teams are made up of a range of practitioners including: 
 
• Family Support Workers 
• Education Welfare Officers 
• Brief Intervention Therapists 
• Family Group Conferencing Coordinator 
• Parenting Practitioners 
• Children’s Centre Workers 
 
The locality teams are managed by four Practice Managers who oversee the day to day 
operational duties of the teams and are supported by Common Assessment Framework 
(CAF) Coordinators and staff within clusters of Children’s Centres. A structure for the model 
can be viewed at: http://www.c4eo.org.uk/localpractice/files/514-%28EM4%29-Appendix-2-
Salford-EIP-Structure.pdf 
 
The Early intervention Service Offer 
 
The service re-design has used national and local evidence about what works to develop a 
number of projects within the service which are proven early intervention and prevention 
strategies. The projects provide an opportunity to deliver evidence-based interventions, trial 
innovative ways of working and work in collaboration with key partners. They range from 
evidence-based parenting programmes and family group conferencing to providing support 
to families affected by substance and alcohol misuse or domestic abuse.  
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As part of the menu of support on offer by the Early Intervention and Prevention Service, 
other key programmes of work delivered across all localities include: 
 

 Family Support, packages of support to families as part of a CAF, Team Around the 
Child, or Child Protection Plan. 

 Education Welfare, Support to schools and parents re: attendance issues, fast track 
of non-school attendance prosecutions. 

 Brief Intervention Therapy, Solution focused family group work when there is a risk of 
family breakdown or exclusion from school. 

 Funded Daycare, A panel to identify 0-11 year old children in need, or potentially at 
risk, who would benefit from a multi-agency package of support including a funded 
childcare place. 
 

These work streams have been developed with partners and are closely monitored to ensure 
results in terms of improved outcomes and efficiencies across the service. 
 
Expansion of the service through integrated, multi-agency working 
 
Part of the service re-design includes the expansion of the EIP locality teams to include a 
wider range of agencies in order to provide more holistic support to families and address the 
main causes of family poverty. This includes partners from housing, skills and work, and 
health. In this way, families benefit from improved communication and partnership work. 
They will no longer have to navigate through a complex network of services; instead they will 
be able to access key services they require using one point of contact and receive an 
integrated response.  Workforce development is key to successful frontline delivery. Joint 
referral, assessment and case management procedures are currently being devised, as well 
as the development of a new culture within the service that supports an integrated, early 
intervention approach. This is a promising start to what should be a more an effective and 
economic way of working, which will lead to joint commissioning arrangements in the future.  
 
Commissioning and Shared Outcomes Framework 
 
A shared outcomes framework is used to measure performance, informing commissioning 
arrangements and service specifications. Salford are still in the process of developing the 
key performance measures and indicators, but have established the higher level outcomes 
which they intend to achieve through integrated working. Broadly these are to: 
 

 Reduce the number of families living in poverty. 

 Improve school attendance and attainment. 

 Improve health and wellbeing of children and families. 

 Improve sustainability of housing tenancy 

 Increase in wider neighbourhood satisfaction and enhanced feelings of safety. 
 
Draft Shared Outcomes Framework can be seen here: 
http://www.c4eo.org.uk/localpractice/files/514-%28EM4%29-Appendix-3-DRAFT-Salford-
EIP-Shared-Outcomes-Framework.pdf  
 
Consistency and Capacity 
 
Salford has developed ‘thresholds on need,’ based upon a continuum of identified needs 
and services in order to promote early identification of concerns. This approach has led to 
the development of four levels that take into account the different stages of need and types 
of intervention which are available to all children and their families.  
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Thresholds of need: 

 

 Level 1 – Universal 

 Level 2a – Common Assessment Framework 

 Level 2b – Team around the child  

 Level 3 – Children in need 
Level 4 – Child protection 

 
The work of the EIP Service primarily targets those children and young people considered to 
be at Levels 2a and 2b. It also provides seamless support to those children and families at a 
higher level of risk. Key to this is the promotion of the thresholds and improving partner 
understanding which forms part of the Safeguarding Action Plan. Another action is to embed 
the usage of CAF across the city as a tool to effectively inform early intervention. The EIP 
Service takes a lead role in delivering both these actions through the promotion of multi-
agency CAF training, co-authoring of CAFs, and joint service delivery. This shared approach 
and ‘one team’ response is intended to promote consistency. 
 
Impact 
 
Evidence of impact is not currently available as the service has been recently re-designed 
but it is included here as an example of the approach other areas are taking to providing 
early identification services. 
 
For further information contact: 
 
Susan Myers  
Head of Early Intervention and Prevention 
Salford City Council 
Tel: 0161 778 0396 
email: susan.myers@salford.gov.uk 
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Focus: Integrated Service Delivery for Early Intervention 

Delivery Model for Children and Young People in Suffolk, Suffolk County 
Council 

Background 
 
In April 2009 Suffolk County Council agreed an Early Intervention and Prevention Strategy 
for Children and Young People. The overall aim of the strategy was to improve early 
intervention, preventative approaches and integration of services to promote professional 
collaboration and reduce duplication.  
 
The strategy was developed to build on preventative approaches and joint working 
arrangements already being developed in Suffolk to bring about further improvements, in 
particular the strategy aimed to: 
 

 Lead to a targeted approach to deliver services to those families in Suffolk who would 
benefit from additional information, advice and support, but who are not gaining 
access to services now. 

 Develop new ways of working to ensure that the right response can be given to 
children, young people and families at the first point of need by building on the 
strength of families and local communities. 

 Develop a shared understanding of preventative priorities between partners to make 
sure that, in future, existing resources and new investment are targeted more 
effectively within the Children’s Trust Partnership’s joint commissioning approach. 

 Develop joint commissioning in support of shared preventative priorities which would 
more clearly define the important role the voluntary and community sector can play in 
contributing to early intervention and prevention. 

 Build on good practice, improve consistency and avoid duplication across all service 
delivery within the Children’s Trust Partnership. 

 Ensure a clearer understanding of how universal services, schools and primary 
health services in particular are central to successful preventative work. 

 Strengthen the impact of the existing Children and Young People’s Workforce 
Development Strategy. 

 Ensure the co-ordinated development of systems and processes that are intended to 
support and enable the delivery of preventative approaches and early interventions, 
such as the Common Assessment Framework, and bringing teams and services 
together at local level through Community Clusters. 

  
The Process  
 
Suffolk began implementing aspects of the Early Intervention and Prevention Strategy 
through an 'early adopter' phase of the development of an Integrated Access Team. At this 
point, additional need to deliver services within significantly constrained resources led to the 
decision to establish a Programme Board in 2010 to take the strategy forward as a coherent 
programme for service re-design. More than 2,000 staff, and budgets of £70m, were in the 
scope of the programme. 
 
To manage the change programme, in addition to the Programme Board, a number of work 
streams were established. The Board and work streams included service leads for youth 
services, early years and childcare, children’s social care, youth offending services, special 
educational needs/disability services; and both commissioners and service providers for 
health services, corporate parenting and safeguarding services and schools.  
 
The Change Programme, led by the Programme Board reporting to the Directorate 
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Management Team, ran from April 2010 to the point at which the new operating model was 
implemented in July 2011. 
 
The Model 
 
The core purpose of the new operating model was to provide a range of universal, targeted 
and specialist services to children and families proportionate to their needs. This included a 
range of statutory duties in relation to the safety and welfare of children and young people. 
The overall aim of the new operating model was to make best use of available resources to 
enable early, more effective assessment and intervention to reduce the need for more costly 
specialist interventions. 
 
