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JOINT STRATEGIC NEEDS ASSESSMENT FOR CHILDREN

SUMMARY AND RECOMMENDATIONS
February 2009
Purpose of Summary
The second version of the Joint Strategic Needs Assessment (JSNA) is available in hard copy and also can be downloaded from the Kent Public Health Observatory website (www.kentphil.nhs.uk).

The purpose of the JSNA is to identify issues based on an assessment of local need requiring action or investment.  It also summarises policy and the evidence of what works.  The JSNA is concerned with the populations of infants, children and young people, rather than individual children.

Whilst much of the JSNA highlights ‘health’ and specifically ‘public health’, many of the recommendations are pertinent to children’s social services, education services, early years and relevant third sector organisations, as much as to health services.  

Whilst the prime audience for the JSNA is the Kent Children’s Trust, the delivery of much of the agenda falls to the individual agencies including the Children and Families Directorate of KCC, the two Kent Primary Care Trusts, the voluntary sector and the 23 Local Children’s Services Partnerships.  This document summarises the key issues of the JSNA and lists recommendations.  Actions that deliver these recommendations will fall to the individual agencies under the co-ordination of the Kent Children’s Trust, through the Kent Children and Young Persons Plan and through the LCSPs.  The latter will be additionally aided by report cards of key indicators currently in preparation.
Children’s Life Courses and Child Poverty

Childhood can be defined as commencing from the foetal period, through to 18 years, the legal age of majority, but also can be socially defined by entry to adulthood through leaving full time education, taking up employment and becoming a parent.

There are strong links between childhood disadvantage and poor adult health:

· Inter-generational disadvantage is an inherent part of childhood disadvantage;

· Childhood disadvantage is the enduring context in which a child can be conceived, born and grows up;
· Physical and emotional health in childhood, together with health behaviour, directly affect health in adulthood, child health influences opportunities for cognitive development and educational progress;
· The influences of cognitive development and educational performance together with the identities through which young people negotiate their way into adulthood shape the socio-economic circumstances of adulthood;

· What begins with intergenerational disadvantage ends with nitra-generational advantage, with continuities in disadvantage both from parent to child and from childhood to adult.  

Low income pervades much of children’s and parent’s lives, imposing constraints and penalties which can have a harmful effect upon children’s wellbeing and life chances.

Poverty exists all over Kent and is not confined to specific areas.  Although the boroughs of Sevenoaks, Tonbridge and Malling and Tunbridge Wells are the most affluent, they contain significant numbers of people judged as relatively deprived.  Conversely, the more deprived districts, most of which lie to the east of the county, contain localised areas of affluence.

Table 1 – Percentages of local populations by deprivation quintile

	
	Percentage of population

	Area
	Most affluent quintile
	4th quintile
	3rd quintile
	2nd quintile
	Most deprived quintile

	Ashford
	24
	18
	33
	11
	14

	Canterbury
	8
	33
	20
	23
	15

	Dover
	4
	18
	24
	29
	24

	Shepway
	8
	15
	15
	32
	31

	Swale
	6
	15
	20
	26
	33

	Thanet
	2
	11
	14
	24
	49

	Eastern and Coastal Kent
	9
	19
	21
	24
	28

	Dartford
	20
	16
	17
	26
	21

	Gravesham
	18
	13
	17
	22
	30

	Maidstone
	37
	20
	18
	15
	11

	Sevenoaks
	42
	23
	21
	8
	6

	Tonbridge and Malling
	42
	23
	18
	14
	4

	Tunbridge Wells
	31
	31
	23
	12
	4

	West Kent
	33
	21
	19
	15
	12

	Kent
	20
	20
	20
	20
	20


Income deprivation affecting children (IDACI) domain is derived from a small sub-set of indicators that are part of the Income Deprivation Score, which in turn is part of the overall Index of Multiple Deprivation.  The IDACI has been constructed by the Social Disadvantage Research Centre at the University of Oxford as a key component of the Indices of Deprivation 2007.  

Table 2 – Comparison of Income Deprivation affecting Children Indices for 2004 and 2007 in Kent Local Authorities

	Local Authority
	Average of IDACI 04
	Average of IDACI 07
	% Variation

	Ashford
	0.144
	0.160
	11.1%

	Canterbury
	0.176
	0.175
	-0.4%

	Dartford
	0.148
	0.153
	3.3%

	Dover
	0.200
	0.186
	-7.0%

	Gravesham
	0.174
	0.185
	6.3%

	Maidstone
	0.132
	0.146
	10.7%

	Sevenoaks
	0.108
	0.123
	14.3%

	Shepway
	0.220
	0.217
	-1.1%

	Swale
	0.198
	0.212
	6.9%

	Thanet
	0.250
	0.245
	-2.1%

	Tonbridge and Malling
	0.116
	0.120
	3.9%

	Tunbridge Wells
	0.113
	0.130
	14.8%

	Kent
	0.166
	0.172
	3.8%


The score is presented as a percentage.  Thus a score of 0.15 for a district council area can be translated as 15% of children resident in that area living in families that experience income deprivation.  It will therefore be seen (table 2) that 24% of children in Thanet are growing up in circumstances of income deprivation – more commonly child poverty.  High rates are also to be observed in Swale (21%), Shepway (21%), Dover (18.6%), Gravesham (18.5%) and Canterbury (17.5%).  

Figure 1 – IDACI 2004 – IDACI 2007 Comparison for Kent Local Authorities
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Overall child poverty has increased by nearly 4% across the county between 2004-2007.
Strelitz and Lister (2008) summarise some of the key realities of child poverty in the UK:

· The majority of children in poverty are in a household where someone is in work.  Given that many on low incomes are subject to the ‘low pay, no pay’ cycle, moving in and out of low-paid work, the proportion of children in poverty with parents totally disconnected from the labour market is low;

· The majority of children living in poverty are in two-parent households:  58% in total.  As with people’s employment lives, domestic lives change; few children in poverty spend the majority of their childhood years in lone-parent households.  Nevertheless, children in lone-parent families are particularly vulnerable to poverty;

· Some 85% of children in poverty are in a household with between one and three children.  Although being in a large family is a risk factor for poverty, children living in large families are in the minority;

· About 30% of children in poverty are in a household where at least one adult or child has a disability, making the risk of poverty significantly higher;

· The vast majority of children in poverty in the UK are defined as ‘white British’.  However, even though children from minority ethnic groups are very much a minority, they face a significantly higher risk of poverty.

Recommendations

· The focus of response strategies, both county and locality, should be targeted in accordance with the principles of equity (greater attention and investment to areas and issues of greatest need) in order to maximise and improve overall outcomes.

· Supporting families in relative deprivation and addressing child poverty as a root cause of social dysfunction, low educational attainment and poorer health outcomes during a life course should commend the utmost priority of all partner agencies in Kent, both statutory and non-statutory, the Kent Children’s Trust and Local Children’s Service Partnerships.

· All statutory agencies in Kent, the Kent Children’s Trust and Local Children’s Service Partnerships, commissioning services with third sector organisations, especially counter-deprivation measures, should accord fully with the terms of the Kent Compact.

