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SECTION 1:

YOUNG PEOPLE’S HEALTH

A.
Introduction
In the last few years there has been greatly increased interest within Government in the subject of adolescent health.  Among many policy initiatives that focus on the health of young people The National Service Framework for Children, Young People and Maternity Services (NSF) represents one example.  It was launched as a 10-year programme intended to stimulate long-term sustained improvement in children and young people’s health (Department of Health, 2004). It aims to ensure fair, high-quality and integrated health and social care from pregnancy, right through to adulthood. It is intended that the implementation of this policy will lead to a cultural shift, resulting in services that are designed and delivered around the needs of the people using services, and not around the needs of the organisations. 
The agenda within the Every Child Matters initiative, with one of its outcomes identified as “Being Healthy” is another example, established in legislation by the Children Act (2004).  Improving access to services is a priority for achieving good outcomes for children and young people. More co-located, multi-disciplinary services providing personalised support, as required throughout childhood and into adolescence, will be put in place. Other important initiatives include the re-launch of the Healthy Schools programme in September 2005, which will contribute to the improvement of children and young people’s health through greater collaboration between statutory agencies, as well as the move to an ‘Extended Schools’ programme, which is intended to provide health, social care, and other services for children and young people, their families and the wider community.

A further reflection of the Government’s commitment to improving the health of children and young people can be seen in the White Paper ‘Choosing Health’ (Department of Health, 2005). This document states that ‘from 2006, the Department of Health will pilot health services dedicated to young people and designed around their needs. These services will include primary care and specialist services in locations that are aimed at attracting young people and will include such facilities as internet access’. The White Paper delivery plan provided additional detail, specifying that four demonstration prototype services would be established by Summer 2006.

Four sites have been identified. Their current provision will be extended, and their focus will be to demonstrate effective methods of improving access and suitability of services for young people. The Adolescent Health Demonstration Sites will be designed to fit the objectives within the Department of Health’s ‘Young People’s Health Demonstration Sites’ guidance (DH, 2005b). The sites will also showcase the application of the ‘You’re Welcome’ quality criteria (DH, 2005c). Where appropriate the demonstration sites will be centre-based, but a range of outreach work will be provided too. The use of non-traditional venues and environments will be explored. 

The Dept of Health has been drawing on TSA’s report ‘Community health provision for young people: indicators for use in evaluation’ (Jones, Coleman and Dennison, 2000) in order to guide the design of the four services. However, as this report is five years old, an update is expected to provide new information to assist in this process. Therefore, the Children and Young People’s Public Health Programme (Department of Health) has commissioned the present report. The first section will consist of an updated literature review, looking at what we know about different aspects of adolescent health. Included in this section will also be a review of health services for young people. However, it should be noted that this information was more difficult to obtain, in view of the limited literature available on this topic. The present report aims to:

· Update the literature review, paying particular attention to health services for young people (Section 1).

· Update the list of projects and their characteristics (Section 2).

· Build up a picture of factors facilitating and hindering provision of young people’s health services (Section 2).

· Produce a report and a searchable database in Access.  

It is important to note how the two sections of the report link together. Section 1’s literature review provides a knowledge base on current adolescent health issues. It builds up a picture of what the problems are, and this knowledge is necessary when it comes to looking at service provision in Section 2. This knowledge is vital when it comes to designing services that are appropriate, relevant, sustainable, and are what young people need and want.

Review methodology

In this report, the term ‘young people’ is used to mean 11-25 year-olds. ‘Teenagers’ is used to mean 13-19 year-olds, and the term ‘adolescent’ is used interchangeably. 

This section of the report aims to present current evidence regarding young people’s health in the UK. This is a rapid review, as opposed to a systematic review. The previous TSA report (Jones et al., 2000) detailed statistics about young people’s health, and this section aims to update this information. The aims are to present the main issues, and highlight relevant statistics and evidence. This will help to get a fuller picture of the state of adolescent health in the UK today. This section of the report covers areas such as general well-being; physical activity, nutrition and body image; health risk behaviours; stress and mental health; and sexual health. As well as looking at recent evidence about young people’s health, this section also looks at evidence of effectiveness in order to see ‘what works’ in service provision.

“Key Data on Adolescence: 5th Edn.”, produced by the Trust for the Study of Adolescence (Coleman and Schofield, 2005) provides up-to-date key facts and statistics regarding young people. This was used as a resource. Searches were also made electronically using BIDS, Medline, Pub Med and Psychinfo. Some articles were found by doing hand searches of certain journals. Care was taken to include more than just academic reports, as practitioner-focused reports were thought to be of use too. The majority of information retrieved was from 1999-2005, therefore capturing material from five years since the last TSA report was written (Jones et al., 2000). A data source was seen fit for inclusion if it was a review of the evidence, and/or if it was seen as adding something new to the evidence-base. Most articles are from the UK, although some have an international perspective. 

Some of the key words used to search included ‘young people’, ‘adolescence’, ‘teenage’, ‘health’, ‘risk behaviours’, ‘mental health’, ‘sexual health’, ‘social capital’, ‘body image’, ‘reviews’, ‘what works’, and ‘effectiveness’.  

B.
Young People’s Health
This section aims to provide the findings of up-to-date and useful reviews regarding some different aspects of adolescent health in the UK. Where appropriate an international perspective is given to illustrate notable differences. Adolescence is often regarded as a time of great change in the physical, psychological, economical and social contexts of health behaviour. It is believed that health behaviours established early in life are likely to be maintained into adulthood (Kaivusilta, Arja and Andres, 2003). As well as causing short-term health problems, behaviours which compromise health may indirectly influence a young person’s educational engagement and psycho-social development. Knowledge about young people’s health could be useful in terms of the way they deal with life’s challenges, and help identify young people ‘at risk’. The World Health Organisation (WHO, 1986) defines health as a resource for living a productive life, because poor health may significantly impair young people’s functioning, and how they deal with and achieve life goals. Being in good health helps young people deal productively with life’s challenges, therefore young people’s health can have long-term benefits for both individuals and societies.  

General wellbeing
Looking at adolescent health in general, it is interesting to see how adolescents perceive their own health. Looking at a series of surveys on school–aged young people in the UK (1983-2004 SHEU), it is clear that young people are more likely to feel in control of their health in recent years. In 2004 a link was noted between smoking, older females and being unable to influence control over their own health. It has also been found that young people are now more likely to feel satisfied with their lives, with 15 per cent more 12-13 year-old females being satisfied ‘a lot’ in 2003 than in 1995 (27 per cent and 12 per cent respectively). Young males in general are more satisfied with their lives than their female counterparts.  

Excluding deaths in infancy, death rates among children and young people in the UK are highest in the 15-19 age group and young adulthood. This is because deaths associated with injury, poisoning and traffic accidents increase with age. Males are much more at risk, and this gender difference increases with age (Coleman and Schofield, 2005).  

Obesity, physical activity, and body image
Finding ways to increase healthy eating and reduce obesity is one of the key objectives for health promotion identified in the UK government’s White Paper ‘Choosing Health’, and it is an issue currently causing much concern because of fears that obesity is increasing among school children. Although eating disorders such as anorexia nervosa and bulimia have been given extensive public debate in recent years, obesity has virtually ignored as an issue. Obesity poses serious health risks and psycho-social issues, and rates have increased in children and adults since the mid-1990s (Department of Health, 1994-2003). 
In 1995 10 per cent of boys and 12 per cent of girls were obese, and in 2002 the rates were similar for both girls and boys (17 per cent obese). Since the early 1990s there has been a steady increase in the use of cars, combined with a decrease in walking and cycling to work in the UK. Among adolescents aged 11 to 16, the proportion of journeys to school by car increased from 16 per cent in 1992-94 to 23 per cent in 2002-3. Interestingly, the 2004 data shows that in girls aged 0-15 years old, mean BMI increased from 18.2 in 2001 to 19.0 in 2004. However, there was no significant increase among boys (Department of Health, 2005d).     
The 2004 UK survey of 10-15 year-olds (Balding, 2005) found that over 85 per cent exercised at least once ‘last week’, and at least 59 per cent of 10-11 year-olds think they are ‘fit’ or ‘very fit’. Interestingly, this figure fell to 29 per cent by the ages of 14 and 15, indicating that this age is vulnerable to stopping and/or becoming disinterested in physical exercise. Between 1991 and 2004 the percentage of 14-15 year-old females reporting that they are ‘unfit’ rose from 10 per cent to 21 per cent.  

Although obesity is the major area of concern, being overweight is a concern for young people. However, the evidence in this area is quite limited. 2004 data from a large scale survey of 10-15 year-old school pupils in the UK (Balding, 2005) shows that 20 per cent of males and 16 per cent of females are ‘overweight’. 59 per cent of 14-15 year-old females ‘would like to lose weight’, despite the fact that only 15 per cent of this age group are actually ‘overweight’ (using height/weight data). The fact that many young girls want to lose weight when they are not overweight is linked with issues to do with self-concept, and draws attention to the possibility that many young women are likely to feel dissatisfied with their bodies and to have a negative body image. ‘The way you look’ was the principal worry for 14-15 year-old females in 2004 (Balding, 2005).  
From an international perspective, research has found that body dissatisfaction is consistently higher among young women than young men, and this gender gap increases with age in adolescence. Approximately 25 per cent of 11 year-olds and 40 per cent of 15 year-old females consider themselves to be ‘too fat’ (Currie et al., 2004). This research also found that less than half of young people participate in one hour or more of at least moderate physical activity on five or more days a week, which is the minimum recommended level. This is the case regardless of country. Across all countries, young women are less active than young men and this gender gap increases with age. Less than two fifths of young people eat fruit daily, and about a third eats vegetables each day. However, there are wide variations according to country (Currie et al., 2004).  

Health risk behaviours
The major areas of concern regarding adolescent risk-taking behaviour are smoking, drinking, illegal drug use, and underage and/or unsafe sex. There is a large amount of data available on this subject, and a selection of findings has been selected here to illustrate the current situation. 