The restructured service has three key elements: 
 
1. A single point of customer access through an Integrated Access Team, working alongside 
Customer First, the Families Information Service co-located with the Police Central Referral 
and Tasking Unit. This plays a key role in supporting families and practitioners to make full 
use of universal services, community services and self-support.  
 
2. Early intervention for children and young people with additional needs, but who do not 
meet the children ‘in need’ threshold for Specialist Services. This is delivered by age banded 
Integrated Teams using the Common Assessment Framework (CAF) as the key early 
intervention tool, and a multi-disciplinary ‘Team Around the Child’ approach drawing on 
services provided from a range of sources including Children’s Centres, Youth Support 
Services, and Community Health resources. A key element of the integrated service model 
are the 196 full-time equivalent Community Health posts, including Health Visitors and 
School Nurses, which have transferred to the County Council and form part of Integrated 
Teams.  
 
3. Streamlined Specialist Services, with the number of Social Care teams reduced from 27 to 
20 providing statutory services to children ‘in need’, those at risk of significant harm, and 
children who are ‘looked after’. The reduction in the number of teams is intended to create 
bigger, more resilient teams to better withstand the impact of staff vacancies and peaks and 
troughs in demand. Specialist Services also include Corporate Parenting, Safeguarding and 
Youth Offending services. 
 
Integrated Teams and Specialist Teams work to the same geographical boundaries to 
ensure safe and seamless collaborative working in respect of children whose needs change 
over time and may require different levels of intervention. The overall aim is to shift 
resources to Integrated Services over time, based on a gradual reduction in the demand for 
more costly Specialist Services. 
 
Extensive work was undertaken to move towards this model of working including: 
 

 Completing the transfer of 196 full-time equivalent Community Health staff, including 
Health Visitors and School Nurses, from the Primary Care Trust to the County 
Council to become part of integrated teams. 

 Alignment of the Workforce Development Strategy with the new operating model to 
embed an integrated, outcome based approach.  

 A formal 90-day consultation process with all staff, trade unions and partners, 
indicating broad agreement with the service redesign and identifying constructive 
adjustments to be made prior to implementation.  

 A Human Resources programme to manage staffing changes to the organisational 
structure and based, where possible, on staff preferences for new roles and teams. 
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 Implementation of new budget codes to align with the new organisational structure 
and provide for effective financial control. 

 Completion of changes to all customer databases to reflect the changed team 
structures and geographical boundaries within the new operation model. 

 Completing the co-location of staff in Integrated Teams and aligning integrated and 
specialist teams with shared geographical boundaries in the same buildings where 
achievable.  

 Developing and agreeing a revised strategic governance and operational 
management of the new operating model. 

 Development of an outcome based Single Performance Framework to quality assure 
the new operating model, identifying key performance indicators, qualitative 
measures and methodologies for customer feedback. 

 
Impact  
 
So far the results of the new structure and ways of working have had the following impact: 
 

 The Integrated Access Team is now diverting 70% of initial contacts that would 
previously have been dealt with by Social Care Teams, towards other, more 
proportionate responses. 

 The number of new CAFs per month has increased by an average of 60 to 200 per 
month. With the full implementation of the new operating model, this figure, along 
with the number of children supported through ‘team around the child’ interventions in 
Integrated Teams, is expected to increase significantly over the next year.  

 The changes brought about during the development of, and the full implementation 
of, the new operating model during 2010/11 and 2011/12 have resulted in savings of 
£7m for the Children and Young People’s Directorate. 

  
For further information contact: 
 
John Lowe 
Operational Lead: CYP Change Programme 
Suffolk County Council 
 
Tel: 01473 265340 
email: John.Lowe@suffolk.gov.uk 
 
 
 

Focus: Early Intervention  

Mentoring and Peer Support (MAPS) 1:1 for vulnerable children and 
young people, London Borough of Sutton. 

Background 
 
MAPS (Mentoring and Peer Support) provide 1:1 volunteer mentors to support vulnerable 
children and young people aged 8-24 in the London Borough of Sutton (LBS). The mentors 
are hand-picked for each young person and they commit to a year’s relationship, supporting 
and journeying with their mentee.  
 
The project started over 15 years ago, with two members of staff, in response to the needs 
of a handful of young people showing signs of low attainment and antisocial behaviour. VCS 
worked with the local authority and one school to create a programme that offered a 
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volunteering opportunity for skilled adults keen to work with young people, and provided 
support to young people who needed a listening ear. Over the years, the project has evolved 
to 11 members of staff, 125 young people and over 150 mentors at any one time in the 1:1 
project, plus a further 300 young people through the peer mentoring and group training 
projects. 
 
The aims of the MAPS programme are to see vulnerable young people evidence significant 
improvements across eight measurable outcomes over 12 months of mentoring. These 
outcomes are: 
 

    Support: The young person’s carers, community and school/college support and 
encourage them regularly and help them achieve in everyday life. 

    Empowerment: The young person feels a part of their community and feels safe 
where they live. They are empowered to get involved in things that happen locally 
and encouraged to help others out. 

    Boundaries & Expectations: The young person has clear boundaries at home, 
school/college and in the community. They know what is expected of them and have 
people to look up to. 

    Constructive Use of Time: Time is used constructively at home and young people 
engage in extra activities outside of home/school/college, such as music, sports, 
youth clubs or religious activities. 

    Commitment to Learning: The young person is motivated to achieve in education or 
training. They have a positive attitude to learning and are committed to personal 
development. 

    Positive Values: The young person treats everybody equally. They handle 
responsibility well and stand up to injustice. They know how to make the right choices 
for themselves. 

    Social Competencies: Respect for people is always present no matter who they are 
or where they’re from. The young person can be sensitive, friendly and resolve 
conflicts peacefully. 

    Positive Identity: The young person is a confident person who has lots of ambitions 
and a positive view of their future. They feel in control of all the things that happen to 
them. 

 
 
The Model  
 
MAPS consist of seven project streams all delivered through mentoring.  These are: 
Inclusion (through the borough’s Children and Young People’s Integrated Support Panel 
(CYPISP), focusing on early intervention); Looked After Children (LAC); Leaving Care (LCT); 
MAC (Mentoring Alternative Care for young people who don’t live with birth parents but are 
looked after through alternative care plans, e.g. Special Guardianship Orders); Schools; 
LEAP (a project for 16-24 year olds aiming to gain education, employment or training with 
the support of a mentor); and Peer Mentoring in schools. As well as this, VCS deliver group 
projects such as ‘Navigate’ (a course for those at risk of exclusion) and the LOFT project (a 
tier two early intervention programme for young people at risk of drug and alcohol misuse). 
 
MAPS delivers the projects by recruiting, training and supporting volunteers from the local 
community who work on a 1:1 basis to empower, enthuse, support and encourage young 
people to transition through difficult times and achieve independence, self-worth, motivation 
and social and educational skills.  
 
Mentees receive regular support and encouragement from an independent adult, outside of 
their school, home life, carers and social workers. Each mentor is a volunteer and young 
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people value having someone spending time with them giving of their own free time, without 
a hidden agenda.  
 