JSNA paras 1.9-1.38

Early Life and Early Years

	Research on early life programming has been influential in highlighting the role of latent effects and in identifying a number of specific biological and development factors that can be targeted by preventative health programmes, e.g. cigarette smoking is probably the most important variable mediating socio-economic disparities in intra-uterine growth retardation.  Barker (1994) emphasises the need for nutritional programmes to improve the diets of girls and young women, while others focus on the role of parenting support and pre-school provision to improve cognitive and socio-emotional function in children living in poverty or in psychologically stressful family environments.  Thus there are grounds for singling out some factors as key foci for health programmes, e.g. smoking during pregnancy and specific nutritional deficiencies during pregnancy increasing the risk of brain development and during infancy and early childhood rapid weight gain indicates increased risk for obesity in childhood and later life with related diseases.  

In addition to biological risk factors, a growing body of research is exploring the interplay between biological and psychological/behavioural influences.  This suggests that chronic stress can have long-term consequences on physical and emotional health from the earliest stage of life.  Maternal stress for instance has been implicated in risks of prematurity, adverse neuro-development and chronic degenerative disease in adulthood.  During infancy and early childhood, neglect, abuse and social deprivation can produce a cascade of neuro-biological events that in turn affect emotional, behavioural, cognitive and physiological development.  Thus children deprived of appropriate love and stimulation are not only at increased risk of socio-emotional and psychological problems.  Key neuro-biological changes are also associated with reduced cognitive ability, impaired immune function, increased risk of cardio-vascular disease and diabetes.  

Whilst care should be taken to avoid the conflation of poverty with poor parenting, there is strong evidence suggesting that parents struggling with financial problems and lack of social support are at higher risk of suffering from depression and anxiety.  Poor psychological health in pregnancy is strongly associated with social disadvantage.  Depression and anxiety have been associated with negative and less developmentally positive interaction with children.  Parents own adult experiences together with a lack of information and education can shape attitudes to and expectations of child behaviour and development.  Poverty also has a direct effect on parenting practices by undermining a family’s ability to provide education resources.  All these factors suggest that parents caring for children in disadvantaged circumstances are likely to need additional family support if they are to protect their children from the effects of disadvantage.  


Child Population Trends
The decline in the number of children relative to the population at large has implications for service delivery in all agencies.  Nevertheless this should not be seen as the opportunity to disinvest in services, but to enhance a service quality to meet changing and ever more complex needs.  

Table 3 - 2011 and 2016 Population Projections by Local Authority of Children Aged 0-14, 2006 Base

	Local Authority
	2006
	Projected Population aged 0-14
	% Change

	
	Population Aged 0-14
	% of total LA Population
	2011
	2016
	2006 to 2011
	2006 - 2016

	Ashford
	21,800
	19.6%
	22,800
	23,900
	4.6%
	9.6%

	Canterbury
	23,400
	16.0%
	22,500
	22,500
	-3.8%
	-3.8%

	Dartford
	17,200
	19.1%
	18,300
	19,600
	6.4%
	14.0%

	Dover
	19,100
	18.0%
	17,300
	16,300
	-9.4%
	-14.7%

	Gravesham
	18,400
	18.9%
	17,400
	17,100
	-5.4%
	-7.1%

	Maidstone
	26,100
	18.3%
	25,400
	25,000
	-2.7%
	-4.2%

	Sevenoaks
	21,200
	18.6%
	19,900
	19,100
	-6.1%
	-9.9%

	Shepway
	17,200
	17.3%
	15,500
	14,200
	-9.9%
	-17.4%

	Swale
	24,700
	19.2%
	23,500
	22,900
	-4.9%
	-7.3%

	Thanet
	23,500
	18.3%
	22,100
	21,100
	-6.0%
	-10.2%

	Tonbridge and Malling
	22,600
	19.8%
	21,200
	20,500
	-6.2%
	-9.3%

	Tunbridge Wells
	19,900
	19.0%
	18,100
	16,200
	-9.0%
	-18.6%

	Kent County
	255,200
	18.5%
	244,000
	238,200
	-4.4%
	-6.7%

	Source: Strategy-based (Sept '07) - Population Forecasts based on Kent and Medway Structure Plan Policy HP1


Recommendations

· The overall decline in the number of children relative to the population at large should not be used as a savings dividend; rather as the opportunity to improve service quality and to appropriately respond to ever increasing, complex and newly emerging needs.

· Statutory agencies working at all levels in Kent need to be mindful of the need to assure equality and diversity issues and have effective policies that promote cultural awareness amongst staff in their working practices.

· Whilst infant mortality has declined nationally, the rate in eastern and coastal Kent has been above the Kent county average.  In latter years, it has been above the England and Wales rate; not withstanding that the incidence is low and the overall trend can be distorted by specific cases.  Close monitoring needs to be maintained in eastern and coastal Kent under the overall co-ordination of maternity liaison committees (East Kent and Medway).

JSNA paras 2.1-2.21
Smoking in pregnancy

	There is conclusive evidence that smoking in pregnancy causes:
	There is substantial evidence that smoking in pregnancy causes:
	There is suggestive evidence that smoking in pregnancy causes:

	· Placental complications

· Premature rupture of the membranes

· Premature birth

· Perinatal death

· Reduced fetal growth (low birthweight baby)

· Cot death*

· Reduced lung function in infancy*
	· Ectopic pregnancy

· Miscarriage

· Reduced rates of breast feeding

· Shorter duration of breast feeding

· Asthma*

· Respiratory symptoms*
	· Specific foetal malformations

· Predisposition to smoke in later life

· ADHD

	* These are also caused by exposure to second hand smoke in childhood.

	Source:  BMA 2007


Table 4 - Interventions during early life:  summary of the evidence base - Smoking

	Smoking cessation in pregnancy
	Source

	Advice and support tailored for pregnant women has a modest effect on cessation rates, increasing mean birth weight and reducing low birth weight.  It tends not to reach those at highest risk.
	Cochrane Review

	Ten per cent of women still smoking at the time of their first ante-natal visit will stop with usual care.  Formal interventions typically result in an additional 6% to 7% quitting.
	Cochrane Review

	Pre-natal counselling, combined with at least ten minutes person-to-person contact and written material tailored to pregnancy can double cessation rates.
	Overview

	Even reducing smoking in pregnancy can increase health outcomes
	Systematic review

	Exposure to passive smoking in early life
	

	Both home-based and clinic-based interventions by a clinician (for example information, advice and counselling) can be effective in reducing children’s exposure to second-hand smoke.  But studies tend to rely on self-reported health rather than biochemical measures
	Review of reviews

	Intensive counselling increases knowledge but few studies show a statistically significant intervention effect in terms of attitudes and behaviour (and hence exposure to environmental tobacco smoke)
	Cochrane Review

	Lack of review-level evidence
	

	Safety and efficacy of Nicotine Replacement Therapy (NRT)  for smoking cessation during pregnancy
	

	Strategies that are effective against relapse in the postpartum period
	

	Interventions that include the family as a whole
	

	Holistic interventions that address poverty, disadvantage and increase smoking control and support in the wider community
	


Recommendations

· Greater efforts need to be made to strengthen the working between NHS Stop Smoking Services and general maternity services as well as primary care services to reduce the number of women smoking in pregnancy.

All parts of eastern and coastal Kent have a higher rate of smoking in pregnancy that is significantly above the England average.

· All partner agencies should commission interventions according to the stated evidence base of effective interventions to minimise smoking during pregnancy and the exposure of newly born infants and children to tobacco smoke.