Smoking
Data from 2004 shows that smoking has declined in all age groups since 1974 (DH, 1974-2004). However, the smallest decrease was in the 16-19 age group (40 to 24 per cent) and then the 20-24 age group (48 to 32 per cent). This suggests that young people are a vulnerable group where smoking is concerned. In a UK study in 2003 of school pupils aged between 11 and 15 years old, it was found that 9 per cent of pupils were regular smokers (Boreham and Blenkinsop, 2004). This figure was 13 per cent in 1996, but has remained stable (between 9 per cent and 11 per cent) since 1998. In the early 1980s boys and girls were equally likely to smoke regularly, but since the mid-eighties girls have been consistently more likely. In 2003, 11 per cent of 11 to 15 year-old girls were regular smokers, compared with 7 per cent of boys. Smoking increases with age. In 2003 1 per cent of 11 year-olds were regular smokers, compared with 22 per cent of 15 year-olds. 19 per cent of regular smokers had smoked 70 or more cigarettes in the last seven days, and 26 per cent had smoked an average of between five and ten per day. There was no difference in the amount smoked by boys and girls. This data indicates that young women are more at risk of starting smoking, and that this is an increasing problem that needs to be tackled. A recent survey of 750,000 teenagers in 131 countries also showed a significant narrowing of the gap between the number of male and female smokers (CDC, 2006).   
Balding (2005) found that up to 65 per cent of young people will have smoked by the time they are 14 years-old. Young people’s smoking habits are strongly correlated with the number of other people smoking at home. Importantly, the majority of current smokers say they would like to stop. 
Drinking

Teenage drinking has been receiving a great deal of media attention in recent years, due to the focus on anti-social behaviour and the widespread opinion that drinking in the UK is increasing and getting out of control. The government’s first ever National Alcohol Harm Reduction Strategy for England was published in 2004, and it mentions prioritising the issue of young people’s alcohol consumption (Cabinet Office, 2004). Data from a survey in 2004 (Balding, 2005) found that 10-16 per cent of 10-11 year-olds, 25 per cent of 12-13 year-olds and 43 per cent of 14-15 year-olds had consumed at least one of a list of alcoholic drinks during the previous week. 16 per cent of 14-15 year-old males drank more than ten units of alcohol ‘in the previous week’ and 11 per cent had drunk on three days on more ‘last week’. 

In a study of 11 to 15 year-olds in the UK in 2003 (Boreham and Blenkinsop, 2004), the overall proportion of boys who had drunk in the previous week (26 per cent) was slightly higher than the proportion of girls (24 per cent). The proportion that had drunk in the last week increased with age from 6 per cent of 11 year-olds to 49 per cent of 15 year-olds. Although there has been no consistent change over the last few years in the proportion of pupils drinking in the last seven days (consistently 20 – 27 per cent), mean alcohol consumption among those who drank in the last week increased steadily between 1990 and 1998 (from 5.3 units to 9.9 units per week). Mean weekly consumption has fluctuated between 9.5 and 10.5 units since 1998, and it was 9.5 units in 2003. This shows that mean consumption has almost doubled between 1990 and 2003.  
The same survey (Boreham and Blenkinsop, 2004) shows little difference between boys and girls in this behaviour. In previous years, more boys than girls were likely to be drinking in the 11-15 age group. This change illustrates the fact young women’s lifestyles have changed significantly, and they are engaging in different activities in their spare time. It seems that the gender divide is narrowing, and young women are becoming more like their male counterparts in this area. This has serious health policy and practice implications. England, Scotland and Wales have some of the highest levels of alcohol use among young people in the European Union (Currie et al., 2004).
Illegal drug use
The data on young people’s illegal drug use do not always tell the same story, due to the use of different research methods and sampling. The prevalence of drug-taking in 11-15 year-olds was relatively stable between 2001 and 2003 (Boreham and Blenkinsop, 2004). The percentage who had taken drugs in the last month was consistently 12 per cent in three consecutive survey years (2001, 2002 and 2003). In 2003 there was no significant difference between the proportion of girls and boys who took drugs in the ‘last month’, ‘last year’ or ‘ever’. This is in contrast to previous years, where boys had always been significantly more likely than girls to take drugs. The most commonly-taken drug was cannabis, then volatile substances, then poppers, then magic mushrooms. All other drugs were taken by fewer than 2 per cent of pupils. Looking specifically at 15 year-olds, Boreham and Blenkinsop (2004) found that 31 per cent report having used cannabis and 38 per cent have used an illegal substance. However, Balding (2004) found that this figure was only 23 per cent for males and 24 per cent for young women. Volatile substance abuse (VSA) is an issue, especially among younger adolescents. Recent data from 2004 (Boreham and Blenkinsop, 2005) shows that 6 per cent of 11-15 year-olds reported taking volatile substances such as gas, glue, aerosols or solvents in the last year (8 per cent in 2003 and 6 per cent in 2002). For 11 and 12 year-olds, this drug was more commonly taken than cannabis. This shows that VSAs could be a gateway drug for young people, perhaps due to its wide availability, before they move on to other drugs.  

It is clear that drug use increases with age in adolescence. In a longitudinal study looking at illegal drug use in the North West of England, Parker et al. (2002) showed how drug use changes between the ages of 14 and 22. It was found that cannabis use increases from 17.7 per cent to 31.6 per cent and ecstasy use increases from 2.6 per cent to 7.8 per cent. The use of solvents and magic mushrooms, however, decreases with age. The UK has higher levels of cannabis use than almost anywhere else (Currie et al., 2004). It is clear that this is an issue that needs to be addressed in health education, especially considering that cannabis has now been re-classified to a Class C drug. International research shows that, on average, young men are more likely to use cannabis than young women; 22 per cent and 16 per cent respectively have used it in the last 12 months (Currie et al., 2004).   

Underage and/or unsafe sex

This subject will be discussed in more detail in the following sections. STI rates have risen in recent years in the UK, especially in young people. For example, chlamydia in 16-19 year-old women has increased by 250 per cent, and gonorrhoea by 175 per cent, between 1995 and 2003 (HPA, 2004). In young men chlamydia rose by 400 per cent. This is obviously a public health issue that requires attention.

Stress and mental health
There has been an increased interest in the UK in emotional health and well-being in research, practice and policy. This is due to a number of factors such as growing concern about the costs of mental ill-health in young people, and new government policy (e.g. the White Paper ‘Choosing Health’). Young people with clinically diagnosed disorders are more likely to miss school, have fewer friends and a more limited social network, and a detrimental effect on their families was noted as well. Other problems include an association with physical problems, an interruption to normal functioning, lower school attainment, an increased need for services, and economical demands on society. The most recent survey of mental health problems in Britain shows that one in ten young people suffer from a clinically diagnosable mental health disorder (Green et al., 2005). Overall, young men are more at risk from conduct disorders, and young women are more at risk from emotional problems (including depression and anxiety). 

This British survey also found that mental health problems are closely associated with poverty and disadvantage, and this should be considered when interventions are being designed (Green et al., 2005). This study found no difference in the rates of disorder in young people in the period 1999 – 2004 when comparisons are drawn with similar research published five years previously (Meltzer et al., 2000). However, earlier studies had found that rates had worsened during the 1980s and the 1990s, especially the rate of young women suffering from psychological distress (West and Sweeting, 2003). Another study had found increased rates of disorder in young men and young women suffering from conduct and emotional problems (Collishaw et al., 2004).  Further research is needed before any firm conclusions can be drawn on the question of the deterioration of mental health among young people.
In a study looking at 10,000 children and young people in England, Scotland and Wales it was found that disorders are linked to ethnicity (Meltzer, 2000). Rates of disorder are higher among Black young people, and very much lower in Indian adolescents. Young women ‘worry’ more than young men, and the extent of general ‘worrying’ increases with age. Topics for concern include family and friends, schoolwork and the way they look. A recent study found that nearly half of all 14-15 year-old females worry about their looks, and one in three worry about family problems (Balding, 2004).   

The suicide rate in young people is an important health indicator, and reducing this is a key government target in the UK. 12 per 100,000 young men in England and Wales committed suicide in 2003, and the figure was 17 per 100,000 in 1992. The rate for young women is historically much lower, with 3 per 100,000. However, it should be noted that regional variations are significant, with the rate for young men in Scotland in 2003 standing at more than three times that in England and Wales (Currie et al., 2004). Self-harm is also a measure of young people’s health and well-being, but evidence is harder to come by. A study looking at self-harm rates in a UK hospital between 1990 and 2000 showed an increase among young women of about 20 per cent, with no difference in young men’s rates (Hawton et al., 2003). Research shows that 3 per cent of males and 11 per cent of females have been involved in self-harm in the past 12 months (Hawton et al., 2002). Very recent research by the Priory Group (2006) found that one in five girls aged between 15 and 17 has deliberately hurt themselves (www.prioryhealthcare.com/adolescentangst).  

As we have stated the evidence is unclear as to whether or not children and young people’s mental health is worsening. Those who are considered vulnerable to having high rates of mental disorders are looked after children and young people, those in custody, and some ethnic groups. Some research suggests that certain factors are likely to protect emotional health and well-being, such as self-esteem, coping skills, and social structures. 

Sexual health and teenage pregnancy
The topic of young people’s sexual health is currently receiving a great deal of media interest in the UK. This is partly to do with the fact that Britain has the highest rate of teenage pregnancy in Western Europe, and also the fact that STI rates are increasing at a very rapid rate.  It is regrettable that there are relatively few UK-based empirical studies of young people’s sexual behaviour. A recent study in Scotland (Wight and Henderson, 2000; Henderson et al., 2002) looked at 14 year-olds, and found that 18 per cent of boys and 15per cent of girls reported having had full sexual intercourse. Of those who are sexually active, a third has had sex only once, and 52 per cent have only had one sexual partner. 
Perhaps encouragingly, a recent poll by Mori for the Observer found that the average age of first sex has gone up from just over 17 to nearly 18. Additionally, the number of young people who have sex at age 14 and 15 has dropped from 23 per cent in 2002 to 15 per cent in 2005 (Mori, 2006). The Natsal survey is a British national probability sample survey of sexual attitudes and lifestyles which was conducted in 1990 and repeated in 1999-2000 (Copas et al., 2002). The 2000 survey found a stabilisation over the previous ten years regarding the age at first intercourse, and a minority reported this as under 16. There was a sustained increase in condom use at first intercourse and a decline in non-use of contraception. The circumstances of first intercourse were found to be more favourable in those who were older. School sex education was associated with later onset of intercourse and increased contraception use. And all of these outcomes were more associated with education-related factors, than family background. 

The Teenage Pregnancy Unit (TPU) commissioned a tracking survey to monitor progress of the Teenage Pregnancy Strategy. The most recent Wave 12 (BMRB, 2004) has shown that the advertising campaign has been successful in raising and maintaining awareness of the issue of young people, sex and relationships. The radio adverts have been particularly successful in reaching 16-17 year-olds. Young people exposed to advertising appear to feel more empowered about contraception and talking about sex. However, few attitudinal changes were observed overall with the exception of some evidence that the adverts impacted on views of condoms and STIs.   
The teenage pregnancy rate in Britain is very high compared to other countries (UNICEF, 2001). While rates were similar across other European countries in the 1970s, other countries’ rates have since decreased, whereas rates in Britain have stayed the same. Reasons could be different standards of sex education, the range and accessibility of sexual health services, and attitudes to sex in general. However there is some encouraging evidence that the government’s teenage pregnancy strategy is working. The under-18 conception rate for England in 2004 was 41.5 per 1000 young women aged 15-17 years old, showing an overall decline of 11.1 per cent since 1998 (the baseline year for the strategy). There was a 9.8 per cent decline between 1998 and 2003, so these recent statistics indicate a further decline. Regarding under-16s, the conception rate in England in 2004 was 7.5 per 1000 aged 13-15 years old. This is a 15.2 per cent decline from the baseline rate of 8.8 per 1000 in 1998 (TPU, 2006). However, there are very large regional variations according to areas experiencing poverty and disadvantage, with the poorest areas in England having teenage conception and birth rates up to six times higher than the most affluent areas (SEU, 1999). 
While it is important to look at conception rates, it is also useful to look at the proportion of pregnancies that are terminated. In 2002, 55.6 per cent of conceptions in the 13-15 age group led to an abortion, and 39.9 per cent in the 15-19 age group (ONS, 2004). However, there are significant regional variations, with young women in more deprived areas being more likely to continue with their pregnancy, and those in more affluent areas more likely to terminate (Lee et al., 2004). Reasons for this variation are thought to be located in social circumstances. The proportion of abortions in 13-15 year-olds has increased by 2.7 per cent between 1998 and 2002 (ONS, 2004), which could suggest that young women in this age group are accessing abortion services more readily, or perhaps that abortion is becoming more of an accepted option to an ‘unplanned’ pregnancy.