Referrals, Matchings, Supervision and Structure 
 

 Referrals come directly from professionals and agencies working with young people, 
by post, email or fax. Inclusion stream referrals are made through the CYPISP panel, 
LAC and LCT referrals are made by social workers on those teams, school referrals 
are made by the contact teacher in each school (usually a deputy Head), MAC 
referrals come through social services, Joint Adolescent Service, Family Services 
and the Special Guardianship coordinator and LEAP referrals are made by the Job 
Centre, schools, Youth Service and CYPISP. 

 Once a referral is received, VCS arrange a home visit (or visit in school for schools 
stream) to get to know the young person, find out how mentoring can help them and 
gain parental consent. 

 The young person is then brought to the next weekly matching meeting with the 
whole MAPS team, and the best possible match of a mentor is identified. 

 VCS then speak to the mentor about the young person and ensure they are happy to 
take them on. 

 A matching meeting takes place with the mentor, mentee and coordinator and a first 
meeting is arranged. The mentoring agreement is signed by both the mentor and the 
mentee. 

 A post-matching letter is sent to the mentor. All mentors receive a 12 month 
supervision plan, a signed risk assessment, 2 copies of the mentoring agreement, a 
meeting record and expenses form, a session planning tool, a drivers’ form (if 
necessary) and a freepost envelope. 

 The coordinator calls the mentor after their first session to see how it went. 

 Monthly supervision meetings take place between the coordinator and the mentor. 

 In addition to the monthly support, the coordinator meets with the mentor and mentee 
on a quarterly basis to review and evaluate the relationship. 

 At the nine month review, an exit strategy is made and dates are set for the ending of 
the relationship.  

 The young person and mentor meet with the coordinator in the last two weeks of the 
relationship to do a final evaluation and also have a final meeting together to 
celebrate all of the young person’s achievements throughout the year of mentoring. 

 
Impact 
 
MAPS work within a framework based on the 40 Developmental Assets (Search Institute, 
Minneapolis, USA), which is evidenced through a piece of on-going research into 3 million 
young people over a decade. There are 40 assets in the model that are found to be 
inherently good for young people; the more assets someone has, the more likely they are to 
achieve educationally, have higher aspirations and build healthy relationships, and the fewer 
assets they have, the more likely they are to become involved in criminal behaviour, suffer 
with substance misuse and addictions, and be at risk of becoming NEET (Not in Education, 
Employment or Training).  
 
MAPS have developed a robust evaluation process called RADA (Relative Assessment of 
Developmental Assets), which is a confidential mechanism for collating consistent evaluation 
of progress made by individuals at five points of assessment throughout their mentoring 
year, as well as helping to identify any need for ongoing support and best targeting of 
resources. The RADA highlights long term improvements in each young person’s life. It also 
shows any need for on-going support. MAPS ensure that young people exit projects 
positively and, where appropriate, engage in further targeted services. 
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Each project has an RADA that shows the average improvement (or decline) of mentees’ 
assets across the subcategories. Every single mentee is tracked five times a year, and the 
information is used to help the young person design their own mentoring journey and set 
smart goals.  On average, using the 40 assets model, young people gained between five 
and ten assets through a year of mentoring, drastically improving their chances of a higher 
educational attainment and lowering the risk factors that would otherwise impact on them in 
some way  The key trends for 2012 from the RADA evaluation show that: 
 

 100% of young people accessing a mentor have improved their confidence and self-
esteem 

 70% have improved relationships with peers 

 79% felt their lifestyle had improved through their ability to make wise choices and 
decisions for themselves 

 36% increase in their commitment to learning 

 29% increase in social competencies 

 31% increase in positive identity 
 
VCS also complete an annual evaluation that is published available at: 
http://issuu.com/mapsmentoring/docs/annual_report_2011-12_final/1 
 
For further information contact: 
 
Helen Gasperelli  
MAPS Manager  
Tel: 020 8661 5900 
email: HelenGasparelli@vcsutton.org.uk 
 
  

Appendix I 

http://issuu.com/mapsmentoring/docs/annual_report_2011-12_final/1


 

Page 73 of 83 

 

References 
 
Action on Smoking and Health (2013) Fact Sheet on: Young People and Smoking [online] 

available from <http://www.ash.org.uk/files/documents/ASH_108.pdf> [March 27 2013]  

Albarracín, D., Gillette, J. C., Earl, A. N., Glasman, L. R., Durantini, M. R., and Ho, M. (2005) 
'A Test of Major Assumptions about Behavior Change: A Comprehensive Look at the 
Effects of Passive and Active HIV-Prevention Interventions since the Beginning of the 
Epidemic'. Psychological Bulletin 131 (6), 856-897  

Albarracín, D., McNatt, P. S., Klein, C. T. F., Ho, R. M., Mitchell, A. L., and Kumkale, G. T. 
(2003) ' 
Persuasive Communications to Change Actions: An Analysis of Behavioral and 
Cognitive Impact in HIV Prevention'. Health Psychology 22 (2), 166-177  

Albarracín, D., Fishbein, M., Johnson, B. T., and Muellerleile, P. A. (2001) 'Theories of 
Reasoned Action and Planned Behavior as Models of Condom use: A Meta-Analysis'. 
Psychological Bulletin 127 (1), 142-161  

Ali, S., Mouton, C. P., Jabeen, S., Ofoemezie, E. K., Bailey, R. K., Shahid, M., and Zeng, Q. 
(2011) 'Early Detection of Illicit Drug use in Teenagers'. Innovations in Clinical 
Neuroscience 8 (12), 24-28  

Allen, M., Donohue, W. A., Griffin, A., Ryan, D., and Turner, M. M. M. (2003) 'Comparing the 
Influence of Parents and Peers on the Choice to use Drugs'. Criminal Justice and 
Behavior 30 (2), 163-186  

Arriola, K. R. J., Louden, T., Doldren, M. A., and Fortenberry, R. M. (2005) 'A Meta-Analysis 
of the Relationship of Child Sexual Abuse to HIV Risk Behavior among Women'. Child 
Abuse & Neglect 29 (6), 725-746  

Asmussen, K. A., Matthews, T., Weizel, K., Bebiroglu, N., and Scott, S. (2010) Evaluation of 
the National Academy of Parenting Practitioners’ Training Offer in Evidence Based 
Parenting Programmes [online] available from 
<https://www.education.gov.uk/publications/eOrderingDownload/DFE-RR186.pdf> 
[March 27 2013]  

Austin, A. M., Macgowan, M. J., and Wagner, E. F. (2005) 'Effective Family-Based 
Interventions for Adolescents with Substance use Problems: A Systematic Review'. 
Research on Social Work Practice 15 (2), 67-83  

Avenevoli, S. and Merikangas, K. R. (2003) 'Familial Influences on Adolescent Smoking'. 
Addiction 98, 1-20  

Bader, P., Travis, H. E., and Skinner, H. A. (2007) 'Knowledge Synthesis of Smoking 
Cessation among Employed and Unemployed Young Adults'. American Journal of 
Public Health 97 (8), 1434-1443  

Barnett, E., Sussman, S., Smith, C., Rohrbach, L. A., and Spruijt-Metz, D. (2012) 
'Motivational Interviewing for Adolescent Substance use: A Review of the Literature'. 
Addictive Behaviors 37 (12), 1325-1334  

Barnett, N. P. and Read, J. P. (2005) 'Mandatory Alcohol Intervention for Alcohol-Abusing 

Appendix F 

http://www.ash.org.uk/files/documents/ASH_108.pdf
https://www.education.gov.uk/publications/eOrderingDownload/DFE-RR186.pdf