JSNA 2.22-2.26
Breast feeding

	For the baby
	For the mother

	Lower risk of gastrointestinal infections

Lower risk of respiratory infections

Lower risk of atopic disorders

Possibly, higher IQ in preterms

Lower risk of cot death

Lower risk of heart disease in later life
	Cheap

Convenient no sterilizing or bottle preparation

No risk of error in composition

Promotes postpartum weight loss

Lower risk of breast cancer

May promote mother-infant relationship

	Source:  Blair et al 2003


Table 5 - Interventions during early life:  summary of the evidence base - Nutrition

	Maternal nutritional supplements
	Source

	Calcium supplements reduce pre-term birth and the incidence of low birth weight, especially among women at risk of hypertensive disorders
	Cochrane Review

	Dietary supplementation based on balanced protein and energy content consistently improves foetal growth
	Systematic review

	Lack of review-level evidence
	

	Appropriate combinations of interventions
	

	Food-based as opposed to nutrient-based interventions
	

	Interventions relating to maternal nutrition before pregnancy and in early pregnancy
	

	Breast feeding initiation and duration
	

	Initiation rates can be increased by:

Multi-faceted interventions, including for example, health education, changes to maternity ward practice, such as unrestricted mother-baby contact and feeding and the prevention of discharge packs containing formula feeding information and samples, the use of peer facilitators and advocates
	Systematic review

	Education – small, informal discussion classes led by health professionals that emphasise the benefits of breast feeding and provide practical advice.  But one-to-one education sessions may be necessary to persuade women who have decided to feed infant formula to breastfeed
	Other review

	Training – intensive targeted lactation training for health professionals (particularly if accorded mandatory status)
	Review of Reviews

	A peer support component (particularly important for low-income women).  But only effective as a standalone component with women intending to breastfeed
	Cochrane review

	Professional support increases the duration of (any) breast feeding
	Cochrane Review

	Lay support is effective in promoting exclusive breast feeding
	Cochrane Review

	Efficacy is increased if sessions are broad-based, span the ante and post-natal period and draw on repeated contacts with either a professional or peer educator
	Systematic review

	Lack of review-level evidence
	

	Evaluation of public policy, for example, provision of maternity leave
	

	Provision of supportive environment (public acceptability and social barriers to breast feeding)
	

	Inclusion of issues that are important to mothers and their partners and families
	


Recommendations

· Support to mothers breast feeding should be commissioned according to the stated evidence base and the number of mothers breast feeding needs to be substantially increased in all parts of Kent.

· LCSPs should work with all local committees to promote the cultural acceptability of breast feeding, including the provision of suitable amenities in public places.

JSNA paras 2.28-2.31

Antenatal and Newborn screening

The UK National Screening Committee (UKNSC) currently recommends antenatal screening for Sickle Cell and Thalassaemia, Down’s syndrome, Fetal Anomaly, Hepatitis B, Rubella, HIV and Syphilis.

Parents of every newborn baby are offered a Newborn Screening Test.  A heel prick blood sample, routinely taken within the first ten days of life is currently screened for Sickle Cell and Thalassaemia, Phenylketonuria (PKU), Hypothyroidism (congenital), Cystic Fibrosis and Medium Chain Acyl CoA Dehyrogenase Deficiency (MCADD).  The three newborn blood spot screening laboratories in London started screening for cystic fibrosis (CF) in July 2007.  Newborn hearing screening is also undertaken in Kent and Medway.

Recommendations

· Programmes in Kent should continue to be developed and implemented using national guidance and quality monitoring measures.
JSNA paras 2.32-2.48
Childhood Immunisations
Recommendations
· A major campaign should be undertaken to maximise take-up of MMR vaccinations in order to reach the 95% recommended threshold of community immunity.
JSNA paras 2.49-2.54

Child Development Programmes
The science of early child development shows that brain development is highly sensitive to external influences in early childhood, starting in-utero, with lifetime effects.  The conditions to which children are exposed, including the quality of relationships and language environment, literally ‘sculpt’ the developing brain.  Raising healthy children means stimulating their physical, language/cognitive, social and emotional development.  Healthy development during early years provides the essential building blocks that enable people to lead a flourishing life in many domains, including social, emotional, cognitive and physical well-being.  
…  Children need supporting, nurturing, caring and responsive living environments.  And they need opportunities to explore their world, to play, and to learn how to speak and listen to others.  Schools, as part of the environment that contributes to children’s development, have a vital role to play in building children’s capabilities and, if they are truly inclusive, in achieving health equity.  Well designed Early Child Development programmes can help to smooth the transition of children to primary schooling with subsequent benefits.

(WHO (2008) Closing the Gap in a Generation – Health equity through action on the social determinants of health).  
a) Health Visitors
Recommendations

· Health Visitor services should be organised on a locality basis, with clear links to primary care teams.  Health Visitors should not be practice based.

· Health Visitor services should give equal commitment to safeguarding children and to preventive/promotion population health for children and their families.

b) Child Development and Parental Education
Recommendations

· All agencies should target their approach to focusing on the family as a whole rather than children’s behaviour.

· Commissioning of services should recognise home visiting as a key intervention to addressing inter-generational improvements in parenting, child behaviour and cognitive development.

· The use of the third sector and specifically the commissioning of Home Start programmes should be maintained throughout Kent.
c) Children’s Centres
Children’s Centres (all waves of development) should be commissioned on a multi-disciplinary and multi-agency basis, reflected in staffing responses, the provision of integrated services to maximise child development and outcomes and to reduce health inequalities.  Services provided should screen for and then support children’s early development needs and provide early support services for disabled children.

Table 6 - Interventions during early life:  summary of the evidence base – Parenting Education and Support

	Parenting Education and Support
	Source

	Group based behavioural interventions can improve the emotional and behavioural adjustment of children under the age of three
	Cochrane Review

	Parenting programmes can improve behavioural problems in children aged 3-10
	Systematic review

	Parenting programmes can make a significant contribution to the short-term psychosocial health of mothers
	Cochrane Review

	Home visiting can produce improvements in parenting, child behavioural problems, cognitive development in high-risk groups, a reduction in accidental injuries to children and improved detection and management of post-natal depression
	Review of reviews

	The involvement of both parents and direct work with the child increases efficacy
	Overview

	Lack of review-level evidence
	

	Role of parenting programmes in primary prevention as opposed to treatment
	

	Long-term effectiveness on both maternal mental health and children’s adjustment
	

	Efficacy of relational interventions
	

	Ability to isolate the effective components
	


Table 7 - Interventions during early life:  summary of the evidence base – Early Years Education and Childcare

	Early Years Education and Childcare
	Source

	Day care has a beneficial effect on children’s development and school achievement
	Cochrane Review

	Limited long-term follow-up suggests increased employment, lower teenage pregnancy rates, higher socio-economic status and decreased criminal behaviour
	Cochrane Review

	There are positive effects on mothers’ education, employment and interaction with children
	Cochrane Review

	Lack of review-level evidence
	

	Absence of UK-based studies
	

	Disaggregated studies allowing the effects of non-parental day care to be isolated from parental training and education
	


Recommendations

· Agencies in Kent should maintain their commitment of differential funding to first wave Sure Start Children’s Centres on the basis that these have been set up as targeted resources in areas of the county identified as being in greatest need.  This is a proper application of the principles of equity.