It is clear that improved health education programmes and enhanced sexual health services are very much needed. The increases could be due to a combination of better screening, greater awareness, and different patterns of sexual behaviour in young people (e.g. more, and concurrent, partners). Recent research found that 51 per cent of young men and 41 per cent of young women in the 14-15 year-old age group do not know where their local sexual health services are (Balding, 2004). A recent poll among 1,790 people aged 16-64 in Great Britain found widespread support for sex and relationships education. Just 12 per cent of respondents felt that pupils are given too much information about sex, and 47 per cent agreed that they are not given enough information. Increasing awareness, at the very least, is clearly a priority. It is unfortunate that sex and relationships education remains a sensitive a topic in the UK., with continuing debate over the status of PSHE (Personal, social and health education) within the overall school curriculum.
Effect of gender and social capital

The available information and research about the topics presented so far suggests that gender is a very important factor to consider when discussing young people's health and planning relevant services. Many health behaviours differ according to gender. For example, compared to young women, young men are more likely to risk death through injury and accidents, use cannabis, have conduct disorders, and commit suicide. They are less likely to know where their nearest sexual health service is, and visit their GP. However, compared to their male counterparts, young women are more likely to self-report poor health, experience negative body image and eating disorders, to start smoking, to have emotional disorders, and self-harm. They are less likely to do physical exercise, and their alcohol consumption has more than doubled in the last ten years. Therefore, it is clear that gender is a factor that should shape the services offered to young people. Young men and women experience certain similar issues and challenges associated with growing up, but they also experience very different things, and this needs to be taken into account when trying to engage young people and respond to their needs.  

One of the most important conclusions to draw when looking at the influence of gender is the fact that it is more difficult to engage young men so that they access services. Research shows that young people in general feel their sex education at school was "too little, too late and too biological", but this is experienced especially by young men (Lenderyou and Ray, 1997). Young men are inconsistent in using condoms (Prince and Bernard, 1998), and they also do not access sexual health services as much as young women. This is perhaps due to embarrassment or peer pressure that encourages male bravado. Considering that young men become sexually active earlier than young women, it is vital that they are equipped with the knowledge and confidence to make well-informed choices about their sexual health.  

The UK’s Health Development Agency (HDA) published a book in 2002 which brought together evidence looking at the use of social capital to improve health and reduce health inequalities. The social capital concept recognises that a range of social and community circumstances can influence health-related behaviour, and an individual’s health and well-being can be affected by the way they relate to social networks and communities. The indicators of social capital are community and civic participation, social relationships and social support, reciprocal activities and levels of trust in others. Looking at gender, men of all ages are reluctant to take responsibility for their health and, instead, rely on female relatives to take responsibility for them. 
The report concludes that young people should be included when views are sought from communities about ‘need’, especially because this age group is often viewed as a ‘problem’ in society. Research shows that support from family, friends and health professionals can enhance physical health by encouraging young people to adopt healthy behaviours. In the same way, negative pressures and lack of support can lead to risky behaviours, and/or prevent the uptake and continuation of healthy behaviours. A small body of research suggests that the amount of time a young person spends with his/her family (family-centredness) can be indicative of positive health related behaviours. 

Health inequalities are widely associated with poverty, disadvantage and social exclusion. Ethnicity and culture are factors within this, because Black and Minority Ethnic (BME) groups in the UK are more likely to face these issues. Using sexual health as an example of an issue, certain BME groups have been identified as bearing a disproportionate burden of sexual ill-health. For example, national surveillance data (Dougan et al., 2004; HPA, 2004), and localised surveys within service-settings (Hughes et al., 2001; Low et al., 2001; Shahmanesh et al., 2004) show higher numbers of new STIs among Black groups, and lower rates in Asian groups, compared to White groups. There are few behavioural studies to show why these ethnic variations in sexual health exist. A recent study by the Trust for the Study of Adolescence (TSA) and Naz Project London (NPL) helps to give a clearer picture (Testa and Coleman, in press). It surveyed 3,007 adolescents, and interviewed 50 15-18 year-olds in schools in London with a high BME population. The aims were to explore their sexual health knowledge, attitudes and behaviours, and identify specific preferences for Sex and Relationships Education (SRE). The study found distinct ethnic differences in sexual health knowledge, attitudes, behavioural outcomes and learning preferences. There is a need to tailor practice to meet the needs of specific ethnic groups and, where appropriate, work with such groups individually. The greatest sexual health support needs are evident among Black young people, particularly Black Caribbean young men. This is based on their increased sexual experience relative to other groups, and commonly reported risk behaviour. There is still a research gap regarding BME young people and their health needs, but this study goes some way to narrow this gap and highlight the subject as one of great importance. 

C.
Young People’s Access to Health Services
The objective of this section is to assimilate recent evidence on young people’s access to health services. There has long been debate regarding the fact that many health services are adult-centred, and could discourage young people from accessing. This, in turn, could have negative implications for young people’s health. This section looks at young people’s attendance, problems with traditional provision, and what young people say they want from health services. 

Attending services

In searching for evidence regarding young people’s access and attendance at health services, mainly single studies were found because there appears to be a lack of evidence in this particular area. There is a widely-believed assumption that young people do not go the doctor very much, compared to adults. Recent figures show that 50 per cent of 12-15 year-olds have been to a GP in a three-month period and 30 per cent have visited in the last month (Balding, 2005). 
In another study, this time of 16-19 year-olds, it was found that only 9 per cent of young women and 17 per cent of young men do not attend their GP over the course of a year (SHEU, 2002). A study from 2000 showed that 35 per cent of young people's consultations with their GP were due to respiratory problems, with skin complaints and sports injuries next. An extremely small percentage of consultations were for a mental health problem (Churchill et al., 2000). 

Another study found that young people were most likely to visit their GP for a skin complaint, and least likely to attend with a sexual health issue or smoking. The school nurse was rarely used, which is unfortunate, but it should be acknowledged that school nurses might not always be available because funding cuts have meant fewer hours and less accessibility. This data was particularly notable, as it highlighted the high number of young people who do not access health advice at all (Jacobsen et al., 2000).  

Problems with traditional provision

Turning to the problems with traditional provision, evidence is mainly drawn from systematic reviews. The previous literature review on adolescent health provision concluded that young people are not well-informed about how to access primary care services (Jones et al., 2000). Barriers to access included not knowing how to register with a new GP, not knowing they could obtain emergency contraception from a GP, finding it hard to get there, and being embarrassed to talk to a GP about personal problems. The report also concluded that knowledge of services was poor in many young people, and young people were rarely offered health promotion or general health advice during an appointment with a GP. Only 15 GP surgeries had any special facilities for teenagers. It was also found that socially excluded young people have poorer health and poorer access to health services (otherwise known as the 'inverse care law' by Tudor Hart, 1971). 'Our Healthier Nation' was produced by the government to tackle social exclusion as a cause of poor health (Department of Health, 1998).     

In a review of the literature regarding the role of general practice in promoting teenage health, a number of interesting points were raised (Walker and Townsend, 1999). The review highlighted the lack of existing literature reviews of adolescent health promotion in general practice, and went on to conclude that teenagers feel that health promotion is appropriate if the doctor asks permission to give advice, and the advice seems relevant (also found by Stott and Pill, 1990). Although previous research (Epstein, Rice and Wallace, 1989) found that 15-17 year-olds have a wide range of health concerns, and many would like to discuss these with a doctor or a nurse, this review found that teenagers rarely receive health promotion advice from their physicians. It is concluded that general practice has a role to play in preventing the onset or continuation of health-damaging behaviours. 

Overall, research suggests that young people are accessing their GPs, but that vital opportunities for relevant and helpful health promotion are being missed. It seems that more GPs need to be trained in adolescent health in order that the opportunity of the consultation can be maximised. This could have many benefits for an adolescent patient, in terms of feeling that their GP has a higher level of knowledge and understanding regarding health issues which are specific to young people. It could also mean that the patient feels more confident that s/he is better-informed about the law and confidentiality issues. Looking at the other side, the GP might feel more confident in dealing with young patients and therefore communication could be improved.  

What do young people want from health services?

Turning to what young people would like from their health services, both systematic reviews and single studies were sought and are presented here. In the previous literature review in the area of adolescent health provision (Jones et al., 2000) it was concluded that, if given the choice, young people would choose to see a 'teenage health specialist' rather than their own GP, another GP, or a school doctor. However, almost no young people in the UK have this option because such professionals are very rare. It was also found that young people prefer the 'drop-in' environment for all their health care. Young people cited confidentiality as a major worry when visiting a GP, and were unsure whether or not their parents would have to be told about their consultation. 
This literature review also concluded that young people want to be seen in bright, comfortable premises, and be able to bring a friend if they want to. They also reported wanting access to anonymous telephone advice and written information. Regarding sexual health, young people would prefer to receive contraceptive services in a clinic with full sexual health provision including contraception, STI and smear tests, relationship advice, and advice about and referral for termination of pregnancy. However, the literature review found that young people often find services unfriendly and inaccessible. They are also very concerned about confidentiality, and the possibility of seeing people they know at the clinic. 

The previous literature review found that services need to be accessible via public transport, with opening hours that fit in with school times, with access for young people with disabilities. The fact that young men seem to be more embarrassed and reluctant to access services means that services need to go to them (e.g. outreach work and conveniently-located condom machines).  

When a study asked young people which aspects of primary care are most important to them, confidentiality was the most popular answer (Churchill et al., 1997). Next on the list is being able to go to a doctor who has an interest in teenage problems. 

The Exeter study (Balding, 2004) shows that, by the age of 15, young people are receiving most of their information about sex from school and the peer group. 20 per cent say that TV, magazines and the media are their main sources of information. Although more young women than young men cite their families as their main source, still only 27 per cent of 12 and 13 year-olds say this, and this reduces to 18 per cent of 14 and 15 year-olds. This data contradicts what young people say they actually want, because the study also found that between 30 and 40 per cent of young women, and almost as many young men, want their parents to be their main source of information about sex. Fewer 15 year-olds talk easily with their parents about things that bother them than 11 or 13 year-olds. 

However, it is clear that their need for support continues because ease of communication with parents is related to better reported health and lower rates of smoking (HBSC, 2004). It seems that many parents do not feel confident and comfortable doing this, and so there is an obvious gap and an opportunity for services to be developed which support parents to do this.       