 

Page 74 of 83 

 

College Students: A Systematic Review'. Journal of Substance Abuse Treatment 29 (2), 
147-158  

Blake, S. M., Amaro, H., Schwartz, P. M., and Flinchbaugh, L. J. (2001) 'A Review of 
Substance Abuse Prevention Interventions for Young Adolescent Girls'. The Journal of 
Early Adolescence 21 (3), 294-324  

Borsari, B. and Carey, K. B. (2006) 'How the Quality of Peer Relationships Influences 
College Alcohol use'. Drug and Alcohol Review 25 (4), 361-370  

Botvin, G. J. and Griffin, K. W. (2004) 'Life Skills Training: Empirical Findings and Future 
Directions'. The Journal of Primary Prevention 25 (2), 211-232  

Braciszewski, J. M. and Stout, R. L. (2012) 'Substance use among Current and Former 
Foster Youth: A Systematic Review'. Children and Youth Services Review 34 (12), 

2337-2344  

Buckley, E. J. and White, D. G. (2007) 'Systematic Review of the Role of External 
Contributors in School Substance use Education'. Health Education 107 (1), 42-62  

Cairns, C. (2010) Young People Alcohol and Sexual Risk Taking Project – in the North East: 
Quality Standards [online] available from <http://svsyf.org/content/key%20docs/105020-
Quality-Standards.pdf> [March 27 2013]  

Cannon, E. and Levy, M. (2008) 'Substance-using Hispanic Youth and their Families: 
Review of Engagement and Treatment Strategies'. The Family Journal 16 (3), 199-203  

Carey, K. B., Scott-Sheldon, L., Elliott, J. C., Bolles, J. R., and Carey, M. P. (2009) 
'Computer-Delivered Interventions to Reduce College Student Drinking: A Meta-
Analysis'. Addiction 104 (11), 1807-1819  

Carey, K. B., Scott-Sheldon, L., Carey, M. P., and DeMartini, K. S. (2007) 'Individual-Level 
Interventions to Reduce College Student Drinking: A Meta-Analytic Review'. Addictive 
Behaviors 32 (11), 2469-2494  

Casey, M. K., Timmermann, L., Allen, M., Krahn, S., and Turkiewicz, K. L. (2009) 'Response 
and Self-Efficacy of Condom use: A Meta-Analysis of this Important Element of AIDS 
Education and Prevention'. Southern Communication Journal 74 (1), 57-78  

Children and Young People’s Health Outcomes Forum (2012) Report of the Public Health 
and Prevention Sub-Group, Children and Young People’s Health Outcomes Forum 
[online] available from <https://www.gov.uk/government/publications/independent-
experts-set-out-recommendations-to-improve-children-and-young-people-s-health-
results> [March/28 2013]  

Chin, H. B., Sipe, T. A., Elder, R., Mercer, S. L., Chattopadhyay, S. K., Jacob, V., 
Wethington, H. R., Kirby, D., Elliston, D. B., Griffith, M., Chuke, S. O., Briss, S. C., 
Ericksen, I., Galbraith, J. S., Herbst, J. H., Johnson, R. L., Kraft, J. M., Noar, S. M., 
Romero, L. M., and Santelli, J. (2012) 'The Effectiveness of Group-Based 
Comprehensive Risk-Reduction and Abstinence Education Interventions to Prevent Or 
Reduce the Risk of Adolescent Pregnancy, Human Immunodeficiency Virus, and 
Sexually Transmitted Infections: Two Systematic Reviews for the Guide to Community 
Preventive Services'. American Journal of Preventive Medicine 42 (3), 272-294  

http://svsyf.org/content/key%20docs/105020-Quality-Standards.pdf
http://svsyf.org/content/key%20docs/105020-Quality-Standards.pdf
https://www.gov.uk/government/publications/independent-experts-set-out-recommendations-to-improve-children-and-young-people-s-health-results
https://www.gov.uk/government/publications/independent-experts-set-out-recommendations-to-improve-children-and-young-people-s-health-results
https://www.gov.uk/government/publications/independent-experts-set-out-recommendations-to-improve-children-and-young-people-s-health-results


 

Page 75 of 83 

 

Chu, P. S., Saucier, D. A., and Hafner, E. (2010) 'Meta-Analysis of the Relationships 
between Social Support and Well-being in Children and Adolescents'. Journal of Social 
and Clinical Psychology 29 (6), 624-645  

Clutterbuck, D. J., Flowers, P., Barber, T., Wilson, H., Nelson, M., Hedge, B., Kapp, S., 
Fakoya, A., and Sullivan, A. K. (2012) UK National Guidelines on Safer Sex Advice: The 
Clinical Effectiveness Group of the British Association for Sexual Health and HIV 
(BASHH) and the British HIV Association (BHIVA): British Association for Sexual Health 

and HIV  

Cohen, J. A., Mannarino, A. P., Zhitova, A. C., and Capone, M. E. (2003) 'Treating Child 
Abuse-Related Posttraumatic Stress and Comorbid Substance Abuse in Adolescents'. 
Child Abuse & Neglect 27 (12), 1345-1365  

Conrad, K. M., Flay, B. R., and Hill, D. (1992) 'Why Children Start Smoking Cigarettes: 
Predictors of Onset'. British Journal of Addiction 87 (12), 1711-1724  

Department for Children, Schools and Families (2008) Targeted Youth Support and Teenage 
Pregnancy – Working Together to Reduce Teenage Pregnancy Rates and Support 
Young Parents [online] available from 
<https://www.education.gov.uk/publications/eOrderingDownload/TDA0552.pdf> 
[March/28 2013]  

Department for Children, Schools and Families (DCSF), Department of Health (DH), and 
National Treatment Agency for Substance Misuse (NTA) (2009) Joint Guidance on 
Development of Local Protocols between Drug and  Alcohol Treatment Services and 
Local Safeguarding and Family Services  [online] available from 
<http://www.nta.nhs.uk/uploads/yp_drug_alcohol_treatment_protocol_1109.pdf> [March 
2013 2013]  

Department for Education and Skills (2007) Targeted Youth Support: A Guide [online] 
available from 
<https://www.education.gov.uk/publications/eOrderingDownload/Targeted_youth_suppo
rt_guide.pdf> [March/28 2013]  

Department of children, schools and families (2007) Aiming High for Young People: A Ten 
Year Strategy for Positive Activities [online] available from 
<https://www.education.gov.uk/publications/eOrderingDownload/PU214.pdf> [March 27 
2013]  

Department of Health (2012) Getting it Right for Children, Young People and Families, 
Maximising the Contribution of the School Nursing Team: Vision and Call to Action, 
DH.   [online] available from 

<http://www.local.gov.uk/c/document_library/get_file?uuid=c2330143-5065-402c-a2cc-
4da02617335a&groupId=10171> [March 2013 2013]  

Department of Health (2011) Self-Review Tool for Quality Criteria for Young People Friendly 
Health Services.  [online] available from 

<https://www.gov.uk/government/publications/self-review-tool-for-quality-criteria-for-
young-people-friendly-health-services> [March 27 2013]  