· The Kent Children’s Trust with the Kent Public Health Team should lead the rapid development of a vigorous quantifiable evaluation measure for Children’s Centres – adjusting this to accord with any national evaluation tool as may be published.

JSNA paras 2.61-2.96

Childhood and Youth
	Much less attention has been paid to the relationship between poverty and health during childhood and youth than in infancy.  This is unfortunate as it is a critical period of the life course at which to target interventions.  Sadly the lack of epidemiological research has been accompanied by a lack of service evaluation.  

It is however possible to identify key issues and sources of vulnerability.  Accidents/injuries and mental health emerge as key issues that are associated with poverty during childhood and youth.  Injury is not only the most important cause of child death in the UK, it also has a steeper social class gradient than any other cause of death for this group.  A relationship has also been identified between social deprivation and non-fatal injuries on the road and within the home.  By contrast, risk of non-related traffic injury taking place outside the home may decrease with lower socio-economic status.  

Increases in the rate of psychological disorders among young people and growing concern as to the impact of mental health problems on poor educational attainment, limited employment prospects, insecure relationships, early parenting, involvement in crime and adult psychiatric disorders has drawn the spotlight onto mental health problems in childhood and youth.  However regretfully there has been a pre-occupation with symptoms rather than causes, with crime, delinquency and drug use rather than mental health per se.  This is unfortunate as evidence suggests that young people suffering from mental health problems are amongst the most vulnerable in society.  The prevalence of the most common disorders in childhood and adolescence are strongly associated to social disadvantage, children who have experienced significant adversity in early life being at particularly increased risk.  

A range of individual family and environmental influences have been implicated in risk for mental illness, strongly demanding the need for a multi-faceted approach.  Several areas of intervention are possible to address different loci of vulnerability:  individually focused therapy and treatment; family therapy; parenting programmes; school based interventions and community based programmes.


Childhood morbidity in primary care

Recommendations

· An agreed dataset of childhood conditions managed in primary care should be developed and a protocol agreed for its routine extraction and analysis for needs assessment purposes.
JSNA para 3.1

· A specific study should be undertaken into limiting long-term illness amongst children in Kent.

JSNA para 3.2-3.3
Oral health in School Children in Kent

Recommendations

· Tooth decay is a preventable disease.  Primary prevention should focus on controlling the amount and frequency of consumption of sugars in the diet and protecting the tooth surface through the application of fluoride or fissure sealants.

· A study should be undertaken into differential rates of tooth decay (Thanet best, Dartford worst).

· A study should be undertaken into the differential rates of decayed teeth (Sevenoaks, Tonbridge and Malling high; Canterbury, Ashford, Dover and Thanet low).
JSNA paras 3.4-3.11

Table 8 – Interventions for the prevention of tooth decay:  summary of the evidence base 

	Children 0-3 years
	Source

	Breast feeding is best for babies.
	Cochrane review

	From six months of age infants should be introduced to drinking from a cup, and from age one year feeding from a bottle should be discouraged.
	Non-review level

	The frequency and amount of sugary food and drinks should be reduced and, when consumed, limited to mealtimes. Sugars should not be consumed more than four times per day.
	Non-review level

	Use only a smear of toothpaste containing no less than 1,000 ppm fluoride.
	Cochrane review

	Brush last thing at night and on one other occasion.
	Cochrane review

	Children 3-6 years
	

	Fluoride varnish should be applied to teeth twice yearly (2.2% F–) .
	Cochrane review

	Brush last thing at night and on one other occasion.
	Cochrane review

	Use a pea-sized amount of toothpaste containing 1,350–1,500 ppm fluoride.
	Cochrane review

	The frequency and amount of sugary food and drinks should be reduced and, when consumed, limited to mealtimes. Sugars should not be consumed more than four times per day.
	Non-review level

	Children aged from 7 years
	

	Brush twice daily.
	Cochrane review

	Use fluoridated toothpaste (1,350 ppm fluoride or above).
	Cochrane review

	The frequency and amount of sugary food and drinks should be reduced and, when consumed, limited to mealtimes.  Sugars should not be consumed more than four times per day.
	

	Fluoride varnish should be applied to teeth twice yearly (2.2% F–). 
	Cochrane review

	For children giving concern, fissure seal permanent molars with resin sealant.
	Cochrane review

	Source:  DH, 2007 page 9-10


Disabilities in Children

Disabilities have become a more significant aspect of childhood as acute illnesses have become less common.  Quality of life is a major consideration for both parents and children.  Expectations of the services and treatment available from all agencies are high.

Recommendations

· Measurement of prevalence remains a challenge.  A specific study to accurately estimate the prevalence of the full range of disability of children in Kent needs to be undertaken.

JSNA paras 3.12-3.14 and Appendix 3
Accidents

Injury is not only the most important cause of child death in the UK, but also has a steeper social class gradient than any other cause of death for this cohort.  A child from the lowest social class is nine times more likely to die in a house fire than a child from a well off home.  There is some evidence that single issue campaigns are effective.  
Table 9 - Interventions during early life:  summary of the evidence base - Accidents

	Accidents
	Source

	Roads
	

	Area-wide engineering schemes and traffic calming measures decrease traffic injuries
	Systematic review

	Child restraint loan schemes and legislation produce behavioural change
	Systematic review

	Cycle helmets offer protection from head and brain injuries, particularly at lower speeds
	Overview

	Educational campaigns and legislation can increase their use
	Systematic review

	There is reasonable evidence that cycle training can improve safe riding behaviour
	Systematic review

	Leisure
	

	Improvements to playground design can reduce both the frequency and severity of injuries
	Overview

	Environmental engineering changes to the sports environment and prophylactic injury prevention programmes reduce injuries to adolescents
	Overview

	Legislation is effective for 15-24 year olds whether in sports, road or workplace settings
	Overview

	Home
	

	There is good evidence that smoke detectors and child-resistant containers reduce injury particularly if high-risk households are targeted
	Systematic review/Overview

	Less evidence attaches to window bars and the design of domestic products
	Systematic review

	Home visiting can substantially reduce rates of accidental injury
	Overview

	The role of education only reaches reasonable levels with respect to child/parent education to reduce pedestrian injuries and the use of car restraints
	Overview

	Multimodal interventions are the most likely to yield positive results
	Systematic review

	Lack of review-level evidence
	

	Leisure environment
	

	Older children
	


Recommendations

· Multi-agency initiatives in Kent to reduce accidents whether on the road or a home and in leisure facilities should continue.

JSNA paras 3.15-3.22

Looked After Children
One of the most powerful predictors of social exclusion in adult life is the experience of being in care.

Recommendations

· That specific services supporting Looked After Children, regardless of whether these are Kent children or otherwise, should be sustained and if necessary further invested in.

· That further studies into Looked after Children should be undertaken as this category of children is at greatest risk of low self-esteem, substance misuse, mental health problems, teenage pregnancy, criminality and poor employment patterns.  