D.
Adolescent primary care-based (GP) clinics – uptake and effectiveness

There is very little evidence looking at young people’s clinics based in GP surgeries, and so the evidence presented here comes mainly from single studies. Young people say that, even when they know services exist, there is still a lot to be done to break down both real and perceived barriers. Generally, research shows that young people have serious concerns about confidentiality being broken, and are often anxious about seeking help from health professionals for fear of being judged (London Brook, 2000). Young people say that the following would help boost uptake of services: more involvement of schools, better advertising, better access to clinics, improved atmosphere and greater trust in their confidentiality (Stone and Ingham, 2000). However, there is also a body of evidence to suggest that young people are satisfied with the care they receive from their GP generally. A study in 2000 by the RCGP (Jacobsen et al., 2000) found that 86 per cent of adolescents were satisfied with their last consultation with their GP. However, it was found that a number of young people do not seek help for their own individual concerns. 

Balding (2005) found that up to 30 per cent of 12-15 year-old females reported feeling ‘quite uneasy’ or ‘very uneasy’ on their last visit to the doctor. Previous surveys in this series found that those young people who say they were ‘at ease’ on their last visit were also more likely to have visited their GP more recently. 

In some respects, it seems that other counties, such as Australia, seem to be slightly more advanced in setting up such clinics. For example, The Adolescent Primary Health Clinics were set up to increase access of 14-18 year-olds to GP surgeries. The GP surgeries are based in popular youth centres and so they are convenient, easy to access, drop-in, relaxed, non-threatening, non-judgemental and confidential. Young people can access assistance on any area of health, and evaluation has been positive so far.  

GP surgeries in some counties in the UK are making efforts to increase the uptake of young patients. For example, the ‘No Worries’ scheme in South Gloucestershire, North Somerset and Wiltshire PCTs is trying to encourage young people to use GP surgeries for their sexual health needs. Leaflets, posters, a website and a telephone line to promote the scheme have been developed with young people. GP surgeries which are badged under the scheme must complete a basic training scheme and comply with basic principles and core values. Other agencies are part of the scheme too, and the aim is to encourage services to work in an inter-agency way. Young people are encouraged to complete evaluation forms, and they have been trained to run a condom distribution scheme. The overall scheme is being evaluated by Bristol University. 

Overall, research points to the fact that young people have concerns about accessing their GPs regarding certain issues. Encouraging young people to attend when they perceive a health problem may help provide a more sensitive primary care service.  

E.
Young People’s Participation in Health Promotion 
Initiatives
There is a notable lack of evidence regarding whether involving young people in health promotion work leads to favourable heath outcomes. For instance, it is unclear as to whether participation per se leads to positive health outcomes. However, it is clear that young people are more likely to engage in projects in which they feel involved, and ones where they feel their needs are listened to. The importance of involving young people in project planning is being recognised more and more, and professionals can now attend training days for this purpose. Government policy is also moving in this direction. The National Healthy Schools Programme (NHSP) includes ‘giving pupils a voice’ as a key criteria against which schools are assessed. Associated documents include practical advice on how to facilitate this participation (NHSP, 1999, revised 2005). 

In a systematic review, the EPPI-Centre asserted that young people need to be asked about the barriers to, and facilitators of, leading healthy lifestyles (Harden et al., 2001). It is claimed that, from the majority of evaluated interventions, young people have not been consulted in the intervention development phase or in the evaluation of intervention processes.     

Many hold the view that young people’s participation in health promotion initiatives is still tokenistic, and it is frequently argued that not enough consultation occurs, particularly in the ‘planning’ of services. There should be opportunities for young people to make choices about their own involvement as individuals and groups and, importantly, empower them. There are opportunities for young people to be involved in the design, delivery and quality assurance of services, but there needs to be proper recognition of the role, process and outcomes of the service (‘Young People Now’, October 2005).    

F.
Evidence of Effectiveness in Relation to Specific Health 
Related Behaviours
This section aims to pull together the evidence concerning the effectiveness of interventions relating to specific health issues for young people.  
The search for evidence of effectiveness

It is true that evaluation in health promotion and service provision is a contentious issue. It is always a challenge when deciding which reviews and reports to include when looking at evidence of effectiveness. Reviews of effectiveness tend to focus on large-scale randomised control trials, because they offer the closest thing to establishing a ‘causal’ link in terms of effectiveness. However, for this report it was deemed important to include studies of small, project-based interventions and evaluations because these can also be of a high quality. For instance, even if the effect is not significant, the quality of the intervention should be reviewed because immediate positive effects may not be detectable. This is an issue faced by most projects. They are constantly asked to ‘prove’ the effectiveness of their work, yet the effects may be impossible to measure, or only obvious through longitudinal evaluation. This can be especially true in projects which operate ‘drop-in’ sessions, because young people can disappear as quickly as they came in. Longitudinal evaluation is rarely possible due to practical issues and funding. 

Confirming this research dilemma, Speller (1997) asserted that the reasons that a conceptually sound evidence base does not exist for interventions that aim to promote health are threefold: lack of consensus about the nature of health promotion activity; lack of agreement over what evidence to use to assess effectiveness; and divergent views on appropriate methods for reviewing effectiveness. It could be the case that health promotion may be deemed ‘not effective’, due to being measured in inappropriate ways. In response to this problem, Speller suggests the following: the effect of health promotion should be assessed across the breadth of its activities and settings, and not just by changes in individual health behaviour; qualitative evidence should be included, instead of the current overemphasis on outcomes of individual behaviour change. It is clear that, when trying to evaluate projects, it is vital to take into account qualitative evidence as well as quantitative statistics. The qualitative work is often very telling of how the project affects individuals ‘on the ground’ and it can help to put the work in context.  

This section is divided into evidence of effectiveness of interventions, by looking at different health-related behaviours and what type of interventions are thought to be effective. The TSA report in 2000 included a thorough literature review, and this information is not repeated (Jones et al., 2000). Therefore, this section concentrates on reviews, individual studies, and examples of good practice since 1999.  

Diet and physical activity

In a systematic review of interventions aimed at improving young people’s diet and increasing their levels of physical activity, The EPPI-Centre found that evidence points to a need to develop and evaluate separate interventions, according to gender (Shephard et al., 2002). This was based on the fact that interventions relating to healthy eating and physical activity were more effective in young women. Multi-component interventions were recommended wherever possible, as an effective way to reinforce the health promotion message in many different settings (e.g. school-wide activities with the involvement of parents, community groups and the media).

The review also found that interventions which combine socialising with physical activity need to be developed and evaluated, as there seems to be a gap in the evidence-base regarding these initiatives. No interventions were found that aimed to integrate socialising with active pursuits, and this is recommended as an important area in need of further development. The review also highlighted the fact that interventions which have built on young people’s coping strategies need to be developed further. There are schemes providing more leisure and sport facilities to help stress, depression and anxiety but there is a need for their effectiveness to be evaluated. Only then can they be developed further. 

In a briefing paper, HDA (2004) concluded that multi-faceted, school-based interventions can reduce obesity and overweight in schoolchildren, particularly girls. Methods include nutrition education, promotion of physical activity, reduction of sedentary behaviour, behavioural therapy teacher training, curriculum materials, and modification of school meals and snacks. It was also concluded that family-based interventions can also be effective. 

Drugs, alcohol and smoking
Health education policy in schools has recently begun to move away from the traditional emphasis on risk, and towards an emphasis on the social and environmental factors which can influence drug use, drinking and smoking.  
Looking first at interventions, there are few methodologically sound studies looking at interventions aimed at decreasing drinking, smoking and drug use in young people. Jepson (2000) looked at the evidence from a number of systematic reviews published since 1995, and found that only one good quality systematic review had been undertaken in the area of illicit drug use in young people. All trials were conducted in the USA, and most concentrated on randomised control trials (RCTs) in schools on alcohol, smoking and marijuana use. Some school-based prevention programmes showed evidence of effect in the short-term (three months). Other programmes on developing skills to resist drugs and alcohol reported that outcomes such as attitudes and knowledge were increased, but there was little difference in actual use between those who participated and those who did not. There was not enough evidence of effectiveness of interventions in the prevention of substance misuse overall. Therefore, no approach can be recommended over another. 
In HDA’s review of reviews of drug use prevention among young people (HDA, 2004), it is clear that most British interventions are not properly evaluated. Where impact is measured, attitudes and knowledge changes are measured, instead of actual behaviour. Most programmes in secondary schools are universal (not targeted at high-risk groups), and focus on ‘gateway’ drugs (i.e. alcohol, tobacco and cannabis). It is thought that any effectiveness is short-term. They can delay onset of use, and sometimes reduce misuse by current users. The review does not recommend a single effective method of delivering drug misuse interventions to young people. However, it does conclude that universal prevention programmes appear to be more effective for lower risk young people, and targeted work may be preferable for those at more risk. The review reports that some peer education which aims to change beliefs and attitudes can be effective, as can intensive school programmes, and multi-component programmes involving both school-based and the local community-based activities. HDA concludes that more rigorous evaluation is required in order to learn what works, especially for different groups of young people. In order to develop targeted work that does not stigmatise, more research is needed in to ‘at risk’ groups, their patterns of drug use, and their ‘pathways’ leading to drug use.  
Looking at smoking in more detail, 2004 survey data from 10-15 year-olds in schools (Balding, 2005) has shown that the majority of current smokers would like to stop. Interestingly, 56 per cent of Year 10 females had a close friend who smokes, and the contrast in smoking between females with or without friends who smoke was dramatic. The highest proportion of all was among females with a ‘smoking’ sister. This suggests that peers and siblings are very influential in the decision to start and continue smoking, and interventions should acknowledge this. In a briefing paper the HDA (2004) concluded that there is little evidence that interventions have any impact on the uptake of smoking among children and young people, particularly in the absence of adult strategies.   

Regarding the treatment of young people with substance misuse issues, the BMA asserts that multiprofessional and multi-tiered service provision is needed, including co-ordinated core services for those in need of support and treatment (including outreach work), as well as more generic and preventative work (BMA, 2004). It is clear that it is not just existing users who need support. Young people who are vulnerable to starting to use drugs need to be supported so that they can make informed decisions. Therefore, services that provide support and advice to all young people are necessary so that a potential problem is avoided before it reaches the stage where secondary interventions are necessary.

Mental health
There are many reasons why there is a definite need to develop effective mental health promotion initiatives for young people, not least because of the way emotional well-being can impact on young people's lives. Perhaps one of the most significant aspects of the facts and figures regarding young people’s mental health is the very small percentage of young people who go to their GP with a mental health problem (SHEU, 2002). This section looks first at preventative interventions, and then briefly looks at treatment. 

It is clear that there is a gap in the evidence base in the United Kingdom regarding effective emotional health and well-being service provision for young people. A recent review (Coleman, 2005) has concluded that preventative programmes are more effective if they combine the development of skills with a focus on knowledge of mental health issues, and involve children from the early stages. It is also suggested that young people should be consulted about what they think would help them. For example, innovative methods such as using art, drama, music and physical activity could be more suitable for children, rather than one-to-one counselling sessions. It seems that there exists a lack of mental health promotion programmes for young people who are socially excluded, and this is an important area that warrants further research and development. In terms of broader interventions, it was found that multi-agency collaborations to promote mental health (e.g. Health Action Zone partnerships) should be evaluated, because they are likely to be more effective than narrowly-focused suicide prevention interventions (Harden et al., 2001). It is acknowledged that the interventions which are not as focused and are more holistic in their approach are more difficult to evaluate, as it is very hard to demonstrate effectiveness.   