DiClemente, R. J., Crittenden, C. P., Rose, E., Sales, J. M., Wingood, G. M., Crosby, R. A., 
and Salazar, L. F. (2008) 'Psychosocial Predictors of HIV-Associated Sexual Behaviors 
and the Efficacy of Prevention Interventions in Adolescents at-Risk for HIV Infection: 

https://www.education.gov.uk/publications/eOrderingDownload/TDA0552.pdf
http://www.nta.nhs.uk/uploads/yp_drug_alcohol_treatment_protocol_1109.pdf
https://www.education.gov.uk/publications/eOrderingDownload/Targeted_youth_support_guide.pdf
https://www.education.gov.uk/publications/eOrderingDownload/Targeted_youth_support_guide.pdf
https://www.education.gov.uk/publications/eOrderingDownload/PU214.pdf
http://www.local.gov.uk/c/document_library/get_file?uuid=c2330143-5065-402c-a2cc-4da02617335a&groupId=10171
http://www.local.gov.uk/c/document_library/get_file?uuid=c2330143-5065-402c-a2cc-4da02617335a&groupId=10171
https://www.gov.uk/government/publications/self-review-tool-for-quality-criteria-for-young-people-friendly-health-services
https://www.gov.uk/government/publications/self-review-tool-for-quality-criteria-for-young-people-friendly-health-services


 

Page 76 of 83 

 

What Works and what Doesn't Work?'. Psychosomatic Medicine 70 (5), 598-605  

Ellis, S. and Grey, A. (2004) Prevention of Sexually Transmitted Infections (STIs): A Review 
of Reviews into the Effectiveness of Non-Clinical Interventions. London: Health 

Development Agency  

Enoch, M. (2011) 'The Role of Early Life Stress as a Predictor for Alcohol and Drug 
Dependence'. Psychopharmacology 214 (1), 17-31  

Faggiano, F., Vigna-Taglianti, F., Versino, E., Zambon, A., Borraccino, A., and Lemma, P. 
(2008) 'School-Based Prevention for Illicit Drugs use: A Systematic Review'. Preventive 
Medicine: An International Journal Devoted to Practice and Theory 46 (5), 385-396  

Feldstein, S. W. and Miller, W. R. (2006) 'Substance use and Risk-Taking among 
Adolescents'. Journal of Mental Health 15 (6), 633-643  

Fite, P. J., Schwartz, S., and Hendrickson, M. (2012) 'Childhood Proactive and Reactive 
Aggression: Differential Risk for Substance use?'. Aggression and Violent Behavior 17 
(3), 240-246  

Flay, B. R., Petraitis, J., and Hu, F. B. (1999) 'Psychosocial Risk and Protective Factors for 
Adolescent Tobacco use'. Nicotine & Tobacco Research: Official Journal of the Society 
for Research on Nicotine and Tobacco 1 Suppl 1, S59-S65  

Flay, B. R. (2009a) 'School-Based Smoking Prevention Programs with the Promise of Long-
Term Effects'. Tobacco Induced Diseases 5 (1), 6-6  

Flay, B. R. (2009b) 'The Promise of Long-Term Effectiveness of School-Based Smoking 
Prevention Programs: A Critical Review of Reviews'. Tobacco Induced Diseases 5 (1), 
7-7  

Fletcher, A., Bonell, C., and Hargreaves, J. (2008) 'School Effects on Young People's Drug 
use: A Systematic Review of Intervention and Observational Studies'. Journal of 
Adolescent Health 42 (3), 209-220  

Francisco, M. A., Hicks, K., Powell, J., Styles, K., Tabor, J. L., and Hulton, L. J. (2008) 'The 
Effect of Childhood Sexual Abuse on Adolescent Pregnancy: An Integrative Research 
Review'. Journal for Specialists in Pediatric Nursing 13 (4), 237-248  

Franklin, C. and Corcoran, J. (2000) 'Preventing Adolescent Pregnancy: A Review of 
Programs and Practices'. Social Work 45 (1), 40-52  

Gottfredson, D. C. and Wilson, D. B. (2003) 'Characteristics of Effective School-Based 
Substance Abuse Prevention'. Prevention Science 4 (1), 27-38  

Guiao, I. Z., Blakemore, N. M., and Wise, A. B. (2004) 'Predictors of Teen Substance use 
and Risky Sexual Behaviors: Implications for Advanced Nursing Practice'. Clinical 
Excellence for Nurse Practitioners 8 (2), 52-59  

Gullo, M. J. and Dawe, S. (2008) 'Impulsivity and Adolescent Substance use: Rashly 
Dismissed as 'all-Bad?''. Neuroscience and Biobehavioral Reviews 32 (8), 1507-1518  

Halpern-Felsher, B., Millstein, S. G., and Ellen, J. M. (1996) 'Relationship of Alcohol use and 



 

Page 77 of 83 

 

Risky Sexual Behavior: A Review and Analysis of Findings'. The Journal of Adolescent 
Health: Official Publication of the Society for Adolescent Medicine 19 (5), 331-336  

Hanson, M. D. and Chen, E. (2007a) 'Socioeconomic Status and Health Behaviors in 
Adolescence: A Review of the Literature'. Journal of Behavioral Medicine 30 (3), 263-
285  

Hanson, M. D. and Chen, E. (2007b) 'Socioeconomic Status and Health Behaviors in 
Adolescence: A Review of the Literature'. Journal of Behavioral Medicine 30 (3), 263-

285  

Health Protection Agency (2012) National Chlamydia Screening Programme Standards 6Th 
Edition [online] available from 
<http://www.chlamydiascreening.nhs.uk/ps/resources/core-
requirements/NCSP%20Standards%206th%20Edition_October%202012.pdf> [March 
2013 2013]  

Hill, N. L. (2008) 'Adolescent Substance use Prevention Interventions Outside of Classroom 
Settings'. Child & Adolescent Social Work Journal 25 (6), 451-467  

Homma, Y., Wang, N., Saewyc, E., and Kishor, N. (2012) 'The Relationship between Sexual 
Abuse and Risky Sexual Behavior among Adolescent Boys: A Meta-Analysis'. Journal 
of Adolescent Health 51 (1), 18-24  

Hong, J. S., Huang, H., Sabri, B., and Kim, J. S. (2011) 'Substance Abuse among Asian 
American Youth: An Ecological Review of the Literature'. Children and Youth Services 
Review 33 (5), 669-677  

Horn, K., Dino, G., Kalsekar, I., and Mody, R. (2005) 'The Impact of Not on Tobacco on Teen 
Smoking Cessation: End-of-Program Evaluation Results, 1998 to 2003'. Journal of 
Adolescent Research 20 (6), 640-661  

Hovdestad, W. E., Tonmyr, L., Wekerle, C., and Thornton, T. (2011) 'Why is Childhood 
Maltreatment Associated with Adolescent Substance Abuse? A Critical Review of 
Explanatory Models'. International Journal of Mental Health and Addiction 9 (5), 525-

542  

Huppert, F. A. (2009) 'Psychological Well-being: Evidence regarding its Causes and 
Consequences'. Applied Psychology: Health & Well-being 1 (2), 137-164  

Hwang, M. S., Yeagley, K. L., and Petosa, R. (2004) 'A Meta-Analysis of Adolescent 
Psychosocial Smoking Prevention Programs Published between 1978 and 1997 in the 
United States'. Health Education & Behavior 31 (6), 702-719  

Ivanov, I., Schulz, K. P., Londo, E. D., and Newcorn, J. H. (2008) 'Inhibitory Control Deficits 
in Childhood and Risk for Substance use Disorders: A Review'. The American Journal 
of Drug and Alcohol Abuse 34 (3), 239-258  