JSNA paras 3.26-3.32

Child and Adolescent Mental Health Services

The NHS Advisory Service review of Child and Adolescent Mental Health Services (CAMHS) ‘Together we Stand’ (1995) set out the currently accepted four-tier strategic framework for planning, commissioning and delivery of CAMHS.  This tiered approach is intended to identify a continuum of need and ensure that a comprehensive range of services is commissioned.  It also acknowledges that many different agencies contribute towards the mental health and psychological wellbeing of children and young people, including GPs, schools, social workers, youth justice workers and voluntary agencies.

Poor mental health is associated with low educational achievement, performance and absenteeism, in addition, conduct and behaviour disorders disrupt not only the learning of the individual child with the difficulty but also the learning environment of others.

There is a relationship between poor mental health, low self esteem and risk taking behaviour which impacts upon physical health, examples include smoking, bullying, substance misuse, risky sexual behaviour and teenage pregnancy, risk taking activity and injury.

Poor mental health can be an early warning of a child at risk as children and young people express internal distress in the form of mental health disorders.  Abuse, neglect and sexual abuse are all associated with higher incidence of mental disorders and illness.  Poor mental health, particularly conduct disorders, is associated with increased anti-social behaviour and offending.  

Table 10 - Interventions during childhood and adolescence:  summary of the evidence base relating to health inequalities – Mental Health

	Mental Health
	Source

	Parenting programmes with a preventative emphasis increase the social competence of children under ten years and the management skills of their parents
	Overview

	Family and parenting interventions can reduce the time juvenile delinquents (aged 10-17) spend in institutions
	Cochrane Review

	Cognitive Behavioural Therapy can be effective in the treatment of anxiety disorders, phobias and depression and (in combination with parent training) conduct disorders
	Cochrane Review/Overview

	Functional Family Therapy can reduce both delinquent behaviour and sibling delinquency
	Overview

	MST can prove effective with severe emotional and behavioural problems
	Other review

	Pharmacological treatments are effective for ADHD, particularly if supported by diet and psychosocial treatments (for example, parent training or behavioural therapy).  Psychopharmacological treatments are also supported in the treatment of obsessive-compulsive disorder and depression and may be appropriate in the treatment of conduct problems and delinquency
	Overview

	Lack of review-level evidence
	

	A specific focus on adolescents
	

	Evaluation of community-based programmes for young offenders in the UK
	


Recommendations

· Child and Adolescent Mental Health Services need to be invested in, adopting the detailing proposals of the 2006 Service Review for Kent.  This requires significant financial investment and is one of the highest priorities for service commissioning.
JSNA paras 3.55-3.88
Education, Employment and Prospects for Health
Education plays a critical role in the link between childhood disadvantage and adult disadvantage as parental background is a significant determinant of educational performance which in turn determines access to key opportunities in adult life.  The well educated are at lower risk of unemployment and more likely to obtain better paid jobs.  It allows individuals to live in better conditions, consume more nutritious food and so on.  By the age of 37, one third of those with very low skills do not own their own home compared to under 10% of men and women with good skills.  Those with higher educational qualifications tend to enjoy more control over their working lives, more variety and challenge with greater job satisfaction – factors that may be associated with improved psycho-social health.  

Recommendations

· The long-term health improvement benefits, life chances and positive wellbeing derived from optimising good quality educational attainment should be recognised as a key incentive in the on-going drive for improved education standards.  Particular focus matched with commensurate investment needs to be made to those parts of the county where relative deprivation as defined by free school meals provision is a clear factor.

· Considerable emphasis needs to be continued in the on-going investment of vocational training programmes for pre and post school leavers who are not aspiring to higher education.

· A specific initiative should be set up to explore issues relating to 16 to 17 year olds who are not in education or employment training (NEETs) as these young people are deemed to be highly vulnerable with many at long-term risk throughout their life course.

· All schools need to recognise their key role in the promotion of good health and be mindful of the statutory duty placed on schools including their governing bodies, to safeguard children and promote their welfare.

· All schools in Kent should become Healthy Schools by 2009.

· The provision of school breakfast clubs should be considered in every school in the county including the necessary funding to enable these to be sustained.  

· LCSPs should ensure that further investment is made in school nursing services throughout the county in order that as a minimum, the equivalent of one school nurse per school cluster should be provided.

· All school clusters should fund and support first and second line prevention services to support children and families with emotional and behavioural issues, based upon the Canterbury Multi Agency Cascade System (MACS) exemplar.

JSNA paras 3.89-3.118
Health Behaviours and Life Trajectories of Children and Youth - Summary
	There are strong continuities between social origin and social status of destination of children and young people.  Parental socio-economic circumstances remain a major determinant of young people’s life chances.  Factors such as parental occupation, education and income explain a far higher proportion of the variation in school performance in the UK than in western countries on average.  Rather than equalising life chances, a strong class divide persists in British education.  The level of education is not only strongly influenced with income level, quality of employment, housing, food, access to leisure – all of which are factors that impinge upon adult health.  It also independently shapes propensity to adopt and maintain healthy lifestyles.  Those with higher qualifications are less likely to smoke, more likely to control their diet and exercise than their less educated counterparts – this even after controlling for factors such as income.  

The persistence of social inequalities in terms of health risks and behaviours also suggests that social origin remains a critical determinant of health outcomes.  Dietary patterns during childhood and youth vary significantly according to socio-economic status.  Young people from lower socio-economic backgrounds will consume lower amounts of fruit and vegetables and higher proportions of refined and particularly starchy foods.  Such children are at higher risk of being overweight and obese notwithstanding that obesity in childhood is associated with all parts of society.  Problems of underweight have also been noted in national studies of boys from lower income households.  This suggests that weight distribution among socially disadvantaged may be becoming increasingly U-shaped.  

Problematic risk behaviours such as smoking and drug misuse during youth are more strongly associated with social deprivation.  The significance of variations in health behaviours during childhood and youth to health inequalities in adulthood should not be under-estimated.  Most smokers, for example, start smoking in their teenage years.  Those who are in social networks where cigarette smoking is the norm are significantly more likely to take up the habit leading to both social and neighbourhood concentration in the prevalence of smoking.  A strong class gradient exists between teenagers in the lowest income groups who are the heaviest smokers and those from professional backgrounds who are the lightest smokers.  

Evidence of socio-economic variations in alcohol and drug misuse varies according to the definition of substance use that is adopted.  Many UK surveys suggest a positive relationship between alcohol consumption and social status, young men and women from higher income groups drinking more frequently and in larger amounts.  Similarly the use of cannabis and amphetamines does not appear to be strongly associated with social deprivation although young people who leave school at 16 appear more likely to have tried drugs than those who stay on to achieve higher qualifications.  Against this highly problematic drug and alcohol use appear to be strongly associated with social disadvantage.  

Although sexual behaviour has consequences for current morbidity as reflected by the increasing prevalence of STI in young people, early sexual activity can be perceived as part of a pathway leading to later adult circumstances.  Children who start having sexual intercourse at an earlier age are significantly more likely to become pregnant as teenagers, to leave school early, to have poor employment prospects and to be lone mothers.  There is some debate as to whether teenage pregnancy itself changes the life trajectories of young women whose adverse socio-economic outcomes are at least in part accounted for by individual and family background.  However few disagree that teenage mothers are a vulnerable group whose economic prospects are significantly worse than those of women who defer motherhood.  