A review by the EPPI Centre (Harden et al., 2001) found that school-based sessions on recognising the symptoms of depression were not effective. Instead, behavioural techniques were more effective, especially when reinforced by support at different levels (i.e. involving parents, youth groups, health services, and other agencies). The review also reported that mental health interventions should ensure that the content and presentation of their materials is ‘relevant to young people’s own perspectives, and the content of their everyday lives’, because certain medical terms can alienate them (e.g. ‘mental illness’, ‘depression’ and ‘mental health’). Increasing relevance to young people’s lives is also relevant to research. Research suggests that an imaginative approach is needed, due to the complexity of adolescents’ lives (Barnes et al., 1999). 

Turning briefly to the treatment of young people with mental health problems, there is evidence of barriers to care. Research in 2000 examined the difficulties encountered by professionals working in the community trying to refer young people for admission to in-patient units (Young Minds, 2000). The findings highlight a range of serious practical issues. Research following on from this (Young Minds, 2002) looked at the developments in in-patient provision in six units in England and Wales. It was found that many in-patient units are currently developing their provision and looking for new ways to meet the complex needs often presented by children and young people, by taking young people’s views in to account concerning what would make their experiences of their care more positive.   

In a systematic review, Harden et al. (2001) found conflicting evidence regarding whether mental health interventions are effective (Harden et al., 2001). Many interventions have short-term effects if any, and often only knowledge and awareness are altered (i.e. not symptoms). Therefore it is imperative to adopt a critical approach when designing and delivering mental health interventions, and always ask if it is the right and appropriate intervention in the right setting. Interventions designed to prevent suicide should be framed in terms of reducing stress and anxiety, as it was found that focussing on suicide can be harmful in itself. 
The aforementioned systematic review also found evidence that the mental health needs of young people with disabilities are inadequately met. Research found that 64 per cent of participants with persistent challenging behaviour from childhood into adult life received no specialist mental health care. This is thought to be due to a lack of recognition at the primary care level, and insufficient numbers of trained professionals within specialist services. There is also a notable lack of research in to ethnicity and mental health.  

Sexual health interventions

Recently government policy in the UK has focused on the obvious need to improve sex and relationships education (SRE) in schools (DfEE, 2000; DH, 2002). In order to achieve this, it is necessary to look at what is currently happening in schools, and isolate the challenges to effective delivery. It has been found that SRE is usually too late, it has an overly biological focus, and it is not allocated enough time. It can often fail to deal with emotional issues such as relationships, emotions, attitudes and the development of important skills (Measor et al., 2000). The barriers to effective SRE have been highlighted as lack of time, the confidence and commitment of teachers, embarrassment and lack of training, and difficulties associated with integrating SRE in to the wider curriculum (Lawrence et al., 2000). Strange et al. (2006) suggest a number of ways in which SRE in school may be improved. Suggestions include SRE becoming a statutory part of the national curriculum, providing schools with clear guidelines about core topics and how these can be realistically addressed in the time available, and sex education should be delivered by teams of SRE specialists. The authors acknowledge that measures are being taken to improve SRE, but that more research and progress is greatly needed.       

In a recent document about sex education and ‘what works’, Avert recommended a number of things (Forrest and Kanabus, 2005). For example, it asserts that parents, school-based education programmes, community-based projects, other health and welfare services, the government, non-governmental agencies and the mass media should join up to raise awareness and help meet the needs of young people. Sexual health provision needs to join up all these elements in a coherent way, in order to help reduce the problem of declining levels of sexual health in young people.

Turning now to sexual health service provision, it is clear that it is vital to get this right where young people are concerned. Traditionally, in sexual health interventions young people are treated as a homogenous group who are at the same stage in their maturity and sexual experiences. Another fact to consider is that sexual health services in the UK tend to be split (“family planning”, GPs, GU medicine and gynaecology), and this could be confusing for young people when they are thinking about accessing a service in either a preventative way or because they have a problem. Due to a recent court case when the High Court ruled that under 16 year-olds still have the right to confidentiality when seeking advice on sexual health. The Chief Executive of FPA (Anne Weyman) asserted that confidentiality is the single most important factor for young people in deciding to seek advice, and that compulsory notification of parents would be a ‘disaster’, leading to young people staying away from services and risking unplanned pregnancy or STIs (23rd January 2006, http://www.fpa.org.uk/news/press/).
2004 survey data (Balding, 2005) showed that when it comes to information about sex, between 12 and 15 years of age there is a trend away from parents and school lessons. Young people prefer to get information from friends, although they report that parents and/or school lessons should be the main source of information about sex. 46 per cent of 14-15 year-old females knew about a local service sexual health service for young people, and knowledge grew with age. Most health education lessons are reported to be ‘less useful’ as pupils get older. Jepson’s (2000) found that they are several high-quality reviews looking at the effectiveness of sexual health interventions for young people. It was concluded that school-based sex education can be effective in reducing teenage pregnancy especially when linked to access to contraceptive services. Also, importantly, all of the theoretically-based interventions were effective in increasing condom use (e.g. skills-training and strategies to modify perceived peer or partner beliefs about risk-taking behaviour). 
In a questionnaire-based study in schools in central London, several findings challenged existing models of care (Nwokolo et al., 2002). Respondents wanted clinics to run more frequently than once a week; the desirable staff attributes were regarding their attitude (i.e. rather than their age, sex or appearance); and respondents did not mind if older people were in the waiting room. The factors in line with current provision were that respondents wanted the clinic to be open after school; young women preferred to attend with a friend; and a confidential, walk-in service was preferred. The authors conclude that it is not necessary to spend huge amounts of money to establish effective sexual health services for young people. It could be possible to train existing staff to be more sensitive to, and aware of, young people’s needs and preferences. Clinic opening times should be convenient for young people (e.g. open after school), and confidentiality and attentive staff were paramount to young people.   

Looking now at teenage pregnancy and parenthood, The Health Development agency (HDA) produced a very useful ‘review of reviews’ (Swann et al., 2003), and presented a list of ‘what works’ to reduce teenage pregnancy rates. The main points are: School-based sex education, particularly linked to contraceptive services; Community based (e.g. family or youth centres) education, development and contraceptive services; Youth development programmes (although the evidence base for this was small, such  programmes may increase contraceptive use and reduce pregnancy rates); Family outreach, by including teenagers’ parents in information and prevention programmes. Other factors which are shown to be effective are:

· Long-term services, tailored to meet local needs, with clear and unambiguous information and messages. 

· Focusing on high-risk groups, including interpersonal skills development in programmes (e.g. negotiating and refusal skills).

· Focusing on improving contraceptive use and at least one other behaviour likely to prevent pregnancy and STI transmission.

· Taking key opportunities (e.g. when a young person receives a negative pregnancy test at a clinic).

· Basing interventions on theory-driven approaches with clear behavioural goals and outcomes, and using participatory and inclusive teaching methods.

· Ensuring services are accessible to young people in terms of location, opening hours etc.

· Selecting staff that are committed to the service and its goals, and who respect confidentiality where possible.

· Ensuring information and education is available and accessible before young people become sexually active whilst still being age-appropriate.     
· Working with young people who are prominent in peer groups.

· Joining up these services with other services for young people, and working in partnership with local communities. 

Although this review presented some very interesting findings, it also cites other research which offers little evidence of effectiveness. DiCenso et al. (2002) conducted a systematic review of randomised control trials of interventions to reduce unintended teenage pregnancy. Little evidence was found for efficacy, except when looking at a multi-factor approach to life skills and pregnancy prevention. However, it is acknowledged that this review used a very small proportion of available evidence. It can be concluded that there are gaps in the evidence base, and which warrant further research. Also, it is difficult to ascertain ‘what works’, because not all teenage pregnancies are ‘unplanned’ and so the pathway to parenthood is not always the same (Cater and Coleman, in press).   

Peer interventions

The Secretary of State for Education and Employment issued Sex and Relationships guidance designed to support schools, teachers and governors (http://www.dfes.gov.uk/sreguidance/). The guidance offers support for schools on how to deliver effective sex and relationship education. It is linked to the Personal, Social and Health Education framework and the Healthy Schools Programme. In this guidance, peer education is described as ‘an effective way to complement, rather than substitute for, sex and relationship education lessons in school.’ (DFES, 2000). There are reported positive outcomes for peer educators themselves in terms of values, attitudes, skills and understandings. Successful peer education can develop knowledge and understanding about sex, because it is delivered in a safe environment. However, it is acknowledged that peer education generally does not have the same positive impact on the development of skills, values and attitudes.

In a systematic review of the effectiveness and appropriateness of peer-delivered health promotion interventions for young people, there was a lack of methodologically sound studies (Harden et al., 1999). Therefore, recommendations from the review are based on individual studies. School-based smoking prevention initiatives with peer leaders have demonstrated some effectiveness. Sexual health interventions using peer leaders in college settings have shown some effectiveness in causing positive change in attitudes, but not behaviours. Peer delivered interventions in community settings which are developed in partnership with young people and consider other social and cultural determinants of health have also shown some effectiveness in increasing safe sex behaviour. Peer-delivered education may be more successful with young women, and those not at risk. It could be that the biggest impact is on the peer educator personally. Also, the presence of a peer educator instead of a traditional one does not make an intervention more effective or innovative per se.  

In a later review of evidence, a gap in evidence was highlighted around the effectiveness of interventions which utilise peer counselling techniques (Shephard et al., 2002). Peer counselling has not been included in reviews of peer education, because it is seen as separate. It is important to review, because young people turn to each other so frequently when discussing problems and issues. The review also suggested that interventions designed to help young people find employment should focus on reducing their concerns and anxiety about the future. This was found to be one of the most common issues adversely affecting young people.

G.
Concluding Remarks
The evidence presented thus far suggests a general decrease in health-sustaining behaviour by young people, and an increase in potentially health-damaging behaviour. Obviously there is a complex intertwining of factors which affect health behaviour, and the situation is far from simplistic. Effective intervention is necessary and it should be targeted without being overly prescriptive. Risks and behaviours coincide in young people, and this needs to be tackled in a way that recognises this fact. In light of the differences in self-reported health, by gender and country/region, it is safe to say that young people are not a homogenous group who feel the same way about their health. Adolescence is a time of increasing health inequalities and although the majority of young people report good health overall, there is a substantial minority who do not report their health as favourably. These young people may be ‘at risk’ of poor health, and the possibility that they will not cope as well with a variety of life’s challenges.  