Jemmott, J. B., 3 and Jemmott, L. S. (2000) 'HIV Risk Reduction Behavioral Interventions 
with Heterosexual Adolescents'. AIDS (London, England) 14 Suppl 2, S40-S52  

Johnson, B. T., Scott-Sheldon, L., Huedo-Medina, T., and Carey, M. P. (2011) 'Interventions 
to Reduce Sexual Risk for Human Immunodeficiency Virus in Adolescents: A Meta-

http://www.chlamydiascreening.nhs.uk/ps/resources/core-requirements/NCSP%20Standards%206th%20Edition_October%202012.pdf
http://www.chlamydiascreening.nhs.uk/ps/resources/core-requirements/NCSP%20Standards%206th%20Edition_October%202012.pdf


 

Page 78 of 83 

 

Analysis of Trials, 1985-2008'. Archives of Pediatrics & Adolescent Medicine 165 (1), 
77-84  

Jones, R., Everson-Hock, E., Papaioannou, D., Guillaume, L., Goyder, E., Chilcott, J., 
Cooke, J., Payne, N., Duenas, A., Sheppard, L. M., and Swann, C. (2011) 'Factors 
Associated with Outcomes for Looked-After Children and Young People: A Correlates 
Review of the Literature'. Child: Care, Health and Development 37 (5), 613-622  

Kirby, D. and Laris, B. A. (2009) 'Effective Curriculum-Based Sex and STD/HIV Education 
Programs for Adolescents'. Child Development Perspectives 3 (1), 21-29  

Kirby, D. B. (2008) 'The Impact of Abstinence and Comprehensive Sex and STD/HIV 
Education Programs on Adolescent Sexual Behavior'. Sexuality Research & Social 
Policy: A Journal of the NSRC 5 (3), 18-27  

Kollins, S. H. (2008) 'ADHD, Substance use Disorders, and Psychostimulant Treatment: 
Current Literature and Treatment Guidelines'. Journal of Attention Disorders 12 (2), 
115-125  

Kotchick, B. A., Shaffer, A., and Forehand, R. (2001) 'Adolescent Sexual Risk Behavior: A 
Multi-System Perspective'. Clinical Psychology Review 21 (4), 493-519  

Kuntsche, E., Rehm, J., and Gmel, G. (2004) 'Characteristics of Binge Drinkers in Europe'. 
Social Science & Medicine 59 (1), 113-127  

Kuntsche, E., Knibbe, R., Gmel, G., and Engels, R. (2005) 'Why do Young People Drink? A 
Review of Drinking Motives'. Clinical Psychology Review 25 (7), 841-861  

Lee, S. S., Humphreys, K. L., Flory, K., Liu, R., and Glass, K. (2011) 'Prospective 
Association of Childhood Attention-deficit/hyperactivity Disorder (ADHD) and Substance 
use and abuse/dependence: A Meta-Analytic Review'. Clinical Psychology Review 31 

(3), 328-341  

Lemstra, M., Bennett, N., Nannapaneni, U., Neudorf, C., Warren, L., Kershaw, T., and Scott, 
C. (2010) 'A Systematic Review of School-Based Marijuana and Alcohol Prevention 
Programs Targeting Adolescents Aged 10–15'. Addiction Research & Theory 18 (1), 84-

96  

Logan, D. E. and Marlatt, G. A. (2010) 'Harm Reduction Therapy: A Practice-Friendly 
Review of Research'. Journal of Clinical Psychology 66 (2), 201-214  

Looby, A. (2008) 'Childhood Attention Deficit Hyperactivity Disorder and the Development of 
Substance use Disorders: Valid Concern Or Exaggeration?'. Addictive Behaviors 33 (3), 
451-463  

Lyles, C. M., Kay, L. S., Crepaz, N., Herbst, J. H., Passin, W. F., Kim, A. S., Rama, S. M., 
Thadiparthi, S., DeLuca, J. B., and Mullins, M. M. (2007) 'Best-Evidence Interventions: 
Findings from a Systematic Review of HIV Behavioral Interventions for US Populations 
at High Risk, 2000-2004'. American Journal of Public Health 97 (1), 133-143  

Marston, C. and King, E. (2006) 'Factors that Shape Young People's Sexual Behavior: A 
Systematic Review'. The Lancet 368 (9547), 1581-1586  



 

Page 79 of 83 

 

Mason, M. J., Walker, L. R., Wine, L. A., Knoper, T. S., and Tercyak, K. P. (2007) 'Child and 
Adolescent Tobacco and Substance use within the Context of ADHD: Implications for 
Prevention and Treatment'. Journal of Clinical Psychology in Medical Settings 14 (3), 

227-237  

Maticka-Tyndale, E. and Barnett, J. P. (2010) 'Peer-Led Interventions to Reduce HIV Risk of 
Youth: A Review'. Evaluation and Program Planning 33 (2), 98-112  

McDonald, P., Colwell, B., Backinger, C. L., Husten, C., and Maule, C. O. (2003) 'Better 
Practices for Youth Tobacco Cessation: Evidence of Review Panel'. American Journal 
of Health Behavior 27, S144-S158  

McKay, A. (2000) 'Prevention of Sexually Transmitted Infections in Different Populations: A 
Review of Behaviorually Effective and Cost-Effective Interventions'. Canadian Journal of 
Human Sexuality 9 (2), 95-120  

McMurran, M. (2011) 'Anxiety, Alcohol Intoxication, and Aggression'. Legal and 
Criminological Psychology 16 (2), 357-371  

Mills, T. (2006) Teenage Pregnancy: Accelerating the Strategy to 2010. [online] available 

from <http://www.eastsussex.gov.uk/NR/rdonlyres/A6A05A4D-4AFE-4F65-AE38-
D4E8A7ED1CDD/16382/SCh140308Item5.pdf> [March 2013 2013]  

Mitchell, S. G., Gryczynski, J., O'Grady, K. E., and Schwartz, R. P. (2013) 'Sbirt for 
Adolescent Drug and Alcohol use: Current Status and Future Directions'. Journal of 
Substance Abuse Treatment  

Murphy-Hoefer, R., Griffith, R., Pederson, L. L., Crossett, L., Iyer, S. R., and Hiller, M. D. 
(2005) 'A Review of Interventions to Reduce Tobacco use in Colleges and Universities'. 
American Journal of Preventive Medicine 28 (2), 188-200  

National CAMHS Support Service (2011) Self Assessment  Tool – Child and Adolescent 
Mental Health Services (CAMHS) Achieving Local Consensus on Standards, NCSS.: 
Child and Adolescent Mental Health Services  

National Institute for Clinical Excellence. (2011) PH4 Interventions to Reduce Substance 
Misuse among Vulnerable Young People.  [online] available from 
<http://publications.nice.org.uk/interventions-to-reduce-substance-misuse-among-
vulnerable-young-people-ph4> [March 27 2013]  

National Institute for Clinical Excellence. (2010) School-Based Interventions to Stop Prevent 
Smoking, Public Health Guidance, 23.  [online] available from 
<http://www.nice.org.uk/nicemedia/live/12827/47582/47582.pdf> [March 27 2013]  

National Institute for Clinical Excellence. (2008) Public Health Guidance 14 Preventing the 
Uptake of Smoking by Children and Young People [online] available from 

<http://www.nice.org.uk/PH14> [March 27 2013]  