Children’s Time and Space
Children’s time and space is an undeveloped area of policy, but of increasing importance.  The quality and quantity of home space is linked to socio-economic factors, the use of public outdoor space is increasingly restricted, both by parents and less tolerant social attitudes – especially to adolescents.  Children need space to play as play is important for children’s mental, physical and emotional development and their well-being.

Recommendations

· District councils should develop and update local play strategies.

· CDRPs should more evenly balance the needs of children and young people to gather together and socially interact against largely preconceived risk rather than real incidence of crime.

· The NFER Survey of Kent Children should investigate in greater detail children’s time use.

JSNA paras 4.1-4.9

Obesity (Healthy Weight)

In the recent Health Survey for England 2004, data showed that among boys and girls aged 2 to 15, the proportion who were obese increased between 1995 and 2004, from 11% in 1995 to 19% in 2004 among boys and from 12% in 1995 to 18% in 2004 among girls.  In boys aged 11 to 15, as with younger boys, there was an increase in the proportion that were obese between 1995 and 2004 (14% to 24%).  There were increases in this period among girls aged 11 to 15 who were overweight (14% to 19%) and obese (15% to 26%).

The alarming rate for children has led to the government setting a challenging Public Service Agreement (PSA) target, focusing on children.

‘To halt the year-on-year rise on obesity among children under 11 years, by 2010, in the context of a broader strategy to tackle obesity in the population as a whole’.
Since 2006 children entering the reception year have been assessed for obesity or being overweight as part of the health checks routinely undertaken by the School Nursing Service during the Reception year.  Year 6 children are also measured for body mass index (BMI).  The latter has been problematic.  Governing bodies of some schools have been reluctant to collaborate with this new programme.  Moreover reflecting behaviours reported nationally, it is strongly suspected that parents with children judged to be at risk of such classification are either refusing to consent to their children’s participation in such measurements or otherwise absenting their child on the day in question.  There is also an anecdotal suggestion that year 6 girls are reluctant to be measured for BMI.  Letters jointly sponsored by the Department for Education and Skills and the Department of Health therefore have been sent to every primary school in England urging greater compliance.  The estimation of obesity in children and the determination of targeted response is crucially dependent upon reliable data.

Table 11 – Barriers to healthy living and healthy weight – summarised

	· People have poor perception of their own weight status.

· Public perception of the link between obesity and ill health is poor.

· Concerns about diet and activity may not be a priority, especially in communities of low socio-economic status.

· Time spent on preparing meals has been reduced from two hours in 1980 to 20 minutes in 2000.

· Nutritional goals are secondary to maintaining a pleasant atmosphere at meal times. 

· Ensuring that food is available predominates over the nutritional quality of the food. 

· The built environment is an important determinant of physical activity. 

· Parents are important gate-keepers in the provision of food to children.

· External influences (child peer pressure) can contribute to a vicious cycle of poor food habits. 

· Foods previously considered a ‘treat’ have been everyday options. 

· There is a low level of parental awareness of habits that predispose to excessive intake.

· Parents need education and support to develop highly refined parenting skills in relation to food. 

· Parents are important role models for attitudes and participation in physical activity.

· Active play is an undervalued component of physical activity.

· There has been a marked decline in walking and cycling over the last 20 years. 

· Computer games and videos are among the most highly valued and preferred activities for children.

· Increases in television viewing are associated with developed weight gain. 


Table 12 - Summary of strength of evidence of factors that might promote or protect against weight gain and obesity (adopted from WHO, 2003)

	Evidence
	Decreases risk 
	Increases risk 
	Source

	Convincing 
	Regular physical activity.

High dietary non-starch polysaccharides/fibre intake.
	Sedentary lifestyles.

High intake of energy-dense foods. 
	WHO

	Probable
	Home and school environment that support health food choices for children. 

Breast feeding. 
	Heavy marketing of energy-dense foods and fast-food outlets. 

Adverse social and economic conditions (in developed countries, especially for women).  High intake of sugar-rich drinks. 
	WHO

	Possible 
	Low glycaemic index foods
	Large portion sizes.

High proportion of food prepared outside the home (developed countries).

‘Rigid restraint/periodic disinhibition’ eating patterns. 
	WHO

	Insufficient 
	Increased eating frequency
	Alcohol 
	WHO


Table 13 - Interventions during childhood and adolescence:  summary of the evidence base relating to health behaviours – Nutritional Status

	Nutritional Status
	Source

	Obesity
	

	Two key reviews (one on treatment and one on prevention) suggest no direct conclusions can be drawn with confidence
	Cochrane Review

	There is some evidence that multifaceted school-based programmes that promote physical activity, modify diet and target sedentary behaviour can reduce the prevalence of obesity among school children
	Review of reviews

	There is less evidence that preventative efficacy attaches to any of these elements alone or to a multifaceted focus on the family
	Review of reviews

	Multifaceted family behaviour modification programmes can be effective in the targeted treatment of obesity
	Review of reviews

	Healthy eating
	

	Healthy eating interventions can prompt behavioural change and reduce fat intake and blood cholesterol but such reductions tend to be minimal (approximately -3% total fat intake)
	Other review

	Lack of review-level evidence
	

	Information on adolescents
	

	Studies from the UK
	

	Sustainable weight-loss treatments
	

	Interventions for preventing eating disorders
	

	Upstream interventions
	


Recommendations

· Substantial investment in programmes to address obesity in children and young people in Kent should be made covering:

· A focus in early years and school settings that fosters a healthy environment, including the provision of active help for children at risk of becoming overweight;

· Support treatment programmes to assist changes in child and family behaviour towards maintaining a healthy weight;

· The appraisal of the potential of social marketing techniques to communicate simple and positive messages about healthy lifestyles;

· The provision of appropriate workforce training and the development of a targeted evidence of what works specifically as regards children and young people;

· The systematic collection of local data;

· An action-learning approach to treatment interventions.

· Obesity services and healthy eating interventions should be commissioned according to the stated evidence base.

JSNA paras 4.10-4.36
Teenage Pregnancy

Evaluation of the national programme has shown overall success in managing down the rate, notwithstanding that this is substantially higher than the projected national target.  Successful local programmes are characterised by:

· Active engagement of the key mainstream delivery partners who have a role in reducing teenage pregnancy; health, education, children’s services, youth services, voluntary sector;

· A strong local champion;

· Availability of well publicised young people centred contraceptive and sexual health advice service and strong remit to undertake health promotion work as well as delivering reactive services;

· A high priority given to Personal, Social and Health Education (PSHE) in all schools with support from the local authority to develop a comprehensive programme of Sex and Relationship Education (SRE) in all schools;

· A strong focus on targeted intervention with young people at greatest risk of teenage pregnancy, especially looked after children;

· The availability (and consistent take-up) of SRE training for professionals in partner organisations such as Connexions Personal Advisors, youth workers and social workers working with the most vulnerable young people;

· A well resourced youth service providing things to do and places to go for young people with a clear focus on addressing social issues affecting young people such as sexual health and substance misuse.

Recommendations

· The recommendations of the KCC Scrutiny Committee on the Kent Teenage Pregnancy programme should be implemented.

· Notwithstanding a commitment from central government to continue to fund the teenage pregnancy programme, all relevant agencies in Kent should commit to the principle of mainstreaming this programme as being necessary to focus upon and drive down the rates of teenage pregnancy in the county.