Reviews of reviews of effectiveness have noted a lack of methodologically sound studies, and thus recommendations tend to be based on individual studies of effectiveness instead. However, there is evidence that certain ways of working with young people are more effective than others, such as multi-component interventions which reinforce the health promotion message in many different settings. That is, school-wide activities which involve parents, community groups and the media where possible. Another common theme was the suggestion of combining socialising with health promotion. A main finding was that interventions should be carefully planned, and be at the right time, in the right places, and to the right people. The involvement of young people is also thought to be key, and interventions should take into account the unique development needs of young people. In conclusion, interventions should be carefully planned, with clear aims, and be at the right time. However, these recommendations have yet to be put fully into practice. It is true that many projects are implementing evidence-based practice, but there is still considerable confusion as to ‘what works’. It can be safely said that the literature suggests no ‘best way’ to promote the health of young people, especially as they are not a homogenous group.  

SECTION 2:

DIFFERENT TYPES OF HEALTH SERVICES FOR

YOUNG PEOPLE 
This section of the report looks at the different types of health services that exist for young people and the different issues that they face in terms of, for example, running the project, obtaining funding, and evaluating. This will complement what we already know from the literature about young people’s health, and give a perspective of ‘what works’ from a project manager’s point of view. The purpose of this section is to examine the successes and challenges which are faced, and to go some way to understanding ‘what works’ in adolescent health provision. 

Methodology

An objective of this research was to interview a Project Manager from around 35 projects in England. Where the Project Manager was not available to be interviewed, someone in a similarly senior post with good knowledge of the project was interviewed instead. In the first instance, a list was compiled of all the projects which were included in the original report by Jones et al. (2000). Attempts were made to contact every project. This was a considerably lengthy and difficult process, considering that the initial research report was done over five years ago. Many projects had ceased to exist, or had morphed into different services with new names. In the majority of cases, the contact person named in the report had changed. Therefore, the process involved trying to find projects that had been ‘successful’ and were still running, whilst also noting those which had ceased to run. Of the 17 projects described in the original report, most were still running in some form. 

In order to get a more detailed picture of what exists in terms of adolescent health provision, a variety of other projects were then sought. Firstly, a mix of types of projects were sought (general practice based, school based, youth agency based, services concentrating mainly on sexual health/ “family planning”, youth provision relating to specific behaviours/special groups, mobile provision and online provision).  

With this criteria in mind, the projects were found in a variety of ways. Organisations were contacted through phoning or using their website (National Children’s Bureau (NCB), Barnardos, the National Youth Agency, and Youth Access, Young Minds, Sex Education Forum). Key people were contacted in order to locate more services, and particular emphasis was placed on projects which demonstrate more innovative ways of working. The research was explained and they were asked if they knew of any relevant projects, and so certain projects were contacted on this basis. In some cases, interviews with projects from the original report led to the mention of other projects, and these were in turn followed up. Searches using keywords and phrases using the internet search engine Google were also carried out.   

The process of organising the telephone interviews involving a great deal of telephoning and e-mailing the projects which had been found and highlighted as potential interview sites. The project was explained, and then a time was scheduled in for the interview. Due to the nature of their job roles, it was common for the Project Manager to be unavailable at this pre-arranged time and, in these cases, the process of arranging the interview began again. In some cases, this happened so often that they were not followed up again. The telephone interviews generally lasted between forty minutes and one hour. The interviewees were extremely forthcoming with information, but were keen to be assured that the name of the project would not appear in a report.  

A full copy of the interview schedule can be found in the appendices to this report (Appendix 1). The questions were mainly around ‘what works’ and the challenges experienced by projects. After establishing basic details about the project, questions were asked about the following: the type of service (e.g. client group and how it runs); the history of the project (e.g. goals, any changes which had occurred); past and present funding; piloting and consultation; the current running of the project (e.g. advertising, confidentiality, young people’s involvement, contact with similar services, staff training); reflecting on the project’s progress (e.g. changing goals, evaluation, reasons for success or otherwise); and indicators of success (e.g. what makes an effective service, and what are the challenges and barriers to a successful service?). Where possible, interviewees talked about evaluation which had been done internally. In some cases, projects sent copies of their evaluation reports. 

This research was funded for four months. It began on 1st July 2005, and ended on 31st October. The majority of the interviews were completed by the end of September, and the write-up began at the start of October. It was decided to follow a similar structure to that of the previous TSA report into adolescent health provision (Jones et al., 2000).This section of the report focuses on a selection of the projects who were interviewed. They have been selected for this report according to the need to obtain representation from different areas of the country, type of service, and more innovative practice. It was of course not possible to include all projects interviewed separately, and this was not considered useful because the data collection reached a ‘saturation point’, whereby no more new information was being produced. Instead, summaries are provided which encompass the views of all projects interviewed. It is hoped that this provides relevant information about ‘what works’ and challenges for different types of young people’s health services in England.  

A.
Main Types of Service Provision for Young People
i. General practice based services

ii. School based provision

iii. Youth agency based services

iv. Services concentrating mainly on sexual health/ “family planning” Youth provision relating to specific behaviours/special groups

v. Mobile provision

vi. Online provision

Another section (viii) is added, and this will look at reasons why a project might end. This will give an idea of challenges faced by projects, and the reasons why certain projects are not running anymore. 

The Quest for Project Examples

Examples of different types of services were sought in a variety of different ways, as described in the introduction. Although interviews with a variety of services were conducted, the projects are not named in the interest of anonymity and confidentiality. Instead, summaries for each type of provision are presented. 
i.  General Practice based services
These are the key conclusions drawn from all general practice-based services interviewed. ‘All’, ‘Most’ or ‘Some’ are added to each point, to indicate its frequency. 
	· Involve young people when designing the service. Time needs to be available and set aside to do so. All


	· Carefully plan when the service should run (e.g. after school and college). All


	· Ensure staff are ‘friendly’ and ‘approachable’. All


	· No appointment necessary. All


	· Ensure service is widely-known by advertising in local schools, colleges, and directories. Information must be clear and include information on what the service offers, opening times, how to get there, whether an appointment is needed, and confidentiality. All 



	· Ensure no other clinics are running at the same time (e.g. a clinic for adults). Most


	· Be flexible and willing to try things to target certain young people, especially young men. Some


	· It can be difficult to get funding for GPs, nurses and up-to-date time-saving testing methods. Some


	· Staff can promote the service when young people are seen as patients at the normal GP surgery. Some


ii.  School based provision
These are the key conclusions drawn from all school-based services interviewed. ‘All’, ‘Most’ or ‘Some’ are added to each point, to indicate its frequency. 
	· No focus on sexual health, which is seen as a big strength. This provides problem confidentiality for those who attend the clinic. All 



	· Lots of groundwork is necessary to get schools on-board, as some think having a school-based clinic means the school is admitting there is a 'problem'. Good relations are needed. All


	· It is important to meet the concerns of all the stakeholders. All


	· Pupils should have a sense of ownership of the clinic (i.e. ‘their clinic’). Most
· 

	· On-site, but in a separate building seems to be the ideal situation for a clinic. Most


	· Young people in rural locations may benefit more from school-based services, because they have no access to other provision. Some


	· The Fraser guidelines of consent have proved useful in ensuring good practice. Some


	· School staff must be aware of the confidentiality issue, and should not ask pupils what they are going to the clinic for. It is important that pupils perceive the clinic as entirely separate from school. Some 



	· ‘Supporters’ can attend (a friend), which young people value. Some



iii.  Youth agency based services
These are the key conclusions drawn from all youth agency based services interviewed. ‘All’, ‘Most’ or ‘Some’ are added to each point, to indicate its frequency. 
	· It is difficult to find a balance between staying independent, whilst still trying to get statutory funding for financial security. This is a big dilemma for independent projects. All 



	· It is hard to get funding now from National & Local Trusts, because everyone thinks they are already successful. Trusts tend to want to fund new and innovative work from organisations they have not funded before, and they forget about existing innovative work that needs to keep be maintained. All 


	· Projects also need to be able to convince statutory agencies to ‘think outside the box’, because innovative work is so hard to get funding for on a long-term basis. All


	· Projects feel ‘left’ out of recent legislation (e.g. Every Child Matters). Projects do not want to lose their identity by conforming to new information-sharing ideas etc. Most

	· Projects feel strongly that there is a need for more project work, especially for those not in education or training (e.g. drama, DJ work). Most


	· Young people should be on the management committee and involved in decision-making as much as possible. Most


	· The project must maintain a good reputation for ensuring confidentiality. Most


	· Service provision must be flexible, with appointments only necessary for certain services (e.g. counselling). Most 


	· The waiting area and other areas in the project should appeal to young people, and designed on the basis of consultation. Staff said young people like comfortable chairs, music and interesting things to read. Most


	· It is vital to have at least one member of staff who is good at getting funding. Most



	· Innovative evaluation is starting to work well (i.e. 'mystery shopper' young people). Some 


	· It has proved useful to advertise in local press and produce leaflets, to ensure the project is well-known in the local area. Clear information about the project must be on all publicity material. Some


	· There exists a need for more long-term evaluation, to see if services are actually working. Some



iv.  Services concentrating mainly on sexual health/ “family planning” 
These are the key conclusions drawn from all sexual health/”family planning” services interviewed. ‘All’, ‘Most’ or ‘Some’ are added to each point, to indicate its frequency. 
	· A project must be professional, confidential, and young people-friendly. If young people respect the project, they will treat it with respect. Confidentiality was considered to be at the top of young people’s lists. All


	· There must be freedom to just drop-in, with a friendly and relaxing environment (including aforementioned ways of making the project more appealing to young people). All


	· Excellent inter-agency working is necessary. All 



	· A holistic philosophy is key, with a service that is responsive to young people and their needs. All 


	· Many staff believe that there is too much bureaucracy, which gets in the way of service provision. Most


	· Management should be supportive to staff and young people, and all ideas welcomed. Young people’s ideas are vital to service delivery. There should be regular and feasible opportunities for their feedback. Most


	· Projects feel that a lot of money was dedicated to teenage pregnancy, but it has not reached those at grass roots. It has gone into mainstream services which have no sustainability because government targets are unrealistically high. Some


	· Money is needed to support parents with teenagers, dads’ work, and more innovative work generally. Some



v.  Youth provision related to specific behaviours / special groups
These are the key conclusions drawn from all youth provision related to specific behaviours / special groups. ‘All’, ‘Most’ or ‘Some’ are added to each point, to indicate its frequency. 
	· Lessons must be learnt regarding how to encourage young people to access the project, and also how to involve and retain them. All


	· Long-term evaluation is necessary, but rarely possible within projects. All


	· Good inter-agency working helps to find and engage more young people, and helps the holistic approach. All


	· A much wider approach to health and well-being is needed for young people. Most


	· Ideally, all services should be under one roof. A young person should not be expected to go to lots of places for advice & services, because this increases the likelihood that s/he will ‘get lost’ in the system. This makes sense, because certain issues are likely to co-exist. Most


	· More prevention work needs to be funded, because some managers feel like ‘we can’t help you when you’re ok. Come back when you have a drug problem & then we can help’. Some 



	· A project needs to look at why young people do not engage. For example, just having one consulting room is too formal. Young people prefer a separate room with a pool table as well, to take away the clinical environment. Some