National Institute for Clinical Excellence. (2007a) Community-Based Interventions to Reduce 
Substance Misuse among Vulnerable and Disadvantaged Children and Young 
People, Public Health Guidance 4. [online] available from 

<http://publications.nice.org.uk/interventions-to-reduce-substance-misuse-among-
vulnerable-young-people-ph4> [March 27 2013]  

http://www.eastsussex.gov.uk/NR/rdonlyres/A6A05A4D-4AFE-4F65-AE38-D4E8A7ED1CDD/16382/SCh140308Item5.pdf
http://www.eastsussex.gov.uk/NR/rdonlyres/A6A05A4D-4AFE-4F65-AE38-D4E8A7ED1CDD/16382/SCh140308Item5.pdf
http://publications.nice.org.uk/interventions-to-reduce-substance-misuse-among-vulnerable-young-people-ph4
http://publications.nice.org.uk/interventions-to-reduce-substance-misuse-among-vulnerable-young-people-ph4
http://www.nice.org.uk/nicemedia/live/12827/47582/47582.pdf
http://www.nice.org.uk/PH14
http://publications.nice.org.uk/interventions-to-reduce-substance-misuse-among-vulnerable-young-people-ph4
http://publications.nice.org.uk/interventions-to-reduce-substance-misuse-among-vulnerable-young-people-ph4


 

Page 80 of 83 

 

National Institute for Clinical Excellence. (2007b) Interventions in Schools to Prevent and 
Reduce Alcohol use among Children and Young People, Public Health Guidance, 7.   
[online] available from <http://guidance.nice.org.uk/PH7> [March 27 2013]  

National Institute for Clinical Excellence. (2007c) One to One Interventions to Reduce the 
Transmission of Sexually Transmitted Infections (STIs) Including HIV, and to Reduce 
the Rate of Under 18 Conceptions, especially among Vulnerable and at Risk Groups.  
[online] available from <http://www.nice.org.uk/nicemedia/pdf/PHI003guidance.pdf> 
[March 27 2013]  

National Treatment Agency for Substance Misuse. (2007) The Role of CAMHS and 
Addiction Psychiatry in Adolescent Substance Misuse Services.  [online] available from 
<http://www.nta.nhs.uk/uploads/yp_camhs280508.pdf> [March 27 2013]  

New Economics Foundation (2008) Five Ways to Wellbeing: A Report Presented to the 
Foresight Project on Communicating the Evidence Base for Improving People's 
Wellbeing [online] available from <http://www.neweconomics.org/publications/five-ways-
well-being-evidence> [February/24 2013]  

NHS (2012) Digital Technology Essentials Guide. [online] available from 
<http://www.connectingforhealth.nhs.uk/systemsandservices/qipp/library/techessentials.
pdf> [March 27 2013]  

Noar, S. M. and Noar, S. M. 'Behavioral Interventions to Reduce HIV-Related Sexual Risk 
Behavior: Review and Synthesis of Meta-Analytic Evidence'. AIDS and Behavior 12 (3), 
335  

Noll, J. G., Shenk, C. E., and Putnam, K. T. (2009) 'Childhood Sexual Abuse and Adolescent 
Pregnancy: A Meta-Analytic Update'. Journal of Pediatric Psychology 34 (4), 366-378  

O'Leary Tevyaw, T. and Monti, P. M. (2004) 'Motivational Enhancement and Other Brief 
Interventions for Adolescent Substance Abuse: Foundations, Applications and 
Evaluations'. Addiction 99, 63-75  

Ozechowski, T. J. and Liddle, H. A. (2000) 'Family-Based Therapy for Adolescent Drug 
Abuse: Knowns and Unknowns'. Clinical Child and Family Psychology Review 3 (4), 
269-298  

Patterson, F., Lerman, C., Kaufmann, V. G., Neuner, G. A., and Audrain-McGovern, J. 
(2004) 'Cigarette Smoking Practices among American College Students: Review and 
Future Directions'. Journal of American College Health 52 (5), 203-210  

Pedlow, C. T. and Carey, M. P. (2004) 'Developmentally Appropriate Sexual Risk Reduction 
Interventions for Adolescents: Rationale, Review of Interventions, and 
Recommendations for Research and Practice'. Annals of Behavioral Medicine 27 (3), 

172-184  

Peters, L. W. H., Kok, G., Dam, G. T. M. T., Buijs, G. J., and Paulussen, T. G. W. M. (2009a) 
'Effective Elements of School Health Promotion Across Behavioral Domains: A 
Systematic Review of Reviews'. BMC Public Health 9, 1-14  

Peters, L. W. H., Wiefferink, C. H., Hoekstra, F., Buijs, G. J., ten Dam, Geert T. M., and 
Paulussen, T. G. W. M. (2009b) 'A Review of Similarities between Domain-Specific 

http://guidance.nice.org.uk/PH7
http://www.nice.org.uk/nicemedia/pdf/PHI003guidance.pdf
http://www.nta.nhs.uk/uploads/yp_camhs280508.pdf
http://www.neweconomics.org/publications/five-ways-well-being-evidence
http://www.neweconomics.org/publications/five-ways-well-being-evidence
http://www.connectingforhealth.nhs.uk/systemsandservices/qipp/library/techessentials.pdf
http://www.connectingforhealth.nhs.uk/systemsandservices/qipp/library/techessentials.pdf


 

Page 81 of 83 

 

Determinants of Four Health Behaviors among Adolescents'. Health Education 
Research 24 (2), 198-223  

Poobalan, A. S., Pitchforth, E., Imamura, M., Tucker, J. S., Philip, K., Spratt, J., Mandava, L., 
and van Teijlingen, E. (2009) 'Characteristics of Effective Interventions in Improving 
Young People's Sexual Health: A Review of Reviews'. Sex Education 9 (3), 319-336  

Porath-Waller, A., Beasley, E., and Beirness, D. J. (2010) 'A Meta-Analytic Review of 
School-Based Prevention for Cannabis use'. Health Education & Behavior 37 (5), 709-

723  

Rehm, J., Shield, K. D., Joharchi, N., and Shuper, P. A. (2012) 'Alcohol Consumption and 
the Intention to Engage in Unprotected Sex: Systematic Review and meta‐analysis of 
Experimental Studies'. Addiction 107 (1), 51-59  

Robin, L., Dittus, P., Whitaker, D., Crosby, R., Ethier, K., Mezoff, J., Miller, K., and Pappas-
Deluca, K. (2004) 'Behavioral Interventions to Reduce Incidence of HIV, STD, and 
Pregnancy among Adolescents: A Decade in Review'. Journal of Adolescent Health 34 

(1), 3-26  

Robinson, L. M. and Vail, S. R. (2012) 'An Integrative Review of Adolescent Smoking 
Cessation using the Transtheoretical Model of Change'. Journal of Pediatric Health 
Care 26 (5), 336-345  

Roe, S. and Becker, J. (2005) 'Drug Prevention with Vulnerable Young People: A Review'. 
Drugs: Education, Prevention & Policy 12 (2), 85-99  

Rosa, D. L., Vega, R., and Radisch, M. A. (2000) 'The Role of Acculturation in the 
Substance Abuse Behavior of African-American and Latino Adolescents: Advances, 
Issues, and Recommendations'. Journal of Psychoactive Drugs 32 (1), 33-42  