· The Kent Children’s Trust Board should issue guidance to governing bodies of schools advising of their statutory duty to safeguard children, promote their welfare and therefore co-operate positively with school nursing services and other initiatives that can contain and reduce the incidence of teenage pregnancy amongst young people of 16 and under.

· All schools need to ensure proper Sex and Relationships Education (SRE) provision as a key part of the curriculum for young people monitored by the KCC Members Select Committee on Personal, Social and Health Education (PSHE). 

· PCTs should continue to maximise the availability of emergency hormonal contraception (EHC) through community pharmacies throughout the county.

· PCTs should tackle the policy of large scale community pharmacy providers, typically national supermarket chains as regards their policy of non-co-operation with the provision of EHC for under 16s.

· PCTs should seek to improve access to termination facilities, in particular for those parts of the county where travel to established centres is an issue.

JSNA paras 4.37-4.50

Sexual Health

Young people generally have a higher number of sexual partners, a greater number of concurrent partnerships and change partners more often than older age groups (HPA et al, 2003).  As a result they are more vulnerable to acquiring a sexually transmitted infection (STI).  Sexual health has deteriorated in recent years – surveillance data indicated a rise in the prevalence of acute STIs since 1999, with a particularly steep increase being noted for those aged 24 years and under.  Between 1997 and 2002, diagnoses of chlamydia, gonorrhoea and new HIV infections have doubled and new diagnoses of syphilis have increased ninefold (data derived from the Health Protection Agency).  

Table 14 - Interventions during childhood and adolescence:  summary of the evidence base relating to health behaviours – Sexual Health

	Sexual Health
	Source

	There is good evidence to support school-based sex education; education linked to contraceptive services alongside the community-based delivery of education, development and contraceptive services; youth development programmes; and family outreach (but this is not supported by RCTs)
	Review of reviews

	STI campaigns increase condom use and can delay initiation and reduce the frequency of sex, potentially reducing unintended pregnancy as well
	Review of reviews

	Programmes that offer educational support or improve job prospects may motivate young people to avoid pregnancy
	Overview/Cochrane Review

	Parenting programmes and ante-natal care programmes may be effective in improving outcomes for both teenage mothers and their infants
	Cochrane review

	Lack of review-level evidence
	

	Early fatherhood
	

	Upstream interventions versus poverty and disadvantage
	

	Interventions relating to the UK
	


Recommendations
· Services should be commissioned to accord with the stated evidence base.

· PCTs should continue to increase investment in sexual health services for young people ensuring easy access to GUM services and the offering of screening for STIs – in particular chlamydia.
· PCTs will continue to implement the HPV programme across Kent.
Smoking

Smokers who begin to smoke at a young age are less likely to give up than those who start later in life.  One study has shown that those who start before the age of 16 are more than twice as likely to continue smoking than those who beging later in life.

Table 15 – Risk factors associated with youth smoking

	· Parental smoking

· Peer influence from older siblings and friends

· Low socio-economic status

· Female

· Low parental education

· Living in a single parent household

· Poor academic performance

· Participation in risk taking activities

· Exposure to tobacco marketing activities

· Television and films

· Mental illness


Table 16 - Interventions during childhood and adolescence:  summary of the evidence base relating to health behaviours – Tobacco

	Tobacco
	Source

	Smoking
	

	There is a lack of high-quality evidence about the effectiveness of combinations of social influences and social competence approaches in school
	Cochrane Review

	Enforcement of the law relating to cigarette sales to under-age youth can have an effect on retailer behaviour, but the impact on smoking behaviour is likely to be small
	Cochrane  Review

	There is some support for the effectiveness of community-wide interventions in helping to prevent the uptake of smoking in young people based again on social learning theory/the social influences approach
	Cochrane Review

	There is some evidence that the mass media can be effective in preventing the uptake of smoking in young people in conjunction with other interventions
	Cochrane Review

	There is review-level evidence that increasing the price of cigarettes reduces tobacco use among both adolescents and young adults
	Review of reviews


Recommendations

· Kent Children’s Trust in partnership with PCTs should establish specialist Stop Smoking services for children and young people.  Typically this should be through increased investment in specialist school nursing services.

· Consumer protection bodies should rigorously and steadfastly enforce the sale of tobacco materials to under 18 year olds now this change in legislation has taken effect.

· Services commissioned specifically with regard to adolescents should accord with the stated evidence base.
· LCSPs should commission preventative anti-smoking in schools, linked to PSHE programmes.

JSNA paras 4.57-4.61

Alcohol and Illicit Drug Use
Substance misuse, teenage pregnancy and risky sexual practice and youth crime prevention are all conceptualised within a risk and protective factor paradigm.  Alongside these risk factors there exist a number of protective factors which are consistently associated with positive outcomes.  Risk and protective factors can be broadly sorted into individual, school and familial and community domains.  These domains incorporate influence of peers and behavioural norms within peer groups within the domain of school and community, reflecting the differing conceptualisation of community in relation to young people.  Table 17 lays out this framework.  
Table 17 – Risk and protective factors

	
	CLASS
	RISK FACTORS
	PROTECTIVE FACTORS 

	COMMUNITY DOMAIN
	Environmental/contextual
	· High drug availability

· Low socio economic

· Drug using peers status

· Delinquent peers
	· Pro social adult friends

· Pro social peers status

· High socio economic 

	FAMILY DOMAIN
	Family factors
	· Parental substance use and deviance

· Low parental monitoring

· Parental rejection

· Poor disciplinary practices

· Family conflict/divorce

· Familial/environmental

· Predisposition/addicted parents 

· Low parental expectations

· Family disruption including unemployment 
	· Absence  of early loss or separation 

· Cohesive family unit 

· Parent-child attachment

· High parental supervision and monitoring 

	INDIVIDUAL DOMAIN
	Individual biography 
	· Early onset of deviant behaviour, smoking, drinking 

· Early sexual involvement

· Early onset of illicit drug use

· Rapid escalation in substance use

· Positive expectations and knowledge about substance use 

· History of behaviour problems 
	· Late onset of deviant behaviour or substance using behaviours

· Negative expectations and cognitions about substance use

· Religious involvement 

	
	Personality 
	· Strain/stress

· Depression 

· Aggression 

· Impulsivity/hyperactivity

· Antisocial personality 

· Sensation-seeking

· Mental health problems 
	· High self-esteem

· Low impulsivity

· East temperament

	SCHOOL DOMAIN
	Educational 
	· Poor school performance 

· Low educational aspirations

· Poor school commitment

· Absence, truancy and drop-out

· Little formal support
	· Good teacher relations

· High education aspirations

· High parental education expectations

· High education attainment

· Good formal support in education 

	Source:  Best and Witton (2001)


The concept of resilience is a key factor - ‘a dynamic process involving the interaction between both risk and protective processes, internal and external to the individual, that act to modify the effects of an adverse life event’.  Despite much being needed to be learnt about the interaction and accumulation of risk factors, five key findings have been identified in relation to risk and protective factors and building resilience.  

i. there is unlikely to be a single cause of risk behaviour;

ii. ‘multiple pathways exist both to and from risk outcomes’;

iii. the ‘effect of a risk factor will depend on it’s timing and relation to other risk factors’;

iv. risk factors are not outcome specific but can lead to a variety of outcomes;

v. risk factors vary according to gender, ethnicity and culture (Greenberg 2006).  