	· There is a need to consider the whole person and all the factors impacting on his/her life. For example, a young person is likely to start using drugs again if the original reasons have not been addressed (e.g. boredom, family issues etc.). Some


	· There are problems around limited resources. Managers should have a strategic role, but they are often too involved in service delivery & the everyday running of the project to really concentrate on this role. Some  



	· Advertising is key, and young people can help with this. Some



vi.  Mobile provision

These are the key conclusions drawn from all provision related to mobile provision. ‘All’, ‘Most’ or ‘Some’ are added to each point, to indicate its frequency.
	· Young people should be involved, so that they have a significant say in the designs and facilities on offer. All


	· A range of activities and opportunities for informal health advice and information should be provided, because young people will not just turn up and amuse themselves. All


	· Strong inter-agency links are necessary, so that other professionals are aware of the service. All


	· It is important to let people know what the service has achieved, and publicise as much as possible. Some  



	· A mobile trailer can be just as effective as a bus, and cheaper. Some


	· Local bus and coach companies can be approached directly, as they might be willing to sell a bus at a discounted price. Some


	· Single-decker buses are preferable, as double-deckers aren’t disability-friendly and require extra staff to supervise. Some



vii.  Online provision  

There has been a great increase in the number of health websites geared towards young people who want to know more about health issues. Young people may prefer the anonymity and privacy of having their health questions answered via the internet. These sites are a good opportunity to provide accurate and clear advice to young people, and offering reassurance and confidence to access a service in person. No interviews were carried out for this section, but web-based research was carried out instead. Here are some examples of sites: 

www.wiredforhealth.gov.uk : Wired for Health is a series of websites developed by the Department of Health and the Department for Education and Skills. Health information is provided for a range of audiences that relates to the National Curriculum and the National Healthy Schools Programme. There are different icons to click on, depending on a young person’s age (e.g. Key Stage 2, 3 or 4).
www.ruthinking.co.uk : A young people’s website concentrating on sex, STIs, contraception, relationships and advice on how to get emergency advice, treatment and contraception in your area.

www.brook.org.uk : Brook provides free and confidential sexual health advice and contraception to young people up to the age of twenty-five. This site offers information about young people’s rights, facts, and answers to questions.

www.teenagehealthfreak.com : A young person-friendly website covering all aspects of health. Features include a character’s daily diary, a virtual surgery, answers to questions, a health A-Z, and an opportunity for young people to feedback and improve the site.

www.bbc.co.uk/teens : This website has different features for young men and young women. It puts health advice on sex and relationships into a context of other issues which are relevant to young people. For examples, girls can also look at horoscopes, celebrity gossip, fashion and beauty, and dilemmas. Boys can seek advice on sex and relationships, and also see comic strips and games. There is the opportunity to offer feedback on the site.

www.IMOKTA.co.uk : This is a website for 14-19 year-olds including information of interest and real-life scenarios. It serves as a useful communication channel for young people to find out about a variety of issues.

These are the key conclusions drawn from all online services interviewed. ‘All’, ‘Most’ or ‘Some’ are added to each point, to indicate its frequency. 
	· Organisations offering websites have an opportunity to give clear health advice, and encourage attendance at services. They also have a responsibility to be confidential and accurate. Most
 

	· Young people should feel as though they can provide feedback that will be listened to and potentially acted on. Most 




viii. Reasons why a project might end
This section gives two examples of real projects which have ended since the previous TSA report was produced in 2000. Project X ended despite the staff believing that it was working very well, and it received a national award at the time it ended. Project Y is an example of how project and staff disruption can lead to the end of a project. It is interesting to see the reasons for this, in the context of ‘what works’.
Project X

What is it?: This project offered outreach peer education training on sexual health with those ‘at risk’ of young parenthood. The project delivered work in local schools and youth venues. 

History: This project ran for five years. It began after consultation with young women, and it received health authority funding. The aims were to reduce teenage pregnancy rates, and change behaviour and attitudes. Young people from other projects were consulted beforehand on planning, staffing and curriculum. 

Past and ongoing evaluation: It was reported that evaluation was made easier because it was externally evaluated, and therefore less staff time was taken up with evaluation. Young people in the project did some evaluation of their own as well.  

Challenges:

· The dilemma of goals was pertinent. The NHS wanted less teenage pregnancy, but the project developed a much wider remit around sexual health in a more holistic way.

· The project received funding from the government’s HIV budget, but as soon as this topic went ‘off the boil’ as a national issue the project lost the funding. The project was working well at this time, and had won a national award.

· It is not wise to rely on a single funder, and it should be ensured that there is a member of staff with good fundraising skills. The project could have fitted with Teenage Pregnancy Strategy funding (27), but plans were not made in sufficient time.

· The project was not embedded in policy, due to certain personnel changes.

Project Y 

What: This service was an information and advice centre, funded by the Youth Service. It offered a clinic two afternoons per week (a general clinic, but it became sexual health focused), a very popular young parents group, a drop-in service, housing advice, and counselling. The centre was in a very central location on the high street.

History: The project started in 1997. The project manager left, and there is currently no replacement in post. A new management committee are trying to think of ways to re-vamp the service, because attendance had started to decline significantly.

Past and ongoing evaluation: The project took an informal approach to evaluation, and therefore the work was not evaluated very effectively. The project has avoided having to collect statistics to ‘prove’ what they do.

Challenges:

· The age range could have been too broad (13-25 year-olds). Mainly 13-16 year-olds attended, and it could be that older young people associated the service with young teenagers.

· The drop-in became a youth club with young people just watching television and playing pool, rather than taking up services.

· Staff changes meant new ideas and work became delayed. 

· No formal advertising was done, and the project relied on word-of-mouth.

Summary: Lessons for why services are no longer running:

	· User involvement is vital at all stages, and projects must continually find new and appealing ways for young people to get involved.



	· The project’s goals should be clearly defined.  



	· The focus of the project should be able to be changed, if the need becomes apparent.



	· The project should try to adopt good inter-agency working, in order that other professionals are aware of the service. 



	· Care should be taken to be professional about funding, and avoid ‘putting all your eggs in one basket’.



	· Procedures should be in place to safeguard the project against too much upheaval if and when major staff changes occur.


B.
Difficulties with Project Evaluation
When asked in the interview about evaluation, the responses of project leaders/managers varied considerably. They were all sure that their service was beneficial to their clients, but not all were evaluated effectively. The reasons for this include:

· Most projects are funded by a variety of different funders. Some funders fund specific pieces of work, and some give generic funding to the project. Each funder requires monitoring and evaluation information, but different information is needed in different formats. Evaluation can get very complicated and time-consuming for project staff.

· Evaluation is rarely ‘built in’ before the project is set up. It is added on once the services are in place, and this makes it more difficult.

· There is meant to be a ‘culture of evaluation’, but many service providers still see it as a pressure on their time and service provision is seen as much more important.

· There is not always funding for evaluation.

· Sometimes projects have to design their own evaluation techniques, and there is not always a member of staff trained to do so.

· Project staff are reluctant to give young people ‘too much paperwork’ or ask them too many questions, in case it puts them off accessing.

To put this issue in context, the previous report by TSA found that very few projects had been adequately evaluated (Jones et al., 2000). This was mainly due to evaluation being viewed by service providers as an ‘add on’, and something that was done only when there was time. Fitting in evaluation was seen as difficult by service providers, due to time constraints and a lack of aims and objectives. In cases where project-specific evaluation was being done, services were not looking at the effect of services on ‘hard’ outcomes (e.g. local STI rates).  

Overall, the situation has improved since the last TSA report in 2000 (Jones et al., 2000). Most projects are evaluating service provision in some way, and service providers are aware how much influence evaluation has when it comes to getting funding from both statutory and non-statutory bodies. Being able to ‘prove’ effectiveness is now a necessity and something that is built into a service level agreement (SLA). Projects more advanced in their evaluation procedures actually reported its benefits once systems were in place, and said that it had helped them to get more funding. However, there is still a widespread belief that evaluation gets in the way of service delivery. The amount of work sometimes proves frustrating for projects, and is seen as getting in the way of service provision. No projects have a dedicated evaluator, and it is generally each project worker’s responsibility to collect the data on their work. Staff also feel that qualitative, anecdotal evidence is equally as important, but there is no space for it when trying to show a project’s worth and effectiveness. 

C.
The Access Database

To complement this report, an Access database was also designed. This database holds details of approximately one hundred young people’s projects across England. As well as including the projects interviewed for this research, other projects were included in order to obtain a more detailed insight into the extent of service provision for young people. Although not definitive, this database is searchable and provides details on the types of services provided by each project. If you would like to receive this database via e-mail, please contact TSA on (01273) 693311 or info@tsa.uk.com
D.
Concluding Remarks
Care was taken to interview a manager from a variety of different projects. However, certain themes relating to ‘what works’ are common across all projects. It is clear that all interviewees believe strongly in the worth of their project, and there is a clear motivation to deliver flexible work which responds to ‘need’. Certain aspects of project design and practical ideas are considered almost universally effective. There is clear agreement concerning the value of innovative, more holistic work which can serve to initially engage young people, and make it more likely that they will return. However, it is widely reported that obtaining funding for this type of work is very hard, and this goes against need. Some projects are reluctant to receive statutory funding and risk losing their independence and identity as a project, but find it frustrating that this funding is necessary for their financial security. Overall, it seems that provision is moving in the direction of the provision of more innovative work in order to engage young people and encourage them to learn about health in more informal settings, before there actually is a ‘problem’. 
SECTION 3:

CONCLUSIONS

This report has reviewed the literature on young people’s health, and identified ‘what works’ in young people’s health provision, by conducting interviews with a variety of different project managers and staff. This information is essential at this particular time, because four sites are to be supported by the Department of Health in 2006. This final section of the report will sum up the findings from the research, and focus particularly on innovative service design and the way forward for young people’s health provision. In doing so this report provides an insight, from a ground-level perspective, of ‘what works’ in designing young people’s health services. 

The literature review shows that certain aspects of young people’s health are deteriorating, and therefore designing and implementing effective service provision is even more necessary than ever. It also concludes that young people are not a homogenous group, and health behaviours and risks vary according to many factors including age, gender, area, and levels of risk-taking. Although methodologically sound reviews of effectiveness are notably scarce, certain learning points and effective practice can be seen. The literature suggests that multi-component interventions are most beneficial, where different professionals can work together to ensure a young person’s needs are met. 
There are limitations in the sense that ethnicity has not been focused on specifically in this report. The broad scope of the remit meant that it was not possible to concentrate on specific groups. The same is true for young people with special needs, disabilities and chronic illnesses. There could be a need for a similar piece of work, concentrating on these groups of young people. 
This research has involved interviews with a variety of different types of services, and it is clear that certain aspects of service provision are more appropriate to certain types of services. For example, a GP-based service may have to work harder to convince young people that the service is confidential, whereas an independent service may struggle to be seen as credible by other agencies due to the innovative and holistic work they provide. However, many aspects of ‘what works’ are common to all services that work with young people. For instance, it is clear that all services need to be clearly advertised in relevant locations, be open at suitable times, be clear about their confidentiality policy, be flexible according to local need, have effective evaluation in place, and be aware of the issues that concern young people.