Ross, J., Ison, C., Carder, C., Lewis, D., Mercey, D., and Young, H. (2006) Sexually 
Transmitted Infections: UK National Screening and Testing Guidelines, Screening 
Guidelines Steering Committee Commissioned by Clinical Effectiveness Group [online] 

available from <http://www.bashh.org/documents/59/59.pdf> [March 27 2013]  

Saban, A. and Flisher, A. J. (2010) 'The Association between Psychopathology and 
Substance use in Young People: A Review of the Literature'. Journal of Psychoactive 
Drugs 42 (1), 37-47  

Saraf, D. S., Nongkynrih, B., Pandav, C. S., Gupta, S. K., Shah, B., Kapoor, S. K., and 
Krishnan, A. (2012) 'A Systematic Review of School-Based Interventions to Prevent 
Risk Factors Associated with Noncommunicable Diseases'. Asia-Pacific Journal of 
Public Health 24 (5), 733-752  

Schubiner, H. (2005) 'Substance Abuse in Patients with Attention-Deficit Hyperactivity 
Disorder: Therapeutic Implications'. CNS Drugs 19 (8), 643-655  

Scott-Sheldon, L., Demartini, K. S., Carey, K. B., and Carey, M. P. (2009) 'Alcohol 
Interventions for College Students Improves Antecedents of Behavioral Change: 
Results from a Meta-Analysis of 34 Randomized Controlled Trials'. Journal of Social 
and Clinical Psychology 28 (7), 799-823  

http://www.bashh.org/documents/59/59.pdf


 

Page 82 of 83 

 

Seigers, D. K. L. and Carey, K. B. (2010) 'Screening and Brief Interventions for Alcohol use 
in College Health Centers: A Review'. Journal of American College Health 59 (3), 151-
158  

Sheeran, P., Abraham, C., and Orbell, S. (1999) 'Psychosocial Correlates of Heterosexual 
Condom use: A Meta-Analysis'. Psychological Bulletin 125 (1), 90-132  

Sheeran, P. and Taylor, S. (1999) 'Predicting Intentions to use Condoms: A Meta-Analysis 
and Comparison of the Theories of Reasoned Action and Planned Behavior'. Journal of 
Applied Social Psychology 29 (8), 1624-1675  

Sheeran, P. and Orbell, S. (1998) 'Do Intentions Predict Condom use? Metaanalysis and 
Examination of Six Moderator Variables'. British Journal of Social Psychology 37 (2), 
231-250  

Smit, E., Verdurmen, J., Monshouwer, K., and Smit, F. (2008) 'Family Interventions and their 
Effect on Adolescent Alcohol use in General Populations: A Meta-Analysis of 
Randomized Controlled Trials'. Drug and Alcohol Dependence 97 (3), 195-206  

Soole, D. W., Mazerolle, L., and Rombouts, S. (2008) 'School-Based Drug Prevention 
Programs: A Review of what Works'. Australian and New Zealand Journal of 
Criminology 41 (2), 259-286  

Teenage Pregnancy Unit (2009) Teenage Pregnancy Prevention and Support: A Self-
Assessment Toolkit for Local Performance Management. [online] available from 

<http://politics.leics.gov.uk/mgConvert2PDF.aspx?ID=42023> [March 27 2013]  

Teenage Pregnancy Unit (2005) Enabling Young People to Access Contraceptive and 
Sexual Health Advice: Guidance for Youth Support Workers. [online] available from 
<http://www.six.somerset.gov.uk/teenagepregnancy/docs/Publications/Research/Enabli
ng%20Young%20People%20to%20Access%20Contraceptive%20and%20Sexual%20H
ealth%20Advice%20-%20Guidance%20for%20Youth%20Workers.pdf> [March 27 
2013]  

Terzian, M. A. and Fraser, M. W. (2005) 'Preventing Aggressive Behavior and Drug use in 
Elementary School: Six Family-Oriented Programs'. Aggression and Violent Behavior 
10 (4), 407-435  

Tyas, S. L. and Pederson, L. L. (1998) 'Psychosocial Factors Related to Adolescent 
Smoking: A Critical Review of the Literature'. Tobacco Control 7 (4), 409-420  

US Department of Health and Human Services (1994) Preventing Tabacco use Amongst 
Young People: A Report of the Surgeon General, 1994 [online] available from 
<http://www.cdc.gov/tobacco/data_statistics/sgr/1994/index.htm> [February/17 2013]  

Villanti, A. C., McKay, H. S., Abrams, D. B., Holtgrave, D. R., and Bowie, J. V. (2010) 
'Smoking-Cessation Interventions for U.S. Young Adults: A Systematic Review'. 
American Journal of Preventive Medicine 39 (6), 564-574  

Wagner, E. F., Tubman, J. G., and Gil, A. G. (2004) 'Implementing School-Based Substance 
Abuse Interventions: Methodological Dilemmas and Recommended Solutions'. 
Addiction 99, 106-119  

http://politics.leics.gov.uk/mgConvert2PDF.aspx?ID=42023
http://www.six.somerset.gov.uk/teenagepregnancy/docs/Publications/Research/Enabling%20Young%20People%20to%20Access%20Contraceptive%20and%20Sexual%20Health%20Advice%20-%20Guidance%20for%20Youth%20Workers.pdf
http://www.six.somerset.gov.uk/teenagepregnancy/docs/Publications/Research/Enabling%20Young%20People%20to%20Access%20Contraceptive%20and%20Sexual%20Health%20Advice%20-%20Guidance%20for%20Youth%20Workers.pdf
http://www.six.somerset.gov.uk/teenagepregnancy/docs/Publications/Research/Enabling%20Young%20People%20to%20Access%20Contraceptive%20and%20Sexual%20Health%20Advice%20-%20Guidance%20for%20Youth%20Workers.pdf
http://www.cdc.gov/tobacco/data_statistics/sgr/1994/index.htm


 

Page 83 of 83 

 

Walcott, C. M., Meyers, A. B., and Landau, S. (2008) 'Adolescent Sexual Risk Behaviors and 
School-Based Sexually Transmitted infection/HIV Prevention'. Psychology in the 
Schools 45 (1), 39-51  

Waldron, H. B. and Kaminer, Y. (2004) 'On the Learning Curve: The Emerging Evidence 
Supporting Cognitive-Behavioral Therapies for Adolescent Substance Abuse'. Addiction 
99, 93-105  

Weinberg, N. Z. (2001) 'Risk Factors for Adolescent Substance Abuse'. Journal of Learning 
Disabilities 34 (4), 343-351  

Wiefferink, C. H., Peters, L., Hoekstra, F., Dam, G. T., Buijs, G. J., and Paulussen, T. G. W. 
M. (2006) 'Clustering of Health-Related Behaviors and their Determinants: Possible 
Consequences for School Health Interventions'. Prevention Science: The Official 
Journal of the Society for Prevention Research 7 (2), 127-149  

Wiehe, S. E., Garrison, M. M., Christakis, D. A., Ebel, B. E., and Rivara, F. P. (2005) 'A 
Systematic Review of School-Based Smoking Prevention Trials with Long-Term Follow-
Up'. Journal of Adolescent Health 36 (3), 162-169  

Zimmermann, U. S., Blomeyer, D., Laucht, M., and Mann, K. F. (2007) 'How Gene-Stress-
Behavior Interactions can Promote Adolescent Alcohol use: The Roles of Predrinking 
Allostatic Load and Childhood Behavior Disorders'. Pharmacology, Biochemistry and 
Behavior 86 (2), 246-262  

 