Table 18 - Interventions during childhood and adolescence:  summary of the evidence base relating to health behaviours – Alcohol

	Alcohol
	Source

	No firm conclusions about the effectiveness of psychosocial and educational interventions aimed at the primary prevention of alcohol misuse for those aged under 25 in the short and medium term are possible
	Cochrane review

	There is some evidence for effectiveness of peer-led prevention programmes and interactive programmes that foster the development of interpersonal skills.  This also applies to smoking
	Review of reviews

	Minimum legal drinking age laws prevent alcohol-related crashes, supported by lower blood alcohol concentration laws
	Review of reviews

	Drugs
	

	Very little is known about treatment outcomes for young people
	Overview

	Family therapy appears to be superior to other treatment modalities in reducing substance misuse
	Overview

	Lack of review-level evidence
	

	Effectiveness of community programmes
	

	Interventions that focus on youth
	

	Initiatives to prevent progression to harder drugs and minimise harm from problematic drug use
	


Recommendations

· Further work should be undertaken into the misuse of alcohol amongst young people particularly focusing on the relationship between alcohol misuse and social exclusion of vulnerable young people.  A Select Committee of KCC members is soon to report and its recommendations should be implemented, including those with commissioning implications.
· The Kent Council for Addition Young Person’s Service should continue to be funded.

· The Drug Intervention and Support Programme commissioned as part of the Kent PSA programme should be mainstreamed.

Gambling
Adolescent gambling is a cause for concern in the UK and is related to other delinquent behaviours.  For instance, in one study of over 4,500 adolescents, gambling was highly correlated with other potentially addictive activities such as illicit drug taking and alcohol abuse (Griffiths and Sutherland, 1998).  Another study by Yeoman and Griffiths (1996) demonstrated that around 4% of all juvenile crime in one UK city was slot machine-related, based on over 1,850 arrests in a one year period.  It has also been noted that adolescents may be more susceptible to problem gambling than adults.

A typical finding of many adolescent gambling studies has been that problem gambling appears to be a primarily male phenomenon.  It also appears that adults may to some extent be fostering adolescent gambling.  For example, a strong correlation has been found between adolescent gambling and parent gambling (Wood and Griffiths, 1998).  Other factors that have been linked with adolescent problem gambling include working class youth culture, delinquency, alcohol and substance abuse, poor school performance, theft and truancy (Griffiths 1995; Yeoman and Griffiths 1996; Griffiths and Sutherland 1998).

Recommendations

· Further assessment of the risks of gambling to young people, particularly from amusement arcades in Kent, should be undertaken.

JSNA paras 4.86-4.92
Youth Offenders

It is well established that young offenders are a vulnerable group, with complex psychosocial, physical and mental health needs.  40% of young offenders have a diagnosable mental health disorder.

Many of these young people suffer from conduct disorders, problems with social understanding and disorders on the autistic spectrum.

Generally, research suggests detection of problems in this population is imprecise and tends towards under-estimation, particularly of internalising disorders (i.e. disorders of emotion such as depression).

Recommendations

· Youth Offending Teams should commission preventive measures ranging from targeted provision such as intensive mentoring, to enhanced relevant interventions within universal services including education, housing, employment opportunities and health services.

· Youth offenders should be screened for the detection of mental health problems within the Youth Justice System – requiring commensurate investment.

· In line with the recommendations of the Kent CAMHS Strategy, youth offenders judged to have mental health problems should be referred to specialist CAMHS services as a matter of course.  This will require commensurate investment and appropriate commissioning of services.  

· All agencies and practitioners should actively promote the participation of children and young people in the design and delivery of all services affecting their health and/or promoting their general wellbeing.

JSNA 4.93-4.104

Youth Homelessness

Individual applicants are accepted as statutorily homeless and thus are owed a housing duty if proven to be unintentionally homeless and in priority need due to particular vulnerabilities (e.g. with dependent children or having been in care).  Anecdotal evidence shows that many young people are refused to be housed because they are deemed to have made themselves homeless by walking out of family homes or because their behaviour caused family breakdown and parents evicted them from family homes.

Recommendations

· The Kent Joint Planning Board for Housing and Health should develop a needs assessment into youth homelessness supported by a multi-agency service response, i.e. one that involves children’s services, housing services, Connexions services, schools and specialist organisations from the third sector.  

JSNA paras 4.105-4.114

Local Issues

In addition to all of the above, LCSPs should take note of some specific local issues highlighted in the JSNA and use the evidence base and summarised policy context to determined appropriate response strategies.

	Ashford
	11% increase in child poverty – 2004-2007
Higher than England infant deaths under four weeks

Above average teenage pregnancy rates

1.71% 10-17 as new entrants to YOS

	Canterbury
	High numbers of child carers

High numbers of children receiving free school meals

High rates of teenage conceptions leading to termination

	Dartford
	14% increase in child population 2006-16

High numbers of free school meals (Dartford East)

Higher rates of teenage pregnancy 1998-2006

1.43% 10-17 as new entrants to YOS

Highest homeless applications of young people in Kent

	Dover
	Above average lone parent households

19% of households with no-one in employment

High numbers of free school meals

1.31% of 10-17 as new entrants to YOS

	Gravesham
	Above average lone parent households

Lower than England average 5+ A*-C GCSEs

High homeless applications by young people

Highest numbers of homeless applications deemed ineligible of any housing authority in Kent

	Maidstone
	High numbers of child road casualties

Highest increased rates of teenage pregnancy in Kent 1998-2006

High rates of teenage conceptions leading to termination

1.34% 10-17 new entrants to YOS

	Sevenoaks
	14% increase in child poverty 2004-2007
High numbers of free school meals (Swanley)

Lower than England average 5+ A*-C GCSEs

High rate of teenage conceptions leading to termination

	Shepway
	17% reduction in child population 2006-16

Above average lone parent households

18% of households no-one in employment

Highest number of children subject to Child Protection plan

7% 16-18 year olds in NEET

Above England average teenage pregnancy rates

Above England average under 16 conception rate

1.787% 10-17 year olds as new entrants to YOS

	Swale
	21% of children are in poverty

Highest numbers of deaths in Kent 0-4, 15-19

Above average number of lone parent households

18% of households where no-one in employment

High numbers of LAC

High numbers of free school meals

Lower than England average 5+ A*-C GCSEs

Nearly 10% of 16-18 year olds NEET
Increased rate of teenage pregnancy 1998-2006

Above England average teenage pregnancy rates

	Thanet
	24% of children are in poverty

High number of deaths 0-4, 16-19

Above average lone parent households

23% 0-18 year olds in households where no-one in employment

Highest number of child road casualties

Highest number of LAC

Highest numbers of child carers

High numbers of free school meals

Lower than England average 5+ A*-C GCSEs

Nearly 8% of 16-18 NEET

Above average teenage pregnancy rates

Above England average under 16 conception rates

2.4% 10-17 year olds as new entrants to YOS

High numbers of homeless applications by young people

	Tonbridge and Malling
	High rates of teenage conceptions leading to termination

High numbers of homeless applications by young people

	Tunbridge Wells
	Nearly 15% increase in child poverty 2004-2007
18% reduction in child population 2006-16

High rates of teenage conceptions leading to termination

High numbers of homeless applications by young people
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