The recent ‘You’re welcome quality criteria’ (DH, 2005) is an important document to draw on here. It sets out principles which will help services become young people friendly. The quality criteria cover nine areas: accessibility; publicity; confidentiality and consent; the environment; staff training, skills, attitudes and values; joined-up working; monitoring and evaluation, and involvement of young people; health issues for adolescents; and sexual and reproductive health services. The criteria are based on examples of effective local practice working with those under 20 years-old. It should be remembered that these criteria are aimed at a wide variety of services including general and acute health problems, chronic and long-term disease management, and health promotion. None of the findings of this research contradict the guidance in the You’re Welcome report, and so this is encouraging. Similarities are especially around accessibility, publicity, joined-up working, evaluation, health issues, and sexual health services. It seems that project staff are stating the same factors when asked ‘what works’, and so what is needed is for more services to have the capacity, funding and opportunities to put these criteria into practice.   

One of the main findings from this research is the dilemma projects face when providing innovative work. Many projects report receiving a one-off amount of money to do a particularly innovative piece of work (e.g. arts, drama, residential, DJ-ing workshops), which evaluation showed to be extremely effective and well-received by young people. However, the funding then finished and the work had to end. The project managers believe their work to be extremely effective, but the quest for other funding was often futile. It is widely believed that funding bodies are always looking for something ‘brand new’, ‘innovative’ and ‘exciting’ to fund, and so an existing piece of innovative work easily falls away despite being very successful. This is a major source of frustration for project managers. The reasons for the success of these more generic and innovative pieces of work, were that young people could access these activities without appearing as if they had a ‘problem’. After becoming familiar with the project, young people would often take up a service. The majority of interviewees believe that offering a non-threatening environment, where young people can do activities they enjoy, is an excellent way to engage them and start to pass on health-related information. They are then more likely to return in a more specific capacity. 

Related to this is the common worry among project managers that projects are only funded to work with young people who have already got a ‘problem’ (e.g. sexual health, housing, mental health). They worry about young people who are vulnerable to these issues, but who cannot access the project because there is nothing wrong yet. Interviewees suggest that all young people could benefit from projects which provide more innovative, preventative and generic work, so that health promotion can be taught in a fun and informal situation. However, it seems that there are exceptions to this. For instance, Brook is focused on sexual health work but it is very clear about its aims and objectives around this. It is a very well-established organisation, and it is known for providing innovative work on sexual health. Therefore, services such as this are still needed and extremely useful. However, it seems that when developing new services a more holistic approach appears to be the way forward according to this piece of research.  

Another concern that some projects have is the issue of feeling they do not fit in with government policy. Some youth agency-based services feel ‘out of the loop’ with new policy, and there is a belief that getting secure statutory funding would compromise their independence. It is felt that the project’s vision would be forced to change, and so their service provision would suffer. However, the dilemma was that they need statutory funding to survive. There appears to be a need to integrate existing projects into policy and statutory funding, with as little change as possible to successful projects which are working well.

Evaluation was a key part of the interviews with project managers. There is an overall feeling that evaluation has improved over the last few years, and now it is something that projects expect to do. All interviewees consider evaluation worthwhile, not least because it often helps to secure funding. There is a frustration that their evaluation findings get ‘swallowed up’ by their funders. Some projects have relatively advanced in-house evaluation, which they do purely to self-monitor the project. Most interviewees feel that doing more qualitative evaluation would add a lot of weight to their justification for providing the service, as would longitudinal evaluation. However, they acknowledge that this is impractical for a number of reasons.  
This report does not focus on how services are meeting the needs of BME groups. Although this question was asked in the interviews, the services which participated did not generally have set policies on this. Of note was the fact that some services recognised that it needed to do more to target BME groups in the area, but they were not sure exactly what to do (e.g. one service spoke of a relatively high number of Chinese young people in the area, and recognised that ways of encouraging them to access the centre needed to be considered and implemented as soon as possible). In interviews with other projects, it became clear that engaging BME groups was done as a matter of course, due to the high numbers in the local area. Some even had a specially employed BME worker for this, who was experienced at forging links in the local community and engaging these hard-to-reach young people. These services also tried to translate as much written information as possible into the languages most prevalent in the local area.  

This report highlights many factors which could be listed here as ‘what works’ in effective adolescent health provision. However, to conclude, the following list illustrates the project characteristics which were most frequently and strongly mentioned as necessary and effective by the interviewees: 

· Involve young people in a non-tokenistic way at every stage (e.g. what they would like regarding provision and practical issues and also ‘mystery shopper’ evaluation). If this is not done, the service will not truly be responding to ‘need’.

· Carefully plan ‘where’ and ‘when’. It must be open when young people want it to be, and when they can get there. This is particularly pertinent to young people in rural areas.

· Be innovative and consider outreach work such as mobile provision, for those who are harder-to-reach due to location or perhaps ‘wariness’ of the service.
· Facilities such as the internet, music, DJ-ing and recording facilities attract young people and have proved very successful and popular. Young people may then consider accessing the service in a more specific capacity. 

· The reception area and waiting room should be designed by young people, to create somewhere they find welcoming, stimulating, informal and somewhere they would return to. 

· Advertise in key locations, so that young people are aware of the service and exactly what is provided and how it works.

· Ensure young people know they can just ‘drop in’, and ensure appointments are only necessary for certain services.

· Ensure all agencies are aware of the project’s work and remit as they cannot operate in isolation. Good inter-agency working is vital, and so are managers who are open to new ideas.

· Ensure all staff are approachable, young people-friendly and professional.

· A holistic philosophy is necessary, which takes into account the whole person (e.g. the young person will start to use drugs again if their personal problems have not been addressed).

· Projects must be flexible and willing to change services in order to target specific young people and/or issues.

· There should be an opportunity for a young people to bring a friend as a ‘supporter’ when attending a project, to make him/her feel more comfortable.

· Specific services already exist (e.g. Brook), so when designing new services a particular focus should be avoided (e.g. sexual health) so that there is ‘problem confidentiality’, and the project does not become stigmatised.

· Prescription supplies should be available on-site, as it is sometimes difficult for young people to collect them elsewhere. 

· Young people must feel a sense of ‘ownership’ of the project, otherwise they will not engage and see it as there to help them.

· User involvement is key and can be achieved in a number of ways, for example via young people’s advisory groups and management committees. More innovative ways are possible too. For instance, young people can volunteer at the project, and do evaluation by collating information and feeding it back for evaluation purposes (e.g. ‘secret shopper’ evaluations have worked well).

· Regular in-house reviews are necessary, to check that ‘need’ is being met.

· More job security for staff would mean better service provision, because it allows staff to build up a rapport with young people.

· The project should create and maintain a good reputation for ensuring confidentiality, to encourage young people to attend.

The research findings suggest that projects are moving towards a more holistic, partnership way of working. The aim is now to work with the whole person, rather than just dealing with one aspect of their health, or the problem which s/he presents with. Many projects start off focussing on one element of adolescent health, but then become much more holistic and innovative. 

In conclusion, it is hoped that this report will be helpful in the design of the Department of Health’s four new Adolescent Health Demonstration Sites, due to be launched in August 2006. This report shows the extent of the different adolescent health issues, and what research says is effective practice. The in-depth one-to-one interviews with project managers add a new dimension and allow ‘on the ground’ views to be heard. This aspect complements the research perspective, and shows what actually seems to work in real practice. It is clear that there is a need for more research in the area of effective practice in adolescent health. More systematic reviews are necessary, in order to gain more of an insight into effective practice in what is still a relatively under-researched area of health. It seems that currently no one provider has a monopoly on quality, stability or innovative practice. Therefore, the advent of the Adolescent Health Demonstration Sites will be a step in the right direction in terms of effective adolescent health provision. 
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APPENDIX 1: INTERVIEW SCHEDULE

Innovative Health Services for Young People: Interview schedule for projects still running

1. Basic Information:

	Project title
	

	Name of interviewee
	

	Position held
	

	Contact details
	

	Date of interview
	


2. Type of service:

1. Project site (e.g. school, GP health clinic, youth service)

2. Outreach, centre-based, or both?

3. What services are offered?

4. Do you have information regarding profile of your clients? If so, please give a brief description including:

a. Age

b. Gender

c. Cultural diversity

3. History of service:

5. How long has the project been running?

6. How did it start (e.g. in response to a need after consultation, new funding etc.)?

7. Who were the key players?

8. Was a particular age range specifically targeted?

9. Were any special groups particularly targeted (e.g. young men, disabled young people, a particular minority ethnic group)?

10. What were the initial goals of the project? Were the goals:

a. outcome-based (e.g. rates of teenage pregnancies, STI levels) or,

b. process-based (e.g. numbers of young people who feel involve in the project, changes in attitude of young people involved)?

4. Past & present funding:

11. What level of funding does the project receive?

12. Source of funding:

a. At the start of the project?

b. Now?

13. Have there been any changes in funding since the project started? Please explain.

5. Piloting & consultation:

14. Did the project have a pilot phase? 

a. If so, how long?

b. If not, why?

15. Was anyone consulted before the project was set up (e.g. young people, youth workers, school nurses)? If so, 

a. How did this occur?

16. Were young people involved in the initial setting up of the project?

a. If so, how?

b. If not, why?

6. The current running of the project:

17. How is the project advertised?

18. What policy do you have on confidentiality?

19. Are clients mainly:

a. Drop-in

b. Word-of-mouth

c. Referrals (if so, who from?)

20. Is there an appointment system at all?

21. Have young people been involved in the running of the project? If so, are they still engaged?

a. If yes, how have you kept them ‘on board’?

b. If not, what caused this to end?

22. Do you have contact with any similar services? If so, any shared activities?

23. Is there any peer counselling, peer mentoring or peer education involved in the project?

24. What training do you provide for staff?

a. How much of this is specifically in relation to adolescents and adolescent health?

7. Reflecting on the project’s progress:

25. Is there anything you had to change during the lifetime of the project? For example;

a. The structure of the project?

b. The service young people receive?

26. Do you have the same goals now as you had at the start of the project? If not, how and why have they changed?

27. Has your project been evaluated? If so, did you look at:

a. process measures (e.g. are adolescents happy with how the service is run), or

b. outcome measures (e.g. attendance, number of teenage pregnancies)?

28. How has evaluation worked in the project?

a. Easy or difficult?

b. Who has taken responsibility for this? 

c. Is it seen as important by project workers and young people?

29. What did this evaluation tell you, and have any changes been made as a result of findings?

30. What do you feel are the reasons for the success of your particular project?

31. How will you sustain your project over the coming years?

a. Funding?

b. Evaluation?

c. Service provision?

d. Take-up rates?

8. Indicators of success:

32. How would you describe a successful project in general terms? ‘What works’?

33. In general terms, what do you think are the problems and barriers that cause some projects to end? 

34. If you had to define indicators of success what would you include?

35. If you had to start all over again now and plan a new service, what would you like to do?

36. Is there anything you would like to add?

� The views expressed in this publication are those of the authors and not necessarily those of the Department of Health.





PAGE  
1

